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Mahomet-Seymour CUSD #3
Substitute Packet

Thank you for your interest in subbing for Mahomet-Seymour CUSD #3. Substitute teachers are paid $150 per
day, and aides are paid $100 per day. As per the MSEA contract, (non-certified teacher) subs are not allowed
to sub in any one position for more than ten continuous school days. Substitute custodians are paid $17.11 per
hour. Substitute secretaries are paid $18.70 per hour.

The following items are required to be completed and submitted to the Superintendent’s Office prior to
being placed in our substitute database:

Substitute Authorization Form from the Regional Office of Education. Verification of a teaching, subbing, or
aide license is required. If you do not have a substitute authorization form and/or license, contact the
Regional Office of Education at 217/893-3219.

Substitute teachers will be required to contact the Regional Office of Education for fingerprinting and will be
responsible for the fee. Substitute aides, custodians, and secretaries must fill out and return the fingerprint
information form. You will not be allowed to substitute until the results of your fingerprint checks are
received.

Health Examination form: Substitute teachers will be required to provide a current physical to the Regional
Office of Education. All other substitutes must provide this information directly to the District. A physical
form is provided for convenience, but this particular physical form is not required. A Physician’s statement
is provided if you have had a physical examination within the past year.

Substitute Application form

Employee Information/Direct Deposit Authorization form. Direct deposit is required. Please aftach a
voided check that is printed with your name in the top left corner, or a letter from your bank showing your
routing and account numbers.

Federal and State tax forms

DCFS Mandated Reporter form

Employment Eligibility Verification (I-9) form (See the form instructions for specific ID requirements.)
College transcripts are required by School Code. Substitute teachers and aides must provide copies of
all college transcripts.

Please remember that it is necessary to sign in at the school office each day when substituting. You will not
complete a time card. Payroll dates are included in this packet.

Teacher and aide substitutes are placed for the District by Aesop. Once you have been entered into
the Aesop system, a login and password will be e-mailed to you.

If you have any questions, contact the Superintendent’s Office at 217/586-2161.

“Committed to Excellence”



Mahomet-Seymour CUSD #3
Substitute Application

Name SSN

Address City/Zip

Phone (Number used to contact for jobs)

E-Mail Address (Required)

Check the category/categories in which you want, and are qualified, to sub:

[ ITeacher [ ] Aide [ ] Custodian [ ] Secretary

Have you previously worked for Mahomet-Seymour Schools? [ |Yes [ INo

In what position:

TEACHER and AIDE Subs ONLY

1. Are you a retired teacher? L] Yes ] No

Signature Date

Revised 05/2017



Employee Information

Name Date of Birth
Street Address
City, State, Zip Home Phone

Race/Ethnicity Code (Required by State; enter only one code):
1 = American Indian/Alaska Native; 2 = Asian; 3 = Black African American; 4 Native Hawaiian/Other Pacific Islander; 5 = White/Non-
Hispanic; 6= Hispanic/Latino

Spouse’s Name Phone
Emergency Contact Name Phone
Alternate Emergency Contact Name Phone

Direct Deposit Authorization

NAME SOCIAL SECURITY #

I hereby authorize Mahomet-Seymour CUSD #3 to initiate credit entries for R
(Employee’s Name)
and to initiate, if necessary, debit entries and adjustments for any credit entries in error to the account indicated

below and the financial institution named below, to credit and/or debit the same to such account.

NAME OF BANK/CREDIT UNION

CITY STATE ZIP CODE

ROUTING # ACCOUNT #

Personal E-MAIL for Direct Deposit Voucher (REQUIRED)

DEPOSITORY ACCOUNT TYPE: CHECKING SAVINGS

I agree to provide to MSCUSD#3 an unused and voided personal check, or a letter from my financial
institution containing my account number and their routing number, as verification for depository
account stated above.

