Employment Eligibility Verification USCIS
. Form 1-9
Department of Homeland Security 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 1-9. 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 Telephane Number
I |

| 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.):

rovides for imprisonment and/or . .
?ines for false s}t)atements, orthe | L] 1. Aditizen of the United States
use of false documents, in [:] 2. A noncitizen national of the United States (See Instructions.)
connection with the completion of | ] 3. A lawful permanent resident (Enter USCIS or A-Number.) |
this form. | attest, under penalty |:|
of perjury, that this information, 4.
including my selection of the box
attesting to my citizenship or

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 = Form 1-94 Admission Number i Forelgn Passport Number and Country of Issuance
correct,
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) ] 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 First Day 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.
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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 LISTB LISTC

Documents that Establish Both Identity Documents that Establish Employment

and Employment Authorization QR Bocuiments that Eetablish Identity b Authorization

1. A Social Security Account Number card,

1. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a State or unless the card includes one of the following
outlying possession of the United States restrictions:

2. Permanent Resident Card or Alien provided it contains a photograph or )

Registration Receipt Card (Form [-551) information such as name, date of birth, (1) NOT VALID FOR EMPLOYMENT
ender, height, eye color, and address

3, Foreign passport that contains a g a0 o (2) VALID FOR WORK ONLY WITH
temporalry 1-5651 Stamp ar temporary 2. 1D card issued by fedel'al, state or local INS AUTHORIZATION
I-551 prm'ted r:lotatlon. on a machine- government agencies or entities, provided it (3) VALID FOR WORK ONLY WITH
readable immigrant visa contains a photograph or information such as DHS AUTHORIZATION

4. Employment Authorization Document nagm, gate of birth, gender, height, eye color,
that contains a photograph (Form |-766) and address 2. Certification of report of birth issued by the

Department of State (Forms DS-1350,
FS-545, FS-240)

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

5. For an individual temporarily authorized . School ID card with a photograph

to work for a specific employer because
of his or her status or parole:

. Voter's registration card 3

a. Foreign passport; and . U.S. Military card or draft record

b. Form 1-94 or Form |-94A that has . Military dependent's ID card

the following: 4, Native American tribal docume
. U.S. Coast Guard Merchant Mariner Card i i o -
(1) The same name as the

ol o | | W

~

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

passport; and 8. Native American tribal document

(2) An endorsement of the = - ] 6. Identification Card for Use of Resident
individual's status or parole as 9. Driver's license issued by a Canadian Citizen in the United States (Form |-179)
long as that period of government authority

endorsement has not yet 7. Employment authorization document
expired and the proposed For persons under age 18 who are issued by the Department of Homeland
employment is not in conflict unable to present a document Security

with any restrictions or listed above: g
limitations identified on the form. PoTSxuImplen, 868 Sechon Cand

10. School record or report card Section 13 of the M-274 on
uscis.gov/i-9-central.

6. Passport from the Federated States of

mi°r°|:'eifila[(':§’m()£|\rntl?e !?'?,;ub”clo;;he 11. Clinic, doctor, or hospital record The Form 1-766, Employment

arshall Islands (R with Form 1-94 or Authorization Document, is a List A, Item
Form 1-94A indicating nonimmigrant 12, Day-care or nursery school record Numbise4. documentnot s Lkt &
admission under the Compact of Free document.

Association Between the United States

and the FSM or RMI

Acceptable Receipts
May be presented in lieu of a document listed above for a temporary period.
For receipt validity dates, see the M-274.

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

e Receipt for a replacement of a lost,

stolen, or damaged List A document. OR

e Form I-94 issued to a lawful
permanent resident that contains an
I-551 stamp and a photograph of the
individual.

e Form [-94 with “RE" notation or
refugee stamp issued to a refugee.

*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 1-9
] Supplement A
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026
Last Nama (Family Name} from Section 1. First Name (Given Name} from Section 1, Middle initiaf {f 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 1-8. 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 |-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/ddfyyyy}
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 penaity 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 ¢rue and correct.

Signature of Preparer or Translator Date (mm/ddfyyyy)
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 Translalor Date (mm/ddfyyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name} City or Town Slate ZIP Code

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




University of Wisconsin Shared Services Human Resource System

UW Employee Self-ldentification and W-4 Withholding Forms

The University is required to collect data on race and ethnicity from its employees to comply with federal record keeping
and reporting requirements. The information obtained wili be kept confidential and will be used for summary federal
reporting purposes and to support institutional affirmative action efforts. Providing this information Is voluntary.

The University also needs your W-4 Withholding Form so you have the appropriate taxes taken.

Last Name: First Name: Middle Initiak: Empl ID: {if kinown)
National ID Type: SSN or ITIN: Date of Birth: Sex:
DSociaE Security Number Dlndividual Tax ID Number

Routing instructions: Submit to your local HR/Payrolt Office. (if at UW-Madison, submit to 21 North Park Street, Suite
5101.)

Ethnicity and Heritage Code

Ethnicity is considered Hispanic/Latino if a person is of Cuban, Mexican, Puerto Rican, South or Central American, or
other Spanish culture or origin, regardiess of race.

is your ethnicity Hispanic/Latino?

