Providence Water Docket 4406
Data Requests of the

Division of Public Utilities and Carriers
Set 1

DIV 1-20. Please provide a copy of the Buck Report supporting the pro forma City
Retirement expense shown on Schedule HIS-S6.

Answer: The pro forma amount of $2,788,304 shown for City Retirement Expense was an
estimated amount that was used in a prior filing. It was slightly higher than the FY 2013 amount
and was used while we were awaiting a more precise FY 2014 amount. We requested an update,
and have received the attached letter from the City of Providence Finance Director, Michael
Pearis, which states that the FY 2014 pro-forma amount should be $2,945,209. We will adjust

this in rebuttal testimony.

Prepared by: ]. Bondarevskis 5/20/13



Angel Taveras
Mayor

Michael L. Pearis
Finance Director

RECEIVED

MAY 2 1 2013 Finance Department

‘Building Pride In Providence
FINANCE |

Jeanne Bondarevskis

Senior Director - Administration
Providence Water

552 Academy Ave

Providence, RI 02908

Jeanne,

As you know, we are currently in litigation with Buck Consultants, therefore we do not have an
updated actuarial report restating our ARC projections based on the impact the retiree settlement
(which saves us over $14MM in ARC payments) and the payment of 90% of the FY12 ARC. We
budgeted an overall, city-wide ARC of $62MM for FY14 based partly on the Funding Improvement
Plan (FIP) prepared by Buck and submitted to the Department of Revenue in November 2012. In being
conservative, we used $62MM instead of the published schedule (attached) of $60MM . The problem
with using the FY14 ARC payment in the FIP of $60MM is that the FY14 number is not adjusted to
reflect 90% payment of the FY12 ARC.

Buck provided us with a restated ARC for FY13 (attached) of $57.8MM, of which WSB was
$2,745,769 or 4.75% of the total. We applied the 4.75% to the $62MM to come up with Providence
Water’s FY 14 pension contribution of $2,945,2009.

If you have any questions, please feel free to give me a call.

Sincereiy,{h

Michael L. Pearis
Finance Director
City of Providence

City Hall ° Providence, Rhode Island 029803 e {(401) 421-7740
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SECTION V - APPROPRIATION PAYABLE BY CITY

Schedule A gives the basis for determining the appropriation payable by the City during the
fiscal period beginning July 1, 2012, In accordance with the law governing 'the operation of
the retirement system, the recommended contribution rates are 24.22% for Class A members,
81.79% for Class B Fire and 61.61% for Class B Police. These rates are based on amortizing
the unfunded accrued liability as of June 30, 2011 on a level percentage-of-payroll basis over
a 28-year period. If these rates are applied to the annual compensation of active members in
this actuarial valuation, increased by $471,661 to amortize the remaining deferred
contribution as of June 30, 1996 over a 30-year pericd, and adjusted to a monthly basis,

contributions payable by the City for the fiscal year beginning July 1, 2012 are as shown

below:
Group Amount

Class A:
General $ 7,599,652
School 7,217,336
School Crossing Guards 854,982
Water 2,745,769
Workforce Development (JTPA) 342,620
Fire Civilians 220,721
Police Civilians 863,984
Total Class A $ 19,845,064

Class B:
Fire $ 20,163,344
Police 17,793,151
Total Class B $ 37,956,495
Grand Total $ 57,801,559

buckconsultants




FY13 City Pension

Group Amount %

Class A

General 7,599,652.00 " 13.15%

School 7,217,336.00 12.49%

School Crossing Guards 854,982.00 1.48%

Water 2,745,769.00 4.75%

Workforce Development 342,620.00 0.59%

Fire Civilians 220,721.00 0.38%

Police Givilians 863,984.00 1.49%
Total Class A 19,845,064.00 34.33%
Class B

Fire 20,163,344.00 34.88%

Police 17,793,151.00 30.78%
Total Class B 37,956,495.00 65.67%
Grand Total 57,801,559.00 100.00%

New Citywide pension
New Police pension

. School Pension;

FY14-

$8,151,655.98
$7,741,570.29
$917,083.98
$2,945,209.11
$367,506.35
$236,753.16
$926,739.85
21,286,518.73

$21,627,917.13
$19,085,564.15
40,713,481.27

62,000,000.00

$8,151,655.98
$20,012,303.99

8!

,658,654:28

FY15
$8,196,672.97
$7,784,322.61

$922,148.52
$2,961,473.83
$369,535.88
$238,060.62
$931,857.71
21,404,072.15

$21,747,355.91
$19,190,962.94
40,938,318.85

62,342,391.00

$8,196,672.97
$20,122,820.65

FY1l6

$8,487,557.98
$8,060,574.06
$954,873.89
$3,066,571.15
$382,650.04
$246,508.96
$964,927.64
22,163,663.72

522,515,129.99
$19,872,015.29
42,391,145.28

64,554,809.00

$8,487,557.98
$20,836,942.93

FY17

$8,788,867.64
$8,346,725.72
$988,772.07
$3,175,434,92
$396,234.17
$255,260.06
$999,182.73
22,950,477.31

$23,318,562.69
$20,577,475.00
43,896,037.69

66,846,515.00

$8,788,867.64
$21,576,657.73
$23,573,822.75
53,939,348.12

FY18

$9,100,976.93
$8,643,133.72
$1,023,885.23
$3,288,200.61

$410,305.20

4$264,324.83
$1,034,665.59

23,765,492.11

$24,146,648.89
$21,308,220.00
45,454,868.89

69,220,361.00

$9,100,976.93
$22,342,885.59
$24,410,573.72

1$55,854,836.25



Forecust of Actnarial Resulis - Funding Improvement Plan

Paymenr
Fiscal Yenr Against the Emplayer Past Service Defereal

Eanding ARC Normal Cost Amariization Aanertization ARC Contribution
6/30/2012 90% § 8,654,179 § 44,588,200 S 492,606 53,735,585 5 48,362,027
6/3072013 100% 8431731 49,241,116 471,667 58,144,514 58,144,514
63072014 100% 8,769,000 50,965,845 4,667 60,206,511 60,206,511

6/30/2015 100% 2,119,760 52,750,965 471,667 62,342,391 62,342,391

6/30/2016 100% 9,484,550 54,598,592 471,667 64,554,809 64,354,809
6/30/2017 100% 9,863,932 56,510,916 471,667 66,846,515 66,846,515
6/30/2018 100% 10,258 489 58,490,206 471,667 69,220,361 69,220,361

6/30/2019 100% 10,668,829 60,538,807 471,687 71,679,302 71,679,302
/3072020 100% 11,095,582 62,659,149 471,667 74,126,398 74,226,398
6/30/2021 100% 11,539,405 64,853,749 471,667 76,864,820 76,864,820
6/30/2022 100% 12,000,981 67,125,209 471 687 79,597,857 79,597,857
63072013 100% 12,481,020 69,476,226 471,667 82,428,913 82428913
630/2024 100% 12,980,261 71,909,592 471,667 85,361,519 85,361,519
6/30/2025 100% 13,499,471 74,428,196 471,667 83,399,333 68,199,333
6/30/2026 100% 14,039,450 77,035,032 471,667 91,546,148 91,546,148
6/30/2027 100% 14,601,028 79,733,200 471,667 94,805,894 94,805,894
6/30/2028 100% 15,185,069 82,525,911 471,667 98,182,647 9B,182.647
6/30/2029 L00% 15,792,472 85,416,494 471,667 101,680,633 101,680,633
6/30/2030 100% 16,424,171 88,408,397 471,667 105,304,234 105,304,234
6/30/2031 100% 17,081,138 01,505,196 471,667 109,058,001 109,058,001

G/30/2032 100% 17,764,384 94,710,604 = 112,474,988 112,474,988
6730/2033 100% 18,474,959 98,102,761 - 116,577,720 116,577,720
6/10/2034 100% 19,213,957 101,555,098 - 120,769,055 120,769,055
6/30/2035 100% 19,982,515 105,109,527 - 125,092,042 125,092,042
6/30/2036 100% 20.781.816 108,788,360 - 129,570,176° 129,570,176
6/30/2037 100% 21,613,089 112,595,953 - 134,209,042 134,209,042
6/30/2038 100% 22,477,613 116,536,811 = 139,014,424 139,014,424

6/30/2039 100% 23,376,718 120,615,599 & 143,992,317 143,992317
6730/2040 100% 24,311,787 124,837,145 - 149,148,932 149,148,932
6/30/2041 100% 25,284 258 - - 25,284 258 25.284,258
6/30/2042 100% * 26,295.628 - - 26,295,628 26,295,628

Contribution . Contributien
Asa % of " Benefit Uafunded Funded Revenuve 812 Y% of
Incrense Payroll Payroll P Asyels Accrucd Liability Linbility Ratia Forccast Revenue
-142% S 135473,706 I57% § BS,765,170 5 413,804,423 5 1,142,454,033 5 728,689.610 362% §  434.806.177 1%
20.2% 135,473,706 42.5%  BI,018,584 | 415273,122 1,154,641,044 739,367,921 437,830,844 13.3%
3.5% 140,215,285 42.9% £8,300,481 417,582,139 1,166,793,585 749.211.446 432,611,543 13.9%
3.5% 145,122,820 43.0% 89,672,455 420,780,642 1,178,871,878 758,091,236 432,771,186 14.4%
3.5% 150,202,119 43.0% 90,995,900 425,068,713 1,190,934 312 765,865,599 432,826,535 14.9%
3.6% 155,459,193 43.0% 92,405,997 430,525,036 1,202,904012 772378976 437,154,800 15.3%
3.6% 160,900,265 431.0% 93,956,816 437,181,365 1,214,642,082 777,460,717
1.6% 166,531,774 43.0% 95,486,750 445,243,161 1,226,166,919 780.923.758
1.6% 172,360,386 43.1% 96,994,155 454,937,591 1,237.500,777 782,563,185
3.6% 178,393,000 43.1% 98,511,410 466,477,957 1,248,632,635 782,154,677
1.6% 184,636,755 43.)% 100,061,121 480,081,151 1,259,533,966 779.452,£14
3.6% 191,099,041 43.1% 103245113 454,312,522 1,268,501,767 774,189,246
1.6% 157,787,508 432% 106,259,283 509,501,700 1,275,572,408 766,070,705
1.6% 204,710,070 432% 109,242,166 525,865,021 1,280,641,875 754,776 854
316% 211,874,923 432% 112,003,071 543 838,850 1.283,796.796 739,957,946
3.6% 219,290,545 412% 114,638,376 563,799,128 1,285,031,4%4 721,232,295
3.6% 226,965,714 433% 117,139,221 586,166,344 1,284,349,872 698,183,528
3.6% 234,909,514 433% 119,459,262 611,447,728 1.281,805.332 670,357,604
1.6% 243,131,347 433%  121.600.190 640,195,225 1277454812 637,259,588
3.6% 251,640,944 43.3% 123,530,024 672,590,726 1,271,394,206 598,803,480
3.1% 260,448,378 43.2% 125,162,413 709,903,760 1,263 818,170 553,914,410
3.6% 269,564,071 432% 126415182 753,020,152 1,255,023,970 502,003,818
3.6% 278,598,811 43,3% 127230964 802,999,869 1,245394,172 442,394,303
3.6% 288,763,772 433% ° 127,645,404 860,975,824 1,235,306,958 374331,134
3.6% 298,870,504 43.4% 127,676,025 928,161,529 1,225,154,659 296,993,129
3.6% 305.330,971 434% 127420710 1.005,767,050 1,215,254,078 208,487,028
3.6% 120,157,555 434% - 126809917 1,095202.242 1,206,043,634 110,841,392
3.6% 331,363,070 43.5% 125874183 1,197.945,628 1,197,945.628 -
3.6% 342,960,777 43,5% 124629581  3,191,409,142  1,191,409,142 -
-83.0% 354,964,404 7.1% 123,003,600  1,186,997,185 1.186,997,185 -
4.0% 367,388,159 7.2% 121,049,601 1,158,980,501 1,158,980,501 - 100.0%



Providence Water Docket 4406
Data Requests of the

Division of Public Utilities and Carriers
Set 1

DIV 1-21. Please state whether any change has been made in the state unemployment
insurance compensation limit per employee that would result in an increase in the
state unemployment insurance expense for rate year. If yes, please identify the

change.

Response: No, because Providence Water is a direct reimbursement employer.

Draft Prepared by: Harold Smith 5/21/13



Providence Water Docket 4406

Data Requests of the
Division of Public Utilities and Carriers
Set 1

DIV 1-22. Please identify the cash payments made to employees who do not take healthcare
coverage from Providence Water and state whether those payments are adjusted
annually for inflation.

Answer: The cash payments made to employees who opt out of healthcare coverage are not
adjusted for inflation. Total cash payments in FYE 6/30/12 were $9,500.
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Prepared by: Mary L. Deignan-White 5/21/13



Providence Water Docket 4406

Data Requests of the
Division of Public Utilities and Carriers
Set 1

DIV 1-23. Please provide a copy of Providence Water’s employee benefits handbook or
similar document explaining the benefits to which employees are entitled.

Answer: Providence Water does not have an employee handbook. However, the following
attached documents are provided from Providence Water and the City of
Providence to a new employee.

a. PW New Hire Information -Non Union and Union.
b. City Of Providence Handouts —Non Union and Union.

Prepared by: Mary L. Deignan-White 5/21/13



Non-Union biv 1-23 &

New Hire Information

Payr‘oll - You will be paid every two weeks; however, and unfortunately, it
does take several weeks to get onto the payroll...Direct Deposit is available

Vacation - 1 week after 6 months then 1 week on 1 Year anniversary date;

2 weeks every January 15" thereafter until 5™ year of employment can be
taken in 3 day increments

Sick Time - 1-1 days per month or 15 per year...can be taken in  day
increments

Personal DGYS - 2 days per contract year (7/1 to 6/30)..subtracted
from sick time accrual... can be taken in  day increments

Floating Holidays - 3 per calendar year. Must use by 12/31 or
lose...can be taken in hour increments

Holidays

= New Year's Day
» Martin Luther King Jr.'s Birthday
= President's Day

= Memorial Day
=  Fourth of July
= Victory Day
= Labor Day
» Columbus Day
» Veteran's Day
» Election Day (November of each even year)
= Thanksgiving Day and Day after
= Christmas Day
» Christmas Eve (1/2 Day)
= New Year's Eve (1/2 Day)



Retirement- MANDATORY 8% of Gross Salary is deducted Pre-Tax.

Health Care Plan - Blue Cross-Health Mate - Plan 200 (there is a co-
share)... includes prescription coverage, which is provided by

CVS/Caremark...Coverage is effective 1°" of the month following your hire
date

Dental Plan - Delta Dental (100% paid by City)...Coverage is effective
I’" of the month following your hire date

Life Insurance -$ 15,000 (paid by City).. Hartford Mutual Life

Optional Payroll Deductible Benefits

Flexible Spending Accounts (FSA'S) - Pre-Tax dollars for

medical and dependent care expenses (PayFlex)

Deferred Compensation (457) Plans - (Pre-Tax)

ING

Joseph Reynolds

100 Centerville Road, Suite 3
Warwick, RT 02886
401-738-2221

Great West- Brian Rocha, Account Executive.
255 Bear Hill Road, Waltham, MA 02451

Office Phone: 866-317-6584, Ext. 20087

Cell: 401-533-1848

Email: brian.rocha@gwrs.com

AIG - VALIC

Neil Lambert

1000 Winter Street, Suite 3750
South Waltham, MA. 02451
617-835-1207
neil_lambert@aigvalic.com



New Hire Information

Probation - Seniority shall be acquired after the completion of a six
month probationary period, at which time seniority shall be retroactive to
the first day of employment... see page 15 of the CBA for more information.

Payroll - You will be paid bi-weekly; however, and unfortunately, it does
take several weeks to get onto the payroll...Direct Deposit is available.

Vacation -1 week after 6 months..1 week on 1 Year anniversary date; 2

weeks every January 1°" thereafter until 5™ year of employment. Vacation
time can be taken in a minimum of z day increments.

Sick Time - 1-% days per month or 15 per year..can be taken in a
minimum of % day increment. '

Personal DGYS - 2 days per contract year (7/1 to 6/30)..subtracted
from sick time accrual... can be taken in a minimum of 3 day increment.

Floaﬁng HO“dGYS = 3 per calendar year Must use all by 12/31 or
lose...can be taken in a minimum of 1 hour increments

Holidays
= New Year's Day
= Martin Luther King Jr.'s Birthday
= President's Day
=  Memorial Day
*  Fourth of July
= Victory Day
= Labor Day
=  Columbus Day
= Veteran's Day
= Election Day (November of each even year)
= Thanksgiving Day and Day after
= Christmas Day
= Christmas Eve (1/2 Day)
»  New Year's Eve (1/2 Day)



Retirement- 8% of Gross Salary is deducted - Pre-tax.

Health Savings Account - Effective July 1, 2008, are required to
contribute $.05/hour to the HAS for Retiree Post Medicare healthcare.

Health Care Plan- Blue Cross (see CBA for more information).
Dental Plan - delta Dental (paid by City)

Pr'escr-ip'rions - MaxorPlus w/additional coverage via CVS/Caremark
(Local 1033)

Vision - Davis Vision (Local 1033)

Coverages are effective 1°' of the month following your hire date
(see Personnel for more information)

Longevify = Employees hired after 10/23/99, receive a longevity bonus
of 3% of their annual salary after 7 years of service...this bonus is usually

paid in a lump-sum at the end of each fiscal year (6/30)..after 12 years
4%..17 years..5%...20+ years 6%

Life Insurance - $25,000 policy provided by Local 1033

Accidental Death and Dismemberment- $25, 000 provided by
Local 1033

Optional Payroll Deductible Benefits

Flexible Spending Accounts (FSA's) - Pre-Tax dollars for
dependent care and/or medical expenses must sign up within 30 days of
employment.



