APPLICATION FOR SUBSTITUTE TEACHER

An Equal Opportunity Employer*

Date of application

Personal Data

Name
Last First Middle initial
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)

Are you receiving Teacher Retirement System (TRS) retirement benefits?  Yes O No

Are you employed as a part-time employee by a TRS-covered employer? O Yes 1 No
(Required to determine if the district will be assessed a monthly surcharge as required by TRS rules.)

Assignment

Please list the days you are available to substitute and your assignment preferences.
Day(s) of week O Every day

O Monday [ Tuesday W Wednesday @O Thursday U Friday
Assignment U Any assignment

U Elementary O Intermediate U Secondary O Special Education
Preferred campuses:

Credentials included with application:

L
g U Résumé
c Q All teaching and professional certificates or licenses
:g Q All transcripts showing degrees
@ | Have you been employed by ISD in the past? U Yes 1 No
Q. | If you answered yes, provide dates of employment
List the highest level of education attained:
= Licenses and certificates granted
e
= ; Year
g Name and location of Course of study and D1.ploma, degree, duated
S schools attended major/minor certificate, or license gasuate
g atte ) O1/MINo grante d (College only)
2
@
O
3
©
wl

A
=
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APPLICATION FOR SUBSTITUTE TEACHER
e T e T s T e e e e SR SR e P el i e e I

Certificates or Licenses Currently Held:

U None

O Valid Texas

O Valid Other State
O Texas One-Year (out-of-state/country): Expiration date:
O Other:

Category/Level(s) of Certification:

Areas of Specialization/Supplemental Certificates/Endorsements (as listed on certification):

Certification

List teaching experience beginning with most recent years. Attach additional sheets if

necessary.
Name and location Name and location of
of school school
Type of assignment Type of assignment
Dates taught Dates taught
3
£ | Principal’s name Principal’s name and
-g and phone phone
Q
2
w | Reason for leaving Reason for leaving
=]
=
£ | Name and location Name and location of
8 of school school
(1]
-
Type of assignment Type of assignment
Dates taught Dates taught
Principal’s name Principal’s name and
and phone phone
Reason for leaving Reason for leaving

m HR Services © 8/15/2016 Texas Association of School Boards, Inc. Ali rights reserved



APPLICATION FOR SUBSTITUTE TEACHER
B e e e e e

Other Work Experience

Provide a list of all other jobs or administrative positions you have held in the past 10 years.
Attach additional sheets if necessary. Attach résumé if available.

Employer name and
location

Employer name and
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
Employer name and Employer name and
location 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

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

m HR Services

© 8/15/2016 Texas Association of School Boards, Inc. All rights reserved.




APPLICATION FOR SUBSTITUTE TEACHER

General Information

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, murder, swindling, and indecency with a
minor)? U Yes O No

If 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

I 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.

I authorize the references listed on the previous page 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.

I understand that the district is required by Texas Education Code to review criminal
history record information of substitute teachers.

I understand that I am required to report any outside employment with a TRS-covered
employer to the district and provide a monthly record of hours worked so the district can
determine if it will be subject to the monthly surcharge.

Signature Date

This application becomes the property of the district. The district reserves the right to
accept or reject it.

*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 acts to oppose such discrimination
or participates in the investigation of a complaint related to a discriminating employment practice.

The district Title IX Coordinator is Gary Speegle, Superintendent, 1414 N Austin, Comanche, TX 76442.

3
=
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DPS Computerized Criminal History (CCH) Verification
(AGENCY COPY)

i , have been notified that a Computerized Criminal
APPLICANT or EMPLOYEE NAME (Please print)

History (CCH) verification check will be performed by accessing the Texas Department of Public Safety

Secure Website and will be based on name and DOB identifiers [ supply.

Because the name-based information is not an exact search and only fingerprint record searches
represent true identification to criminal history, the organization conducting the criminal history check
for background screening is not allowed to discuss any criminal history record information obtained

using the name and DOB method. Therefore, the agency may request that [ have a fingerprint search

performed to clear any misidentification based on the result of the name and DOB search.

