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Bloomington ISD

167 N. Williams St.
Placedo, TX 77977

(361) 333-8016
(361) 333-8026 fax

All Prospective Substitutes:

All requested documents must be turned in to me at the Administration Office before you will be
placed on the Substitute List.

Requested Documents:

e Substitute Application
o Substitute Packet Completed
* A copy of your diploma or equivalent (College transcripts will be fine also.)
¢ A copy of your driver’s license
¢ A copy of your social security card
e Per state law, now all substitutes must be fingerprinted before they will be able to
work for any school district in the state.
o Please contact me for details on how to get this completed.

We are extremely excited that you have decided to join us and look forward to meeting you!

Thank you for taking interest in our school district.

Kellye Chavana
Superintendent Secretary
Kellye.chavana@bisd-tx.org

P.0. BOX 158

BLOOMINGTON, TX 77951



) LOINGO PPLICATI FOR SUBSTITU TEACHER

Bloomington ISD
An Equal Opportunity Employer®

Date of application

Personal Data

Name
Last First Middle tnitial
Mailing address
Street/Box City State ZIP Code
E-mail address
Home phone Cell phone Other phone

Other name that may appear on records

(Used for certification, reference, and criminal history record checks)

Position Data

List the position(s) for which you are applying

Type of employment: O Full-time O Part-time O Summer only

Date you can begin work
Have you been employed by Bloomington [SD in the past? O Yes 0 No
If you answered yes, provide dates of employment

Special Skills

List specific skills, software proficiency, and any machines or equipment you can operate.
Include number of years of experience.

L 4,
v :
3

Work Experience

Please provide a complete list of all positions you have held in the past 10 years. List the
most recent first, Attach additional sheets if necessary (bus driver applicants, see adden-
dum). Attach résumé if available,

Employer name and Employer name and
location location
Position/title held Position/title held
Dates employed Dates employed
Supervisor’s name Supervisor’s name
and phone and phone

Reason for leaving Reason for leaving

=

HR Services © 5/2412016 Texas Assoclation of School Boards, Inc. All rights reserved.
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e LOOMINGTON APPLICATION FOR SUBSTITUTE TEACKER

Work Experience

Employer name and
location

Employer name and
location

Position/title held

Position/title held

Dates employed

Dates employed

Supervisor’s name
and phone

Supervisor’s name
and phone

Reason for leaving

Reason for leaving

References

Please list references the district can contact regarding your work history.

Full name of
reference

School district/

firm name

Mailing
address

Position/title

Area code/
phone number

Education/Training

List the highest level of education attained:
Licenses and certificates granted

Name and location of
schools attended

Course of study
and major/minor

Diploma, degree, certificate,
or license granted

Year
graduated

{College only)

Bl

HR Services

© 5/2412016 Texas Association of School Boards, Inc. All rights reserved.
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_ BLMINTN PLICI UBSITUT TEAHR .

General Information

Do you have a relative who serves on the Board of Education or is an employee of
ISD?
O Yes U No If yes, please provide the relative’s name and relationship:

Have you ever been convicted of, pled guilty or no contest (nolo contendre) to, or received
probation, suspension, or deferred adjudication for a felony or any offense involving moral
turpitude (including, but not limited to, theft, rape, murdet, swindling, and indecency with
aminor)? O Yes O No

[f yes, please state where, when, and the nature of the offense

(A felony conviction is not an automatic bar to employment. The district will consider the nature, date, and relationship
between the offense and the position for which you are applying.)

Verification

[ hereby affirm that all information provided in this application is true and accurate to the
best of my knowledge and understand that any deliberate falsifications, misrepresentations,
or omissions of fact may be grounds for rejection of my application or dismissal from sub-
sequent employment.

lauthorize the references listed above to give you any and all information concerning my
previous employment and any pertinent information they may have, personal or otherwise,
and release all such parties from liability for any damage that may result from furnishing
the same to you.

['understand that the district is required by Texas Education Code to review criminal

history of applicants.

Signature Date

This application becomes the property of the district. The district reserves the right to
accept or reject it. This application shall be considered active for months. If you
have not received a response during this time period, you may reapply or reactivate your

application.

*Applicants for all positions are considered without regard to race, color, sex (including pregnancy), national

origin, religion, age, disability, genetic information, veteran or military status, or any other legally protected
status. Additionally, the district does not discriminate against an applicant who acls to oppose such discrimination
or participates in the investigation of a complaint related to a discriminating employment practice.

The district Title IX Coordinator is ~ Mark Anglin, Superintendent, P.O. Box 158
Bloomington, TX 77951

m HR Services © 5/24/2016 Texas Association of School Boards, Inc. All rights reserved.
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SUB LETTER OF REASONABLE ASSURANCE

Dear Substitutes:

This letter provides notice of reasonable assurance of continued employment with the district when each school term
resumes after a scheduled school break. By virtue of this notice, please understand that you may not be eligible for
unemployment insurance benefits drawn on school district wages during any scheduled school breaks including, but not
limited to, the summer, winter, and spring breaks, This assurance is contingent upon continued school operations and will
not apply in the event of any disruption that is beyond the control of the district (e.g., lack of school funding, natural
disasters, court orders, public insurrections, war, etc.).

This is not an employment contract. Your continued employment is on an at-will basis. Employers may terminate at-will
employees at any time for any reason or for no reason, except for legally impermissible reasons. At-will employees are
free to resign at any time for any reason or for no reason.