This authority is to remain in full force and effect until MSCUSD#3 has received written notification from me of its
termination in such time and in such manner as to afford MSCUSD#3 and my financial institution a reasonable
opportunity to act on it.

SIGNATURE DATE

REQUIRED — Voided check or routing and account number verification from your bank.

9/2014




Mahomet-Seymour School District
1301 S. Bulldog Dr, P.O. Box 229
Mahomet, IL 61853

PHYSICIAN’S CERTIFICATE

Employee Name

I hereby. certify that I have given the above named school employeé a complete

- physical examination and find the same to be physically fit to perform the duties -~

assigned and to be free from communicable disease.

Date of examination

Address

Signature

TUBERCULOSIS TEST

* No longer required due to the changes in Public Act 098-0716 which no
longer requires employers to have employees complete a TB Test prior to
employment unless otherwise required by the Local Health Department




Bus Drivers require a DOT Medical Examination

Physical Examination Form
Mahomet-Seymour CUSD #3
Personal Data :

Last Name First Name Ml | Social Security Number
Date of Birth Age Male or Female

Home Phone Mobile Phone Work Phone

Address City ) ) ) ) _|State ~ |Zip Code

I hereby state that, to the best of my knowledge, my answers are complete and correct.
Signature Date
Health Care Provider Performing the Examination
Name of Clinic/Doctor's Office

Phone Number

Address S , City - |State Zip Code

Health History

Do you have any of the following? Yes No Do you have any of the following? Yes No
Asthma R Diabetes. '

'Palpltatlons or skrpped beats
\Chest:pain or trghtn, _s‘i
Indigestion / Heartburn
iAbdomlnal pain

Diarrhea / Constlpatlon
(Frequent Urmary Tract Infectrons
Kidney stones

‘Back pain

Joint pain or swelhng

History of broken bones

Swelhng of the Iegs

rash -eczema, psoriasis)
Other (please list)

Weight loss / Weight gain (circle)

Mrgrame Headaches
_Wear Ienses or glasses (crrcle)
Dizzi ess / Vertlgo

Tobacco Use (type frequency)
ug Use (type)

Tir dness or fallmg asleep
Un_ b:le to tolerate heat/cold
Shortness of breath

Chronic Cough

List any allergies you have:

List any medications you are currently on:

Occupational Assessment Yes No

Please answer the following questlons regardmg the jOb for Wthh you have been hlred

TWl” you be requlred to wear resplratory protectlon (e g N95 mask or cartrldge r =Spi )2

Do you antxupate workmg with hazardous chemlcals/materlals, mfectlous agents or laboratory ammals?
Is there a chance that you wrll be exposed to human blood or body ﬂurds as aresult of routine }ob dutles?
Have you had or are you experlencmg dlscomfort pain or numbness when working at your desk?

,W‘;l you be required to drive a veh!cle for any reason?
Will you be required to move heavy objects regularly (>50lbs occasionally or > 25Ibs)?
or illness b‘?f?.'.'???,—

Have you ever had an occupatlonal mJu

lf yes, please explaln
, :d

lthﬂ ‘that would require specral accommodatrons in order to perform yourjob?

If yes, p/ease explam




Have you ever had: (circle each)

Bus Drivers require a DOT Medical Examination

Car Accident Injury Loss of Consciousness Heart Attack Stroke

Loss of Vision Abnormal Heart Rhythm Panic Attacks Seizure
Head Injury Mental Health Disorder Back Injury Paralysis
Will any of the above affect your ability to perform your job duties:

Vaccination History / Communicable Diseases

Have you had: Yes No
The standard series of childhood vaccinations (to the best of your knowledge)?

The disease "chicken pbx” or the chicken pox vaccine (varicella)? .

A tetanus / diphtheria booster shot within the last 10 years?

Hepatitis B vaccination (this is a series of three injections spaced several months apart)?

The disease "tuberculosis"?

A positive tuberculosis test (also called a PPD or Tine test)?

