
Name: Nickname:

Address:

Cell phone: Home phone:

Emergency contact phone:

Emergency contact name/relationship:

Email address: 

Social Security number:

Driver license/ID number: Expiration date:

Birthdate: Age:

CLASS ENDORSEMENTS

A P‐Passenger L‐Cannot drive air brake

B S‐School bus B‐Restricted to B & C buses

C H‐Hazardous C‐Restricted to C buses

Other: _________ N‐Tank *

T‐Double/Triple L

X‐Haz/Tank comb. Other: ___________________

School bus class dates: 1st‐ 2nd‐

If permit applied for, expiration date:

School bus license recertification date: Not applicable [   ]

School bus license expiration date:

School bus physical date:

ICC physical date:

FOR OFFICE USE ONLY Date applied for/ Date received for

completed  file Manager initial

Driver's license/ID XXXXXXXXXXXXXXXXX

Social Security card XXXXXXXXXXXXXXXXX

MVR results

Criminal history (Act 34)

Child abuse clearance (Act 151)

FBI fingerprints

Pre‐employment drug test

Codename/sign‐in: Garage: Paycheck at:

W. L. ROENIGK, INC. 798 Ekastown Road‐Sarver, PA 16055 724‐353‐1515 wlroenigk.com

COMMERCIAL RESTR./MEDICAL RESTR.

LICENSE QUALIFICATIONS ‐ CIRCLE ALL THAT APPLY

APPLICATION FOR EMPLOYMENT ‐ PART 2
WE ARE AN EQUAL OPPORTUNITY EMPLOYER.

Revised 07.21











RESIDENCY CERTIFICATION FORM
Local Earned Income Tax Withholding

EMPLOYEE INFORMATION - RESIDENCE LOCATION

TO EMPLOYERS/TAXPAYERS:

This form is to be used by employers and/or taxpayers to report essential information for the collection and distribution of Local Earned Income Taxes.

This form must be utilized by employers when a new employee is hired or when a current employee notifies employer of a name and/or address change. 

NAME (Last Name, First Name, Middle Initial) SOCIAL SECURITY NUMBER

STREET ADDRESS (No PO Box, RD or RR)

SECOND LINE OF ADDRESS

CITY                                                                                                                 STATE ZIP CODE DAYTIME PHONE NUMBER

CERTIFICATION

SIGNATURE OF EMPLOYEE DATE (MM/DD/YYYY)

PHONE NUMBER                                                                                              EMAIL ADDRESS

MUNICIPALITY (City, Borough or Township)

COUNTY                                                                                                           RESIDENT PSD CODE TOTAL RESIDENT EIT RATE

EMPLOYER INFORMATION - EMPLOYMENT LOCATION

EMPLOYER BUSINESS NAME (Use Federal ID Name) EMPLOYER FEIN

STREET ADDRESS WHERE ABOVE EMPLOYEE REPORTS TO WORK (No PO Box, RD or RR)

SECOND LINE OF ADDRESS

CITY                                                                                                                 STATE ZIP CODE PHONE NUMBER

MUNICIPALITY (City, Borough or Township)

COUNTY                                                                                                           WORK LOCATION PSD CODE WORK LOCATION NON-RESIDENT EIT RATE

For information on obtaining the appropriate MUNICIPALITY (City, Borough, Township), PSD CODES and EIT (Earned Income Tax) RATES,

please refer to the Pennsylvania Department of Community & Economic Development website:

www.newPA.com

CLGS-32-6 (8-11)

Under penalties of perjury, I (we) declare that I (we) have examined this information, including all accompanying 
schedules and statements and to the best of my (our) belief, they are true, correct and complete.



USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 10/31/2022

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Form I-9  10/21/2019   Page 1 of 3

►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: It 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 offer.)
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)

- -

 Employee's E-mail Address Employee's Telephone Number U.S. Social Security Number

1. A citizen of the United States

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

3. A lawful permanent resident

4. An alien authorized to work    until 
(See instructions)

(expiration date, if applicable, mm/dd/yyyy):

(Alien Registration Number/USCIS Number):

Some aliens may write "N/A" in the expiration date field.

I 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. 
  

I attest, under penalty of perjury, that I am (check one of the following boxes):

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9:  
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:

2. Form I-94 Admission Number:

3. Foreign Passport Number:

Country of Issuance:

OR

OR

QR Code - Section 1   
Do Not Write In This Space

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

Preparer and/or Translator Certification (check one):     
      I did not use a preparer or translator.  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 employee in completing Section 1.)
I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct.
Signature of Preparer or Translator Today's Date (mm/dd/yyyy)

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

Address (Street Number and Name) City or Town State ZIP Code

Employer Completes Next Page



Form I-9  10/21/2019   Page 2 of 3

USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 10/31/2022

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Section 2. Employer or Authorized Representative Review and Verification 
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee'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 on the "Lists 
of Acceptable Documents.")