[ ] Yes
|:] No

Please identify yourself as one or more of the following races:

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

[ ] 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.

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

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

[ ] Native Hawaiian or other Pacific islander
A person having origins in any of the original peoples of Hawaii, Guam, Samoa, or other Pacific [slands.

Signhature: Date:

For Office Use Only | Empl ID: Empl Red#:

H322.20140324



Voluntary Self-ldentification of Disability

Form CC-305 OMB Control Number 1250-0005
Page 1 of 1 Expires 04/30/2026

Name: Date:

Employee ID:

(if applicable)

Why are you being asked to complete this form?

We are a federal contractor or subcontractor. The law requires us to provide equal employment opportunity to qualified
people with disabilities. We have a goal of having at least 7% of our workers as people with disabilities. The law says we
must measure our progress towards this goal. To do this, we must ask applicants and employees if they have a disability
or have ever had one. People can become disabled, so we need to ask this question at least every five years.

Completing this form is voluntary, and we hope that you will choose to do so. Your answer is confidential. No one who
makes hiring decisions will see it. Your decision to complete the form and your answer will not harm you in any way. If you
want to learn more about the law or this form, visit the U.S. Department of Labor's Office of Federal Contract Compliance
Programs (OFCCP) website at www.dol.gov/ofcep.

How do you know if you have a disability?

A disability is a condition that substantially limits one or more of your “major life activities.” If you have or have ever had
such a condition, you are a person with a disability. Disabilities include, but are not limited to:

o Alcohol or other substance use ¢ Disfigurement, for example, e Nervous system condition, for example,
disorder (not currently using disfigurement caused by burns, migraine headaches, Parkinson's
drugs illegally) wounds, accidents, or congenital disease, multiple sclerosis (MS)

e Autoimmune disorder, for disorders ¢ Neurodivergence, for example,
example, lupus, fibromyalgia, e Epilepsy or other seizure disorder attention-deficit/hyperactivity disorder
rheumatoid arthritis, HIV/AIDS ¢ Gastrointestinal disorders, for example, ~ (ADHD), autism spectrum disorder,

e Blind or low vision Crohn's Disease, itritable bowel dyslexia, dyspraxia, other learning

e Cancer (past or present) syndrome disabilities

e Cardiovascular or heart o Intellectual or developmental disability © Partial or complete paralysis (any
disease s Mental health conditions, for example, cause)

e Celiac disease depression, bipolar disorder, anxiety o Pulmonary or respiratory conditions, for

o Cerebral palsy disorder, schizophrenia, PTSD exanr’l]ple, tuberculosis, asthma,

. Eeaf' or serious difficulty : mlssllrlg limbs or partially missing limbs . grr:‘grt?[:g?e (dwarfism)

earing obility impairment, benefiting from the ; R
o Dighetes use of a wheelchair, scooter, walker, ¢ Traumatic brain injury

leg brace(s) and/or other supports

Please check one of the boxes below:

O Yes, | have a disability, or have had one in the past
[0 No, | do not have a disability and have not had one in the past
1 | do not want to answer

PUBLIC BURDEN STATEMENT: According to the Paperwork Reduction Act of 1995 no persons are required to respond
to a collection of information unless such collection displays a valid OMB control number. This survey should take about 5
minutes to complete.

You may access this form in other formats and languages at: https://www.dol.gov/agencies/ofccp/self-id-forms




University of Wisconsin Shared Services Human Resource System

Veteran Self-ldentification
Last Name: First Name: Middle Initial;

This employer is a Government contractor subject to the Vietnam Era Veterans' Readjustment Assistance Act of 1974, as amended by
the Jobs for Veterans Act of 2002, 38 U.S.C. 4212 (VEVRAA), which requires Government contractors to take affirmative action to
employ and advance in employment: (1) disabled veterans; (2) recently separated veterans; (3) active duty wartime or campaign badge
veterans; and (4) Armed Forces service medal veterans. These classifications are defined as follows:

e A “disabled veteran” is one of the following:

o aveteran of the U.S. military, ground, naval or air service whao is entitled to compensation (or who but for the receipt of
military retired pay would be entitled to compensation) under laws administered by the Secretary of Veterans Affairs; or
o aperson who was discharged or released from active duty because of a service-connected disability.

o A “recently separated veteran” means any veteran during the three-year period beginning on the date of such veteran's
discharge or release from active duty in the U.S. military, ground, naval, or air service.

e An “active duty wartime or campaign badge veteran” means a veteran who served on active duty in the U.S. military, ground,
naval or air service during a war, or in a campaign or expedition for which a campaign badge has been authorized under the
laws administered by the Department of Defense.

e An“Armed forces service medal veteran” means a veteran who, while serving on active duty in the U.S. military, ground, naval
or air service, participated in a United States military operation for which an Armed Forces service medal was awarded
pursuant to Executive Order 12985.

Protected veterans may have additional rights under USERRA—the Uniformed Services Employment and Reemployment Rights Act. In
particular, if you were absent from employment in order to perform service in the uniformed service, you may be entitled to be
reemployed by your employer in the position you would have obtained with reasonable certainty if not for the absence due to service.
For more information, call the U.S. Department of Labor's Veterans Employment and Training Service (VETS), toll-free, at 1-866-4-
USA-DOL.