Deferred Compensation (457) Plans - (Pre-Tax)

ING

Joseph Reynolds

100 Centerville Road, Suite 3
Warwick, RI 02886
401-738-2221

Great West- Brian Rocha, Account Executive.
255 Bear Hill Road, Waltham, MA 02451

Office Phone: 866-317-6584, Ext. 20087

Cell: 401-533-1848

Email: brian.rocha@gwrs.com

AIG - VALIC- Neil Lambert
1000 Winter Street, Suite 3750
South Waltham, MA. 02451
617-835-1207
neil_lambert@aigvalic.com
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Divi-23 b Trnd ook

Employment Bligibility ¥ erification UsCIS
Form I-9
Department of Homeland Security OMB No. 1615-0047
U,S. Citizenship and Irmigration Services Expires 03/31/2016

B»START HERE. Read instructions carefully befere c_ompi‘eﬁng this form. The instructions mus! be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: It is illegal o discriminate against work-authorized individuals, Employers CANNOT specify which

dosument(s) they will accept from an employes. The refusal to hire an individual because the documentation presented has 2 future
expiration dale may also constitute filegal discrimination.

Seaction 1. Employee Information and Atfestation (Employees must complete and sign Section 1 of Form -9 no later ‘

than the first day of employment, but not pefore accepting a job offer.)

Last Name {Family Name) First Name {Given Name) Widdle initial | Other Names Used (ifany)

Address (Street Number and Name) Apt. Number | City or Town State Zip Code

|

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

I

| am aware that federal law provides for imprisonment and/or fines for false statements or
connection with the completion of this form. '

£-mail Address

Telephoné:Number

—

use of false documents in

| attest, under penalty of perjury,
[] A citizen of the United States
[] A noncitizen nati

that 1 am (check one of the following):

onal of the United States (See instructions)

[:] A lawiul permanent resident (Alien Registration NumberUSCIS Number):

(7] An alien autharized to work unfi
(See instructions)

{expirafion date, if applicable, mm/dd/yyyy) . Some aliens may write "NIA" N this field.

For aliens authorized fo work, provide your Alien Registration Number/USCIS N

1. Alien Registration Number/USCIS Number:

wmber OR Form -84 Admission Number:

OR

2. Form |-84 Admission Number.

3.D Barcode
Do Not Write in This Space

If you obtained your admission
States, include the following:

Foreign Passport Number:

number from CBP in connection with your arrival in

the United

Country of issuance:

Some aliens may write "N/A" on the

Foreign Passport Number and Country of Issuance fie

ids. (See instructions)

signature of Employee:

Date (mm/dd/yyyy):

preparer andfor T
employee.}

ranslator Certification (To be completed and signed if Section 1is prepared by a person other than the

| attest, under penalty of perjury, that | have assisted in the completion of this form and shat to the best of my knowledge the
information is true and correct.
Signature of Praparer o7 Translator! Date (mm/ddiyyy):

1 ast Name (Family Name)

First Name (Given Name}

Address (Street Number and Name)

City or Town

Eate Zip Code

Emploper Completes Next Page

]

ml-9 03/08/13 N

Page 7 0f 9



CITY OF PROVWIDENCE

Angel Taveras, Mayor

. DRUG FREE WORKPLACE POLICY ACKNOWLED GEMENT
' NEW HIRES

L , an employee with the City of Providence hereby acknowledge
That I have received 2 copy of the City’s Policy regarding the maintenance of 2 Drug Free Policy

Workplace, I have bsen informed that the unlawful manufacture, distribution, dispensation, possession or
use of a-controlled subsiance (to include but not limited to such drugs as marjjuana, heroin, cocaine, PCP
and crack, and may zlso include lezal drugs which may be preseribed by a lcensed physician if they are
abused), is prohibited on the City’s premises or while conducting cify business. I also understand tihat
convictions involving illicit drug behavior while off duty may resilt in disciplinary action. 1 aclmowleiz_ga
that T must report for work in fit condition to perform ray dusiés. Violation of this palicy make me subject
to discipline up io znd including termination. As a'condition of City employment, I must a’mdaﬂby tlze
terms of this policy and I will report to the employer any criminal drug conviction no later Ti’lﬁlll five (3'}
days afier such comviction. I reelize that federal Jaw mandates the employer to communicate this

conviction to the appropriate federal.agency under certain circumstances.

In accordance with the Drug Fres Workplace Policy I tertify that as a condition of my employment, Ido
not currently use illegal drugs: i

Employee Date

COMMENTS IF ANY:

epartment/Agency Signature Date policy reviewed with employse

L
s
e

AHUMAN RESOURCES
Providence City Hall | 25 Dorrance Street, Room 401, Providencs,
.403 4217740 ph | 401273 9510 fax

Rhodsz Island 02203

www.providenceri.com



CITY OF PROVIDENCE
' Angel Taveras, Mayor

W@RK’ERS" COMPENSATION INFORMATICN IS REQUEREB ONLY AFTER
A JOB OFFER HAS BEEN MADE °
Are you or have you collected Workers’ Compensation benefits for-a job related injury?

Yes . or No If yes, please give the date of your
injury, nature of the injury, period of disability and present status of your injury.

NOTICE

Please take note that under RI General Laws #28-35-57.1, Workers’ Compensation

* claims shall be denied from the date an employee commences employment for a period of
two (2) years if an employee has willfally provided false information or intentionally

- failed to disclose his or'her workers® compensation history to the employer on an -
application requesting such information if the information relates to the injury, which is .

' the basis of the new claim for compensation. Therefore, please take your time in

c_ompleting and signing this questionnaire. If you need additional time to obtain the
necessary information, you may request it. '

CERTIFICATION

I hereby certify-that the-medical-history information-listed-above s accurate to the best of
my knowledge and belief.

. Employee’s sionature Date
o 2

HUMAN RESOQURCES .
Providence City Hall | 25 Dorrance Street, Room 401, Providence, Rhods Island 02903
4014217740 ph | 401273 9510 fax
www.providenceri.com



Form W-4 (2043)

Purpese. Complete Form W-4 so that your
employer can withhold the correct federal income
tax from your pay. Consider completing a new Form
W.4 géach year and when your personal or financial
situation changes.

Exemption from withholding. If you are exempt,
complete oply lines 1,2, 3, 4, and 7 and sign the
form to validate ¥, Your exempnon {or 2013 expires
February 17, 2014. See Pub. 505, Tax Withholding
and Estimated Tax.

Note. If another person can claim you asa
dependent on his or her tax retum, you cannot claim
exemption from withholding if your income exceeds
$1,000 and includes more than $350 of unearned
income (for example, interest and dividends).

Basic instructions. If you are not exempt, complete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withholding allowances based on temized
deductions, certain credits, adjustments to income,
or two-eamers/multiple jobs situations.

Complete all worksheets that apply. However, you
may claim fewer (or zero) allowances, For requiar
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of household, Generally, you can claim head
of househotd filing status on your tax return only if
you are unmaried and pay more than 50% of the
costs of keeping up a home for yourself and your
dependent(s] or other qualifying individuals, Sea
Pub. 501, Exemptions, Standard Deduction, and
Filing Information, for information,

Tax credits. You can take projected tax credits into
account in figuring your allowable number of
withholding allowances. Credits for child or
dependent eare expenses and the child tax credit
may be claimed using the Personal Allowances
Worksheet below. See Pub. 505 for information on
converting your other credits into withholding
alloewances.

Nenwage 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, you
may owe additional 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-4P,

Two earners or multiple jobs. If you have a
working spouse or more than one job, figure the
total number of allowances you are entitled to claim
on all jobs using worksheets from only one Form
W-4. Your withhelding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for details.

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

Check your withhalding. After your Form W-4 takes
effect, use Pub, 505 to see how the amount you are
having withheld compares to your projected total tax
tor 2013, See Fub. 505, especially if your earnings
exceed $130,000 (Single) or $180,000 (Married).

Future developments. Information about any future
developments affecting Form W-4 (such as
legisiation enacted after we release it) will be posted
at www.irs.goviw4.

Personal Aliowances Worksheet (Keep for your records.)

A Enter “1" for yourself if no one else can claim you as adependent . » . . . .
* You are single and have only one job; or

B Enter "1" if:

_* You are married, have only one job, and your spouse does not work; or

e wow B o ow s s b

m

* 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 married and have either a working spouse or more
than one job. (Entering “-0-" may help you avoid having too little tax withheld) . .

mmuo

Enter number of dependents {other than your spouse or yourseif) you wil claimonyourtaxfetum. . . . . . . .
Enter "1 if you will file as head of househoid on your tax rétum (see conditions under Head of household above} . .
Enter "1" if you have at least $1,900 of child or dependent care expenses for which you plan to claim a credit . . .

Mmoo

(Note. Do notinc lude child support paymenis. See Pub, 503, Child and Depsndent Care Expenses, for details.)
G Child Tax Credit (mc:ﬁudmg additional child tax credit). See Pub. 972, Child Tax Credt, for more information.
» If your fotal income will be less than $65,000 ($95,000 i married), enter “2" for each eligible child; then less “1” if you

have three to six eligible children or less “2" if you have seven or more eligible children.

* If your total income will be between $55,000 and $84,000 {395,000 and $118,000 if married), enter *1" for each eligblechild . . . G
H  Add lines A through G and énter total here. (Note. This may be differant from the number of exemptions you claim on your tax return) » H
= If you plan io itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
complete all
worksheets
that apply.

and Adjustrnents Worksheet on pags 2.
* If you are single and have more than one job or are married and you and your spouse both work and the combined
earnings from all jobs exceed $4C,000 ($10,600 i maried), see the Two-Earers/Multiple Jobs Worksheet on page 210

avoid having too little tax withheld,
* If nelther of the above situations applies, stop bere and enter the number from line H an line 5 of Form W-4 below.

Forl;n W-a

Department of the Treasury
internal Revenue Service

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

Employee's W;thho!dmg Allowance Certificate

P Whether you are entitied to glaim a certaln number of allowances or exemption from withholding Is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IBS.

OMB No. 1545-0074

2013

1 Your first name and middie initial

Last name

2 Your social security number

Home address (number and street or rural roita)

'3 [ single [J Maried [ Married, but withhaid at higher Single rate.
Note, If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.

City or town, state, and ZIP code

4 lf your last name differs from that shown an your social security card,
check here. You must cali 1-800-772-1213 for a replacement card, » [ ]

5  Total number of allowances you are claiming {from {ine H above or frém the applicable worksheat on page 2) 5
Additional amount, if any, you want withheld from each paycheck
7 | claim exemption from withholding for 2013, and | certify that | meet both of the following condltmns fcr exempt:on.
= Last year | had aright to a refund of all federal income tax withhald because | had no tax liability, and
= This year | expect a refund of all federal income tax withheld because [ expect to have no tax liability.

(o]

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

6 ($

LT

" Under penalties of perjury, | declare that { have examined this carlificate anid, to the best of my knowledge and belief, it is true, cairect, and complete

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

Date »

8 Ermployer's name and address (Employer: Complete lines 8'and 10 only if sending to the IRS.)

9 Qfiice code [optional} | 10 Employer identification number (EIN)

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

Cat. No. 10220Q

Form W=4 {2013)



CITY OF PROVIDENCE

Angel Taveras, Mayor

City of Providence Sexual Harassment Policy Acknowledgment
New Hires

7 , an employze with the City of Providence hereby
acknowledge that I have received and read a copy of the City’s Sexual Harassiment Policy. Sexmusl
Harassment is a form of discrimination and violates the following feeder, statz and local laws:
" Title VI of the Civil Rights Act'of 1964 as amended in 1972 a .
e Rhede Islznd Fair Embloymcnt Practices Act, and the
City of Providences Anti-Discrimination Ordinance

Ihave b een informed that it is the policy of the City of P Providence to prohibit sexual harassment of 2
employee by another emplgyze or supervisor. In addition every employee is entitled to @ working.

environment free from sexual harassment or offensive conduct 6f a sex-orientad or sex based nature
exual harassment; both in general and as defined in this policy is-
Offensive or inappropriate sexual

&

regardless of its form or manmer
unlawful conduct that will not be tolerated by the City of Prow dence,
behavior af work, including but not limited to, inwelcoms sexual advances, request for sexual favors or

other verbal or phys::al acts of 2 sexual or'sex based nature where (a) submission to such conduct is made
either explicitly or implicitly a term or condition of an indivicual’s smployment and/or (b) such conduct
interferes with an individuel’s work performance or creates an intimidating, hostile of offensive working
environment, is conduct which the City of Providencs considers to be se,cual harassment and is strictly
prohibited. All employses must 2void any act or conduct which could be viewed by any other individual as
sexual harassment, I 2lso understand that if I'm & victim sexual harassment I can make a formal complaint
to the City EEO/AA Officer at 421-7740 ext 250, or I can contact the Rhode Island Commission for
Humaz Rights, 10 Abbott Park Place, Providence, Rhode Island 277-2661 or the Equal Employmént
Oppertinity Commission, Ons Congress Street, Boston, Massachusetts {617} 565-3200 either by phone,
sending a written complam; or by going to either agency in person. Iacknowledge that ] as- -well a5 all my
co- worlcers, supervisors, and colleagues are zl] entitled to a Wcrm_u environment free from sexual -
harassment or offensive conduct of 2 sex oriented or sex based nntmc Violztion of this policy make me
subject to dlSClleu up to and including termination. As a condition of City employment, I must abide by
the terms of this policy and I will report to. the employer any suxuai harassment complaint I may have'or

see by my co-worke;s

EMPLOYEE SIGNATURE DATE

DEPARTME NT/ SIGNATURE DATE

HUMAN RESOURCES

Providenca City Hall | 25 Dorrance Streef, Reoom 401, Providence, Rhode Island 02803

4014217740 ph | 401273 8510 fax
www.providenceri.com



roun Member Anrnliratian ) Blue Cross
Group Member Application for J Bl s

Heaﬂ_ﬁh and Dental Insurance

T & erarn o AT

date
7 (mm/dd/yyyy) (mm/ddlyyyy)

Group number Dept. number
Choose one: or Add dependent(s)
. [[] Open enrollment [] Spouse

[1 New hire : ' (] Dependent

[] COBRA _

[} Loss of coverage (HIPAA Certificate Date of event (mm/ddiyyyy)

(Must add within 31 days of matriage, birth,

of Creditable Coverage required)
or adoption of dependent.)

(Ffrst name

/ Home address (street/apartment number) } City/town . [ State { ZIP code
Mailing address (street/ apartment number, city/town, state, ZIP code—if different from above)

Date of birth Gender Social Security number | What is your primary
(mn/dd/yyyy) Om OF (Rax-xex- ) language spoken?

Eome phone number Cell phone number

Marital status (please check one)
[J Single [7] Marri'ed_ [ Divorced  [] Common law [ Other

B‘Emary care physician (PCP) name, street, city/town, state and ZIP code (mandatory for BlueCHiP plans)

Provider ID

Are you a current patient?

[]Yes [ No

!anp 7 |
[J Medical: [ Enroflee only ] Enrolles and spouse  [] Enrollee and child(ren)
[ ] Enrcllee, spouse and child(ren) '
[J Dental: [ Enrollee only [ ] Enrollea and spouse [ ] Enrollee and child(ren) :
[] Enrolles, spouse and child{ren)

*Social Security number is required in order to comply with'the
Insurance Reporting Law. See www.cms hhs.gowMandatorylnsRep/

‘eporting requiremants of the Mandatory

— A Pves i m



What product(s) are you selecting?

[[] HealthMate Coast-to-Coast ' [] BlueCHiP
[ ] HealthMate Coast-to-Coast HDHP (] Classic
(] BlueSolutions for HRA (] Dental

[:} B!ueSolutxons for H5A

First name M.,

Last name Suffix

1
Home address (street/apartment number, city/town, state, ZIP ¢ode—if ditferant from employee)

Date of birth Gender Social Security number | What is your primary
(mm/ddiyyyy) Owm [F frooe-xx-soce)t language spoken?

Home phone number Cell phone number

Primary care physician (PCP) name, street, city/town, state and ZIP code (mandatory for BlueCHiP plans)

Are you a current patient? Provider ID

Relationship ‘
] Son [:] Daughter

Sacial Security number fo-xexom)*

Dependent #1 Flrst name K

‘LESL name

Date of birth (mm/ddryyyy)

o i : ;
Primary care physician (PCP) name, street, city/town, state and ZIP code (mandatory for BlueCHIP plans)

Are you a current patient? Provider ID

__ Yes [] o

Dependent #2 F;rsvc name

o w' 5
Re atlonsh
] Son I:] Dalughter

Social Security number ooyt

Last name

Date of birth (mm/ddfyyyy)

Primary care physician (PCP) name, street, city/town, state and ZIP code (mandatory for BlueCHIP plans)

Are you a current patient? [Provider ID

[} Yes [] No ]

*Social Secumty nurmber is required in order to comply with the regorting requirements of the Mandatory
Insurance Reporiing Law. See www.cms.hhs.gav/MandatoryinsRen/

e A DY T4 AN



—;Relai!onsh :
(] Son [ Daughter

Social Security number (ooex-xxxg”

[ Depen-dant rr3 FI.FSL-Haf:ﬂe-. lLastrnamn‘

Date of birth (mm/dd/yyyy)

Primary care physician (PCP) name, street, city/town, state and 7iP code (mandatory for ElueCHIP plans)

Are you a current patient? Provider ID

[] Yes [ No
L '-Laafname ) e T Relatlonshlp ]
[ Son [J Daughter

Dependet#d FlrsLname

Date of birth (mmvddfyyyy) Social Security number {eoc-ocx)”

Primary care physician (PCP) name, street, city/town, state and ZIP code {mandatory for BlueCHiP plans)

Provider ID

Are you a current patient?

[_‘_1 No
T '"W

Are you or cny ofyour Name of other msurance company an

dependents covered by | Covered person 1

other insurance? |nsurance company
[ Yes No . *
= U Member 1D #1

Covered parsan 2
Insurance company
Member ID #2

What is the name of your prior health What was the date of termination? (mm/ddryyyy)

insurance carrier?

Tf loss of coverage, please attach 4 coby of the Certificate of
Creditable Coverage.

Is anyone named in this application eligible If yes, name of eligible person

for Medicare?