Vaccination against tuberculosis with BCG (this is uncommon in the United States)?

Physical Examination ‘ .

Height Weight BMI Blood Pressure Pulse Respirations Temperature
Medical Examination Normal Abnormal Findings

General Appearance '

Eyes/Vision

Ears

Nose/Throat :

Lymph Nodes

Heart Auscultation

Lower Extremity Pulses

Nutritional Status

Lungs

Abdomen

Skin

Musculoskeletal Examination

Neck

gack

Shoulder/Arm

Elbow/Forearm

Wrist/ Hand
Hip/Thigh

Knee

Leg/Ankle

Foot

Medical Examiner's Comments on Health History

To be completed by the Medical Examiner

| hereby certify that | have examined the above-named person. The above information is a complete and accurate record of such an
examination. | further certify this person to be free from infection and contagious diseases such as tuberculosis as of this date.

Examined by (Signature)

Date

Name (Print)




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

Employee Name Employee ID# Not Applicable

Employer Name Employer ID# Not Applicable

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 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.

Windfall Elimination Provision

Under the Windfall Elimination Provision, your Social Security retirement or disability benefit is figured using a
modified formula when you are also entitled to a pension from a job where you did not pay Social Security tax. As
aresult, 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 Social Security benefit as a result of
this provision is $313.50. This amount is updated annually. This provision reduces, but does not totally eliminate,
your Social Security benefit. For additional information, please refer to Social Security Publication, “Windfall
Elimination Provision.”

Government Pension Offset Provision

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

For example, 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 per 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.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 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 (12-2004)



Information about Social Security Form SSA-1945
Statement Concerning Your Employment in a Job Not Covered by Social Security

New legislation [Section 419(c) of Public Law 108-203, the Social Security Protection Act of 2004] requires State
and local government employers to provide a statement to employees hired January 1, 2005 or later in a job not
covered under Social Security. The statement explains how a pension from that job could affect future Social
Security benefits to which they may become entitled.

Form SSA-1945, Statement Concerning Your Employment in a Job Not Covered by Social Security, is the
document that employers should use to meet the requirements of the law. The SSA-1945 explains the potential
effects of two provisions in the Social Security law for workers who also receive a pension based on their work in
a job not covered by Social Security. The Windfall Elimination Provision can affect the amount of a worker’s
Social Security retirement or disability benefit. The Government Pension Offset Provision can affect a Social
Security benefit received as a spouse or an ex-spouse.

Employers must:
¢ Give the statement to the employee prior to the start of employment;
e Get the employee’s signature on the form; and

e Submit a copy of the signed form to the pension paying agency.
Social Security will not be setting any additional guidelines for the use of this form.

Copies of the SSA-1945 are available online at the Social Security website, www.socialsecurity.gov/form1945.
Paper copies can be requested by email at oplm.oswm.rgct.orders @ssa.gov or by fax at 410-965-2037. The
request must include the name, complete address and telephone number of the employer. Forms will not be sent to
a post office box. Also, if appropriate, include the name of the person to whom the forms are to be delivered. The
forms are available in packages of 25. Please refer to Inventory Control Number (ICN) 276950 when ordering.

Form SSA-1945 (12-2004)



Employment Eligibility Verification USCIS

. Form I-9
Depgrtmeqt of Homel.and .Securlt}.f OMB No.1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026

START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for
failing to comply with the requirements for completing this form. See below and the Instructions.

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration status, or national origin may be illegal.

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

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) | Other Last Names Used (if any)

Address (Street Number and Name) Apt. Number (if any) | City or Town State ZIP Code

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's Email Address Employee's Telephone Number
| |

| am aware that federal law Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.):

provides for imprisonment and/or
fines for false statements, or the
use of false documents, in
connection with the completion of
this form. | attest, under penalty
of perjury, that this information,
including my selection of the box
attesting to my citizenship or

A citizen of the United States
A noncitizen national of the United States (See Instructions.)