Your services on behalf of the children of the district are appreciated, and we hope that you will be able to continue your
association with the district.

Sincerely,

Kellye Chavana

...........................................................................................................................................................

Return to:
Kellye Chavana BISD Central Office  P.O. Box 158 Bloomington, TX 77951

Please check who you would be willing to sub for:
U Teacher Q Paraprofessional 0 Nurse (must be qualified)
Q Custodian U Cafeteria U Maintenance

Please check all campuses that you would like to sub at:
Teacher and Paraprofessional subs only.
U Placedo Elementary School  (PK-1% Grade)
O Bloomington Elementary School (2"-5% Grade)
O Bloomington Middle School  (6'-8"" Grade)
O Bloomington High School (9"-12 Grade)

Name (Print) Date

Signature Employee number |
Address Telephone ’
City State ZIP Code



Form W'4

Employee’s Withholding Certificate OMB No. 1545-0074

» Complete Form W-4 so that your employer can withhold the correct federal Income tax from your pay.
» Give Form W-4 to your employer. 2@22

Dapartment of the Treasury
Intemal Revanua Sarvice » Your withholding is subject to review by the IRS.
Step 1: {8) Flrst name and middle Initial Last name ) Social securlty number
Enter
Address » Does your name match the
Personal name on your soclal security
i card? [f not, 10 ensure you get
Information Gity or town, stale, and ZIP code credit for yu‘l.Jr eamings, contact
SSA at 800-772-1213 or go to
WWW,S58. G0V,

) [:] Single or Married filing separately

D Married filing jointly or Qualifying widow(er)
D Head of hausehold (Check only if you're unmarried and pay mare than half the costs of keeping up a homa for yourself and a qualifying individual }

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

Compilete this step if you (1) hold more than one job at a time, or (2] are married filing jointly and your spouse

Step 2;

Multiple Jobs also works, The correct amount of withholding depends on income earned from all of these jobs.

or Spouse Do only one of the following.

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

(b} Use the Multiple Jobs Worksheet on page 3 and enter the result In Step 4(c) below for roughly accurate

withholding; or
{c) if there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This
option is accurate for jobs with similar pay; otherwise, more tax than necessary may be withheld . »
TIP: To be accurate, submit a 2022 Form W-4 for all other jobs. If you {or your spouse) have self-employment
income, including as an independent contractar, use the estimator.

Complete Steps 3—4({b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will

be most accurate if you complate Steps 3-4{b) on the Form W-4 for the highest paying job.}

Step 3: If your total income will be $260,000 or less ($400,000 or less if married filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000» $
D .
ependents Muitiply the number of other dependents by $500 . . . . » §

Add the amounts above and enter the totalhere . . . . . . . . . . . 3 |
Step 4 {a}) Other income (not from jobs). if you want tax withheld for other income you
{optional): axpact this year that won’t have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirementincome . . . . . . . . [4([a3};§
Adjustments b} Deductions. If you expect to clalm dedustions other than the standard deduction and

P
want {o reduce your withholding, use the Deductions Worksheet on page 3 and enter
theresulthere . . . .+ & « « v v v e e e e e e . [4D) 8

{c) Extra withholding. Enter any additional tax you want withhald each pay period . . |4(c)|$
Step 5: Undor penalties of perjury, 1 declare that this certificale, to the best of my knowledge and belief, [s true, correct, and complete.
Sign
Here ) )

Employee's signature (This form is not valid unless you sign it.) Date
Employers | Employer's name and address Flrst date of Employer identification
Only employment number (EIN)
Cat. No. 102200 Form W4 (2022)

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




Employment Eligibility Verification USCIS

Department of Homeland Security OMgg;'?ﬁf;z 047

U.S. Citizenship and Immigration Services Expires 10/31/2022

»START HERE: Read instructions carefully before completing this form. The instructions must be availabls, either in paper or electronically,
during completion of this form. Employers are Jiable for errors in the completion of this form,

ANTI-DISCRIMINATION NOTICE: H is illegal fo discriminate against work-authorized individuals. Employers CANNOT specify which docurnent(s} an
employee may present to establish employment authorization and identity. The refusal to hire or continue fo employ an Individual because the
dotumentation presented has a future expiration date may also constitute illegal discriiminalion.

Section 1. Employee Information and Attestation (Employees must complets and sign Saction 1 of Form 1-9 no Jater
than the ﬂrst day of employment, but not before accepling a fob offer.}

Last Name (Farily Name} First Name {Given Name) Middle Inltlal Cther Last Names Used (if any)
Address {Street Number and Name) Apt. Number | City or Town State ZIP Code
Date of 8irth {mm/ddAyyy) U.S. Sectal Security Number Employee's E-mail Address Employee's Telephone Number

LT

| am aware that federal Jaw provides for imprisonment and/or fines for false statements or use of false documents In
connection with the completion of this form,

1 attest, under penalty of perjury, that | am {check one of tha following boxes):

[] 1. Acitizen of the United States

[:] 2. A noncitizen national of the United States (See Insfructions)

[] 3. Alawful permanent resident  {Alten Registration Number/USCIS Numbar):

D 4. An alien autharized to work  undil {expiration date, if applicable, mmiddfyyyy):
Some aliens may write "N/A" In the expiration date field. {See instructions)

Aliens authorized fo work must provids only one of the following document numbers fo complete Form 1-9: Do HA Tt o T Spe0e

An Alien Registration Number/JSCIS Number OR Faorm 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-84 Admission Number:

OR
3, Foreign Passport Number:

Country of Issuance:

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

Preparer and/or Translator Certification (check one):
D idid mt use a pr_eparer or translator. D A preparer{s) andfor transia!or(s) assisled the employee in completing Section 1. .
(Flelds below must be coinpleted and- signe_d when preparers and/or translators assist an emplayee in completing Section 1.)