[] Yes [] No
Is the eligible person Retired date (if applicable)
[] Over 65 [] Disabled B S

Medicare number

Effective dates: (mm/ddiyyyy)
Part A (hospital):

Part B {(medical):

#Social Security number is required in order to comply with the reporting requi iirements of the Mandatory

Insurance Reporting Law. 582 Www.cms. hhs. gcv/Ma".daLcrjEnsRﬂpf

o LA i A AN



TEE

Sidin

B A T

Sy

By signing this form,
1.) | permit any physician, hospital, or other medical facility or provider to release medical recards
and reports to Blue Cross & Blue Shield of Rhode Island (BCBSRI) for me and my minor dependents.
| permit BCBSRI to use such medical records and reperts for purposas of: .
o claims payment,
s case management,

s coordination of benefits,
s any other purpose directly related to the administration of BCBSRI, and

s inviting me and my enrolled members to take part in medical, disease, or case
©management programs.
This approval shall end two (2) years from the issue date of this plan, unless canceled sooner.

2.) 1 certify the information is true and complete to the best of my knowledge.

SIGN
HERE .
: Date

B Signature of applicant

iD#

Application rec'd date

=1 Blue Cross
Blue Shield

= of Rhodelsiand

www.BCBSRLcom

500 Exchangs Strest « Providence, Rl 02803-2689

Zne Crossd Bius Shiela of Bhads lsizagis an independent Foznsea of tha Biue Ciass 3nd Blue Shield Assasiaton.

ATaa

Group APP (7/10Y



= Wy . ) Deita Denial of Rhode Island
W i st 8 e , ; ‘ _ N P.O. Box 1517

i T I : e : i Providence, RI 02901-1517
800-84-DELTA

Please print

Employer Group Name Delia Dental Group Number Date of Hire Location No. (if appiicabla)
Sacial Security No./ Subscriber LD, Na. Subscriber Name: First - Last
Date of Birth - MMIDD/YYYY Street Address / P.0. Box No.

Apt. No. | City State Zip

Open Enroliment Workers' Compensatian First Narne Only Hta ]U('::\ecgubg:ﬁi_fg.‘lftr
New Hire/Re-hire \bs2 o o 2 e nL
E.w' a-hira Return From Leave of Absanice Iﬂagfami dlﬁ;krs %lef.sve" indicate &% Birth Felationship | 1. Group must
Marriage Dependent’s Loss of Coverage A et have student rider:
Diverce Full-Time/Part-Time Status
Birth or Adoption Death of a Member
o - e

{Check One) {Chsnges must be maw‘e on the f‘rsf of thé r-anth)

Euxplain in “Other Remarks” If necessary.

ADDITICRIS:

New Subscriber
; Add Dependent to Existing Family Coverage

Reinstatement

RAVIIMATION: ~
— Remove Subseriber

Remove Dependent/Student (List dependent name,)

TATUS CHARGE:
Individual to Family

0 )

- Family to Individual
i Name / Address Change

z Corrections / Other Remarks (please suptain)

Transfer from Sublocation #____ 0 #

| COZRA; :
i Reinstatement of Subscriber g

Add Depen dent, - (me Frmr Subscnber ID # )

{Check Orie) @ Individual Famiﬂv

E@@RQE&.A E@’*& @.r BEF‘ézFﬂ

. — Are You or Any of Your Dependents Covered by Another Dental Plan? ] No O ves 17‘ Yes, Piease Complete the Section Belawl

e L v s g
Ciher Dental nsursnce Nama: Type of Coverage: O jndividual O Family.

ther Dental Insurance Address:

Employer Name Through Which You/Your Dependents Have Other Insurance:

Group Policy No. Policyhiolder Name Policyholder ID No,

- — Are You or Any of Your Dependenis Covered by A& Madical Plan? [J wo O ves  if Ves, Plsase Complets the Section Below.

Type of Coverage: 3 individual O Family

Name of Medical Insurance Cempany/HMO:

Name of Health Plan/Type of Caverage:,

Employer Name Through Which You/Vour Dependents Have Other Instrance:

Group Policy No. Policyhaldar Name Policyholder ID No.

I ceriffy that all informestion is true and correct {o the b::_::. of my knowledge. Also, | undersiand that the =frectw dais
and termination date of my membership will be determined by my employer or plan sponsor in accordance with the

underwriting guidelines of Defta Demal In addition, if my employer requires employee contributions for this coverags,
I authorjze the deductions of these amounts from my wages periodically.

Employes Signature Date Benefits Administrater Authorization Date

DDRI-2T - 1106 - 25 3 ) ) . » TED 1082




CITY OF PROVIDENCE
) Ange] Taveras, Mayor

EQUAL EMPLOYMENT OPPORTUNITY SURVEY |

The City of Providence is required by Equal Employment Opportunity Commission
(EEOC) and the Department of Housing and Urban Development (HUD) regulations to
collect and maintain certain information in support of our Equal Employment

Opportunity Program.

THE INFORMATION REQUESTED ON THIS SURVEY I3 STRICTLY FOR EEO

RECORD KEEPING PURPOSES ONLY. .

MEMEBR e e |
LAST) “FRSD  (MIDDLE)
ADDRESS: |
CITY STATE —ZFCODE
3s¥ TELEPHONEE
D.OB:
GENDER: | MALE: FEMALE-:___
- RA;CE:' _ ) ‘
WHITE: =
BLAéK:,___
E‘HSP‘ANIC:_ o

ASIAN & PACIFIC ISLANDER: ;

' AMERICAN INDIAN/ALASKAN NATIVE:

_ HUMAN RESOURCES _
Providence C.Ety Hell | 25 Dorrance Street, Room 401, Providence, Rhode 'sland 02803
' 407 421 7740 ph | 401273 8510 fax
wiww,providenceri.com



CITY OF PROVIDENCE
' Angel Taveras, Mayor

Emergency Contact Information Form

Your Name:

Last T First Middie
Address:
Strest City . State ZIP
Cell phone! : . . Home phone:
Worl Phone: ____ : .. E-maili
Person to contactin-casa of an Emergancy: :
Last First
Cell Phone: g - Home Phone:
Work Phone:
If unavailablie 2™ Contact Name:
- Last - First
Cell Phone: . Home Phone;

Work Phone:

Comments: (include any special medical or personal information you would went z2n
emergency care provider to kinow — or spacial contact information)

HUMAN RESOURCES
Providence City Hall | 25 Dorrance Street, Room 401, Providence, Rhode Island 02903
401421 7740 ph | 401273 9510 fax’
www.providehceri.com



BENEFICIARY DESIGNATION :
’ BNEE RJJ

{ hereby revo#m any previous

,'m_i Inftial Bensficiary Designation(s} OR 1 E Change of all prior beneficiary designation(s) (check only one box),
bm:ﬂﬂlary designation{s), If any, for my group term lifz insurance andfor accidental deeth 2nd dismemberment (AD&D) insurance issued lo this

group-or employer 2nd direct lhat the insurance proceeds payable under the policy be paid as indicated below.
Social Security Number

[Employes Name | OO0 00 EDED

!
State Zip Code Teiaphone)h‘umber

! Employee Adoress  Slreel City

Paolicy/Employer Number

i
i Policyholder/Employer

i
i

NAMING YOUR GROUP LIFE BENEFICIARY

It is imiporiznt that your beneficiary designation be clear so thal there will be no question as to your infent.
primary and contingent beneficiary. VWhen naming your beneficiary(ies) pleas indicale their full name, address, social securlty number, and
relationship. If the beneficiary is nof related eithar by blood or marriage, inser the words, "Not Relzted.” [f more than one primary or car:fzncnn
baneficiary is named wilhout 2 percentage indicated, the proceeds will be divided equally. On the reverse side of this form you will find examples
of common beneficiary designalions. If you need zssistande, contact your Company representative or your own legal counsel.

I{:is also important that you name &

Benefits bayable for 2 Dependent’s desth are peysble to You if living, btherwise, We may, at Our option, pay the benefil to Your
surviving spouse or fo the executors or administraiors of Your esiate.

PRIMARY BERNEFICIARY(IES)
 Name: Date of Birth
Address:
Sireel City ; Stats Zip Code
Sacial Security Number: Relationship: Beaneiit Percent;
! Narme: Date of Birth
Address: B
i Strest ’ City State Zip Code
Social Security Number: Relstionship: Benefit Percent
f i 7 52 1
{ CONTINGENT BENEFICIARY(IES) :
Name Date of Birth
Address: - 2
Street City ] State Zip Codz
Social Security Number:. Relafionship: Benefit Percent:
iNama: Dste of Birth
H
{ Address: )
H Slreet . City ’ State Zip Code
Social Security Number: Relstionship: Benefil Percent:
iy
Spousal Consent For Community Property States Only: If you live in a community property state - Arlzona, California, dsho,
Lotisiana, Nevada, New hexico, Texas, Washingten, or Wisconsin - you may complete the Spousal Censent section, which
lows your spouse to walive his or her righis to any community property interest in the benefil. Disclaimer: spousal consent
does not apply to ERISA plans.
This will cerlify that, as spouse of the Employee named above, | hereby consent to my spouse designating the persen(s) listed
! 2bove as beneficiaries) of group life insurance under the above policy and waive any rights | may have to the proceeds of

| such insurance under applicable community property laws. | understand that this consent and waiver supersade any prior
. spousz| coasent or waiver under this plan,

Date

. Signaiure of Employee's Spouse
;

E the undersigned, resar ve the right to change the beneficiary(ie s) without the consent of said beneficiary(iss).

Date

Signature of Employee

Form GR-11927-4 Printed in U.S.A Pags 1 6f7 08/15/2007
EMPLOYER COPY



CITY QF PROVIDENCE
‘Angel Taveras, Mayor

ePay Enrollment

l: 3 ‘_ ) 1

Employee 1D or SSN__ elect to enroll in the City of

Providence ePay program, to receive future pay advices emailed to me at the following

email address:

Signature Date Telephone

The City of Providence is pleased to announce ePay, anew electronic paystub delivery program. Rather
than printing, sorting and delivering thousands of paystubs, the City can now email your paystub directly
to your personal email address or your City email. This process ensures early delivery of your pay
information, while reducing paper, printing and mailing costs. Direct deposit of your funds will still oceur
on the same day as always, and the email will include an exact replica of the paper paystub you receive
now. Tax withholding forms will still be mailed on an annual basis.

Empleyees are encouraged {o register a personal email address for the ePay program.

HUMAN RESOURCES

Eroyvidence Tily Had | 25 Dosrangs Tirap: Ranm 401, Providence, ¥4

A01 421 FI40 ph 1 A0 2FF 3310 igx

1
www.providenceri.com



DIRECT DEPOSIT AUTHORIZATION

COMPANY NAME: Citv of Providence

EMPLOYEE NAME:

EMPLOYEE ADDRESS!

ADDRESS:

IR

SOCIAL SECURITY #:

- BANK NAME:

1 HEREBY AUTHORIZE AND REQUEST YOU TOr

Deduct from my net pay each pay period and deposit it to'my

tatement Savings Account #

'_Deduct __ from my net pay each pay period and deposit it to my

Club Statement Account #

Deduct

from my net pay each pay period and deposit it to my.

Checking Account #

THIS AUTHORIZATION MAY BE CANCELED AT ANY TIME BY NOTIFICATION TO THE
COMPANY. ANY SUCH NOTIFICATION SHALL BE EFFECTIVE ONLY AFTER THE COMPANY
HAS HAD REASONABLE TIME TO ACT UPON IT. ’

SIGNATURE OF EMPLOYEE:

DATE:

PLEASE ATTACH A COPY OF A!\é ENCODED DEPOSIT SLIP OR ONE OF YOUR CHECKING
ACCOUNT CHECKS FOR EACH ACCOUNT YOU HAVE LISTED ABOVE.



The City of Providence
Providence City Hall

25 Dorrance Street

Providence, Rhode Island 02903

Main telephone number (401) 421-7740
TDD 401 751-0203

www,providenceri.com

Regular Business Hours 8:30 AM to 4:30 PM
Summer hours (July & August) 8:30 AM to 4:00 PM

Orientation sheet Union employses

Vacation

An employee accrues 5 days vacation after 6 months.
An employee receives an additicnal week of vacation on their 1st year anniversary.
After one year of service, employee receives vacation accrual every January.

After 5 years of service, employee accrues an additional 5 days on the anniversary date.

(3 weeks tctal)
After 10 yeafs of service, employes accrues an additional 5 days on the anniversary date,

(4 weeks total)
After 15 years of service, employee accrues an additional 5 days on the anniversary date.
{5 weeks total)
Sick leave
An employee accrues 1 ¥ days (8.75 hrs) every month for a total of 15 days annually. Your hire
date must be on the 15" of the month or before in order to accrue the 8.75 hours for that
- month. Unused sick time may be carried over up to 135 days.
Personal davs

You are aliowed to convert two (2) personal days from your balance of sick day per year.

Floating Holiday

Employees may take three (3) floating holidays per calendar years.
Life Insurance
The Rhode Island Public Employees” Health Service Fund has the group life/AD&D policy with

Assurant Insurance Company in the amount of $25,000,

e



Loncevity

Employess hired afier October 23, 1899, 7 years of employment, receive a longevity bonus of
4% of their annual salery. This bonus is usually paid in a lump sum at the end of the fiscal year.
June 30,

Longevity formula for employees is as follows:

Years of Service Annual Percentage Amount
7 but less than 12 yrs 4%
12 butless than 17 yrs 5%
17 butless than 20 yrs 6%
20 of more ' | 7%

Defarred Compensatieon

The City provides pre-taxed investment opportunities through payroll deduction. The following
are participating providers:

NATIONWIDE RETIREMENT SOLUTIONS ICMA CORPORATION
William Redihan, retirement Specialist Mike Savage
PO Box 321 - msavage@icmarc.org
Orleans, MA 02653 .
Business Phone (877)677-3678 Extension 69003 AIG VALIC FINALIAL ADVISORS
Email: redihaw@nationwide.com 1000 Winter Street
Suite 3750 Sauth
GREAT WEST RETIREMENT SERVICES Waltham, MA 02451
Brian Rocha Glen Archambault (401) 952-5371
401-533-1848 glen-archambault@aigvalic.com
(800)-701-8255 Lynn Redding (401)-486-9638 (cell)
Lynn: redding@aigvalic.com
ING
Frank Leonard, Local Account Répresentative - THE HARTFORD
Registered Representative Laura Slaven
30 Braintree Hill Office Park Account Representative
Braintree, MA (2184 (617) 378-4618

Tel.:781-756-5859
Cell:Tel:RI 401-447-4431
Cell: 617-921-7652
Fax:781-796-9392
Frank@heritageretire.com

GROUP SAVINGS PLUS (HOME & AUTO INSURANCE)

LIBERTY MUTUAL INSURANCE COMPANY

Liberty Mutual makes it possible for City of Providence employees to enjoy discounted benefits on
auto, home and tenant insurance, payment through payroll deduictions, guaranteed 12-month
policy rate, prompt claims insurance and 24-hour emergency roadside assistance.

Broker: Steven Maran, Roy Jann Moranis@aol.com :

Bottom Line solutions Call for free coverage and no-chligation
1445 Wampanoag Trail, Ste 105 guote : 1800-225-8281 or visit

East Providence, RT 02515-1203 www.libertymutual.com

Business Phone (401) 433-1445

-2-




Pavroll

You will receive your paycheck Bi- weekly. Your paycheck is deliverad to you by your
department Payroll Administrator on Thursday afternoon.

If you choose the direct deposit option, it will take approx three weeks for the initial reguest to

~ be processed. The money will appear in the account of your choice (checking/savings) on Friday
mernings after 7:00 AM. You may choose up to 3 banking institutions to divert your paycheck
providing the deposit equals 100% of your weekly net payroll amount,

Medical Coverzage

You will begin coverage of benefits the 15 day of the month following your date of hire,

Medical Provider: Biue Cross Blue Shield of RI Blue Chip and Delta Dental Provider: Delta Dental
of RI.
Website Blue Cross: www.bchsri.com
Wehsite Delta Dental: www.deltzdentalr.com
Pension

The City of Providence deducts an 8% pension contribution.

Leave of Absenca/Matarnitv Leave

Upon written application, an employee with permanent status may be granted a leave without
pay not to exceed one year for reason of personal iliness, disability, maternity leave, or other
reason deemed appropriate and approved by the Human Resaurce Director.

Please contact Francis Gutierrez in the Human Resource Dept. ext 244,

ING-FIMANCIAL

i

*Effective July 1, 2008 new employees shall zzo longer receive Retiree Post Medicare health
benefits paid for by the employer, but the employer shall allow said employees to purchase Post
Medicare efigible healthcare at the retirees cost and at the employers group rate, Said
empbloyees shall be reguire to participata in a Heaith Savinas Account (HAS) 2t 2 rate
of $.05 per hour with the fund being usad for said Retires Post Medicare healthcars.

*NEW HIRES SHALL BE COMPENSATED AT A WAGE RATE OF FIFTEEN PERCENT
(15%) BELOW THE CONTRACTUAL RATE FOR THE PFRIOD OF JULY 1, 2011 TO JULY
i,2014. WAGES FOR NEW EMPLOYEES SHALL BF INCREASED IN FIVE PERCENT
(5%) INCREMENTS ANNUALLY UNTIL JULY 1, 2014 AND ON THIS DATE THE NEW
EMPLOYEES SHALL RECEIVE THE FULL CONTRACTUAL RATE,




Generzal Contzct Information

T Phone/e-mail address 1. =

Relations

FXepiciiasy e B Contacty
Labor Relations/Employes Sybil Bailey 401-421-7740 ext 617

Directer of Human Resources
4™ floor Room 401

Assistant Jennifer Conrad
Jconrad@providenceri.com

Labor Relations/Employee
Relations, Worker’s
Compensation

Steven Rotondo
Deputy Director, HR
4" Floor, Room 401

401-421-7740 ext 616
mwingate@providenceri.com

Training Coordinator

Michael Welden
Human Resources
4" floor Room 411

401-421-7740 ext 397
mwelden@orovidenceri.com

Entrance paperwork, sick,
vacation longevity

Diane DiGiuseppe
Human Resource Technician II
4™ Floor, Room 411

401-421-7740 ext 239
Fax#273-2510
ddiniuseppe@providenceri.com

Postings

Ebony Palmer Room 411
Human Resource Technician I

401-421-7740 ext 240
epalmer@orovidenceri.com

General payrofl Issues

Lori Lazzarecsh

Payroll Supervisor

2™ fioor School Department
797 Westminster Strest
Providence, RI 02903 or
Monica Hebert )
Asst, to Payroll Supervisor

Lori Lazzareschi
401-278-0583

Monica Hebert
mhebert@providenceri.com
401-278-2826

Manager of Employeas
Benefits

Margaret Wingate
Eenefits Department
Room 410

401-421-7740 ext 717
Mwingate@providenceri.com

Medical Benefits
Administration

Susan Brophy
Benafits Department
4% floor, Room 410

401-421-7740 ext 278
shbrophy@provideneri.com

Pansion & Retirement Issues

QOctavio Cunha
Pensicn Administrator
4™ floor, Room 409

401-421-7740 ext 296
Ocunha@providenceri.com

_
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CITY OF PROVIDENCE

HOLIDAY SCHEDULE 2013

| New Year's Day

J’aﬁuary 1, 2013

Tuesday
Martin Luther King, Jr. Day | Monday January 21, 2013
President's Day | Monday February 18, 2013
Memorial Day Monday - May 27, 2013
Independence Day Thursday July 4, 2013
Victory Day Monday August 12, 2013
Labor Day Monday September 2, 2013
Columbus Day Monday October 14, 2013
Veteran's Day Monday - November 11, 2013
Thanksgiving Day Thursday November 28, 2013
Day after Thanksgiving Friday November 29, 2013
Christmas Day Wednesday

The following ¢ days may be provided:

Tuesc_iay, December 24, 2013 - C'hr'is?:mcs Eve

Tuesday, Deéember 31, 2013 - New Year's Eve _

NOTE: If a holiday falls on a Saturday, the city celebrates it on Friday; if a

December 25, 2013

holiday falls on a Sunday, the City Celebrates it on Monday.