A lawful permanent resident (Enter USCIS or A-Number.) |

I

Eall Rl S

A noncitizen (other than Item Numbers 2. and 3. above) authorized to work until (exp. date, if any)

If you check Item Number 4., enter one of these:

immigration status, is true and USCIS A-Number R Form 1-94 Admission Number R Foreign Passport Number and Country of Issuance
correct. o o
Signature of Employee Today's Date (mm/dd/yyyy)

If a preparer and/or translator assisted you in completing Section 1, that person MUST complete the Preparer and/or Translator Certification on Page 3.

Section 2. Employer Review and Verification: Employers or their authorized representative must complete and sign Section 2 within three
business days after the employee's first day of employment, and must physically examine, or examine consistent with an alternative procedure
authorized by the Secretary of DHS, documentation from List A OR a combination of documentation from List B and List C. Enter any additional
documentation in the Additional Information box; see Instructions.

List A OR List B AND List C
Document Title 1
Issuing Authority
Document Number (if any)
Expiration Date (if any)
Document Title 2 (if any) Additional Information

Issuing Authority

Document Number (if any)

Expiration Date (if any)

Document Title 3 (if any)

Issuing Authority

Document Number (if any)

Expiration Date (if any)

D Check here if you used an alternative procedure authorized by DHS to examine documents.

Certification: | attest, under penalty of perjury, that (1) | have examined the documentation presented by the above-named F|rst/3:/y of Employment
employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the (mm/ddlyyyy):
best of my knowledge, the employee is authorized to work in the United States.

Last Name, First Name and Title of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy)

Employer's Business or Organization Name Employer's Business or Organization Address, City or Town, State, ZIP Code

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4.
Form I-9 Edition 08/01/23 Page 1 of 4




LISTS OF ACCEPTABLE DOCUMENTS

All documents containing an expiration date must be unexpired.
* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a
combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274).

LISTA

Documents that Establish Both Identity
and Employment Authorization

OR

LISTB

Documents that Establish Identity

AND

LISTC

Documents that Establish Employment
Authorization

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

2. Permanent Resident Card or Alien
Registration Receipt Card (Form 1-551)

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

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

5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:

a. Foreign passport; and

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

(1) The same name as the
passport; and

(2) An endorsement of the
individual's status or parole as
long as that period of
endorsement has not yet
expired and the proposed
employment is not in conflict
with any restrictions or
limitations identified on the form.

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of the
Marshall Islands (RMI) with Form 1-94 or
Form I-94A indicating nonimmigrant
admission under the Compact of Free
Association Between the United States
and the FSM or RMI

. Driver's license or ID card issued by a State or

outlying possession of the United States
provided it contains a photograph or
information such as name, date of birth,
gender, height, eye color, and address

. ID card issued by federal, state or local

government agencies or entities, provided it
contains a photograph or information such as
name, date of birth, gender, height, eye color,

1. A Social Security Account Number card,
unless the card includes one of the following
restrictions:

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

and address

3. School ID card with a photograph

4. Voter's registration card

2. Certification of report of birth issued by the
Department of State (Forms DS-1350,
FS-545, FS-240)

5. U.S. Military card or draft record

6. Military dependent's ID card

3. Original or certified copy of birth certificate
issued by a State, county, municipal
authority, or territory of the United States
bearing an official seal

7. U.S. Coast Guard Merchant Mariner Card

4. Native American tribal document

8. Native American tribal document

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

9. Driver's license issued by a Canadian
government authority

6. Identification Card for Use of Resident
Citizen in the United States (Form 1-179)

unable to present a document
listed above:

For persons under age 18 who are

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

7. Employment authorization document
issued by the Department of Homeland
Security

For examples, see Section 7 and
Section 13 of the M-274 on
uscis.gov/i-9-central.

The Form I-766, Employment
Authorization Document, is a List A, ltem
Number 4. document, not a List C
document.