As a Government contractor subject to VEVRAA, we are required to submit a report to the United States Department of Labor each
year identifying the number of our employees belonging to each specified “protected veteran” category. If you believe you belong to any
of the categories of protected veterans listed above, please indicate by checking the appropriate box below.

| belong to the following classifications of protected veterans (choose all that apply):
[ ] Disabled veteran

|:| Recently separated veteran

|:| Active wartime or campaign badge veteran

[ ] Armed forces service medal veteran

[:l | am a protected veteran, but | choose not to self-identify the classifications to which | belong.
|:| 1 am a veteran, but not a protected veteran.

[:l | am not a veteran.

If you are a disabled veteran it would assist us if you tell us whether there are accommodations we could make that would enable you
to perform the essential functions of the job, including special equipment, changes in the physical layout of the job, changes in the way
the job is customarily performed, provision of personal assistance services or other accommodations. This information will assist us in
making reasonable accommodations for your disability.

Submission of this information is voluntary and refusal to provide it will not subject you to any adverse treatment. The information
provided will be used only in ways that are not inconsistent with the Vietnam Era Veterans' Readjustment Assistance Act of 1974, as
amended.

The information you submit will be kept confidential, except that (i) supervisors and managers may be informed regarding restrictions
on the work or duties of disabled veterans, and regarding necessary accommodations; (ii) first aid and safety personnel may be
informed, when and to the extent appropriate, if you have a condition that might require emergency treatment; and (iii) Government
officials engaged in enforcing laws administered by the Office of Federal Contract Compliance Programs, or enforcing the Americans
with Disabilities Act, may be informed.

Signature: Date:

Routing Instructions: Submit to your local HR/Payroll office. If at UW-Madison, submit to 21 N. Park Street, Suite 5101.

For Office Use Only | Empl ID: Empl Red#:

H322.20140324



UNIVERSITY OF WISCONSIN

WHITEWATER

Human Resources and Diversity
ACA Acknowledgement Letter
Agreement and Verification of Hour's of Work for Student Employment

This agreement sets forth the terms and expectations in regard to a student’s obligations and
responsibilities for limiting the hours of student work in one or more student employment capacities in
accordance with the Patient Protection and Affordable Care Act of 2010 (“ACA”).. The UW System
Student Employment Policy (GEN 20) provides the administrative requirements for student employment
and the limitation on the number of hours a student may work while employed at UW-Whitewater. See
GEN 20: https://www.wisconsin.eduw/ohrwd/download/policies/ops/gen20.pdf/.

By signing this document below, the student employee verifies that the student employee has
been notified of the limitations on the hours worked in a student employment capacity (including
combined hours for multiple student employment positions within the institution or for other UW
institutions) and agrees to comply with the following terms and provisions, in addition to any other state
law, institutional or system policy or rule:

e Ishall not work in excess of 25 combined hours of work per week during the academic year, nor
will T exceed 40 houts per week of combined work during academic breaks and/or the summer
academic term or period.i (See the attached “ACA Calendar” ).

e I will be solely and individually responsible for scheduling my hours of work each week in a
manner that is consistent with the terms herein, which includes all student employment
throughout this institution or other institutions, including those paid by lump sum. I will verify
my work schedule with my immediate supervisor and make any necessary modifications, if
necessary to remain compliant with this agreement. Iwill promptly report all hours worked, as
requested by my supervisor, to help ensure accurate monitoring and compliance.

e The institution, as my employer, has the unilateral discretion and right to determine my hours of
work in accordance with the operational needs of the institution and to comply with the ACA and
related laws and policies.

o Tunderstand that my student employment is an “at will” employment relationship with the
institution, Ihereby agree that the institution shall have the immediate and unilateral right to end
my student employment for any reason, including my failure to adhere to the terms herein, with
no notice required. '

e Ishall abide by this agreement and all related institutional, System and Board of Regent policies
regarding student employees, including related state or federal laws or regulations.™

Please sign and complete the information below and return the original document to the Office of Human
Resources, Hyer Hall 330. Copies shall be provided upon request.

Student WINS ID#: Received by Office of Human Resources:
Student’s Name (printed): ; Name of HR Rep:

Date: Date of Receipt:

Supervisor Name: Student EMPID:

Student Employee’s Signature: '

I Pursuant to the ACA, the University of Wisconsin may incur a penalty for failing to offer health care benefits to any person defined as a “full
time employee” (any individual paid a wage for hours worked on average in excess of 30 howrs a week). However, individuals servingin a student
employment capacity are not eligible to receive health insurance benefits under the UW employer-sponsored health coverage (the State of
Wisconsin Group Health Insurance Program).

I The hours of work to be counted shall not include houts paid through a Federal Work Study program,

I Interational students (F1 and J1) ave limited to 20 hours per weck dwring the academic semesters, .

Published 9/27/2017 Nolte: this form is used for all campus jobs, Please contact HR with any questions (262) 472-1024.