Election 'Day is a holiday even years only

HUMAN RESOURCES

Providence City Hall | 25 Dorrance Street. Room 401, Providence, Rhode Island 02803
4014217740 ph | 401273 9510 fax
www,.providenceri.com
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INFORMATION TECHNOLOGY POLICY
(Applies to computers, printers and other peripherals, programs, data,
local and wide area networks, email and the internet) 3

City information technology resources ("City IT resources”) include computers, printers and other

peripherals, programs, data, local and wide area networks, email and the internet. This document

formalizes the policy for employees, intems and contractors ("users") of the City of Providence on the

use of information technology resources ("City IT resources”). This policy shall also apply to access to
- City resources from personal computers or mobile devices. _

Usine any City IT resources constitutes acceptance of the terms of this policy and any corresponding
= . p y By
policies such as thosé prohibiting harassment, discrimination, offensive conduct or inappropriate
behavior. ' ' to ’

1. User Responsibilities

It is the responsibility of any person using City IT resources to v
policy. Users are expected to exercise reasonable judgment in interpreting this policy and making

. decisions about the'use of City IT resources.

ead, understand, and com;ﬂy with this

Faihure to observe this policy may subject individuals to disciplinary action, up to and including
termination of employment.

Any person with questions regarding the application or meaning of this policy should seek clarification
from appropriate management. 8 o

2. Acceptable Uses ,

The City firmly believes that IT resources empow
costs. Therefore, employees and contractors are encouraged fo use City IT resource

fullest extent in furtherance of the City’s goals and objectives.

er users and help them deliver better services at lower
s.appropriately to the
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3. Unacceptable Uses of City IT Resources
Unless such use is reasonably related to a user's job, it is unacceptable for any person to use City IT

resources:
e in furtherance of any illegal act, including violation of any criminal or civil laws or regulations,

whether state or federal
for any use that causes interference with or distuption of network users and resources, including
but not limited to propagation of computer viruses or other harmful programs

o for any political purpose

o for any religious purpose

o for any commercial purpose

o to solicit or proselytize for outside o
e to send threatening.or harassing messages, W,
to access or share sexually explicit, cbscene, or otherwis
o to infringe any intellectial property rights

to.gein, or attempt to gain, unauthorized access to any comp
to intercept communications intended for other persons

to misrepresent either the City or 2 person's role at the City
o to distribute chain letters

o to access online gambling sites

o to libel or otherwise defame any person

o to play or distribute pranks that can reasona
job performance or workplace conditions '

to access online social networking or dating sites, such as Match, Facebook, MySpace ot Twitier
s to access, mnstall or use computer games.

rganizations or any.cther non-job-related solicitation
hether sexual or otherwise
e inappropriate materials

uter or network

bly be ax?ected to adversely affect any employee's

idence reserves and intends to exercise the right to review, audit, infercept, access and
ved or sent over the electronic mail system for any purpose. The City

The City of Prov
public websites or non-City email accounts that

disclose all messages created, recel
reserves the right to block or restrict access to or from

yiolate this policy.

4, Data Confidentiality J _
In the course of performing one’s job, City employees
or proprietary information, such as personal data about

information about business organizations. o )
o Under no circumstances is it permissible for employees or contractors to acquire access to

confidential date unless such access is a necessary job requirement.
actors disseminate any confidential information

s Underno circumstances shall employees or contr.
that they have rightful access to, unless such dissemination is a necessary job requirement.

and contractors ofien have access to confidential
identifiable individuals or commercial
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5. Copyright Protection

Computer programs and data are valuable intellectual property. Softwi
aggressive in protecting their property rights from infringement. Legal
information published on the intemet, such as the text and graphics ena web site. It is important that
users respect the rights of intellectual property OWNers and exercise care and judgment when copying or
distributing computer programs or information that could reasonably be expected to be copyrighted.

& violation of copyright or intellectual property rights

are publishers can be very
protections also exist for

Any person with questions concerning possibl
should seek clarification from the City IT Department.

§. Wetwork Integrity and Security '

Users should exercise reasonable precautions in order to prevent the introduction of a computer Virus

into the local or wide area networks. While virus scanning software is used to check any software

dowrloaded from the internet or obtained from any questionable sowree, it is not foolproof. Cerfain

precautions should be taken: '
" & Executzble files (program files that end in ".exe") should not be stored on or ran ffom network

drives.

o Emails should be deleted without opening.

from unknown senders, particularly with attachments,
r computers in city

cted to a local area network, supporting most othe
security of the

Most deslktop computers are conne
precautions 1o avoid compromising the

government. Users should take the following

network: _ !
o Users should never share their passwords with anyone else. i
o Users should promptly notify City IT personnel if they suspect their passwords have been
compromised. .
o The password used for City ne
e TUsers should either log off the network or 1
for an extended period of time, ‘
Users should be wary of email solicitations reques
accounts/applications, and contact Agency IT perso

twork access should not be used for any personal account.
ock their account when leaving computers unattended
ting passwords for work or personal

nhel if they receive sucha solicitation.

Applications which consume high network or server resources or internet bandwidth, disrupt other
or degrade network performance, may be blocked. If 2 website or application is

users’ network access,
inavailable, but required for business use, notify City IT personnel.

b i T
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7. Email
Format:

=]

Because email addresses identify the organization that sent the message
(yourname@providenceri.com), users should consider email messages to
letters sent on official letterhead.

All emails should be written in a professional and ceurteous tone.
Emails can be stored, copied, printed, or forwarded by recipients.
write anything in an email message that they would not put into an officia

be the equivalent of

Therefore, users should not
| memorandum.

Use:
‘s Tsers are prohibited from using their work email address for

Conient: :
~ The'email system shall n

=]

Users should not send electronic mail to all other employee

o personal correspondence
o comimercial ventures
s religious or political causes

s personal subscriptions, purchases or accounts.
¢ tisers through the use of the

"Everyone" address group unless expressly authorized by management fo do so.
r6 stored by the City and considered the

All emails sent and received through work email a
property of the City. :
ot be used tq harass, intimidate, ridicule, embarrass or discriminate

City Email system to create or forward

against any individual or group. Use of the :
ces may be grounds for discipline

intimidating, harassing or offensive and disruptive messa
up to and incliding termination. ’
The email system is not to be used to cre
but is not limited to:

s Sexually explicit messages;.

e Messages which contain derogatory, gender-specific comments;

o Messages containing racial, ethnic, sexual orientation, religious or other slurs;

s Messages that contain profane or abusive languags;

e Messages which stereotype, harass or ridicule based on:
o Race :

Color
Religion _
Country 6f Origin (or language(s) a person speaks)
Gender . _ T
Gender Identity
Sexual Orientation
Age
Disability — whether physical or mental

ate any offensive or disruptive messages. This includes,

0 0O 00000 o
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Conterns: (continued)
o Veteran Status
o Marita] Status
© FPregnancy status;
Messages that harass, make fun of, or gossip about another individual (even if not
based upon the above classifications); _
° Messages that discuss a person’s genetic information:

Messages that offensively address someone’s political beliefs.
¥ cantracts or agreements on behalf of the City of
ecuted through

[}

e Users are prohibited from entering into an

Providence through electronic mail. Any such contracts or agreements must be ex
normal channels and must be expressly authorized by management. )
The email system shall not be used to send or receive identifizble employee information except
for employes information specifically set forth in the Access to Public Records Act (Rhode
Island General Law 38-2-2(5)D(AY(L). . ,

Disclosure of any confidential information through electronic mail to any paﬁy not entitled to
that information is prohibited. '

8. No Expectaticn of Privacy . : -
City IT resources are the property of the City and are to be used in conformance with this policy.

The City retains the ri ght, and when reasonable and in pursuit of legitimate needs for supervision,
control, and the efficient and proper operation of the workplace, will exercise the right, to inspect any
user's computer, any data contained in it, and any data sent or réceived by that computer.

Users should be aware that network administrators, in order to ensure propér network operations,
routinely monitor network traffic. Use of City IT resources constitutes express consent for the City to
monitor and/or inspect any data that users create or receive, any messages they send or receive, and any

web sites that they access.

Emails involving any matter in which the City has supervision, control, jurisdiction, or adyisory power
over may be considered public records in accordance with the Rhode Island Access to Public Records

Act and have the potential to be released to the public.

9. Social Networking and Publication : .
Users should recognize that they are representatives of the City, both in their professional capacity and,
to the extent they are associated with this administration, in their personal life. Careful consideration

should be taken when referencing the City of Providence, individual departments, coworkers or business
topics in public forums or social networks, Users are reminded that messages disseminated through the

infernet may be captured, forwarded and put to unintended use by others and, once disseminated, canriot
be recalled. (Rev'd 11.1.11)




CITY OF PROVIDENCE SEXUAL HARASSMENT POLICY

Sexual harassment is a form of discrimination and violates the following federal, state
and local laws:

= Title VII of the Civil Rights Act of 1964 as amended in 1972.
Rhode Island Fair Employment Practices Act, and the
s City of Providence’s Anti-Discrimination Ordinance

The City of Providence believes that every employee is entitled to a working
environment free from sexual harassment or offensive conduct of a sex-oriented or sex
based nature regardless of its form or manner, Sexual harassment, both in general and as
defined in this policy, is unlawful conduct that will not be tolerated by the City of
Providence. Offensive or inappropriate sexual behavier at work, including but not
limited to, unwelcome sexual advances, request for sexual favors ot other verbal or
physical acts of a sexual or sex based nature where (a) submission to such conduct is
made either explicitly or implicitly a term or condition of an individual’s employment
and/or (b) such conduct interferes with an individual’s work performance or creates an
intimidating, hostile or offensive working environment, is conduct which the City of
Providence considers to be sexual harassment and is strictly prohibited. All employees
must avoid any act or conduct which could be viewed by any other individual as sexual
harassment.

The City of Providence considers the following identified conduct to represent some
examples of the types of acts which violate the City of Providence’s Sexual Harassment
Policy. This list is neither exhaustive nor all-inclusive.

= Physical assaults of a sexual nature such as: rape, sexual battery, molestation
or attempts to commiit these assaults and/or intentional physical conduet which
is sexuel in nature, such as touching, pinching, patting, grabbing, brushing
against or pecking any other employee’s body without the employee’s
permission.

s  Unwanted sexual advances, propositions or other sexual comments such as:
sexually-oriented gestures, noises, remarks, jokes or comments about a
person’s-sexuality or sexual experience directed at ormade in the presence of
any employee who indicates or has indicated in any way that such conduct in
his/her presence is unwelcome and/or preferential treatment or promises of
preferential treatment to an employee for submitting to sexual conduct, or
intentionally making the performance of an employee’s job difficult because
of that employee’s sex.



*  Sexual or discriminating displays or publications anywhere in the workplace
by employees such as: displaying pictures, posters, calendars, graffiti, objects,
written or reading materials or any other material that is sexually suggestive,
sexually demeaning or pornographic, or possessing in the work environment
any of these materials.

COMPLAINT PROCEDURE

The City of Providence has established a convenient, confidential and reliable
mechanism for reporting incidents of sexual harassment and/or retaliation. The
City of Providence designates the Equal Employment Opportunity and
Affirmative Action Officer to serve as is Investigative Officer for sexual
harassment issues. If you have a complaint of sexual harassment and/or
retaliation, you should contact the Equal Employment Opportunity and
Affirmative Action Officer at (401) 421-7740, Extension 250. The Investigative
Officer may appoint a designee to assist him/her in handling sexual
harassment/retaliation complaints.

Complaints of sexual harassment and/or retaliation will be accepted in writing or
verbally. Al complaints will be taken seriously and investigated expeditiously.
A complaint need not be limited to someone who was the target of harassment
and/or retaliation. The Investigative Officer will produce a written report, which,
together with the investigation file, will be discussed with the complainant within
a reasonable period of time. The Investigative Officer will have the duty to
immediately bring all sexual harassment and/or retaliation complaints to the
confidential attention of his/her supervisor, manager or the Mayor.

Only those who have an immediate need to know, including the Investigative
Officer, the alleged target of harassment and/or retaliation, witnesses to the
conduct, and the alleged harasser, will or may find out the identity of the
complainant. All individuals contacted in the course of the investigation will be
advised that all retaliation or reprisal will constitute a separate actionahle offense
for which penalties may be implemented under this Policy.

An employee who believes that he/she has been a victim of sexual harassment can

~ also contact the Rhode Island Commiission for Human Rights, 10 Abbott Park
Place, Providence, Rhode Tsland, (401) 222-2661 or the Equal Employment
Opportunity Commission, One Congress Street, Boston, Massachusetts, (617)
565-3200 either by phone, sending a written complaint or by going to either
Agency in person.

City of Providence Sexual Harassment Policy 2



SCHEDULE OF PENALTIES

[n determining the ultimate penalty in cases of sexual harassment, the nature and
severity of the claimed misconduct, along with any other relevant factors, will be
reviewed by management. It is within management’s discretion to enact a more
Severe penalty against an accused harasser than as set forth in the following
schedule of penalties.

If the investigation leads to a determination that the allegations of harassment are
trae the City of Providence will apply the following disciplinary consequences:

® An employee may be immediately discharged for any act of sexual
harassment which conduct is proven or otherwise demonstrated to the
satisfaction of the Investigative Officer and/or management.

" Acts of sexual harassment which are proven to be non-pervasive will
generally result in a warning and/or Suspension upon the first offense
and discharge upon the second offense.

* In determining the ultimate penalty in cases of sexual harassment, the
nature and severity of the claimed misconduct, along with any other
relevant factors will be reviewed by management and it is within
management’s discretion to enact a more severe penalty against an
accused harasser than as set forth in this Schedule of Penalties.

RETALIATION

It is unlawful to retaliate or take reprisal in any way against anyone who has articulated

-any concem about sexual harassment or discrimination. Any form of retaliation against
a sexual harassment complainant, alleged harasser or witness cooperating with an
investigation of a harassment complaint will result in disciplinary action. The severity of
the discipline will be based on the nature and extent of the harassment and retaliation and
other relevant factors brought to the attention of the management. .- The ultimate
determination of the appropriate penalty for retaliation will be within the discrection of

management.

(2]
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COOPERATION

An effective sexual harassment policy requires the support of all the City of Providence’s
personnel. Anyone who engages in sexual harassment and/or retaliation or who fails to
cooperate with any City of Providence sponsored investigation may be disciplined by
suspension or termination from employment.  The City of Providence officials who
refuse to implement remedial measures, obstruct remedial efforts or who retaliate against
complainants, witnesses or the alleged harasser may be disciplined by suspension or
termination from employment.

Rev, July, 1997

City of Providence Sexual Harassment Policy | 4
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CITY OF PROVIDENCE
DRUG FREE WORKPLACE POLICY

Drug use and abuse at the workplace or while on duty are subjects of immediate concern in our
society. These problems are extremely complex and ones for which there are no easy solutions.
From a safety perspective, the users of drugs may impair the well-being of all employees, the
public at large, and result in damage to property. Therefore, it is the policy of the City of
Providence that the unlawful manufacture, distribution, dispensation, possession or use of a
controlled substance is prohibited in the workplace, Any employee(s) violating this policy” will
be stibject to discipline up to and including termination. An employee may also be discharged or
otherwise disciplined-for-a-cenvietion-invelving-illicit drug behavior, regardless-of whether the
employee’s conduct was detected within employment hours or whether his’her actions were
connected in any way with histher employment. The specifics of this policy are as follows:

1. Any employee who gives or in any way transfers a controlled substance to another
person or sells or manufactures a controlled substance while on'the premises of the
emal oyer will be Sub_]ECt to discipline up to and including termination..

The term “controlled subs’rancv means any drugs listed in 21 US.C. 812 and other
federal regulations. Generally, all illegal drugs and substances are included such as
marijuana, heroin, morphine,” codeine, or opium additives, LSD, DMT, STF,
amphetamines, methamphetamines and barb1tu.rates

W

Each employee is required by law to inform the City of Providence Persomnel or
Department Director within five (5) days after he/she is convicted for violation of any.
federal or state criminal drug statute. A, conviction means finding of guilt (mcludmc
a plea of nolo contendre) or the imposition of sentence by a judve or jury in any

federal or state court.

)

4, The empioyer (the hiring authority) will be responsible for reporting conviction {s) to
the appropriate federal granting source, within ten (10) days after receiving notice
from the employes or otherwise receives actual notice of such a conviction( (s). All
convictions (s) must be reported in writing to the Office of Personnel within the same

time frame.