Acceptable Receipts

For receipt validity dates, see the M-274.

May be presented in lieu of a document listed above for a temporary period.

e Receipt for a replacement of a lost,
stolen, or damaged List A document.

e Form I-94 issued to a lawful
permanent resident that contains an
1-5651 stamp and a photograph of the
individual.

e Form I-94 with “RE” notation or
refugee stamp issued to a refugee.

OR

Receipt for a replacement of a lost, stolen, or
damaged List B document.

Receipt for a replacement of a lost, stolen, or
damaged List C document.

*Refer to the Employment Authorization Extensions page on 1-9 Central for more information.

Form I-9 Edition 08/01/23

Page 2 of 4




Supplement A, USCIS

Preparer and/or Translator Certification for Section 1 Form I-9
. Supplement A
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026
Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1.

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1
of Form I-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator

must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's
completed Form 1-9.

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

Signature of Preparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

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

Signature of Preparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

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

Signature of Preparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

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

Signature of Preparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

Form I-9 Edition 08/01/23 Page 3 of 4



Supplement B, USCIS

Reverification and Rehire (formerly Section 3) Form 1-9
Supplement B
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026
Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1.

Instructions: This supplement replaces Section 3 on the previous version of Form 1-9. Only use this page if your employee requires
reverification, is rehired within three years of the date the original Form I-9 was completed, or provides proof of a legal name change. Enter
the employee's name in the fields above. Use a new section for each reverification or rehire. Review the Form I-9 instructions before
completing this page. Keep this page as part of the employee’s Form I-9 record. Additional guidance can be found in the_

Handbook for Employers: Guidance for Completing Form I-9 (M-274)

Date of Rehire (if applicable) |New Name (if applicable)

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
icontinued employment authorization. Enter the document information in the spaces below.

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the
employee presented documentation, the documentation | examined appears to be genuine and to relate to the individual who presented it.

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

Additional Information (Initial and date each notation.) Check here if you used an

[] atternative procedure authorized
by DHS to examine documents.

Date of Rehire (if applicable) |New Name (if applicable)

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
icontinued employment authorization. Enter the document information in the spaces below.

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the
employee presented documentation, the documentation | examined appears to be genuine and to relate to the individual who presented it.

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

Additional Information (Initial and date each notation.) Check here if you used an

D alternative procedure authorized
by DHS to examine documents.

Date of Rehire (if applicable) |New Name (if applicable)

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
icontinued employment authorization. Enter the document information in the spaces below.

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the
employee presented documentation, the documentation | examined appears to be genuine and to relate to the individual who presented it.

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

Additional Information (Initial and date each notation.) Check here if you used an

|:| alternative procedure authorized
by DHS to examine documents.

Form I-9 Edition 08/01/23 Page 4 of 4















lllinois Department of Revenue

Form IL-W-4

Employee’s and other Payee’s lllinois Withholding
Allowance Certificate and Instructions

Note: These instructions are written for em-
ployees to address withholding from wages.
However, this form can also be completed and
submitted to a payor if an agreement was made
to voluntarily withhold lllinois Income tax from
other (non-wage) lllinois income.

Who must complete Form IL-W-4?
If you are an employee, you must complete
this form so your employer can withhold the
correct amount of lllinois Income Tax from
your pay. The amount withheld from your pay
depends, in part, on the number of allow-
ances you claim on this form.

Even if you claimed exemption from with-
holding on your federal Form W-4, U.S.
Employee’s Withholding Allowance Cer-
tificate, because you do not expect to

owe any federal income tax, you may be
required to have lllinois Income Tax with-
held from your pay (see Publication 130,
Who is Required to Withhold lllinois In-
come Tax). If you are claiming exempt

status from lllinois withholding, you must
check the exempt status box on Form
IL-W-4 and sign and date the certificate. Do
not complete Lines 1 through 3.