For the fingerprinting process I will be required to submit a full and complete set of my
fingerprints for analysis through the Texas Department of Public Safety AFIS (Automated Fingerprint
Identification System). [ have been made aware that in order to complete this process I must make an
appointment with L1 Enrollment Services, submit a full and complete set of my fingerprints, request a
copy be sent to the agency listed below, and pay a fee of $24.95 to the fingerprinting services company,
L1 Enrollment Services.

Once this process is completed and the agency receives the data from DPS, the information on

my fingerprint criminal history record may be discussed with me.

(This copy must remain on file by your agency. Required for future DPS Audits)

Signature of Applicant or Employee
Please:

Check and Initial each Applicable Space

Date CCH Report Printed:

Comanche 1SD YES NO __ initial
Agency Name (Please print)

Purpose of CCH:

—Lisa Wanrnen . . -

Agency Representative Name (Please print) Hire ___ NotHired — initial
Date Printed: initial

Signature of Agency Representative Destroyed Date: initiai

Retair ir your files

Date
Rev. (2/2011







COMANCHE INDEPENDENT SCHOOL DISTRICT
CRIMINAL HISTORY INFORMATION REQUEST

Confidential

The Comanche Independent School District is required by Texas Education Code Chapter 22,
Subchapter C to review the criminal history of applicants, employees, independent contractors,
student teachers, and certain volunteers. The information requested below is necessary to obtain
criminal history record information.

Please print.
Name

Last First Middle
Social Security Number Date of birth

Driver’s License

State and Number
Mailing Address

Street City State Zip

Sex: W@ Male [ Female Ethnicity: O Black 1 White/Other

I understand that the information I am providing about age, sex, and ethnicity will not be us.ed_ to
determine eligibility for employment but will be used solely for the purpose of obtaining criminal
history record information.

Signature

Date

This form will be removed from the application and filed separately in the HR oftice.






Form W-4 (2017)

Purpose. 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 each year and when your personal or financial
situation changes.

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

Note: If another person can claim you as a dependent
on his or her tax return, you can't claim exemption
from withholding if your total income exceeds $1,050
and includes more than $350 of unearned income (for
example, interest and dividends).

Exceptions. An employee may be able to claim
exemption from withholding even if the employee is
a dependent, if the employee:

¢ |s age 65 or older,
e Is blind, or

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

The exceptions don't apply to supplemental wages
greater than $1,000,000.

Basic instructions. If you aren't 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-earners/multiple jobs situations.

Complete all worksheets that apply. However, you
may claim fewer (or zero) allowances. For regular
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 household filing status on your tax return 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, Standard Deduction, and
Filing Information, for information.

Tax credits. You can take projected lax credils into
account in figuring your allowable number of
withholding allowances. Credits for child or dependent
care expenses and the child tax credit may be claimed
usm%lhe Personal Allowances Worksheet below.

ee Pub, 505 for information on converting your other
credits into withholding allowances.

Nonwage income. If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals. Otherwise,
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 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 others. See Pub. 505 for details.

Nonresident alien. If you are a nonresident alien, see
Notice 1392, 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 see how the amount you are
having withheld compares to your projected total tax
for 2017. See Pub. 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
legislation enacted after we release it) will be posted
at www.irs.gowiwd,

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent .
¢ You're single and have only one job; or

B Enter “1” if:

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

e 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.)

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

mmoo

{Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
e If your total income will be less than $70,000 ($100,000 if married), enter “2” for each eligible chiid; then less “1” if you
have two to four eligible children or less “2” if you have five or more eligible children.
* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child. =~ G
H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax return) » H

e |f you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
complete all
worksheets
that apply.

and Adjustments Worksheet on page 2.

* {f 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 $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
to avoid having too little tax withheld.