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

Signature of Preparer or Translator ’ Today's Dale {mm/ddiyyyy)
Last Name (Family Name) First Name (Giverr Name)
Address (Streef Number and Name) Cily or Town State ZIP Code

@ Employer Completes Next Page @

Form [-9 10/21/2019 11 Page } of 3




Employment Eligibility Verification USCIS
Form I-9
OMB No. 1615-0047
Expires 10/31/2022

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

Section 2. Employer or Authorized Representative Review and Verification
(Emplayers or their authornized representative must complete and sign Section 2 within 3 businéss days of the employee’s first day of employment. You
riust physically examine one document from List A OR a combination of one document from List B and one document from List G as fisted on the "Lists

of Acceptable Documents.”)

Last Name (Family Name i i M.l Cilizenshi‘.!lmmi ration Status
Employee Info from Section 1 f 4 4 First Name (Given Namo) P g
ListA OR ListB AND ListC
Identity and Employment Authorization identity Employment Authorization
Document Title Document Title Document Tille
Issuing Authority Issulng Authority IssLing Autharity

Oocument Number

Document Number

Document Number

Expiration Date (if any) (mm/ddiyyy}

Expiration Dale (if any) {mm/ddiyyyy)

Expiration Date {if any) (mm/ddiryyy)

Document Title

OR Coda - Seclions 2& 3
Do Not Wite In This Space

lssuing Authority Additianal Information

Document Number

Expiration Date {if any) (mm/ddiyyyy)

Document Title

Issuing Authority

Document Number

Expiration Date {if any) (mm/ddiryyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document{s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized 1o work in the United States.

The employee’s first day of employment (mm/dd/yyyy). (See insfructions for exemptions)

Signature of Employer or Authorlzed Representative Today's Date (mm/ddiyyy) | Titls of Emplayer or Authosized Representative

Last Name of Employer or Autharized Representative | First Name of Employer or Authorized Representalive | Employer's Business or Organization Name

Employer's Business or Organization Address (Streat Number and Name) | City or Town State ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
&. New Name (if spplicable) B. Dale of Rehire (if applicable)
Last Name (Family Name) Middle initigt Date (mm/ddfyyyy)

First Name (Given Name)

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

Docurment Title

Document Number Expiralion Date (if any) (mm/ddiyyyy)

| attest, under penalty of perjury, that to the best of my knowiedge, this employee is authorized to work in the United States, and if
the employee presented document(s}, the document(s) | have examined appear €o be genuine and to relate to the Individual.

Signature of Employer or Authorized Representative | Today's Date (mm/ddyyyy) Name of Employer or Authorized Representative

Form [-9 10/21/2019 12 Page 2 of 3




LISTS OF ACCEPTABLE DOCUMENTS
All documents must he UNEXPIRED

Employees may present one selection from List A

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

LISTA LISTB LISTC
Pocuments that Establish Documents that Establish Documents that Establish
Both ldentity and Identity Employment Authorization

Employment Authorization OR AND
. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a . A Social Security Account Number
- - State or outlying possession of the card, unless the card includes one of

. Permane_nt Resrdgnt Card or Alien United States provided it contains a the following restrictions:

Registration Receipt Card (Form 1-551) - .
photograph or information such as {1) NOT VALID FOR EMPLOYMENT
R ) name, date of birth, gender, height, eye

. Foreign passport that contains a color, and address {(2) VALID FOR WORK ONLY WITH
temporary I-551 stamp or temporary : INS AUTHORIZATION
1-551 printed notation on 2 machine- 2. 1D card issued by federal, state or focal

o . ' 3) VALID FOR WORK ONLY WITH
readable immigrant visa ' gove_rnm§nl agsl_lcies or entities, @) DHS AUTHORIZATION
— providad it contains a photograph of -

- Employment Authorization Document information such as name, date of birth, | 2. Certification of report of birth issued
that contains a photograph {Farm gender, height, eye color, and address by the Department of State (Forms
|-766) DS-1350, F§-545, F8-240)

3. School 1D card with a photograph — - -

. For a nonimmigrant alien authorized . . Original or certified copy of birth
to work for a specific employer 4. Voters registration card certificate issued by a State,
because of his or her status: 5 US Ml S or dratt p county, municipal authority, or

5. U.S. Military card or draff recor ; ;
a. Foreign passport; and | i e e
b. Form 1-94 or Form 184A that has *|8 Miltary dependent's 1D card
the following: '|7. U.S. Coast Guard Merchant Mariner - Native American tribal document
(1) The same narme as the passport, Card . U.S. Citizen ID Gard (Form 1-197)
and 8. Native American tribal document
(2) An endorsement of the alien's i » Wdentification Card for Use of
nonimmigrant status as long as 8. Driver's license issued by a Canadian Resident Citizen in the United
that period of endorsement has | . government authority States (Form [-179)
not yet expired and the —
proposed employment is not in For persons under age 18 who are | 7- Employment authorization
conflict with any restrictions or unable to present a document dacument issued by the .
limitations identified on the form. |- listed above: Department of Homeland Security

. Passport from the Federated States
of Micronesia (FSM) or the Republic | | 1% S¢hoot record or report card
of the Marshall Islands (RMI) with 11. Clinic, doctor, or hospital record
Form 1-84 or Form |-94A indicating
nonimmigrant admission under the 12. Day-care or nursery school record
Compact of Free Association Between |- -
the United States and the FSM or RM(

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

Refer to the instructions for more information about acceptable receipts.