HUMAN RESOURCES
iall | 25 Dorrance Streset, Room 401, Providencse, Rhode island 02203
401 421 7740 ph | 201 272 9510 fax

www.providenceri.com

Providence City
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If an employee is convicted of violating any criminal drig statute while on duty,
he/she will be subject to discipline up to and including termination. Conviction(s)
while off duty may result in discipline or discharge.

The City of Provzdencc encourages any employee w1th a drug abuse problem to seek
assistance. Should you need more Hl.LOI"I’lB.thIl about the assistance that is available,

contact the Personnel Office

The Law requires alt employees to abide by this policy.



LITY OF PROVIDENCE
HIPAA Privacy Notice

This notice describes how medical information about you may be usad and disclosed and how
you can get access to this information. Please review it carefully.

. If you have any questions about this Notice our Privacy Contact is Margaret Wingate, she can be
reached at (401) 421-7740 axt. 816 or by e-mail at mwingate@providenceri.com.

This Notice of Privacy Practices describes how we may use and disclose your protected health
information to carry out treatment, payment or hezlth care operations and for other purposes that
are permitted or required by law: It also describes your rights'to access and control your
protected health information. "Protacted health information” is infarmation about you, including
demographic information, that may identify you and that relates to your past, present and future
physical or mental health or condition and related health care services. '

Uses and Disclosures of Protected Health Information

We use health information about you for treatment, to obtain payment for. Lraatment for
administrative purposes, and to evaluate the quality of care that you receive. We may use or
disclose identifiable health infoermation about you without your authorization for several other

- reasons. Subject to certain requirements, we may give out health information without your
authorization for public health purposes, for auditing purposes, for auditing purpeses, for research
studies and for erergencies. We provide information when otherwise required by law, such as
for law enforcement in s_peoiﬁc circumstances. In any other situation we will ask for your written
authorization before using or disclosing any identifiable health information about you. If you
choose to sign an authorization to disclose information, you can later revoke that authonzatlon to
stop any future uses and disclosures. S

We may change our policies at any time. Befare wa make a significant chcrge in our policies, we
will change ‘our notice and post the new notice. You can also request a copy of our notice at
anytime. For more information about our privacy practices, contact Lhe person listad below.

The Federal regulations that govern the use and disclosure of protected health information may
require us to disclose your health information in any of the following situations:

Regquired By Law, We may use or disclose your protected health information to the extent that
law requires the use or disclosura. The use or disclosure will be made In compliance with the law
and will be limited to the relevant requirements of the law. You will be notified, as required by
law, of any such uses or disclosures,

Public Health, We may disclosure your protected heatth information for public activities and *
purposes to a public health authority that is permitted by law to collect or receive the
information. The disclosure will be made for purpose of controlling disease, injury or disability.
We may also disclose your protected health information, if directed by the public health authority,
to a foreign government agency that is collaborating with the public health authority. -

Communicable Diseases. We may disclose your protected health information, if authorized by
law, to a person who may have been exposed to a communicable disease or may otherwise be at
risk of contracting or spreading disease or condition



Health Oversight. We may disclose protected health information to a health oversight agency
for activities authorized by law, such as audits, investigations, and inspections. Cversight
agencies seeking this Information include government agencies that oversee the health care
systern, government benefit programs, other government regulatory programs and civil rights

laws.

Abuse or Neglect. We may disclose your protected health information to a public health
authority that is authorized by law to receive reports of child abuse or neglect. In addition, we
may disclose your protected health information if we believe that you have been a victim of
abuse, neglect or domestic violence to the governmental entity or agency authorized to receive
such information. In this case, the disclosure will be made consistent with the requirements of
applicable federal and state laws. :

Food and Drug Administration, We may disclose your protected health information to a
person or company as directed or required by the Food and Drug administration (i) to report
adverse events (or similar activities with respect to food of dietary supplements), product defects
or problems (including problems with the use or labeling of a product), or biological product
deviations, (ii) to track FDA-regulated products, (iii) to enable product recalls, repairs or
replacement, or look back (including located and notifying individuals who have received
products that have been recalled, withdrawn, or are the subject of look back), or (iv) te conduct
post — marketing surveillanca.

Legal Procsedings. We may disclose protected health information in the course of any judicial
or administrative proceeding, in respense to an order of a court or administrative tribunal (to the
extent such disclosure is expressly authorized) In certain conditicns, in respense to a subpoena,
discovery request or other lawful process.

Law Enforcement. We may also disclose protected health information, so long as applicable
legal requirements are met, for law enforcement purposes. These law enforcement purposes
include (1) legal processes and otherwise required by law, (2) limited information requests for
identification and location parposes, (3) pertaining to victims of a crime, (4) suspicion that death
has occurred as & result of criminal conduct, (5) in the event that a crime occurs on the promises
of the practice, and (6) medical emergency (not on the Practice’s premises) and it Is likely that a

crime has occurred.

Coroners, Funeral Directors, and Organ Donation. We may disclose protected health
information to a coroner or medical examiner for identification purposes, determining cause of
death or for the coroner or medical examiner to perform other duties authorized by law. We may
also disclose protected health information to a funeral director, as authorized by law, in order to
permit the funeral director to carry out their duties, We may disclose such information in
reasonable anticipation of death. Protected health information may be used and disclosed for

cadaveric organ, eye or tissue donation purposes.

Research. We may disclose your protected health information to researchers when their
research has been approved by institiutional review board that has reviewed the research
proposal and established protocols to ensure the privacy of your protected haalth information.



Criminal Activity, Consistent with applicable federal and state faws, we may disclose your
protected health information, if we believe that the use or disclosure is necessary to prevent or
lessen a serious and imminent threat to the health or safety of a person or the public. We may
also disclose protected health information if it is necessary for law enforcement authorities to
identify or apprehend an individual.

Military Activity and National Security. When the appropriate conditions apply, we may use
or disclose protected health information of individuals who are Armed Forces personnel (1) for
activities deemed necessary by appropriate military command authorities; (2) for the purpose of
a determination by the Department of Veterans Affairs of your eligibility for benefits, or (3) to
foreign military authority if you are a member of that foreign military servica. We may also
disclose your protected health information to authorized federal official for conducting national
security and intelligence activities, including for the provision of protective services to the
President or others legally authorized.

Workers’ Compensation. Your protected health information may be disclosed by us as
authorized to comply with workers’ Compensation laws and other similar legally established

programs.

JInmates, We may use or disclose your protected health information if you are an inmate of a
correctional facility and your physician created or recaived your protected health information in
the course of providing care to you. !

Required Uses and Disclosuras, Under the law, we must make disciosures to you and when
required by the Secretary of the Department of Health and Human Services to investigate or
determine our compliance with the requirements of Section 164.500 et. seq.

Your Bighis

The following is a statement of your rights with respect to your protected health
- information and a brief description of how you may exercise these rights.

You have the right to inspect and copy your protected health information. This means
you may inspect and obtain a copy of protected health information about you that is
contained in designated record set for as long as we maintain the protected health
information. A “designated record set” contains medical and billing records and any
other records that your physician and the practice uses for making decisions about you.
Under federal law, however, you may not inspect or copy the following records;
psychotherapy notes,: information complied in reasonable anticipation of, or use in, a
civil, criminal or administrative action or pro ceeding, and protected health information
that is subject to law that prohibits access to protected health information. Depending on
the circumstances, a decision to deny access may be reviewable, In some circumstances,
youmay have aright to have this decision reviewed. Please contact our Privacy Contact
if you have any questions about access to your medical record.

You have the right to request a restriction of your?r@tgcfed health information. This
means you may ask us not to use or disclose any part of your protected health information

for the purposes of treatment



CITY OF PROVIDENCE/ NON-UNION

Product Name: Delta Dental Premier
Plan Type: National Coveragse

The information fisted here is not a guarantee of payment. Payment Is based on the Delta Dental allowance for each
procedure. To be covered, services must be dentally necessary and in accordance with Deita Dental's {reatment
guidelines. All services must be performed in a dental office. These benefits are listed according fo the level of
coverage (i.e. 100%,80%) . Your group number is 1105-0001 & 1105-0019. Coverage for benefifs with time
limitations (i.e. 6,12.24.36 or 60 months) is calculated to the exact day.

The annual maximum is:  $2.600.00 per member per calendar year
The annual deductible is:  $0.00
The maximum lifetime cap:  Unlimited

: Pretreatment estimates are recommended for underlined procedures.
Plan pays 100%; Member Coinsurance 0%
» Oral exam - once per calendar year performed by a general dentist
» Cleaning - twice per calendar year
e Fluoride treatment - for children under age 19 once per calendar year
» Bitewing x-rays - ong set per calendar year
s Complete x-ray series or panoramic film once avery 36 months
= Single x-rays as required
« Seafants for children under age 14, once every 24 months on unrestored permanent molars
= Palliative treatment (minor procedures necessary to relieve acute pain) twice per calendar year
» ‘Amalgam (silver) filings. Composite (white} fillings on front teeth only.-For compuosite fillings on back
teeth, the plan pays up to what would have been paid for an amalgam filling. Patient is responsibie for the
balance up to the dentist's charge. o T s ‘ :
* Space mainitainars once every 60 months for jost deciduous (baby) teeth
* Extractions and other routine oral surgery when not covered by a patient’s medical plan
= General anesthesia or intravenous (1.V.) sedation for certain complex surgical procedures
« Root canal therapy ;
 Repairs to existing partial or complete dentures once per calendar year
= Recementing cfowns or bridges once every 60 months
+ Rebasing or relining of partial or complete dentures once every 60 months
= Crowns over natural teeth, build ups, posts and cores - replacement limited to once every 60 months
Plan pays 50%; Member Coinsurance 50%
- = Periodontal maintenance following active therapy - two per year
» Bridges, build ups, posts and cores, crowns over Implants - replacement [imited to once every 60 moriths
» Partial and complete dentures - replacement limited fo once every 60 months
» Root planing and scaling once per quadrant every 24 months.
= Osseous {bone) surgery ance per quadrant every 24 months {bone grafts are not coverad).
« Gingivectomies once per site every 24 months.
« Sofi tissue grafts once per site every 60 months
= Crown lengthening once per site every 60 months
Orthodontics:
Plan pays 50%; Member Coinsurance 50%
+ Braces and refated services for dependent children under the age of 19
Lifetime maximum (orthodontics only) is $2,000.00
Dependent covérage - Dependent children are coverad up until the end of the month that they turn age 26.




©i Provi
Benefits Enroliment Form

e R

You

Information About

Name: 23997-0| Social Security Number / Employee ID Number:
Date of Birth: Date of Hire:

Earnings: Location/Department/Division:

Instructions .

Please enter all required information clearly so that there will be no question as fo your meaning.

*  Step 1: Please enter or check your coverage elections and detalls. You may only elect — and will be coverad for - fevels
of coverage included in your employer's contract.

*  Step 2: Please sign, date and retarn this form to Human Resources,

Supplemental Life Insurance :
You can purchase Supplemental Life Insurance in increments of 1 fimes your annual Earnings up to 5 fimes your annual Earnings, rounded {o
the next Righer $1,000. The maximum amount you ¢an purchase cannot be more than 5 times your-annual Earnings of $500,000. If you élect
an amount that exceeds the guaranteed issue amount of $200,000, you will néed fo provide evidence of good health that is satisfactory to The
Hartford before the excess can become effective.

Age | Under25 | 25-29 | 30-34 | 3530 | 40-44 | 4545 ] 50-64 55-89 | 60-64 | 6569 | 70-74 75+
Rate 0.0570 0.0540 | 0.0670 |~ 0.0990 | 0,520 | 0.510 | D.4240 1 0.6860 0.3080 | 14400 | 14400 | 14400

To calculate your Monthly cost, please use the following formula(s):

+§1,000= % =5
Life Benefit Amount L & Rate ’ © My Monthly Cost

O I elect to purchase § of Life coverage.
[ | decline to purchase Life coverage,

Beneficiary Designation

You must select your benéficiary — the persan {or more than one person) or jegal entity (or more than one entity} wha receives a benefit
payment if you die while covered by the pians. Thls beneficiary designation will be for ALL group life or accidental death insurance
coverage issued by The Hartford for you, unless specifically named otherwiss. Please make sure that you also name a contingent

beneficiary ~who would receive your beneafit if your primary beneficiary dies first.

Please make sure vour beneficiary designation is clear 50 that there will be no guestion as 1o your meaning. If you name more than one
primary or coniingent beneficiary, show the percentage of your benefit to be paid 1o each benéficiary, Please provide alf of the information
requested below. If your beneficlary is not related either by blood or by marriage, insert the words, l;){\lni Related” as their stated relationship. If
you need assistance, contact your benefits adminisirator or yeur own legal advisor.

* Underwritten by Hartford Life and Accident Insurance Company. The Hartford® is The Hartford Finaqcial.Sc!‘_\’ic:s;_Gmup, Inc. and its subsidiaries, ini-:iudingiséuing companies
Hartford Life Insirance Cornpany and Hartford Life and Accident Insurance Company. Policies sold in New Yark ace underwritten by Hartfard Life insurance Company. Home

Office of both companizs: Simsbury, CT, All benefits are subject to the terms and conditions of the policy. Policies underwritten by the jssuing companies listed above detail

exclusions, limitations, reduction of benefits and terms under which the policies may bz continued in force or discontinued.

City of Providence
Expertise without equal Generic Newly Eligible Fuj} Llanguage
gl : r ‘ 5
Benefits without burden.™ rian
23997-0
Page {oi2



. Group Benefits from The Hartford ™~ -

S5 By pp:]ft_a_rr__ierg_‘(ai Life Insurance

Benefit Highlights for;

City of Providence

What is Supplemental | Supplemental Life Insurance is coverage that you pay for, in addition to any Basic Life
Life insurance? | insurance that your employer may provide to you. Lifs Insurance pays your beneficiary {please
see below) a benefit if you die while you are covered.

This highlight shest is an overview of your Supplemental Life Insuranice. Once a group policy
is issued to your em player, a certificate of insurance will be available to explain your coverage
in detail.

Why do I need Life Life insurance provides affordable financial security for your loved ones, although when it i
Insurance? | comes down to i, contemplating some pretty unpleasant things is hard to do. But when you

| consider the fact that between 1985 and 1997, almost 40% of all deaths that occurred were

i pecple between the ages of 25 and 64, it's harder to ignore. Especially when your family

¢ depends on your income.

i 'Death Rates by Age, Sex and Race: 1970 to 1997, U.S. Census Bureau, Statistical Abstract
| of the United States, 1998, page 95.

Am | eligible? You are eligible f you are an active full-time employee who works at least 20 hours per week :
on a regularly scheduled basis. {

When can | enroll? Enrcliment in Supplemenital Life Insurance is determined by your Employer. As an eligible
empleyee, you are automatically covered by Basic Life Insurance; you do not have to enroll. [f
i you have not already done so, you must designate a beneficiary as described below.

When is It effective Coverage goes into effect subject to the terms and conditicns of the policy. In no case will
i newly elected beriefits bacome effective sooner than the eligibility date or approval date. You
: mustbe Actively at Work with your employer on the day your coverage takes effect.

How much Supplemental You can purchase Supplemental Life Insurancs in increments of 1-5X’s your annual earnings.
Life Insurance can | . The maximum ameunt you can purchase ¢annot be more than $500,000. Eamings are as
purchase? . defined in The Hartford's* contract with your employer.

Am ] guaranteed " When you enroll, you are guaranteed up to $200,000 or 5x's times your salary, whichever is
coverage? (Guaranteed : less, of Supplemental Life Insurance — no medical information is required.
Issue: New Employee) - You must provide evidence of insurability and be approved by The Hartford to recelve coverage |
© above the guaranteed amount. You may need to complete a Personal Health Application. ’
: These are available from The Hartford or your employer,

Undervricten by Flareford Life And \ccident lisurance Company. The Hartford® s The Hactford Financial Seevices Grisu L Ine and ies subsidiacies,
" \ pain] E P

including wsuing comparies IMaecford Life [nsurnce Company and Hartford Life and \ccident Insumnce Company. Policies sold in New York ave.

undenwritten by Flastrord Life Insurance Company. Home Office of both companics: Simsbury, CT. A\l benefirs are subject to the terms and conditions of
the policy. Pulicies underwritren by the issuing companics listed above detil exclusions, bmitations, reduction of benefics and wems under which the policies
may be continiied in forde or discontinued,

Rev 01/08




What is a beneficiary? |

Your beneficiary is the person (or persons) or legal entity (entities) who receives a benefit
payment if you die while you are covered by the policy. You must select your beneficiary when
you comglete your enrollment application; your selection is legally binding.

Are any resources
available for |
beneficiaries? |

Beneficiary Assist® provides grief, legal and financial counseling to beneficiaries. The
Hartford™ offers this program at no cost to beneficiaries of any of its group life or accident
policies. Services include: unlimited phone contact, assessment and action planning, up to five ;

. face-to-face sessions, referrals and more. You will receive more delails about Beneficiary
i Assist® once your enrollment for Supplemental Life Insurance is approved.

Are-there other ::
limitations to enrollment?

If you do not enrall within 31 days of your first day of eligibility, you will be cansidered a “late
entrant.” Typically, late entrants must need to show evidence of insurability and may be

responsible for the cost of physical exams or other associated costs if they are required.

' This coverage, like most group benefit insurance, requires that a certain percentage of eligible

employees participate. If that group participation minimum is not met, the insurance coverage
that you have elected may not be in effect.

Does my coverage
reduce as | get older? |

{ Your Supplemental Life coverage s reduced by 50% @ age 65. All coverage cancels at

retirement.

Canlkeep my |
Supplemental Life |
Insurance coverage if 1 |
leave my emplover? |

Yes, based an your contract, you have the aption of:

i 2 Converting your group Supplemental Life Insurance to your own individual policy.
+ AND/CR

. If you leave your employer, Portability is an option that allows you to continue your Life

insurance coverage. To be eligible, you must terminate your employment prior to Social
Security Normal Retirement Age. This option allows you to continue all or a portion of your
Supplemental Life insurance coverage under a separate Portability term policy. Portability is
subject to-a minimum of $5,000 and a maximum of $250,000 and does not include dependent
coverage. To elect Portability, you must apply and pay the premium within 31 days of the
termination of your Supplemental Life Insurance, Evidence of Insurability will not be required.