If you are a resident of lowa, Kentucky,
Michigan, or Wisconsin, or a military spouse,
see Form W-5-NR, Employees Statement of
Nonresidence in lllinois, to determine if you
are exempt.

II@ If you do not file a completed Form
IL-W-4 with your employer, if you fail to sign
the form or to include all necessary informa-
tion, or if you alter the form, your employer
must withhold lllinois Income Tax on the
entire amount of your compensation, without
allowing any exemptions.

When must | submit this form?

You should complete this form and give it

to your employer on or before the date you
start work. You must submit Form IL-W-4
when lllinois Income Tax is required to be
withheld from compensation that you receive
as an employee. You may file a new Form
IL-W-4 any time your withholding allowances
increase. If the number of your claimed al-
lowances decreases, you must file a new
Form IL-W-4 within 10 days. However, the
death of a spouse or a dependent does not
affect your withholding allowances until the
next tax year.

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

If you do not already have a Form IL-W-4
on file with your employer, this form will be

IL-W-4 (R-12/14)

effective for the first payment of compensa-
tion made to you after this form is filed. If

you already have a Form IL-W-4 on file with
this employer, your employer may allow any
change you file on this form to become effec-
tive immediately, but is not required by law

to change your withholding until the first pay-
ment of compensation is made to you after
the first day of the next calendar quarter (that
is, January 1, April 1, July 1, or October 1)
that falls at least 30 days after the date you
file the change with your employer.
Example: If you have a baby and file a

new Form IL-W-4 with your employer to
claim an additional allowance for the baby,
your employer may immediately change

the withholding for all future payments of
compensation. However, if you file the new
form on September 1, your employer does
not have to change your withholding until the
first payment of compensation is made to
you after October 1. If you file the new form
on September 2, your employer does not
have to change your withholding until the first
payment of compensation made to you after
December 31.

How long is Form IL-W-4 valid?

Your Form IL-W-4 remains valid until a new

form you have submitted takes effect or until

your employer is required by the Department

to disregard it. Your employer is required to

disregard your Form IL-W-4 if

e you claim total exemption from lllinois
Income Tax withholding, but you have
not filed a federal Form W-4 claiming
total exemption, or

e the Internal Revenue Service (IRS) has
instructed your employer to disregard
your federal Form W-4.

What is an “exemption”?

An “exemption” is a dollar amount on which
you do not have to pay lllinois Income Tax
that you may claim on your lllinois Income
tax return.

What is an “allowance”?

The dollar amount that is exempt from
lllinois Income Tax is based on the number
of allowances you claim on this form. As an
employee, you receive one allowance unless
you are claimed as a dependent on another
person’s tax return (e.g., your parents claim
you as a dependent on their tax return). If
you are married, you may claim additional
allowances for your spouse and any depen-
dents that you are entitled to claim for federal
income tax purposes. You also will receive
additional allowances if you or your spouse
are age 65 or older, or if you or your spouse
are legally blind.

How do | figure the correct
number of allowances?

Complete the worksheet on the back of this
page to figure the correct number of allow-
ances you are entitled to claim. Give your
completed Form IL-W-4 to your employer.
Keep the worksheet for your records.

I!@ If you have more than one job or your
spouse works, your withholding usually will
be more accurate if you claim all of your al-
lowances on the Form IL-W-4 for the highest-
paying job and claim zero on all of your other
IL-W-4 forms.

How do | avoid underpaying my
tax and owing a penalty?

You can avoid underpayment by reducing the
number of allowances or requesting that your
employer withhold an additional amount from
your pay. Even if your withholding covers

the tax you owe on your wages, if you have
non-wage income that is taxable, such as
interest on a bank account or dividends on
an investment, you may have additional tax
liability. If you owe more than $500 tax at the
end of the year, you may owe a late-payment
penalty or will be required to make estimated
tax payments. For additional information

on penalties see Publication 103, Uniform
Penalties and Interest. Visit our website at
tax.illinois.gov to obtain a copy.