Form 1-9 10/21/2019
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Bloomington ISD

Pre-Employment Affidavit for Applicant Offered Employment
For purposes of this affidavit:

Adjudication and conviction refer to a conviction, plea of guilty or no contest {nolo contendre),
probation, suspension, or deferred adjudication.

Charge refers to a formal criminal charge as documented by a primary charging instrument (a
complaini, information, or indictment] under the Texas Code of Criminal Procedure.

Inappropriate relationship refers to the crime of improper relationship between educator and
student in Texas Penal Code section 21.12, and any other inappropriate relationship as determined by

the State Board for Educator Certification.

I declare the following:

o [ have never been charged with, adjudicated for, or convicted of having an inappropriate
relationship with a minor.

o [ have been charged with, adjudicated for, or convicted of having an inappropriate relationship
with a minor. The charge, adjudication, or conviction was determined to be false, The following are
all of the relevant facts pertaining to the charge, adjudication, or conviction:_ .

o [ have been charged with, adjudicated for, or convicted of having an inappropriate relationship
with a minor. The charge, adjudication, or conviction was determined to be true. The following are
all of the relevant facts pertaining to the charge, adjudication, or conviction:_ .

14




Bloomington ISD

Affidavit of Applicant Offered Employment
The following affidavit is offered to satisfy the requirement of Texas Education Code section 21.009 for
a pre-employment affidavit.

I declare under penalty of perjury that the foregoing is true and correct.

Name (First, Middle, Last) Date of Birth
Address (Street, Cly, State, Zip Code) County
Executed in __County, State of Texas, on the day of \

{Signature of Declarant)

State of Texas
County of

Before me, (insert the name of the notary), on this day personally appeared
{insert the name of the applicant], known to me thro ugh
(description of identity card or other document) to be the person whose name is subscribed
to the foregoing instrument] and acknowledged to me that he executed the same for the purposes
and consideration therein expressed. Given under my hand and seal of office this day of

Month Yr

(Personalized Seal)

Notary Public’s Signature

Funderstand that the date of birth 1 am providing will not be used to determine eligibility for employment but will be used
solely for the purpose of this pre-employment affidavit. +This form will be processed separately and not shared with the
hiring manager. Approved by the Texas Commissioner of Education, October 2017.

15




Bloomington Independent School District

P.O.Box 158 Bloomington, TX 77951
Phone {361) 333-8016  Fax (361) 333-8026

DESIGNATION OF BENEFICIARY
{Wages or Salary)

I the event that Bloomington independent School District {the “District”} owes me any wages or salary
at the time of my death, | hereby designate the following person as the beneficiary to whom any such
wages or salary shall be paid by the "District” after my death, in accordance with Section 450 of the

Texas Prabate Cede.

Beneficlary’s Name

Beneficiary’s Address

Beneficiary’s Relation to me

If the beneficiary deslgnated above is my current spouse; if | am divorced from such spouse at the time
of my death, and if I have not changed by then the name of my beneficiary on the District’s records, the
District shall have the option of paying the above-described monies either to the beneficiary designated
above or to my estate. This instrument applies to wages or salary only, and does not affect any other
payments which may owe for example: insurance proceeds, death benefits, deferred compensation,

retirement benefits or any other.

Dated and Effective the day of ,

Signature

Printed Name & Social Security Number
STATE OF TEXAS
COUNTY OF VICTORIA

This instrument was subscribed, swarn to, and acknowledged before me, the undersigned authority by
, on the day of )

Notary Public, State of Texas

Notary’'s Printed Name

16




ACCEPTABLE USE POLICY

The Rules
BLOOMINGTON ISD ACCEPTABLE USE POLICY (AUP) for the Internet

Internet access is now available to students and teachers at Bloomington ISD. Our goal
in providing this service to teachers and students is to promote educational exceflence in
schools by facilitating resource sharing, innovation, and communication. We
{Bloomington ISD) firmly believe that the valuable information and interaction available
on this worldwide network far outweighs the possibility that users may procure material
that is not consistent with the educational goals of the District. The smooth opetation of
the network relies upon the proper conduct of the end users who must adhere to strict
guidelines. These guidelines are provided here so that you are aware of your
responsibilitics. As a user you are required to make efficient, cthical and legal utilization
of the network resources. If a Bloomington user violates any of these provisions, his or
her account will be terminated and future access could possibly be denied. The
signature(s) at the end of this document is (are) legally binding and indicates the party
(parties) who signed has (have) read the terms and conditions carefully and understand(s)
their significance. Internet — Terms and Conditions

1) Acceptable Use- The purpose of the Internet is to support research and education
in and among academic institutions in the U.S. by providing access to unique
resources and the opportunity for collaborative work. The use of your account
must be in support of education and research and consistent with the educational
objectives of the Bloomington Independent School District. Transmission of any
material in violation of any US or state regulation is prohibited. This includes,
but is not limited to: copyrighted material, threatening or obscene material, or
material protected by trade secret. Use for commercial activities, use for product
advertisement, or political lobbying is also prohibited.