Important Defails

As is standard with most term
exclusions:

lifz insurance, Supplemental Life Insurance coverage includes certain limitations and

*  Death by suicide (two years) — (applies to Supplemental only)

Other exclusions may apply deépending upen your coverage. Once a group policy is issued to your employer, a certificate
of insurance will be available to explain your coverage in detail.

This Benefit Highlights Sheet is an overview of the Life Insurance being offered and is provided for illustrative purposes
only and is not a contract. i in no way changes or affects the policy as actually issued. Only the insurance policy issued
to the policyholder {your empldyer) can fully describe all of the provisions, terms, conditions, limitations and exclusicns of
your insurance coverage. In the event of any difference between the Benefit Highlights Sheet and the insurance palicy,
the terms of the Insurance policy apply.

Underwritten by Hartford Life And Aecident Insurinee Company. The Martford® is The Harrford Financi
including issuing companics Fautford Life Insurance Compiny and FHacrford Life and Accident fnserance Cor

1 Services Group, Tnc. and ity subsidianes,

anv. Policics seld in New York are

undenwatgen by Fartford Life Insurance Company. Home Offiee of both companies: Simsbury, CT. - Al benkefits dre subjecz to the terms and conditions of
the policy. Policies underyiicten by the issuing companies istid above derul exclusions, imitations, reduction of benetits and teems under which the policies

mnav becontnued in force or discontinued.



Ui o

Harcloot-

Employment Eligibility Verification ~ USCIS
Form -9
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016
AR o s e AN A L A b Eid i S

B-START HERE. Read instructions carefully before completing this form. The insiructions must be available during completion of this form,
ANTI-DISCRIMINATION NOTICE: Itis iilegal to discriminate against work-authorized individuals, Employers CANNOT specify which

document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute illegal discrimination.

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

Last Name {Family Name) 2 First Name (Given Name} Middle Initial

Other Names Used (if any)

Address (Sireet Number and Name) l Apt. Number

|

Date of Birth (mm/Addyyyy). |U.S. Social Security Number | E-mail Address

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

City or Town - State Zip Code

Telephone:Number

| attest, under penalty of perjury, that { am {check one of the following):
[ A citizen of the United States

[ ] A noncitizen naticnal of the United States (See instructions)

[T] A lawful parmanent resident {Alien Registration Number/USCIS Number):

[ An alien authorized to work until {expiration date, if applicable, mm/dd/yyyy)

. Some aliens may write "NIA" in this field.
{See instructions)

For alients authorized fo work, provide your Alien Regisiration Number/USCIS Number OF Eorm 1-94 Admission Number:.
1. Alien Registration Number/USCIS Number:
OR 3-D Barcote
; Do Not Write in This Space
2. Form |-84 Admission Number: ; :

If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number;

Country of lssuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance flelds. (See instructions)

Signature of Employee: Date (mm/ddiyyy):

Preparer and/or Translator Gert

ification (To be completed and signed if Sectian 1 is prepared by a persan other than the
employee.) : ’ . :

[ attest, under penalty of perjury,

that 1 have assisted in the completion of this form and that to the best of 'my knowledge the
information is frue and correct.

Signature of Preparer or Translator: Date (mm/ddiyyyy):

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

Address (Street Number and Name) City or Town Stale Zip Code

@ Emplayer Completes Next Page

Form1-9 0370813 N Page 7 of 9



CITY OF PROVIDENCE

Angel Taveras, Mayor

WORKERS’ COMPENSATION INFORMATION IS REQUIRED ONLY AFTER
A JOB CFFER HAS BEEN MADE -
Are you or have you collected Workers® Compensation benefits for a job related injury?

Yes _ or  No If yes, please give the date of your
injury, nature of the injury, period of disability and present status of your injury.

NOTICE

Pléase take note that under RI General Laws #28-35-57.1, Workers® Compensation

* claims shall be denied from the date an employee commences employment for a period of
two (2) years if an employee has willfully provided false information or intentionally
failed to disclose his or her wotkers” compensation history to the employer onan
application requesting such information if the information relates to the injury, which is
the basis of the new claim for compensation. Therefore, please take your time in
completing and signing this questionnaire. If you need additional time to obtain the
necessary information, you may request it.

CERTIFICATION

1 hereby certify-that the medical-histery information listed-above is-accurate to the best of
my knowledge and belief.

Employee’s signature Date

HUMAN RESOURCES
Providence City Hall | 25 Dorrance Street, Room 401, Providence, Rhode Island 02903
401 4217740 ph | 401273 8510 fax
www.providenceri.com



CITY OF PROVIDENCE

Angel Taveras, Mayor

. DRUG FREE WORKPLACE POLICY ACKNOWLEDGEMENT
‘ NEW HIRES

, amemployse with the City of Providence hereby acknowladgs

L
That I have received a copy of the City’s Policy regarding the mainienance of a Dmé Free Policy

Workolace, [ have been informed that the unlawinl manufacture, distribution, dispensetion, possession of
usé of & controlled substance (o include but not limited to such drugs as marjjuana, herein, cocaine, PCP
end crack, and may 2lso include legal drugs which may be prescribed by a licensed physician if they are
abused), is prohibited on ‘the City’s premises or while conducting cify business. I also understand that
convictions fmvolving illicit drug behavior while off duty may resilt in disciplinary action. I acknowledge
that I must report for work in fit condition to perform my dutiés, Violation of this policy make ms subject
to discipline 1p to and including fermination. As 2 condition of City employment, I must abids by the
terms of this policy and I will report to the employer any criminz] drug conviction no later than five (5)
days after such conviction. I realize that federal law mandates the employer to communicate this

conviction to the eppropriate federal agency under certein circumstances.

an

In accordance with the Drug Frae
not currently use illegal drags!

Workplace Policy I certify that 2s a condition of my employment, I do

Employee Date

COMMENTS IF ANY:

e Date policy réviewed with employse

Depariment/Agency Signatur

5/94

HUMAN RESOURCES
Providence f_,_‘ity Hall | 25 Dotrrance Streei, Room 401, Providenca, Rhods Island 0280
401 421 7740 ph | 401273 9510 fex

w

“www.providenceri.com



CITY OF PROVIDENCE
' Angel Taveras, Mayor

City of Providence Sexual Harassment Policy Acknowledgment
New Hires

I , an employee with the City of Providence hereby
acknowledge that I have received and read a copy of the City’s Sexual Harassment Policy. Sexual
Harassment is a form of diserimination and violates the following feeder, state and local laws:

e Title VII of the Civil Rights Act of 1964 as amendad in 1972

e Rhode Island Fair Employment Practices Act, and the

e City of Providences Anti-Discrimination Ordinance

[ have béen informed that it is the policy of the City of Providence to prohibit sexual harassment of an
employee by another eniployee or supervisor. In addition every employeeis entitled to a working
environment free from sexual harassment or offensive conduct of 2 sex-oriented or sex based nature
regardless of its form or manner. Sexual harassment, both in general and as defined in this policy is
unlawful conduct that will not be tolerated by the City of Providence. Offensive or inappropriate sexual
behavior at work, including but not limited to, unwelcome sexual advances, request for sexual favors or
other verbal or physical acts of a sexual or sex based nature where (a) submission to such conduct is made
either explicitly or implicitly a term or condition of an individual’s employment and/or (b) such conduct
interferes with an individual’s work performance or creates an intimidating, hostile of offensive working
environment, is conduct which the City of Providence considers to be sexual harassment and is strictly
prohibited. All employees must avoid any act or conduct which could be viewed by any other individual as
sexual harassment. I also understand that if I'm a victim sexual harassment I can make 2 formal complaint
to the City EEO/AA Officer at 421-7740 ext 250, or I can contact the Rhode Island Commission for
Human Rights, 10 Abbott Park Place, Providence, Rhode Island 277-2661 or the Equal Employment
Opportunity Commission, One Congress Street, Boston, Massachusetts, (617) 565-3200 either by phone,
sending a written complaint or by going to either agency in person. I acknowledge that I as well as all my
co-workers, supetvisors, and colleagues are all entitled to a working environment free from sexual
harassment or-offensive conduct of a sex oriented or sex based nature. Viclation of this policy make me
subject to discipline up to and including termination. As a condition of City employment, I must abide by
the terms of this policy and I will report to the employer any sexual harassment complaint I may have, or
see by my co-workers.

EMPLOYEE SIGNATURE ' DATE

DEPARTMENT/SIGNATURE DATE

HUMAN RESOURCES
Providance City Hall | 25 Dorrance Street. Room 401, Providence, Rhode Isiand 02503
) ' 4014217740 ph | 401273 8510 fax ’
www.providenceri.com



CITY OF PROVIDENCE
' Angel Taveras, Mayor

EQUAL EMPLOYMENT OPPORTUNITY SURVEY _

The City of Providence is required by Equal Employment Opporhmfy Commission
(EEOC) and the Department of Housing and Urban Development (HUD) regulations fo
collect-and maintain certain information in support of our Equal Employment

Opportunity Prograrm.

THE INFORMATION REQUESTED ON THIS SURVEY IS STRICTLY FOR EEO
RECORD KEEPING PUR_POSES ONLY. .

NAME: e ‘ :
(LAST) FIRST)  (MIDDLE)

ADDRESS: |
CITY STATE T ZIPCODE
SSH: TELEPHONEH# -
DII.Q.B.:
GENDER: MALE. FEMALE:

WHITE: =

BLAéK;___

Eﬁspimxflc; -

ASIAN & PACIFIC ISLANDER: :
AMERICAN INDIAN/ALASK AN NATIVE:

] HUMAN RESOURCES
Providence i’__‘ity Hall | 25 Dorrancé Street, Room 401, Providence, Rhods Island 02903
: 401 4217740 ph | 401273 9510 fax

www.providenceri.com



CITY OF PROVIDENCE
‘ Angel Taveras, Mayor

Emergency Contact Information Form

Your Name: '

Last © First Middle
Address: : .

Street - City ) State  ZIP
Cell phone: ; . Home phone:
Weork Phone: _ . E-mail:
Person to contact incase of an Ernergency: :
Last First
Cell Phone: Home Phone!
Work Phone:
If unavailable 2™ Contact Name:
‘ Last ) First

Cell Phona:___ : ) Home Phone;

Work Phone:

Comments: (include any special medical or personal information you would want an
emergency care provider to know — or special contact information)

HUMAN RESOURCES
Providence City Hall | 25 Dorrance Street, Room 401, Providence, Rhode Island 02903
4014217740 ph | 401273 9510 fax
www,pravideﬁceri.com



Form W-4 (2013)

Pumpose. Complete Form W-4 so that your
employer can withhold the correct federal intome
tax from your pay. Consider completing a new Form

-4 each year and when your personal or financial
situation changes.

Exemption from withholding: If you are exempt,
complete only lines 1, 2, 8, 4, and 7 and sign the
form to validate It Your exemiption for 2013 expires
February 17, 2014. See Pub. 505, Tax Withheiding
and Estimated Tex,

Note, If another Person can claim you as a
dependent on his or her tax retumn, you cannot claim
exemption from withholding if your income exceeds
$1,000 and includes more than $350 of unearned
income (for example, interest and dividends).

Basic instructions. If you are not exempt, complete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to income,
or two-eamers/multiple jobs shuations,

‘Complete all worksheets that apply, However, you

may claim iewer (or zero) allowances, For regular
wages, withholding must be based ‘on allowanzes
Yyou cizimed and may not be a flat amount or
percentage of wages.

Head of household, Generally, you can claim head
of household filing status on’ your tax retum only if
you-are unmarried and pay more than 50% of the
costs of keeping up a home for yourself and your
dependent(s) or other qualifying individuals. See

" Pub, 501, Exemptions, Standarg Deduction, and

Filing Information, for information,

Tax credits. You can take projected tax credits into

account in figuring your allowable number of
withhalding allowances. Credits for child or
dependent care expenses and the child {ax credit
may be claimed using the Personal Allowances
Worksheet below, See Pub. 505 for information on
converting your ether crédits into withholding
allowances,

Nonwage income. | you have & targe amount of
nonwage income, such as interest or dividends,
censidet making estimated tax payments using Form
1040-Z8, Estimated Tax for Individuals. Otherwise, you
may owe addilional fax. if you have pension or annuity

income, see Pub. 505 1o find out if you should adjust
your withhelding on Form We4 or W-4p;

Two earners or multiple jobs. If you have a
working spouse or more than one job, figure the
total number of allowances you are entitled o claim
on all jobs using worksheets from only one Form
W-4, Your withholding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest paying job and zero allowances are
claimed on the othars. See Pub, 505 for detals.

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

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to s2e how the amount you are
having withheld compares to your projected total tax
for 2013, See Pub, 505, especially if your eamings
exceed $130,000 (Single) or $184,000 (Married).
Future developments. Information about any fiture
developments affecting Form W-4 (such as
legislation enacted after wa release ity will be posted
at www.irs.gov/wd,

Personal Allowances Worksheet (Keep for your records.)

A Enter “1" for yourself if no one else carclaimyouasadependent . . . , . . . S oW ORE LR O¥ W 5 . . A
® You are single and have only one job; or
B Enter “1" if; .« You are married, have only one job, and your spouse does not work; ar . B
’ ® Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or Jess.

C  Enter “1" far your spouse, But, you may choose to enter *-0-" if you are married and have either a working spouse or more
than one job. (Entering “~0-* may help you avoid having too fittle tax withbeldy .« . & w o o v o . b c

D Enter numberof dependents (other than your spouse or yourself) you will claim on your tax retum . . . 4w o« . . . D

E  Enter "1”if you will file 2s head of household on your tax return {see conditions under Head of household above) E

F  Enter “1" if you have at jeast $1,900 of child ar dependent care expenses for which you plan to claimacredit . , . F

{Note. Do not include child support paymerits, See Pub, 503, Child and Dependent Cars Expenses, for detalls.)
G Child Tax Credit {including additional child tax credit). See Pub, 972, Child Tax Credit, for more information.
* If your total income will be less than $65,000 {$95,000 if married), enter “2" for each eligivle child; then less 17 i you

‘have thras to six eligible children or less “2" i you have saven or mors eligible chijdren.
* Hf your total income will be between $65,000 and $84,000 (395,000 and $119,000 if married), enter “1" for each eligiblechild . ., . G
H  Addlines A through G and entertotal here, (Note. This may be different from the number of exemptions you claim on your tax return.) b H
* If you plan to itemize or claim adjustments to income and want to raduce your withholding, see the Deductions
and Adjustments Worksheet on page 2,

= f you are single and have more than one job or ars married and you and your spouse both werk and the combined
eamnings from all jobs excesd $40,000 (310,000 i married}, ses the Two-Earners/Multiple Jobs Workshest on page 2 to

avoid having too littie tax withhald.
* If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below,

For accuracy,
complete all
worksheegts
that appiy.

Separate here and give Form W-4 1o your employer, Keep the top part for your records, - -

- W_ @ : Employee's Withholding Allowance Certificate OMS No. 1645-0074

P Whether yoti are entitied 1o claim a certain number of allowances or exemption from withholding is 2@ 1 3

Department of the Treasu A 5
i % subject to review by the IRS. Your employer may be required to send @ copy of this form o the IRS,

Intemnai Revenue Service
1 Your first name and middlg initial Last name 2 Your social security number
Hiome address (umiber and strest of rural oute) 3 13 single [ Maried [ Maried, but withhold at higher Single rate.
[ Note. [f maried, but legally separaled, or spouse is a nonresident alien, check the “Single* box.
City or town, state, and ZIF coge 4 If your Izst name differs from that shown on your so¢ial security card,
) I check here. You must call 1-800-772-1213 for a replacement card, » 7]
§  Total number of allowances you are clalming (from fine H above or from the applicable worksheet on page 2) 5
6 Ac_iditfonal amount, if any, you want withheld from each paycheck ., . . . ., . . | v 5 6|3

7 Iclaim exemption from withholding for 2013, and | certify that | meet both of the following conditions for exemption.

* Last year | had a right to-a refund of ail federal income tax withheld becauss | had no tax liability, and
* This'year | expect a refund of all federal Incorne tax withheld because | expect to have no tax liability.

If you mest both conditionss, write "Exempt” here . . . . . . . . ik s b e . w P[T]
- Under penalties of perjury, | declare that | have examined this ceriificate and, 1o the bast of my.knowledge and belief, It is true, correct, and complete,

- Empleyee’s signature
(This form is not valid unless you sign it) »
;] Empiloyer's name and adidress (Employer: Complete lines 8 and 10 only if sending 1o the IRS.)

Date »
¢ Ofiice code {optionall [ 10 Emplayer idantification number {EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat, No. 102200 Form W-4 (2013}



Please print

Delta Dental of Rhode Island

P.O. Box 1517

Providence, RI 02901-1517

800-84-DELTA

Employer Group Name

Delta Dental Group Nurmber Da

te of Hire

Location No. (if applizable)

Social Sgcufity No, f Subscriber LD, No. Subscriber Name: First«Last

Date of Birth - MM/DDYYVY Street Address / P.O. Box No,

Il R S R R L Apt. No. | City

State

Zip

‘Open Enrollment
New Hire/Re-hira
Marriage

—. Workers' Compensation
Return From Leave of Absence
. Dependent’s Loss of Coverage

First Name Cnly

If fast name differs, plaase indicate
in “other remarks"

below.

Bate
of Birth

Relationship

Check box if full-
tme student over
|9, Group must
have student rider.

__ Divorce Full-Time/Part-Time Status

Death of a Member

Birth or Adoption

{Che:l: One) {Changes must be made on the first of the menth)

Explain in “Other Remarks"” if necassary, -

DDRITIONS:

; New Subscriber
» Add Dependent to Existing Family Coverage

Reinsta‘tement -

: TERMINATION: °

i Remove Subscriber

‘Remave Dependent/Student (List dependent name.)

TSTATUS CHANGE:

Individual to Family

Family to Individual

||| T

—_Name/ Address Change

Transfer from Sublocation # to #

@ Corrections [ Other Remarks (Please Explain)

—____Reinstatement of Subscriber ~
Add Dependent - (Frum Prior SubscriberED #. )

Q Family

(check one) | Indlividual

COORDINATION @.r BENEFITS

- — Are You or Any of Your De.;erlden ts Covered by Another Dental Plan?

O pe

2 ves

If Yes, Please Complete the Section Below.