¢ If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

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

-
Form w 4

Department of the Treasury
internal Revenue Service

Employee’s Withholding Allowance Certificate

» Whether you are entitled to claim a certain 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 IRS.

OMB No. 1545-0074

2017

1 Your first name and middle initial

Last name

2 Your social security number

Home address (number and street or rural route)

3 D Single D Married l:l Married, but withhold at higher Single rate.
Note: If married, but legally separated, or spouse is a nonvesident alien, check the "Single" box.

City or town, state, and ZIP code

4 [If your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. P [:[

5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
Additional amount, if any, you want withheld from each paycheck .
7 | claim exemption from withholding for 2017, and | certify that | meet both of the foIIowmg condntlons for exemptlon
e Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
e This year | expect a refund of all federal income tax withheld because | expect to have no tax Iiabiiity

o

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

6 |$

>|7]

Under penalties of perjury, | declare that | have examined this cemﬁcate and to the best of my knowledge and belief, it is true, correct, and complete.

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

Date »

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

9 Office code (optional) | 10  Employer identification number (EIN)

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

Cat. No. 10220Q

Form W=4 (2017)






COMANCHE INDEPENDENT SCHOOL DISTRICT
Direct Deposit Authorization Agreement

I hereby authorize Comanche ISD to initiate credit entries ar.ld to mltls:te, i
necessary, debit entries and adjustments for any credit eniries made n &IT0Y
o my account indicated below and the depository named below, here%nafter
called DEPOSITORY, to credit and/or debit the same such account. PLEBSE
ATTACH £ VOID CHECK TO THIS AUTHORIZETION FORM.

Employes Full Name:

Employee SS#:

Campus:

Phone Number:
S H IS FAAIARITTIAIATTAAI
IWBHEIEEHEEIHHEIEEIBEIEEE?ES:H3:’1:{]-}13ﬂﬁaﬂaﬁ&]aﬂazﬁﬂzﬁlﬂﬁlﬂﬂﬂBﬁ}ﬂﬂﬁsﬂﬂq-"

Bank Informaation:

Bank Name:

Fouting/Transit #:

Written notification must be submitted two waaks jeka
new banking institution to become effactive.

] /savings accouni.

1 authorized signatory on the above listed checking

=i
fui)
3
=5
fet]

Date:
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Social Security Administration

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

Employee Name Employee ID#

Employer Name Comanche ISP Employer ID# 75-6000765

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 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 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 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.

| certify that | have received Form SSA-1945 that contains information about the possibie 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



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, surviving spouse, or an ex-spouse.

Employers must:
. Give the statement to the employee prior to the start of employment;
. Get the employee’s signature on the form; and N
. 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/online/ssa-1945.pdf. Paper copies can be requested by email at
ofsm.oswm.rqct.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 sentto 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 (01-2013)



Election to Annualize Compensation

Contract or Employment Agreement Employees

In accordance with 26 C.F:R. § 1.409A-2 (a)(14), | elect to be paid 10 or 11 months of compensation under
my contract or employment agreement with Comanche ISD for the 2016-2017 school year over a 12-
month period. The effect of this election is to defer a portion of the compensation | earn in the 2016 tax
year to be paid in the 2017 tax year.

I understand that if | do not elect this method of compensation that the District will withhold additional
amounts from compensation earned and paid in 2016 in order to pre-pay my contribution of the premium
amounts necessary to cover health and hospitalization insurance benefits for the months of July and
August 2017.

| further understand that should my employment be terminated for any reason (including my resignation
from employment) during the 2016-2017 school year with an effective date on or before the last day of
the instructional year, | will be paid all outstanding compensation no later than the next regular payroll
date following the date of termination of employment. See Policy DEA

Employee Name (Printed)

Employee Signature Date
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Employment Eligibility Verification USCIS

Department of Homeland Security ON[[;F(:IEIIII6E2)O47

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

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

ANTI-DISCRIMINATION NOTICE: [t is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

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 affer.)

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)
Address (Street Number and Name) Apt. Number City or Town State ZIP Code
Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number

LT

! am 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.