2) Privileges- The use of Internet is a privilege, not a right, and inappropriate use
will result in a cancellation of those privileges. Network administrators will deem
what is inappropriate use. Also, network administrators may close an account at
any time as required. The administration, faculty, and staff of Bloomington
Independent School District may request the network administrator to deny,
revoke, or suspend specific user accounts,

3) Network Etiquette- You are expected to abide by the generally accepted rules of
network etiquette. These include (but are not limited to) the following: a) Be
polite. Do not get abusive in your messages to others. b) Use appropriate
language. Do not swear, use vulgarities or any other inappropriate language.
IHegal activities are strictly forbidden. ¢) Do not reveal your personal address or
phone numbers of students or colleagues. d} Note that electronic mail (e-mail) is
not guaranteed to be private. People who operate the system do have access to all
mail. Messages relating to or in support of illegal activities may be reported to
the authorities. €) Do not use the network in such a way that you would disrupt
the use of the network by other users. f) All communications and information
accessible via the network should be assumed to be private property.

17




4) Email- an integral part of the Internet, is a privilege that is offered to the
employees. They must use it properly. Email is not to be used during class time
unless it is a part of educational activities. Attachments, chain letters, jokes,
pictures and sending to large groups of people are easy prey for viruses and are
not allowed if they are not part of an educational lesson.

5) Security- Security on any computer system is a high priority, especially when the
network involves many users. If you feel you identify a security problem on the
[nternet, you must notify an administrator or email mark.anglin@bisd-tx.org. Do
not demonstrate the problem to other users. Do not use another individual’s
account or allow anyone to use yours. Attempts to login to the Internet as a
network administrator will result in cancellation of user privileges. Any user
identified as a security risk or having a history of problems with other computer
systems may be denied access to the Internet.

6) Vandalism- Vandalism will result in cancellation of privileges. Vandalism is
defined as any malicious attempt to harm, destroy, or disable any part of a
computer or data, Internet, or any of the above listed agencies or other networks
that are connected to the Internet backbone. This includes, but not limited to, the
uploading or creation of computer viruses.

7) Updating User Information- Each student will complete an AUP form, which
includes a request for an account. The Bloomington Computer Technologist,
after receiving the AUP form, will give each student a user name and password.
At the Elementary schools, each classroom will have one student account to be
used by all students in that class.

8) Exception of Terms and Condition- All terms and conditions as stated in this
document are applicable to the Bloomington Independent School District. These
terms and conditions reflect the entire agreement of the parties and supersede all
prior oral or written agreements and understandings of the parties. These terms
and conditions shall be governed and interpreted in accordance with the laws of
the State of Texas, and the United States of America. Bloomington Independent
School District makes no warranties of any kind, whether expressed or implied,
for the service it is providing. Bloomington Independent School will not be
responsible for any damages you suffer. This includes loss of data resulting from
delays, non-deliveries, miss-deliveries, or service interruptions caused by its own
negligence or your errors or omissions. Use of any information obtained via
Bloomington Independent School District is at your own risk. Bloomington
Independent School District denies any responsibility for the accuracy or quality
of information obtained through its services.

This document is for your use. Please sign and return the AUP Summary form following.

Thank you.

18



Soclal Security Administration

Statement Concerning Your Employment in a Job
Not Covered by Social Security

Employee Name Employee ID#

Employer Name Employer ID#

Your earnings from this job are not covered under Social Security. When you retire, or if you become disabled,
you may receive a pension based on earnings from this job. If you do, and you are also entitled to a benefit
from Social Security based on either your own wark or the work of your husband or wife, or former husbhand or
wife, your pension may affect the amount of the Social Security benefit you receive. Your Medicare benefits,
however, will not be affected. Under the Social Security law, there are two ways your Social Security benefit
amount may be affected. '

Windfall Elimination Provision

Under the Windfall Elimination Provision, your Social Security retirement or disabllity benefit is figured using a
modified formula when you are also entitied to a pension from a job where you did not pay Soclal Security tax.
As a result, you will receive a lower Social Security benefit than if you were not entitled to a pension from this
job. For example, if you are age 82 in 2013, the maximum monthly reduction in your Social Security benefit as
a result of this provision Is $395.50. This amount is updated annually. This provision reduces, but does not
totally eliminate, your Soctal Security benefit. For additional information, please refer to Social Security
Publication, "Windfall Elimination Proviston.”