Other Pental Insurance Name:

Type of Coverage:

O individual

0 Family

Other-Dental Insurance Address;

Employer Name Through ¥Which YeulYour Dependents Have Other Insurance:

Group Policy No. Policyholder Name

Pelicyholder ID No.

v I — Are You or Any of Your Dependenis Covered by A Medical Blan?

Q

No 0 ves

if Yes, Please Complete the Section Belowr,

Name of Medical Insurance Ccmpany.'i—IMD:

Type of Coverage:

O tndividual

o Family

Name of Hzalth Plan/Type of Coverage:

Employer. Name Through Which Youfvour Dependents Have Other Insurancea:

Group Policy No. Fc!lcyhn!der I‘dame

Policyholder 1D No,

f certity that all information is true and correct t¢ the bhest of my knowledge. Also, I understand that the effective daie
and termination date of my membership will be detzrmined by my employer or plan sponscr in accordance with the
underwriting guidelines of Delta Dental. in addition, if my employer requires employee contributions for this coverags,
f authorize the deductions of these amounts from my wages periodically.

Employee Signature Date

DDRI-2T - /06 - 25M

Benefits Administrator Authorization

Date

> ‘@ 10820



CITY OF PROVIDENCE/ LOCAL 1033

Product Name: Delta Dental Premier
Plan Type: National Coverage

The information listed here is not a guarantee of payment. Payment is based on the Delta Dental allowance for each
procedure. To be covered, services must be dentally necessary and in accordance with Delta Dental’s treatment
guidelines. All services must be performed in a dental office. These benefits are listad according to the level of
coverage {i.e. 100%,80%) . Your group number is 1105-0013 & 1105-0020. Coverage for benefits with time
limitations (i.e. 6,12,24,36 or 60 months) is calculated to the exact day.

The annual maximumis:  $2,000.00 per member per calendar year
The annual deductibleis;  $0.00
The maximum lifetime cap:  Unlimited

Pretreatment estimates are recommended for underlined procedures.

Plan pays 100%; Member Coinsurance 0%

= Oral exam - ance per calendar year performed by a general dentist’

« Cleaning - twice per calendar year

» Fluoride treatment - for children under age 19 once per calendar year

» Bitewing x-rays - one set per calendar year ‘

« Complete x-ray series or panoramic film once every 36 months

o

L]

L]

Single x-rays as required
Sealants for children under age 14, once every 24 months on unrestored permanent molars
Palliative treatment {minor procedures necessary to relieve acute pain) twice per calendar year
"« Amalgam (silver) filings. Composité (white) filings on front teeth only. For composite fillings on back ~ -
teeth, the plan pays up to what would have been paid for an amalgam filling. Patient is responsible for the
balance up to the dentist's charge. ‘ ’ ) Coe ‘ o ’
+ Space maintainers once every 60 months for lost deciduous (baby) teeth
= Extractions and other routine oral surgery when rot covered by a patient's medical plan
+ General anesthesia or intravenous ( [.V.} sedation for certain complex surgical procedures
Root canal therapy g - S .
Repairs to existing partial or complete dentures once per calendar year
Recementing crowns or bridges once every 60 months
Rebasing or relining of partial or complete dentures once every 60 months

+ Crowns over natural teeth, build ups, posts and cores - replacement limited to once every 60 months

Plan pays 50%; Member Coinsurance 50%
« Pericdontal maintenance following active therapy - two per year ;
» Bridges, build ups, posts and cores, crowns over implants - replacement limited to once every 60 months
« Partial and complete denfures - replacement limited to once every 60 months
» Root planing and scaling once per guadrant every 24 months.
» Osseous (bone) surgery once per guadrant every 24 months (bone grafls are not covered).
« Gingivectomies once per site every 24 months.
» Softtissue grafts once per site every 60 months
« Crown lengthening-once per site every 60 months
Orthodontics:
Plan pays 50%; Member Coinsurance 50%
= Braces and related services for dependerit children under the age of 19

*a & & »

Lifetime maximum (orthodontics only) is $2,000.00 )
Dependent coverade - Dependent children are covered up until the end of the month that they turn age 26.




Biue Cross

Group Member Appﬂ ication for ) Blue Shicld

Health and Dental {Imwance

Piease be sure ALL information below is complets to avoid delays in processing.
Please prmt :Jearly usmg b!ue or black ink.

roup name Efec :vedaL - Date of hire
(mm/dd/yyyy) (mm/ddfyyyy)

Group number Dept. number {

Choose one: or Add dependeant(s)

] Open enroliment (] Spouse
7] New hire . : (] Dependent

[] COBRA
[] Loss of coverage (HIPAA Certificate
of Creditable Coverage required)

Date of event (mm/dd/yyyy)
(Must add within 31 days of marriage, birth,
or adoption of dependent.)

Last name

Suffix ‘ Fxrst name

City/town State ZIP code

Home address (street/apartment number)

Mailing address (street/apartiment number, city/town, state, ZIP code—if different from above)

Date of birth Gender Social Security number | What is your primary
(mm/ddfyyyy) M [JF (r-xx-xaoce)* language spoken?

Home phecne number Cell phone number

Marital status (please check one)
(] Single [] Married [] Divorced [[] Common law [] Other

Primary care physician (PCP) name, street, city/town, state and ZIP code (mandatory for BlueCHIP plans)

Are you a current patient? Provider 1D

D Yes [:} No

Plan type -
[] Medical: [[] Enrollee only [] Enrollee and spouse  [] Enrollee and child{ren)

[] Enrolleg, spouse and child(ren}
[1 Dental: [] Enrollee only [ Enrollee and spouse [ ] Enrollee and child(ren)
[] Enrollee, spouse and child(ren)

*Social Security number s required in order to comply with the reporting requirements of the Mandatory
Insurance Reporting Law. See www.cms.hhs.goviNMandatorylnsRep/

Pk e D AETA BN



What product(s) are you selecting?

[] HealthMate Coast-to-Coast [] BlueCHipP
[] HealthMate Coast-to-Coast HDHP (] Classic
[[] BlueSolutions for HRA [] Dental

D BlueSoEutions for HSA

L.ast name Flrst name

Home address (street/apartment number, CLtW'tm\m, state; ZIP code—if different from employee)

Date of birth Gender Social Security number | What is your primary
(mm/dd/yyyy) M [JF (ootax-xom)t language spoken?

Home phone number | cell phone number

Primary care physician (PCP) name, street, city/town, state and ZIP code (mandatory for BlueCHiP plans)

re you a current patient? Provider ID

DYes DNO '

Last name

1 Reatmnshlp
[7 Son [ Daughter

Sacial Security number feooexo)

Dependent 171 First name

Date of birth (mm/dd/yyyy)

Primary care physician (PCP) name, street, ¢ity/town, state and ZIP ccde (mandatory for BlueCHiP plans)

Are you a current patient?
[JYss [ No

P T e e T
Dependent #2 First name

Provider |D

[Last name i Rela’monship

[[] Sen [} Daughter

Date of birth (mm/ddiyyyy) Social Security number (ooe ez

Primary care physician (PCP) name, street, city/town, state and ZIP code (mandatory for BlueCHiP plans)

Provider ID

Are you a current patient?

DY&S E}z\ 7

*Social Securrty numper is-reguired in order to comply with the reperting requirements of the Mandatory
Insurance Reporting Law. See www.cms.hhs.gov/MandateryinsRep/

mroaonn ARD 77100 ]



\\;-_%REI- onsh p' T
[] Son [ Daughter

Social Security number (oox-xe-xxg)*

Depeﬂdant 43 First name Torre

Date of birth (mm/ddryyyy)

Primary care physician (PCP) name, street, city/town, state and ZIP code (mandatory for BlueCHiP plans)

Are you a current patient? Provider ID
D Yes {:} No

Depende F4Firstname

Relationship
] son [ Daughter

Date of birth (movddfyyyy) Social Security number {xoe-xx-xoot

Primary care physician (PCP) name, street, city/town, state and ZIP code (mandatory for BlueCHiP plans)

Argyoua current patient? Provider ID

1 ‘{os [j No

Are you or any ofyou Name of c‘cher insurance compan y and name(s) of covered person(s

dependents covered by | Covered person 1

insurance?
E}th\?ersms&rar\]n;e ' Insurance company
Member D #1.
Covered person 2
insurance company
Member [D #2
L i . :
prio i What was the date of termination? (mm/ddryyyy)

What is the name of your prior health
insurance carrier? )

If loss of coverage, please attach a copy of the Certificate of
Creditable Coverage.

If yes, name of eligible person

Is anyone named in this application eligible
for Medicare?

[ Yes []No _
1 Is the eligible person Retired date (if applicable) Medicare number

[] Over 65 [] Disabled T

Effective dates: (mm/dd/yyyy)

Part A (hospital):
=Sgicial Security number is required in order to comply with the reporting requirements of the Mandatory

Insurance Reporting Law. See www.cms.hhs.gow! landatorylnsRep/ ;

Part B (medical):

Cemeim ADD ETITON rem i ian



By signing this form,
1.) | permit any physician, hospital, or other medical facility or provider to release medical records
and reports to Blue Cross & Blue Shield of Rhode Isiand (BCBSRI) for me and my minor dependents.
I permit BCBSRI to use such medical records and reports for purposes of:
s claims payment,
@ case management,

s coordination of benefits,
° any other purpose directly related to the administration of BCBSRI, and

e inviting me and my enrolled members to take part in medical, disease, or case
- management programs. :
This approval shall end two (2) years from the issue date of this plan, unless canceled sooner.
2.) | certify the information is true and complete to the best of my knowledge.

Signature of applicant

Application rec'd date

Biue Cross
Blue Shield

www.BCBSRl.com

500 Exchange Stres! « Providence, Rl 029032620

Biue Cross 3 Slua Shield of Ahada 1390 15 an inependant Sexnsea of tha 3lue Ciass and Elue Shicld Asssciaticn,
0271l VAA-7EAT » 2451

Group APP (7/10)



Public Employees’ Local Union 1033

4]0 South Main Street

Providence, Rhode Tsland 02903-7124
Tel. (401) 331-1033

Fax (401) 421-0244

= S UES DEDUCTION AUTHORIZATION
MANDATORY THAT ALL SECTIONS BE COMPLETED

Plesse Priit  LAST FIRST ' MIDDLE INITIAL
ADDRESS: STREET CITY/STATE 7ZIP CODE
| TELEPHONE # i
(HOME) (WORK) (CELL)
E-MAIL
(HOME) : (WORK)
DEPT: POSITION:
DATE OF BIRTH: ] / SOCIAL SECURITY NO. - -

TO: CITY OF PROVIDENCE, PROVIDENCE, RI: (WHITE AND BLUE COLLAR)
BI-WEEKLY

This is to authorizé you to deduct from my weekly salary the sum of TWENTY-NINE AND 58/100
($29.58) for union dues in accordance with the Collective Bargaining Agreement by and between the Rhode
Island Laborers' District Council, on behalf of Local Union 1033 and the City of Providence payable to the
Secretary-Treasurer of Local Union 1033. :

This authorizes Local Union 1033 to file this card with the City of Providence on behalf of the
undersigned and is to be effective as soon as received by CITY OF PROVIDENCE. '

DATED:

Signature of Employee
NOTE: Dues, contributions or gifts to Local Union 1033 are not deductible as charitable contributions for faderal income tax

purposes. Dues paid to Local Union 1033, however, may qualify as business expenses and may be deductible in limited
circumstances subject fo various restrictions imposed by the Internal Revenue Service.

DATED:

Signature of Employee

Revised 1/1/13 (Page 1 of 2)

t



RIIODE ISLAND LABORERS' PUBLIC EMPLOYEES
POLITICAL ACTION COMMITTEE DEDUCTION

1 authorize the Employer to deduct the sum of two cents ($.02) per hour for each hour worked or paid forasa
voluntary contribution to the Rhode Island Laborers' Public Employees Political Action Committee
(RILPEPAC), which I understand constitutes a separate aggregate fund used for the purposes allowed under
the provisions of Rhode Island law. .

Such deductions shall be made from my earned pay on each regularly scheduled pay day and shall be remitted
to the designated depository at the same time as employer contributions are remitted to Union Benefit Funds.

This authorization shall become operative upon the date of each collective bargaining agreement entered into
between my employer and the Union or the date in which my Union transmits this Authorization Form,
‘whichever is later and shall be irrevocable for a period of one (1) year, oruntil termination of the collective
bargaining agreement in existence between my employer and the Union, whichever occurs sooner; and I agree
and direct that this authorization shall be automatically renewed and shall be itrevocable for successive
periods of one (1) year each, or for such terms of successor collective bargaining agreements between my
employer and the Union, whichever shall be shorter, unless written notice is given by me to my Employerand
the Local Union not more than twenty (20) days and not less than ten (10) days prior to the expiration of each
period of one (1) year, or of each applicable collective bargaining agreement between my employer and the
Union, whichever occurs sooner.

The above revocation must be in writing, bear the date and my signature, and be delivered to the officers of
the Local Union of which I am a member and to the Employer with whom I am then currently employed.

Dues, contributions or gif‘ts to the Local Union are not deductible as charitable contributions for federal
income tax purposes. Dues paid to the Local Union, however, may qualify as business expenses, and may be
deductible in }imited circumstances subject to various restrictions imposed by the Internal Revenue Service.

Employee Signature .

Printed Name

Social Security Number

Address City or Town State and Zip Code

Dated

Revised 1/1/13 (Page 2 of 2)



RHODE ISLAND PUBLIE EMPLOYEES
HEALTH SERVICES FUND
410 South Main Street
Providence, Rl 02803
(401) 331-1033

_ L OCAL UNION 1033/CITY OF PROVIDENCE:

LIFE INSURANCE ENROLLMENT/BENEFICIARY DESIGNATION FORM
POLICY NUMBER 4043742

(Please print)

Member's Name: . | _
Last Name First Name Middle Initial

Member's Social Security No.: | . -
Member's Date of Birth: ‘

Member's Address:
Strest City/Town . State Zip

Bensficiary Designafic;n: Relationship to Union Member,
Last Name First Name Middle Initial

eneficiary f}es.‘gnafidﬂ:' Relationship to Urion Member
Last Name First Name Middle Initial

Beneficiary Designation: Relationship to Union Member, :
Last Name First Name " Middls Initial

)

pleass check one: New Enrollment Change of Beneficiary

_ (*former name, _ :

Change of Name*___

procseds shall be paid in equal shares to the
o beneficiary survives, payment shall be

Unless oth ided, whare two or more be
named beneficiaries, if surviving the insured, o to the sufvivor or survivors.
made in accordance with theterms of the policy.

This designation revokes any and all previous designations. The right fo further change the benaficiary is rassrved unto
the insured. ‘
[ accept-the insurance provided by my Union's Group Jnsurance Plan.

Dat

(4]

Signature ' :

[ L L e s



The City of Providence -
Providence City Hall

25 Dorrance Street

Providence, Rhode Island 02903

Main telephone number (401} 421-7740
TDD 401 751-0203

www.providenceri.com

Regular Business Hours 8:30 AM to 4:30 PM
Summer hours (July & August) 8:30 AM to 4:00 PM

Orientation sheet Union employees

Vacation
An employee accrues 5 days vacation after 6 months.

An employee receives an additional week of vacation on their 1st year anniversary.
After cne year of service, employee receives vacation accrual every January.

After 5 years of service, employee accrues an additional 5 days on the anniversary date.
(3 weeks total)

After 10 years of service, employee accrues an additional 5 days on the anniversary date.
(4 weeks total)

After 15 years of service, employee accrues an additional 5 days on the anniversary date.
(5 weeks total)

Sick Leave

An employee accrues 1 % days (8.75 hrs) every month for a total of 15 days annually. Your hire
date must be on the 15" of the month or before in order to accrue the 8.75 hours for that
month. Unused sick time may be carried over up to 135 days.

Personal davs
You are allowed to convert two (2) personal days from your balance of sick day per year.

Floating Holiday

Employees may take three (3) floating holidays per calendar years.

Life Insurance
The Rhode Island Public Employees’ Health Service Fund has the group life/AD&D policy with

Assurant. Insurance Company in the amount of $25,000.

i



Longevity

Employees hired after October 23, 1599, 7 years of employment, receive a longevity bonus of
4% of thhei'r annual salary. This bonus is usually paid in @ lump sum at the end of the fiscal year.
June 30",

Longevity formula for employees is as follows:

Years of Service Annual Percentage Amount
7 but less than 12 yrs 4%
12 but less than 17 yrs 5%
17 but less than 20 yrs 6%
20  or more 7%

Deferred Compensation

The City provides pre-taxed investment oppertunities through payroll deduction. The following
are participating providers:

MATIONWIDE RETIREMENT SOLUTIONS ICMA CORPORATICN
William Redihan, retirement Specialist Mike Savage
PO Box 321 msavage@icmarc.org
Orleans, MA 02653
Business Pheone {877)677-3678 Extension 63003 AIG VALIC FINACIAL ADVISORS
Email: redihaw®@nationwide.com 1000 Winter Street
Suite 3750 South
GREAT WEST RETIREMENT SERVICES Waltham, MA 02451
Brian Rocha Glen Archambault (401) 952-5371
401-533-1848 glen-archambault@aigvalic.com
(800)-701-8255 Lynn Redding (401)-486-5638 {call)
Lynn: redding@aigvalic.com
ING
Frank Leonard, Local Account Representative THE HARTFORD
Registered Representative Laura Slaven
30 Braintree Hill Offlce Park Account Representative
Braintree, MA 02184 (617) 378-4618

Tel.:781-796-9859
Cell: Tel:RI 401-447-4431
Cell: 6817-921-7652
Fax:781-796-9392
Frank@heritageretire.com

GROUP SAVIMGS PLUS (HOME & AUTO INSURANCE)

LIBERTY MUTUAL INSURANCE COMPANY

Liberty Mutual makes it possibie for City of Providence employees to enjoy discounted benefits on
auto, home and tenant insurance, payment through payroll deductions, guaranteed 12-month
policy rate, prompt claims insurance and 24-hour emergency roadside assistance.