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

[ ] 1. A citizen of the United States

D 2. A noncitizen national of the United States (See instructions)

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

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

. . : R Gode - Section 1
Aliens authorized to work must provide only one of the following document numbers to complete Form 1-9: Doﬁot V\(,Jmee i $ﬁifgpace
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form [-94 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 | did not use a preparer or translator. B A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
| (Fields below must be completed and signed when preparers and/or translators assist an employes in completing Section 1.)

f 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 frue and correct.

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@t Employer Completes Next Page @]

Form (-9 [ 1/14/2016 N Page t of 3




Employment Eligibility Verification USCIS

Department of Homeland Security OMES{ETJ;ZOM

U.S. Citizenship and [mmigration Services Expircs 08/31,2019

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authotized representative must complete and sign Section 2 within 3 business days of the employea's first day of employment. You

|must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed an the "Lists
of Acceptable Documents.”)

Employee Info from Section 1 Last Name (Family Name) First Name (Given Name) M.I. | Citizenship/lmmigration Status
List A OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title |r Document Title Document Title
Issuing Authorit | i i i i
ssuing y | | Issuing Authority Issuing Authority
Document Number | Document Number Document Number
Expiration Date (if any)(mm/dd/yyyy) Expiration Date (if any)(mm/dd/yyyy) Expiration Date (if any)(mm/dd/yyyy)

Document Title

R B f . QR Cade - Secli 2&3
Issuing Authority Additional Information Do No?‘ﬁ?rite Ienc';'?\ri]:Space

Document Number

Expiration Date (if any)(mm/ddlyyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

l
|

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 to work in the United States.

The empioyee’'s first day of employment (mm/dd/yyyy): (See instructions for exemptions)

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

U a N U~ Payro(l clerk

Last Name of Employer or Authorized Representative | First Name of Employer or Authorized Representative | Employer's Business or Organization Name
Wavryren Lisa
Emplayer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code

($(4 N Austin Covviainche TX | 76442

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable) B. Date of Rehire (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

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

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

] attest, under penaity of perjury, that fo the best of my knowledge, this empioyee is authorized {o work in the United States, and if
the employee presented document(s}, the document(s) | have examined appear tc be genuine and to relate to the individual.

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

Form -9 [1/142006 N Page 2 of 3



COMANCHE ISD
LETTER OF REASONABLE ASSURANCE - SUBSTITUTES

Dear

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,

Superintendent

Please complete the following information and return the original to Lisa Warren by i

. Failure to sign and return this letter by this date will be treated as a voluntary

resignation.

Name (Print) Last 4 Digits of SS#

Address City, State ZIP Code
E-mail Telephone

Signature Date

m HR Services Copyright 4/15/2012 Texas Association of School Boards. All rights reserved.






Comanche Independent School District

Non-Release of Employee Information

L ,» wish that the following information not be
made public through the public information act.

Home Address

Home Telephone Number
Emergency Contact Information
Social Security Number
Information About Family Members

OO0Oo0oan

Employee Name (Please Print)

Employee Signature Date






/ i NEED EVERYONE TO FiLL THIS OUT AND GET IT BACK

TO ME OR THE SECRETARE’ES A§’ SOON AS‘ EQ&S@L;EL
THANK YOU

EMPLQYEE NAME

Pimne Number

Cell N@imber

|EMERGENCY CONT. TACT INFORMA Tl@l‘w’

Rejaz‘mﬁship

Their Phone Number:







Comanche Independent School District .
Texas Public School Student/Staff Ethnicity and Race Data Questionnaire

The United States Department of Education (USDE) requires all state and local educa!tion
institutions to collect data on ethnicity and race for students and staff. This informatlo_n is used
for state and federal accountability reporting as well as for reporting to the Office of Civil Rights

(OCR) and the Equal Employment Opportunity Commission (EEQC). . ...
School district staff and parents or guardians of students enrolling in school are requested to

provide this information. If you decline to provide this information, please be aware tha_t the
USDE requires school districts to use observer identification as a last resort for collecting the

data for federal reporting.