Government Pension Offset Provision

Under the Government Pension Offset Provision, any Social Security spouse or widow(er) benefit to which you
bacome entitled will be offset If you also receive a Federal, State or local government penslon based on work
where you did not pay Social Sscurlty tax. The offset reduces the amount of your Social Security spouse or
widow(er) bensfit by two-thirds of the amount of your pension,

For exampls, if you get a monthly pension of $600 based on earnings that are not covered under Social
Security, two-thirds of that amount, $400, is used to offset your Social Security spouse or widow(er) benefit. If
you are eligible for a $500 widow({er) benefit, you will receive $100 par month from Social Security ($500 -
$400=$100). Even if your pension is high enough to totally offset your spouse or widow(er) Social Security
benefit, you are still eligible for Medicare at age 65. For additional information, please refer to Social Security
Publication, “Government Pension Offset”

For More Information

Social Security publications and additional information, including Information about exceptions to each
provision, are available at www, socialsecurily.gov. You may also call toll free 1-800-772-1213, or for the deaf
or hard of hearing call the TTY number 1-800-325-0778, or contact your local Social Securlly office,

| certify that | have received Form SSA-1945 that contains information about the possible effects of the
Windfall Elimination Provision and the Government Pension Offset Provision on my potential future
Social Security Benefits,

Signature of Employee Date

Form SSA-1945 (01-2013)
Destroy Prior Editions
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BLOOMINGTON INDEPENDENT SCHOOL DISTRICT

Emergency Contact Form

EMPLOYEE’S NAME:

CAMPUS:

HOME PHONE #

CELL PHONE #

PERSONAL E-MAIL ADDRESS

EMERGENCY CONTACT NAME:

RELATIONSHIP:

HOME PHONE #

CELL PHONE #

WORK PHONE #
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DIRECT DEPOSIT AUTHORIZATION
(ACH CREDITS) & CANCELLATIONS

Company Name: BLOOMINGTON INDEPENDENT SCHOOL DISTRICT

[ (we) hereby authorize Bloomington ISD, hereinafter called company, to initiate credit entries
and to initiate, if necessary, debit entries and adjustments for any credit entries in error to my
(our) account indicated below and the depository named below, hereinafter called the
Depository, to credit and/or debit the same to such account.

Depository Name: Branch:
City: State: Zip:
Transit Number: Account Number:
DChecking Account D Savings Account
EXAMPLE OF A CHECK
Jane Doe 1106
PO Box 158
Bloomington, Texas 77951 Date
Pay to the order of $
Dollars
Prosperity Bank
1205 N. Navarro PLEASE ATTACH YOIDED CHECK HERE
For
113122655 2684978 1106

Transit # Account #

This authority is to remain in full force and effect until COMPANY has received written
notification from me (or either of us) of it’s termination in such time and in such manner as to
afford COMPANY and DEPOSITORY a reasonable opportunity to act on it.

Please cancel my Direct Deposit.

Name: Social Security #:

Signature: Date:
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DEFERRED COMPENSATION PLAN PARTICIPATION AGREEMENT

L PST
[C1 NEWENROLLMENT [T ADDRESS CHANGE ~ [) BENEFICIARY CHANGE [ NAME CHANGE

PARTICIPANT INFORMATION
NAME
{Last) (First) ({Middle)

ADDRESS ]

{Street /P. O. Box ) (Apt. #) (City } {State ) (Zip)
SOCIAL SECURITY NUMBER BIRTH DATE
HOME PHONE { ) WORKPHONE ( ) FEMALE " MALE

Beginning (Hire Date} » I will participate in the (Bmployer) Deferred Compensation Plan, LR.C. Section

457, and hereby forego my rights to receive compensation o the % of my eligible gross annual compensation in return for the benefits provided
thereunder. I wish this contribution to be invested in an annuity contract with ING Reliastar. Y understand that my total amount of deferred compensation shall not
exceed the lesser of the Section 457 dollar limit or [00% of the Participant's includable compensation or such other sem as is permissibls pursuant to the provisions
of Section 457 of the Code in any calendar year. I understand that my participation in this Plan is a condition of employment requited by 1. R. C. Section 3121 {b)
(7) OBRA 1990, I further understand that payment(s) will be based on the value of the individual account (s). I acknowledge that a copy of the Deferred Compensation
Plan Document is available to me for my review and understanding. The terms, conditions, and provisions of the Plan Document are hereby incorporated into this

agreement,

* NEW EMPLOYEES MUST COMPLETE THE FOLLOWING BENEFICIARY DESIGNATIONS,

PRIMARY: NAME, DATE OF BIRTH
RELATIONSHIP SOCIAL SECURITY #
ADDRESS

(STREET/ PO. BOX) (APT. #) {CITY) (STATE) (ZIP)
CONTINGENT: NAME DATE OF BIRTH
RELATIONSHIP SOCIAL SECURITY #
ADDRESS :

NAME CHANGE

FROM : . TO:
REASON FOR CHANGE :[CJMARRIAGEIDIVORCELJOTHER

sk sk ok ek skok o ok sk ok ok Seokook ok ok ok kol R Ak ol ok ok ok i R SR R R ok ok kiR 0K BOR R R OR SORHOR R AOR B R kR R R Rl okok okokok sk ok ok okok ok
Statement Concerning Your Employment in a Job Not Covered by Social Security

Your eamings from this job are not covered under Social Security, When you retire, or if you become disabled, yon may receive a pension based on earnings from
this job. If you do, and you are also entitled to a benefit from Social Security based on either your own work or the work of your husband or wife, or former husband
or wife, your pension may affect the amount of the Social Security benefit you receive. Your Medicare benefits, however, will not be affected. Under the Social Security
law, there are two ways your Social Security benefit amount may be affected.