Broker: Staven Moran, Roy Jann Moranis@aol.com

Bottom Line solutions Call for free coverage and no-obligation
1445 Wampanoag Trail, Ste 105 quote : 1800-225-8281 or visit

East Providence, RI 02915-1203 www.libertymutual.com

Business Phone (401) 433-1445

-2-




Pavyroll

You will receive your paycheck Bl- weekly. Your paycheck is delivered to you by your
department Payroll Administrator on Thursday afternoen,

If you choose the direct deposit option, it will take approx three weeks for the initial request o
be processed. The money will appear in the account of your choice (checking/savings) on Friday
marnings after 7:00 A.M. You may choose up to 3 banking institutions to divert your paycheck
providing the deposit equals 100% of your weekly net payroll amount.

Medical Coverage

You will begin coverage of benefits the 1% day of the month following your date of hire.

Medical Provider: Blue Cross Blue Shield of RI Blue Chip and Delta Dental Provider: Delta Dental
of RI. .

Website Blue Cross: www.bcbsri.com

Website Delta Dental: www.deltadentalri.com

Pensien
The City of Providence deducts an 8% pension contribution.

Leave of Absence/Maternity Leave

Upon written application, an employee with permanent status may be granted a leave without
pay not to exceed one year for reason of personal illness, disabiiity, maternity leave, or other
reason deemed appropriate and approved by the Human Resource Director.

Please contact Francis Gutierrez in the Human Resource Dept. ext 244,

ING-FINAMNCIAL

*Effective July 1, 2008 new employees shall no longer receive Retiree Post Medicare health
benefits paid for by the employer, but the employer shall allow sald employees to purchase Post
Medicare eligible healthcare at the retirees cost and at the employers group rate. Said
employees shall be require to participate in a Health Savings Account (HAS) at a rate
of $.05 per hour with the fund being used for said Retiree Post Medicare healthcare.

* NEW HIRES SHALL BE COMPENSATED AT A WAGE RATE OF FIFTEEN PERCENT
(15%) BELOW THE CONTRACTUAL RATE FOR THE PERIOD OF JULY 1,2011 TO JULY
1, 2014, WAGES FOR NEW EMPLOYEES SHALL BE INCREASED IN FIVE PERCENT
{5%) INCREMENTS ANMUALLY UNTIL JULY 1, 2014 AND ON THIS DATE THE NEW
EMPLOYEES SHALL RECEIVE THE FULL CONTRACTUAL RATE.




General Contact Information

[Tople i vy

- Contact

| Phone/e-mail address

Labor Relaticns/Empbyee
Relations

Sybil Bailey
Director of Human Resources
4% fioor Room 401

| 401-421-7740 ext 617

Assistant Jennifer Conrad
Jconrad@providenceri.com

Laber Relations/Employee
Relations, Worker’s
Compensation

Steven Rotondo
Deputy Director, HR
4" Floor, Room 401

401-421-7740 ext 616
mwingate@providenceri.com

Training Coordinator

Michael Welden
Human Resources
4" floor Room 411

401-421-7740 ext 397
mwelden@providenceri.com

Entrance paperwork, sick,
vacation longevity

Diane DiGiuseppe
Human Resource Technician 11
4" Floor, Room 411

401-421-7740 ext 239
Fax#273-9510
ddigiuseppe@providenceri.com

Postings

Ebeny Palmer Room 411
Human Resource Technician 1

- 401-421-7740 ext 240

epalmer@providenceri.com

General payroll issues

Lori Lazzarecshi

Payroll Supervisor

2™ floor School Department
797 Westminster Street
Providence, RI 02903 or

Lori Lazzareschi
401-278-0583
Lori.Lazzareschi@ppsd.org

Manager of Employees
Benefits

Margaret Wingate
Benefits Department
Room 410

401-421-7740 ext 717
MWingate@providenceri.com

Medical Benefits
Administration

Susan Brophy
Benefits Department
4" floor, Room 410

401-421-7740 ext 278
shrophv@provideneri.com

Pension & Retirement Issues

Marilyn Schoening
Pension Administrator
4" floor, Room 409

401-421-7740 ext 296
Mschoening@providenceri.com




PARTICIPATION AGREEMENT FOR THE DEFERRED COMPENSATION PLAN

ESTABLISHED BY THE CITY OF PROVIDENCE

Participant Name (PRINT) First M Last

Social Security Number - -

1. Participant Agreement

I wish to participate in the Deferred Compensation Plan and [ hereby agree to contribute at the rate of $0.05 cents per hour to be
invested in my account with ING Life Insurance And Annuity Company.

In addition to the above mandated contribution, [ hereby elect to have an additional contribution of

(Optional: Additional weekly contribution - checkyane):

$10 $15 $20 $25 Other Amount

[ understand that I may change the contribution amount at any time by submitting a new agreement or by requesting a change in
another format acceptable to my emiployer.

2. Beneficiary Election

I wish to designate the following beneficiary(ies) to receive benefits in the event of my death. Primary Beneficiary

Please indicate name(s), relationship, address, percentage)

PRIMARY CONTINGENT

T understand that benefits are only payable due to Separation from Service, Retirement, Severe Financial Hardship or Death.
Furthermore, I acknowledge receipt of, or have reviewed a copy of, the Plan document/or summary plan description, where

applicable.
Participant Signatire Date
3. Employer Use Only
Employee Dept. Position By
Number SSN# Title Date




Providence Water Docket 4406

Data Requests of the
Division of Public Utilities and Carriers
Set 1

DIV 1-24. Please provide a breakdown of regulatory and rate case expense for FY 2010, FY

2011 and FY 2012 and show the derivation of the pro forma expense amounts
shown on Schedule HJS-S7.

Answer: See below an explanation of how the regulatory and rate case expense were
calculated for the pro forma year verses the 6/30/12 test year. Also, attached
are the regulatory and rate case expense detail from Providence Water’s Annual
reports for Fiscal Year’s 2010 —2012.

6/30/12 Pro Forma Increase ~ Explanation of Increase

Regulatory Commission Expense:

Docket 4061/Conservation Rate Filing 8,527 8,593 86
Bond Filng/Bond Refunding 10,091 10,596 905 Esmate 5% increase ;
Bond Filing $33 milion 0 6,500 6,500 Anicpakd based on previousiing
Regional Water District 9,151 9,600 458 Esimate 5% norease
Hydrant Fees 8,603 9,033 430 Esiimak 5% norease ]
New Headquarkers 2,068 2171 103 Esmae 5% increase o
Miscelanzous Legal Maters 9,204 9,665 450 Esmate 5% increase
Miscelansous PUC Maters 11,834 12426 592 Esimate 5% norease . i
Proporfonate Share PUC Expenses 167,992 202,289 34,297 Use FY2013 acvalamount =
Sub-btal § 227469 § 270880 § say

DK 4405 o N

Full Rak Fiing 7 - 101,415 101,415 Based on conract plus acdifonal fems

Lega R 75652 73,632 Amountbased on lastullCons an 8% i onfact
Division of Public Utlfes estmated - 58,575 58,575 Amountbased on lasthl fing amount wit an esimaied 5% ncrease

Tolal Esimated Rate Case tis fling 3 233622 § 233,822 i
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Prepared by: Mary L. Deignan-White 5/21/13
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Name of Respondent

Providence Water Supply Board

This Report is:
(1) _x_ An Original
(2) ____ A Resubmi

ssion

Date of Report
(Mo, Da, YT)
21712

Year of Report

06/30/10

REGULATORY EXPENSE AND RATE CASE COSTS (53200)

1. Please provide detail for rate case and regulatory expense for prior 5 years.
2. If there are any open cases before the Commission or Division, they should be noted as such and total costs estimated.

3. Use explanation page to expand description or special circumstances.

Source of Cost Matrix Allocation and Distribution
Description of Rate Case Docket Requested |Granted Effective Accounting |Counsel Outside Other Total Expensed CommissiqReserve
Number Amount Amount Date Fees Fees Consultant Cost To Cost Allowed In{Bal. if Any
Centers Rates Col (j) - (k)
(a) (b) (c) (d) (8) ) ta) (h) 1] (k) 0] (m)
0 0
3832 1,229 1,229 0
Printing DK 4061 2,347 2,347 0
Abbreviated filing 4061 18,804 43,375 62,179 0
Conservation Filing 4061 0 0
Miscellaneous PUC Matters: 4,268 4,268 0
General Matters 4,553 4,553 0
0 0
Metropolitan Water District 14,310 14,310 0
Legislation 0 0
Hydrants 5,325 5,325 0
Bond Filing Stimulus 4,403 4,403 0
Customer Billing Disputes 30,136 30,136 0
Moratorium 1,608 1 _mom 0
Street Resoration 0 0 0
0 0
0 0
0 0
0 0
0 0
0 0
Proportional Share of PUC Expenses 136,675] 136,675 0
Advertising/Providence Journal 4,082 4,082 0
Division share of expences 17,859| 17,859 0
0 0
0 0
0 0
Totals 18,804| 111,552 0| 158,616 288,972 0 0 0
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Page 35 |Name of Respondent This Report is: Date of Report Year of Report  |Page 35
Providence Water Supply Board (1) _x_ An Original (Mo, Da, Yr)
(2) A Resubmission 8/30/11 0:00 6/30/11 0:00
1 REGULATORY EXPENSE AND RATE CASE COSTS (53200) 1
2 1. Please provide detail for rate case and regulatory expense for prior 5 years. 2
3 2. If there are any open cases before the Commission or Division, they should be noted as such and total costs estimated. 3
4 3. Use explanation page to expand description or special circumstances. 4
5 5
6 Source of Cost Matrix Allocation and Distribution 6
7 Description of Rate Case Docket Requested |Granted Effective Accounting |Counsel Outside Other Total Expensed Commissi{Reserve 7
8 Number Amount Amount Date Fees Fees Consultant Cost To Cost Allowed In|Bal. if Any 8
g Centers Rates Col (j) - (k) 9
10 @ (b) () (d) (e} [0} (a) (h U] G (k) 0] (m) 10
11 Abbreviated filing (never filed) 6,190 2,588 8,778 Q] 11
13 Full Filling 3832 0 0| 13
14 0 o 14
15 Abbreviated filing 4061 19,831 793 20,624 Q| 15
16 Conservation Filing 4061 9,080 9,080 0| 16
17 Hydrant Fees 2,670 2,670 0] 17
18 General Matters 5,180 5,180 0| 18
19 Miscellaneous PUC Matters: 0 0] 19
20 0 0 20
21 Legislation 960 960 0] 21
22 Metropolitian Water District/Authority 2,333 2,333 0] 22
23 Baond Filing $35 million 0 0| 23
24 Customer Billing Disputes 19,556 19,556 0] 24
25 Moratorium 0 0| 25
26 Miogs 2,545 2,545 0] 26
27 Board of Contract 2,293 2,293 0f =27
28 Miscellaneous 0 0| 28
29 Proportional Share of PUC Expenses 154,863| 154,863 0] 29
30 Division share of expences 2,231 2,231 0| 30
31 Miscellaneous legal matters 4,275 4,275 0] =1
32 Advertising/Providence Journal 0 0 a2
33 0 0 33
34 Note: Other represents 0 0| 34
35 Division & other minor 0 0] 35
36 expenses 0 0| 36
37 0 0| a7
38 0 0 38
39 Totals 0 Q 35,101 43,191 0 157,094| 235,387 0 0 0] 39
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Name of Respondent

Providence Water Supply Board

This Report is:

{1) _x_ An Original

(2)___ A Resubmission

Date of Report
(Mo, Da, Yr)
8/30/11 0:00

Year of Report

06/30/12

REGULATORY EXPENSE AND RATE CASE COSTS (53200)

1. Please provide detail for rate case and regulatory expense for prior 5 years.
2. If there are any open cases before the Commission or Division, they should be noted as such and total costs estimated.

3. Use explanation page to expand description or special circumstances.

Source of Cost Matrix Allocation and Distribution
Description of Rate Case Docket Requested |Granted Effective Accounting [Counsel Outside Other Total Expensed Commissi{Reserve
Number Amount Amount Date Fees Fees Consultant Cost To Cost Allowed In{Bal, if Any
Centers Rates Col {j) - (k)

(a) (b) (c) (d) (e} (f) (g) (h) (i) (i) (k) 0] (m)

0 0
Full Filling 3832 0 0

0 0
Abbreviated filing 2013 359 359 0
Conservation Filing 4061 2,745 2,270 5,015 0
Hydrant Fees/filing 4287 8,603 8,603 0
General Matters 7,704 7,704 0
Miscellaneous PUC Matters: 0 0

0 0
Legislation 230 230 0
Metropolitian Water District/Authority 9,151 9,151 0
Bond Filing/Refunding 10,091 10,091 0
Customer Billing Disputes 63 63 0
Moratorium 0 0
Marchand Investigation 10,109 10,109 0
Board of Contract 0 0
Miscellaneous 4,088 4,088 0
Proportional Share of PUC Expenses 167,992| 167,992 0
Division share of expences 3,512 3,512 0
Miscellaneous legal matters 0 0
Advertising/Providence Journal 553 553 0

0 0
Note: Other represents 0 0
Division & other minor 0 0
expenses 0 0

0 0

0 0
Totals 0 2,745 52,668 0 172,057 227,469 0 0 0
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Providence Water Docket 4406
Data Requests of the

Division of Public Utilities and Carriers
Set 1

DIV 1-25. Please provide any supporting studies or analyses supporting the projected FY

2013 quantities of chemicals used as shown on Schedule HIS-S8A.

Response: Attached is a copy the chemical use projections that had been performed by our
plant personnel which was the basis of the FY 2013 chemical use figures

presented in Schedule HIS-S8A.

AT R e e ) LR e s i O R SO 3 M A T S i M T R G I R RS S BT

Prepared by: Paul J. Gadoury 5/21/13




PROJECTION-TREATMENT CHEMICALS ~ July 2012 - JUNE 2013

INCREASED FERRIC DOSE NEEDED FOR TQC REMOVAL REQUIREMENTS
CURRENT DOSE IS 2.20 GPG (double previous use) WHICH @70 MGD FLOW equals 4,000 gallons/day

Supporting calculation: (4,000 gal/day x 365days x $1.40/gallen) = $2,044,000.00

ADDITIONAL LIME IS NEEDED TO QOFFSET THE INCREASED ACIDITY OF THE WATER DUE TO THE HIGHER FERRIC DOSE.
Current combined DOSE 1S 1.70 GPG. WHICH @70 MGD FLOW = 17,160

Supporting calculation: (8.6 tons/day x 365days x $212.45/ton) = $673,158.00 Out to bid

Fluoride: Will become about 70,000 Gallons at 70 MGD
Estimated Cost: $2.80/gallon = $203,000.00
Chiorine: 200 tons Estimated cost: $160,000.00

CO2 Estimate 1,000 tons at $108/ton = $109,000.00

Summary Ferric  $2,044,000.00
Lime: S 673,158.00
Fluoride: S 203,000.00
Chlorine: S 160,000.00

coz S 109,000.00

THE FERRIC WILL BE LOWERED AS SOON AS TOC REMOVAL REQUIREMENTS ARE MET. LIME DOSE WOULD
ALSO BE LOWERED AT THAT TIME.



Providence Water Docket 4406
Data Requests of the

Division of Public Utilities and Carriers
Set 1

DIV 1-26 Please provide actual quantities of each chemical used for each month of 2012

and 2013 to date. Include a copy in Excel format.

Response: Attached are tables showing the monthly breakdown of chemical usage for FY
2012 and FY 2013 to date. Excel versions are being transmitted separately via

email.

LS ——
Prepared by: Paul J. Gadoury a/21/13



For: Division Data Request DIV 1-26

PROVIDENCE WATER

CHEMICALS USED SUMMARY FISCAL YEAR 2012

MONTH LIQUID FERRIC QUICKLIME CHLORINE LIQUID FLUORIDE co2
GALLONS POUNDS POUNDS GALLONS POUNDS
Jul-11 104,521 617,371 38,776 7,089 -
Aug-11 100,470 560,015 36,154 6,257 78,461
Sep-11 92,582 516,396 35,522 5,287 106,024
Oct-11 86,307 466,886 31,598 4,983 88,266
Nov-11 81,067 393,989 25,902 3,919 85,094
Dec-11 83,204 402,498 24,480 3,784 87,015
Jan-12 97,450 440,158 23,772 3,608 83,462
Feb-12 97,853 473,014 17,962 3,942 84,345
Mar-12 93,329 409,004 20,711 3,872 85,671
Apr-12 85,122 402,069 28,533 3,872 92,892
May-12 95,448 502,599 27,110 4,603 105,199
Jun-12 96,326 483,302 36,075 5,181 115,298
TOTAL 1,113,679 5,667,301 346,595 56,397 1,011,727
1,113,679 2,834 173 56,903 506
GALLONS TONS TONS GALLONS TONS
CHEMICALS USED SUMMARY FISCAL YEAR 2013
MONTH. LIQUID FERRIC QUICKLIME CHLORINE LIQUID FLUORIDE Co2
GALLONS POUNDS POUNDS GALLONS POUNDS
Jul-12 108,027 587,582 46,262 6,005 136,418
Aug-12 92,780 555,762 49,145 5,317 95,050
Sep-12 76,286 451,299 40,446 4,752 72,851
Oct-12 67,920 409,789 39,296 4,103 58,033
Nov-12 62,684 346,419 25,479 3,683 78,553
Dec-12 62,314 344,288 25,188 3,731 85,426
Jan-13 63,908 347,493 25,588 3,569 87,866
Feb-13 56,831 284,195 22,183 3,169 47,983
Mar-13 60,801 314,027 26,346 3,417 44,164
Apr-13 62,296 283,463 26,452 3,451 2
May-13
Jun-13
TOTAL 713,846 3,924,317 326,385 41,198 706,344
713,846 1,962 163 41,198 353
GALLONS TONS TONS GALLONS TONS




Providence Water Docket 4406
Data Requests of the

Division of Public Utilities and Carriers
Set 1

DIV 1-27. Please provide a comparison of the actual quantities of chemicals used in FY
2013 to date with the expected or budgeted level to date based on the projected

quantities shown on Schedule HIS-S8A and explain any variance.

Response: Due to temporary internal PW issues, a delay has been experienced in obtaining
this information. We are in the process of completing this data request and will

be forwarding it to the Division as soon as practical.

%
Prepared by: Paul J. Gadoury 5/21/13