Last Name (Family Name) M.I.First Name (Given Name)
Employee Info from Section 1

Citizenship/Immigration Status

List A
Identity and Employment Authorization Identity Employment Authorization

OR List B AND List C

Additional Information QR Code - Sections 2 & 3 
Do Not Write In This Space

Document Title

Issuing Authority

Document Number

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

Document Title

Issuing Authority

Document Number

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

Document Title

Issuing Authority

Document Number

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

Document Title

Issuing Authority

Document Number

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

Document Title

Issuing Authority

Document Number

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

Certification: I attest, under penalty of perjury, that (1) I 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 employee's first day of employment (mm/dd/yyyy):  (See instructions for exemptions)

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

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

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

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial

B. Date of Rehire (if applicable)
Date (mm/dd/yyyy)

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

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

I 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 document(s), the document(s) I have examined appear to 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



LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A  
or a combination of one selection from List B and one selection from List C.

LIST A

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

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

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

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

5.   For a nonimmigrant alien authorized  
to work for a specific employer 
because of his or her status:

Documents that Establish 
Both Identity and 

Employment Authorization

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

b. Form I-94 or Form I-94A that has  
the following:
(1) The same name as the passport; 

and
(2) An endorsement of the alien's 

nonimmigrant status 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.

a. Foreign passport; and

For persons under age 18 who are 
unable to present a document 

listed above:   

1.   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

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

3.   School ID card with a photograph

6.   Military dependent's ID card

7.   U.S. Coast Guard Merchant Mariner 
Card

8.   Native American tribal document

10.   School record or report card

11.   Clinic, doctor, or hospital record

12.   Day-care or nursery school record

2.   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, and address

4.   Voter's registration card

5.   U.S. Military card or draft record

Documents that Establish  
Identity 

LIST B

OR AND

LIST C

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

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

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

 
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

4.   Native American tribal document

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

Documents that Establish  
Employment Authorization

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

(2)  VALID FOR WORK ONLY WITH 
INS AUTHORIZATION

(3)  VALID FOR WORK ONLY WITH 
DHS AUTHORIZATION

(1)  NOT VALID FOR EMPLOYMENT

Page 3 of 3Form I-9  10/21/2019

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

Refer to the instructions for more information about acceptable receipts.
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It is the goal of W.L. Roenigk, Inc. to provide a safe work environment and a healthy productive work force.

In order to accomplish this, the management has adopted the following policy statement to provide a drug‐

free workplace and comply with Federal Regulations issued by the Department of Transportation,

Federal Highway Administration. 

The unlawful manufacture, distribution, dispensation, possession, or use of a controlled substance is strictly

prohibited in the workplace, including company vehicles, offices, garages, and parking lots.

All job applicants will be screened for drugs as part of pre‐employment drug testing.  All current employees

will be required to submit to Pre‐Employment, Random, Post‐Accident, Reasonable Suspicion/Cause, 

Return‐To‐Duty, Follow‐Up, and/or Alcohol testing.  All results of drug and alcohol tests will be forwarded 

to subsequent employers should these employers request them in writing. 

Any employee of W.L. Roenigk, Inc. who fails a drug/alcohol test (i.e. test results are positive) will be subject

to the following policy violation:

The employee violating the company policy will be subject to appropriate disciplinary action up to and

 including termination for willful misconduct. At the company's option the employee may enter a

 W.L. Roenigk, Inc. accepted, professionally certified drug rehabilitation program.

 If assistance is inappropriate given the nature of the infraction (for example, sale or distribution to

 other employees)  or the employee's position is one that requires under law a zero threshold for certain

drugs (including medical marijuana in accordance with DOT policy), the penalty will be termination of 

employment and, in certain cases, other sanctions as provided for under the law.

If an employee enters an approved drug rehabilitation program, then fails to comply with, or fails to complete

the requirements of the rehabilitation program, fails any post‐rehabilitation drug/alcohol test or other

subsequent test, or fails to comply with any other aspect of W.L. Roenigk, Inc.'s Anti‐Drug/Alcohol plan, the

employee will be discharged for willful misconduct.   The company reserves the right to search employee 

personal effects brought on company property, along with the employee's work area, when an employee

is suspected of being involved in alcohol, drug, or controlled substance abuse activities.  All actions taken

in accordance with the plan as a result of failed drug/alcohol tests will be applied consistently regardless

of the age, sex, race, religion, national origin, handicap, or any other protected status of the affected employee.