Please answer both parts of the following questions on the student’
and race. United States Federal Register (71 FR 44866)

s or staff member’s ethnicity

Part 1. Ethnicity: Is the person Hispanic/Latino? (Choose only one)

[] Hispanic/Latino - A person of Cuban, Mexican, Puerto Rican, South or Central American, or
other Spanish cuiture or origin, regardless of race.

[[] Not Hispanic/Latino

Part 2. Race: What is the person’s race? (Choose one or more)

[ American Indian or Alaska Native - A person having origins in any of the original peoples
of North and South America (including Central America), and who maintains a tribal affiliation
or community attachment.

[] Asian - A person having origins in any of the original peoples of the Far East,-Southeast
Asia, or the Indian subcontinent including, for example, Cambodia, China, India, Japan,
Korea, Malaysia, Pakistan, the Philippine Islands, Thailand, and Vietnam.

[] Black or African American - A person having origins in any of the black racial groups of
Africa.

[] Native Hawaiian or Other Pacific Islander - A person having origins in any of the original
peoples of Hawaii, Guam, Samoa, or other Pacific Islands.

[] White - A person having origins in any of the original peoples of Europe, the Middle East, or
North Africa.

Student/Staff Name (please print) (Parent/Guardian)/(Staff) Signature

Student/Staff [dentification Number Date

Comanche ISD — March 2009
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Comanche Independent School District
Drug Abuse Policy

I Statement of Purpose and Scope
Comanche ISD recognizes that alcohol and drug abuse in the work place has

become a major concern. We believe that by reducing drug and alcohol abuse, we
will improve the safety, health, and productivity of employees. The object of our
drug abuse policy is to provide a safe and healthy work place for all employees
prevent accidents and comply with Section 7.10 of the Texas Worker’s

Compensation Act.

The use, possession, sale, transfer, purchase or being under the influence of drugs
by employees at any time on company premises or while on company business is
prohibited. The illegal use of any drug is prohibited. Employees must not report
for duty or be on company property while under the influence of, or have in their

possession while on company property, any drug.

73 Definition of Drug o _
For the purpose of this policy, the term “drug,” wherever it appears in this policy

statement, includes alcoholic beverages as well as inhalants and illegal drugs.

3. Consequences of Violating the Drug Abuse Policy
Violation of this drug abuse policy will result in one of the following forms of
corrective action: Immediate discharge, suspension, probation, oral warning or
written warning. In arriving at a decision for proper action, the seriousness of the
infraction, the past record of the employee, and the circumstances surrounding the

matter will be taken into consideration.

4. Treatment Programs
While we do not spensor or endorse any specific drug treatment programs, such

programs are available through public and private health ¢are facilities in our
area. Affected employees are encouraged to seek assistance for themselves and

their dependents.

3. Education and Training Programs )
We do not offer, nor require participation in, drug and alcohol abuse education

and training programs. However, various public and private facilities in our area
offer such programs and affected employees are encouraged to seek assistance.

6. Drug Testing o
Drug testing is a condition of employment for bus drivers in our school district.

I have read and understand this drug abuse policy and agree to abide by its terms and
conditions.

Employee Signature Date







ACKNOWLEDGEMENT OF ELECTRONIC DISTRIBUTION OF POLICIES

i i to electroni-
I hereby acknowledge that I have been offered the option to receive a paper copy or to el -
cally access at www.comancheisd.net the Board policies regarding employment as required un

der Education Code 21.204(d) and the Board policies regarding student discipline as required
under Education Code 37.018.

[ have chosen to:

——Receive a paper copy of the policies.
—— Accept responsibility for accessing the policies through an accessible District com-
puter and printer.

[ have been trained to access these policies from the District’s Web page and undersfa:gfl g;a;rlf I
have any questions regarding these policies, I should direct those questions to my princip

immediate supervisor.