Where do | get help?

* Visit our website at tax.illinois.gov

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

¢ Call our TDD (telecommunications
device for the deaf) at 1 800 544-5304

e Write to
ILLINOIS DEPARTMENT OF REVENUE
PO BOX 19044
SPRINGFIELD IL 62794-9044



lllinois Withholding Allowance Worksheet

General Information If you have more than one job or your spouse works, your with-
Complete this worksheet to figure your total withholding holding usually will be more accurate if you claim all of your allow-
allowances. ances on the Form IL-W-4 for the highest-paying job and claim
Complete Step 1. zero on all of your other IL-W-4 forms.
Complete Step 2 if . You may reduce the number of allowances or request that your
* you (or your spouse) are age 65 or older or legally blind, or employer withhold an additional amount from your pay, which may
* you wrote an amount on Line 4 of the Deductions and help avoid having too little tax withheld.

Adjustments Worksheet for federal Form W-4.

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

Check all that apply:
I No one else can claim me as a dependent.
1 can claim my spouse as a dependent.
1 Enter the total number of boxes you checked. 1
2 Enter the number of dependents (other than you or your spouse) you will claim on your tax return. 2

3 Add Lines 1 and 2. Enter the result. This is the total number of basic personal allowances to which you are
entitled. You are not required to claim these allowances. The number of basic personal allowances that you
choose to claim will determine how much money is withheld from your pay. See Line 4 for more information. 3

4 Enter the total number of basic personal allowances you choose to claim on this line and Line 1 of
Form IL-W-4 below. This number may not exceed the amount on Line 3 above, however you can claim as
few as zero. Entering lower numbers here will result in more money being withheld(deducted) from your pay. 4

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

| am 65 or older. |:|I am legally blind.
DMy spouse is 65 or older. |:| My spouse is legally blind.
5 Enter the total number of boxes you checked. 5
6 Enter any amount that you reported on Line 4 of the Deductions and Adjustments Worksheet
for federal Form W-4 plus any additional lllinois subtractions or deductions. 6
7 Divide Line 6 by 1,000. Round to the nearest whole number. Enter the result on Line 7. 7

8 Add Lines 5 and 7. Enter the result. This is the total number of additional allowances to which
you are entitled. You are not required to claim these allowances. The number of additional allowances
that you choose to claim will determine how much money is withheld from your pay. 8
9 Enter the total number of additional allowances you elect to claim on Line 2 of Form IL-W-4, below. This
number may not exceed the amount on Line 8 above, however you can claim as few as zero. Entering lower
numbers here will result in more money being withheld(deducted) from your pay. 9
IMPORTANT: If you want to have additional amounts withheld from your pay, you may enter a dollar amount on Line 3 of Form IL-W-4
below. This amount will be deducted from your pay in addition to the amounts that are withheld as a result of the allowances you have
claimed.

%ﬁ( Cut here and give the certificate to your employer. Keep the top portion for your records. )-g

lllinois Department of Revenue
IL-W-4 Employee’s lllinois Withholding Allowance Certificate

1 Enter the total number of basic allowances that you

Social Security number are claiming (Step 1, Line 4, of the worksheet). 1
2 Enter the total number of additional allowances that

Name you are claiming (Step 2, Line 9, of the worksheet). 2
3 Enter the additional amount you want withheld

Street address (deducted) from each pay. 3

| certify that | am entitled to the number of withholding allowances claimed on
City State ZIP this certificate.

Check the box if you are exempt from federal and lllinois .
Income Tax withholding and sign and date the certificate. Your signature Date

Employer: Keep this certificate with your records. If you have referred the employee’s federal

- - - — - certificate to the IRS and the IRS has notified you to disregard it, you may also be required to
This form is authorized under the lllinois Income Tax Act. Disclosure disregard this certificate. Even if you are not required to refer the employee’s federal certificate to
of this information is required. Failure to provide information may the IRS, you still may be required to refer this certificate to the lllinois Department of Revenue for
IL-W-4 (R-12/14) result in this form not being processed and may result in a penalty. inspection. See lllinois Income Tax Regulations 86 Ill. Adm. Code 100.7110.