Windfull Elimination Provislon
Under the Windfall Elimination Provision, your Social Security retirement or disability benefit is figured using a modified formula when you are alse entitled to a

pension from a job where you did not pay Social Seeurity tax. As a result, you will receive a lower Social Security benefit than if you were not entitled to a pension
from this job, For example, if you are age 62 in 2005, the maximum monthly reduction in your Socigl Security benefit as a result of this provision is $313.50, This
amount is updated annually, This provision teduces, but does not totally eliminate, your Social Security benefit. For additional information, please refer to the Social
Security Publication, “Windfall Elimination Provision”,

Government Pension Offset Provislon
Under the Goverament Pension Offset Provision, and Social Security spouse or widow(er) benefit to which you become entitled will be offset if you also receive a

Fedetal, State or local government pension based on work where you did not pay Soclal Security tax. The offse! reduces the amount of your Social Security spouse
or widow{er) benefit by two-thirds of the amount of yout pension.

For example, if you get a monthly pension of $600 based on carnings that are not covered under Social Security, two-thirds of that amount, $400, is vsed to offset
your Social Security spouse or widow(er) benefit, If you are eligible for a $500 widow{er) benefit, you will receive $100 per month from Social Security, ($500 -
$400 = $100). Bven if your pension is high enough to totally offset your spouse or widow(er) Social Security benefit, you are still eligible for Medicare at age 65.
For edditional information, please refer to the Social Security publication, “Government Pension Offset.”

For More Enformation
Sacial Security publications and additional information, including information about exceptions to each pravision, are available at www.socialsecurity.gov. You may

also call toll free 1-800-772-1213, or, for the deaf or hard of hearing, call the TTY number 1-800-325-0778, or contact your local Social Security office,
I certify that I have received Form SSA-1945 that contains information about the possibls effects of the Windfall Elimination Provision and the Government Pension

Offset Provision on my potential future Social Security benefits.
Form S§A-1945 (12-2004)

SIGNATURE OF EMPLOYEE DATE EMPLOYER PAYROLL SIGNATURE DATE
FORM MUST BE SIGNED, DATED AND APPROVED BY THE EMPLOYER (PLAN SPONSOR)
white - FFCC  yellow - Pﬁﬁ)]mk pink - Employes




(R

© B
MTWEﬁé Enrollment, Change and Declination Form I/ ‘/Q/LSJ/S[EWS

. : : z - ' 3 : (If no to both, you are not
Are you an active employee and making monthly contributions to TRS?. [[] Yes <[] No cligible for TRS ActiveCare

B SIBILTY Ifno, are you regularly scheduled to work 10 or more hours perweek? [l Yes  [] No | coverage)
El Annual Enrollment [0 New Employee [0 Add Dependent [0 Special Enroliment For District Use Only
[ For New Employee (check one):[(IEffective on Actively at Work [JEffective 1% day of month following TREREtCE
Actively at Work Date:
special Enrollment EventDate: _ / / OMarriage OCourt Order O8irth/Adoptian Effective/Change Date:
— [ Loss of Coverage C]Other:
Change Only: Decline Coverage: Cancel Employee Cancel Dependent Employer Approval:
(OYes {Complete Section 6} | [peath ODivorce
[ Name CIN/A [ Loss of Eligibility ODeath
[JAddress Effective Date of Change/Cancel [JRetirement/Terminated (JLoss of Eligibility Were you covered by another
[ONon-Payment [(JDropped Coverage district? O Yes [ No
L Plary Covere / / Oother: ) DOthEll'J i If so, wh|ch
|SECTION 2! EMPLOYEE INFORMATION. | B R S
Last Name: |First Name: ! [Soual Security #:
Mailing Address: Icity: State: Zip:
Residence Address: |Citv: State: ip:
Home Phone Number: [Cell Phone Number: Email:
Date of Birth: I Sex: OM OF | Language: O English ~ OSpanish Ethnicity:
Do you have a disability affecting your ability to communicate or read?  [JYes (Please complete Section 8) O No
Is the Employee Covered By Other Insurance? CYes Carrier/Plan: ONo
Is the Employee Covered by Medicare? [Yes [JPartA [dpPartB [PartC [PartD Effective: CNo
Reason for Medicare Coverage: [ Entltlement Age 0 Disabllity L—_I End Stage Renal Disease (ESRD)
|SECTION 31 COVERAGE SELECTION (Please selecta Plan of Coverage — Planior HMO - and Coverage Type). . . ..
Plan Selection:  [JActiveCare 1-HD O ActiveCare Select [CActiveCare 2

HMO Selection: [IFirstCare Health Plans [JScott & White Health Plan ~ [JAllegian Health Plans {formerly Valley Baptist Health Plans)

Coverage Type Se[ected DEmponee Only I:I Emp[oyee + Child(ren) ClEmployee + Family

SPOUSE Last Name. I Flrst Name. M
Street Address: [JSame as Employee
City: |State: ]Z|p: IPhone Number:

Sex; Om 0OF |Date of Birth: | Social Security #:

Other Insurance: [Yes. Carrier/Plan ONo  OMedicare;: ClPartA  OpartB  [PartC  [OPartD
CHILD Last Name: | First Name: Ml:
(INatural/Adopted ~ [UlStepchild ~ ClFoster Child [(OGrandchild [(JLegal Guardian [JDisabled [ Other

Street Address: [JSame as Employee
City: State: |Zip Code: | Phone Number:

Date of Birth: |Socia[ Security #: |Sex: Om  OF

Other Insurance: (JYes. Carrier/Plan ONo  OMedicare: ClPartA OpPartB  [OPartC  [JPartD
CHILD Last Name: ] First Name: MI:
ONatural/Adopted  [IStepchild OFoster Child ~ (lGrandchild [iLegal Guardian  [Disabled O other

Street Address: [(OSame as Employee
City: State: | Zip Code: | Phone Number:

Date of Birth: I Sacial Security #: | Sex: M [CIF

Other Insurance: (Yes. Carrier/Plan ONo  [OMedicare: OPartA OPartB  DOPartC  OlPartD

PLEASE CONTINUS-ON NEXT PAGE

— e




CHILD Last Name: l FirstName: Mil:
CINatural/Adopted ~ [IStepchild OFoster Child OGrandchild (Legal Guardian  [lDisabled (1 Other

Street Address: [JSame as Employee
City: lState: [Zip Code: [ Phone Number:

Date of Birth: l Social Security #: I Sex: OM OF

Other Insurance: [Yes. Carrier/Plan ONo [OMedicare: OPartA [PartB [JPartC [OPartD
CHILD Last Name: | First Name: | mi:

OINatural/Adopted  [Odstepchild ~ ClFoster Child  CGrandchild OLegal Guardian  [Disabled 1 Other
Street Address: [1Same as Employee
City: l State: | Zip Code: [ Phone Number:

Date of Birth: | Social Security #: [ Sex: OM OIF:

Other Insurance; [Yes. Carrier/Plan ONo OMedicare: [(JPartA [PartB EIPartC EIPartD

Lt GRS i :
Please note that a Request for Continuation of Coverage for Handicapped Child form and Attending Physician's Statement are required for c0verage of a disabled child over
age 26. See your Benefits Admimstrator for the forms, which must be completed In full and submitted to your Benefits Administrator.
¥ 7 i 7 X TT ; s 7 SRR 3 i*w‘i =
This is to cerhfy that the avaﬂable coverage has been explained to me. | have been given the opportunity to apply For the coverage avarlab!e to me and my
dependents and have voluntarily elected to decline the coverage as elected below.

Name: SSN: Oemployee Reason:  [OOtherCoverage OOther:

Gender:[ JF [[JM Date of Birth: Address: [[Jsame as employee
Name: SSN: [Spouse Reason:  [JOtherCoverage [JOther:

Gender:[ JF[JM Date of Birth: Address: [[Jsame as employee
Name: SSN: Ochild Reason:  [OtherCoverage [JOther:

Gender:[ JF[]M Date of Birth: Address: [[]same as employee
Name: SSN: CIchild Reason:  [JOtherCoverage [JOther:

Gender:[ JF[JM Date of Birth: Address: [[Isame as employee
Name: SSN: CIChild Reason:  [JOtherCoverage  [lOther:

Gender: [[F EIM Date of Birth: Address: Dsame as employee
Name: SSN: [Ichild Reason:  [JOtherCoverage ([1Other:

Gender: [} BM Date of Birth Address: Dsame as emponee

an w AT T TI
bl Er&& ﬁ u@ é : i A 3
s lam empioyed bv the Employer na med in thls Enronent Applicatron and Change Form I am elig|ble to partn:rpate in the coverage(s) offered by the

TRS-ActiveCare program which is administered by Aetna, with HMO benefits provided by SHA, L.L.C. dba FirstCare Health Plan, Scott and White

Health Plan, and Allegian Insurance Company dba Allegian Health Plans. On behalf of myself and any dependents listed on their Enrollment

Application and Change Form, | apply for those coverage(s) for which | am eligible,

o If I am enrolling a grandchild in Section 4, | certify that my household is the grandchild’s primary residence and the grandchild is my dependent
for federalincome tax purposes for the reporting year in which coverage of the grandchild is in effect.

o If I am enrolling a child as an “other Child” in Section 4, | certify that my househaold is the child's primary residence, that | provide at least 50% of
the child support, that neither of the children’s natural parents reside in my household, and that | have the legal right to make decisions
regarding the child’s medical care.

+ Only those coverage(s) and amount for which | am eligible will be available to me. | understand that if this Enrollment Application and Change Form
is accepted, the coverage(s) will become effective in accordance with the provisions or the TRS-ActiveCare program.

I understand that by enrolling for coverage with Employer named in the Enrollment Application and Change Form that any TRS-ActiveCare
coverage | previously elected under another TRS-ActiveCare participating district/entity will be terminated under TRS Rules,

¢ | authorize necessary payroll deduction by my Employer, if any, to cover the cost of my coverage(s). | agree that my Employer acts as my agent.
All notices given to my Employer are binding upon me. | also agree that my participation in the coverage(s) is subject to any future amendments.

| understand that by declining TRS-ActiveCare coverage now or by terminating TRS-ActiveCare coverage during the plan year, | am not eligible to
re-enroll in TRS-ActiveCare until the next plan year, unless | experience a special enrollment event.

+ | state that the information given on the Enrollment Application and Change Form is true and correct. | understand and agree that any
incorrect statements material to the risk and knowingly made by me will invalidate my coverage(s).

Applicant Signature: Date:

SECTION 8: SPECIAL NOTES REGARDING MY ENROLLMENT (Please indicate any special information regarding my enrollment for Aetna, Caremark or
my selected HMO) 24