Employee Name (Printed)

Employee signature

Campus or department

Date
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COMANCHE ﬂS—SUBSTITUTE ELIGIBILITY FOR HEALTH HNSURANCE COVERAGE

Comanche ISD provides health coverage to employees through TRS-ActiveCare. A district substitute
is eligible to enroll in TRS-ActiveCare if the district reasonably expects the substitute to work at least
130 hours per month. Hours worked for other school districts are not considered in determining
whether a substitute is eligible for benefits through Comanche ISD.

The district does not guarantee that you will receive 130 hours per month. The district’s need for
substitutes varies from week to week. In some weeks, you may not receive any assignments.
Similarly, the district understands that some weeks you may not be able to accept assignments due
to illness or other personal reasons.

[fyou are a new substitute, you must enroll in or decline medical coverage within 31 days from date
of hire. If you are a returning substitute, you must enroll in or decline medical coverage during the
annual open enrollment or no later than August 315t of that year. [f you decline coverage, you
cannot enroll again until the next plan year unless you experience a special erirollment event.

[f you elect to enroll, you will be responsible for the full premium. You must submit payment for
one calendar month with your enrollment form. The premiums for subsequent months will be
deducted from your pay for the preceding month. If your pay is not sufficient to cover the full
premium, you must submit the difference to the district by the 1st day of the preceding month. If the
1st day falls on a weekend or a day the district is closed, the payment must be made the preceding
business day. If you fail to timely pay the monthly premiums, the district will proceed with the
coverage cancellation process. Your coverage may also be cancelled if you lose eligibility for TRS-
ActiveCare.

You may be removed from the district’s substitute roster for poor performance or misconduct. In
addition, you may be removed from the substitute roster if:

+ yourepeatedly turn down assignments, are repeatedly unavailable for calls, or frequently
cancel assigned positions

¢ you do not timely return a letter of reasonable assurance

A substitute who is enrolled in TRS-Active Care and who is then removed from the substitute roster
becomes ineligible for health coverage and will be provided notice regarding continuation coverage
under COBRA (if eligible). Cancellation due to non-payment is considered a voluntary drop:
Therefore you would not be eligible for COBRA.

Substitute Signature Date

o Declining Health Insurance

o Enrolling in Health Insurance

m HR Services © 7/1/12014 Texas Association of School Boards, Inc. All rights reserved.






k TRS Enrollment Application and Change Form H/ff/ /S‘}S{ Cr1S

ACTIVECARE

) (It no to both, you are not
_l Yes

Are you an active employee and making monthly contributions to TRS?

ELIGIBILTY: eligible for TRS ActiveCare
! It no, are you regularly scheduled to work 10 or more hours per week? coverage)
[J Annual Enrollment [0 New Employee ] Add Dependent ] Special Enroliment For District Use Only
[ For New Employee (check one): (JEffective on Actively at Work [JEffective 1% day of month following RS District #
Actively at Work Date:
i i i Effective/Change Date:
Special Enrollment Event Date: _ / _/ OMarriage OCourt Order OBirth/Adoption / ge
O Loss of Coverage Clother:
Change Only: Decline Coverage: Cancel Employee Cancel Dependent Employer Approval:
[Yes (Complete Section 6) | [Jpeath CDivorce
) Name LIN/A [CLoss of Eligibility (JDeath
OAddress Effective Date of Change/Cancel [IRetirement/Terminated [JLoss of Eligibility Were you covered by another
[JPlan/Coverage LINon-Payment CDropped Coverage | district? (] Yes (1 No
& / / [JOther: OOther: If so, which:
Last Name: First Name: H Social Security #:
Mailing Address: lCity: |State: |Zip:
Home Phone Number: ICeIl Phone Number: Email:
Date of Birth: I Sex: (M OF | Language: (1 English ~ [Spanish Ethnicity:
Do you have a disability affecting your ability to communicate or read?  [Yes (Please complete Section 8) J No
Is the Employee Covered By Other Insurance? [CDYes Carrier/Plan: CNo
[s the Employee Covered by Medicare? [dYes [JPartA [PartB [PartC [OPartD Effective: ONe