Mahomet-Seymour CUSD #3

State of Illinois — Dept. of Children & Family Services

ACKNOWLEDGEMENT OF MANDATED REPORTER STATUS

I understand that when I am working and/or

(Name)

volunteering for Mahomet-Seymour CUSD #3 in my official capacity and/or professional:

I will become a mandated reporter under the Abused and Neglected Child Reporting Act [325 ILCS 5/4].
This means that I am required to report or cause a report to be made to the child abuse Hotline number (1-
800-25A-BUSE) whenever I have reasonable cause to believe that a child known to me in my
professional or official capacity may be abused or neglected. I understand that there is no charge when
calling the Hotline number and that the Hotline operates 24-hours per day, 7 days per week, 365 days per
year.

I further understand that the privileged quality of communication between me in my professional or
official capacity is not grounds for failure to report suspected child abuse or neglect, I know that if I
willfully fail to report suspected child abuse or neglect, I may be found guilty of a Class A misdemeanor.

I also understand that if I am subject to licensing under the Illinois Nursing Act of 1987, the Medical
Practice Act of 1987, the Illinois Dental Practice Act, the School Code, the Acupuncture Practice Act, the
Ilinois Optometric Practice Act of 1987, the Illinois Physical Therapy Act, the Physician Assistants
Practice Act of 1987, the Podiatric Medical Practice Act of 1987, the Clinical Psychologist Licensing Act,
the Clinical Social Work and Social Work Practice Act, the Illinois Athletic Trainers Practice Act, the
Dietetic and Nutrition Services Practice Act, the Marriage and Family Therapy Act, the Naprapathic
Practice Act, the Respiratory Care Practice Act, the Professional Counselor and Clinical Professional
Counselor Licensing Act, the Illinois Speech-Language Pathology and Audiology Practice Act, I may be
subject to license suspension or revocation if I willfully fail to report suspected child abuse or neglect.

I affirm that I have read this statement and have knowledge and understanding of the reporting
requirements, which apply to me under the Abused and Neglected Child Reporting Act.

Signature

Date



2023-2024
Payroll Dates

The following are payroll dates, pay period ending dates, and time card due dates.
Time cards must be signed by the employee and his/her principal or director.

Please make sure job duty, location, dates (including year), days and lunch hours
are listed and time card is totaled. If the time card is not filled out correctly, it will be
returned. Substitute Teachers and Aides do not need to fill out time cards.

Time cards & sub sheets must be in the Business Office by 12:00 p.m. on the
next business day following the pay period ending date.

Payroll Date Pay Period Start Date Pay Period End Date Time Cards Due
July 14th June 4th June 24th June 26th
July 28th June 25th July 8th July 10th

August 15th July 9th July 22nd July 24th

August 30th July 23rd August 5th August 7th

September 15th August 6th August 19th August 21st
September 29th August 20th September 2nd September 5th
October 13th September 3rd September 16th September 18th
October 30th September 17th September 30th October 2nd
November 15th October 1st October 14th October 16th
November 30th October 15th October 28th October 30th
December 15th October 29th November 11th November 13th
December 22nd November 12th November 25th November 27th
January 12th November 26th December 9th December 11th
January 30th December 10th January 6th January 8th
February 15th January 7th January 20th January 22nd
February 29th January 21st February 3rd February 5th
March 7th February 4th February 17th February 20th

March 28th February 18th March 2nd March 4th
April 15th March 3rd March 23rd March 25th
April 30th March 24th April 6th April 8th
May 15th April 7th April 20th April 22nd
May 30th April 21st May 4th May 6th

June 14th May 5th May 18th May 20th
June 28th May 19th June 1st June 3rd
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