[ Disabili DI: dStage Re aI Dlsease{ESRD}

Reason for Medlcre Covera L] Entitlement Age

Plan Selectlon EIActiveCare 1-HD [CJActiveCare Select DActiveCare 2

HMO Selection: [FirstCare Health Plans [JScott & White Health Plan [JAllegian Health Plans (formerly Valley Baptist Health Plans)

Coverage Type Selected El Employee Only DEmployee + Spouse El Emp!oyee + Chlld(ren) O Empioyee + Family

SPOUSE Last Name: First Name:

Street Address: [JSame as Employee

City: State: lZip: |Phone Number:

Sex: OM 0OF |Date of Birth: | Social Security #:

Other Insurance: [Yes. Carrier/Plan ONo  [OMedicare: COPartA [PartB  PartC  OPartD
CHILD Last Name: I First Name: MI:
UNatural/Adopted  [1Stepchild (IFoster Child (JGrandchild [JLegal Guardian [Disabled 1 Other

Street Address: [1Same as Employee
City: | State: | Zip Code: ' Phone Number:

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

Other Insurance: [Yes. Carrier/Plan CONo OMedicare: [PartA [PartB [OPartC OPartD
CHILD Last Name: [ First Name: Mi:

[ONatural/Adopted  [Stepchild OFoster Child O Grandchild (JLegal Guardian [IDisabled [ Other

Street Address: [ISame as Employee
City: State: jZip Code: IPhone Number:

Date of Birth: | Social Security #: | Sex: (M [OIF

Other Insurance: [1Yes. Carrier/Plan CONo  OMedicare: OPartA [OPartB OPartC CPartD

PLEASE CONTINUE ON NEXT PAGE



| | S T

[ONatural/Adopted  [IStepchild (JFoster Child OGrandchild ClLegal Guardian [IDisabled U] Other o i
Street Address: [ISame as Employee
City: |State: Zip Code: | Phone Number:
Date of Birth: I Social Security #: ’ Sex: M [OF
Other Insurance: [lYes. Carrier/Plan ONo  OMedicare: OPartA [PartB [PartC  [PartD
CHILD Last Name: I First Name: TMI:

ONatural/Adopted ~ [Stepchild OFoster child OGrandchild [JLegal Guardian (I Disabled ] Other
Street Address: [ISame as Employee
City: I State: Zip Code: I Phone Number:
Date of Birth: | Social Security #: | Sex: OM OIF:
Other Insurance: [IYes. Carrier/Plan OONo OMedicare: ClPartA [ClPartB I:IPart CPart D
= W

Please note that a Request for Continuation of Coverage for Handicapped Child form and Attending Physician’s Statement are required for coverage of a disabled child over
age 26. See your Benefits Administrator for the forms, which must be completed in full and submitted to your Benefits Administrator,

1 ]
¥ TN

This is to certify that the available coverage has been explained to me. | have been given the opportunity to apply for the coverage available to me and my
dependents and have voluntarily elected to decline the coverage as elected below.

Name: SSN: OEmployee Reason:  []Other Coverage  [Other:
Name: [CISpouse Reason:  [JOther Coverage [Other:
Name: Clchild Reason:  [1Other Coverage  [Other:
Name: Ochild Reason:  [JOther Coverage  [1Other:
Name: CIchild Reason:  [JOther Coverage  []Other:
Name: — -] _Reason: _[1Other Coverage LlOther: ________

= T
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e | am employed by the Employer named in this Enroliment Application and Change Form. | am eligible to participate 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 Pian, 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 househald is the grandchild’s primary residence and the grandchild is my dependent
for federal income 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 household 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.

e | 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.

e | 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.

e | 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 enroflment for Aetna, Caremark or
my selected HMO)
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