POLICY VIOLATION

POLICY

W. L. ROENIGK, INC.

798 EKASTOWN ROAD ‐ SARVER, PA 16055

PHONE: 724‐353‐1515  FAX: 724‐353‐2807

DRUG‐FREE WORKPLACE POLICY STATEMENT





I agree to reimburse W. L. Roenigk, Inc. for my drug testing fees and/or the fees of various

clearances done prior to my hiring in the amount of $100.00 if either (1) I choose to leave my

employment with W. L. Roenigk, Inc. within six (6) months of my hire date, or (2) my position

is terminated by the company within six (6) months of my hire date. The $100.00 will be deducted

from my last paycheck. If my final paycheck does not cover the amount in full, I may be billed

by the company

Printed name

Signature Date

I will not be paid for my school run if any of the following occur, constituting willful misconduct:

I am at fault for a vehicle accident.

I run out of fuel or cause a breakdown.

I use a company vehicle for personal use without the company's permission.

I am issued a traffic ticket or citation.

I am issued a written warning from a supervisor or safety personnel.

By signing below,  I confirm that I have read, understand, and agree to the above policies.

Printed name

Signature Date

W. L. ROENIGK, INC. CHARGEABLE POLICIES

W. L. ROENIGK, INC.

798 EKASTOWN ROAD ‐ SARVER, PA 16055

PHONE: 724‐353‐1515  FAX: 724‐353‐2807

DRUG TESTING AND CLEARANCES FEE REIMBURSEMENT



‐ Failure to perform your thorough child check

‐ Theft of company, customer, or employee property

‐ Reporting to work under the influence of alcohol or use of intoxicating liquids on

company premises

‐ Use of narcotic drugs or being under the influence of narcotic drugs while working

‐ Known sabotage of company owned or operated equipment

‐ Deliberately making or using falsified records of any type

‐ Carrying of unauthorized passengers in company owned or operated equipment

‐ Failing to report an accident or injury immediately

‐ Unauthorized use of a company owned motor vehicle

‐ Acceptance of work assignment while driver's license is under suspension

‐ Willful neglect or mishandling of company equipment

‐ Reckless driving, speeding, or other unsafe driving occurrences

‐ Falsification of an employment application or other data required by the company

‐ Possession of weapons on company property without management consent

‐ Obtaining six (6) or more points in any one year toward your driving record

‐ Improper conduct and/or comments toward students, school personnel, employees,

or supervisors

‐ Use of vulgar or offensive language over the 2‐way radio system

‐ Proven texting while operating any W. L. Roenigk, Inc. vehicle

By signing below,  I confirm that I have read, understand, and agree to the above policies.

Printed name

Signature Date

FIRST OFFENSE = TERMINATION OF EMPLOYMENT

W. L. ROENIGK, INC.

798 EKASTOWN ROAD ‐ SARVER, PA 16055

PHONE: 724‐353‐1515  FAX: 724‐353‐2807

COMPANY REGULATIONS



The following is a list of what a driver must do if an accident occurs.

1. STOP! ‐ Not only is it a W. L. Roenigk, Inc. policy, but it is also mandated by law.  Any driver who 
does not stop will be subject to penalty by law and to disciplinary action by W. L. Roenigk, Inc..

2. PROTECT THE SCENE ‐ Immediately utilize all emergency devices necessary to protect the area 
around the scene of the accident per DOT requirements  (4‐way flasher, flags, etc.).

3. ASSIST INJURED ‐ Assist any injured persons, but never move them unless absolutely

necessary for their safety.  Keep them comfortable until an ambulance or doctor is available.

4. GATHER PRELIMINARY INFORMATION ‐  Complete the accident reporting kit in its entirety. When 
calling the police or W. L. Roenigk, Inc., write down the name of the person you spoke

to for future reference.

5. NOTIFY THE AUTHORITIES ‐ Never leave the scene, your equipment, or your passengers.

Call the police or have another motorist contact the police for you.

6. NOTIFY W. L. ROENIGK, INC. ‐ As soon as possible. Remember all accidents must be reported to 
both the authorities and to W. L. Roenigk, Inc.. As in the previous instance, if you cannot make the 
call yourself, have another motorist make it for you.

7. FILL OUT A PRELIMINARY ACCIDENT REPORT ‐ Get names and addresses of all witnesses to the 
accident, those which are for you and against you.  If witnesses refuse to give their names, write 
down their license plate numbers.  Should there be no witnesses, get the name and address of the 
first person to arrive on the scene.

8. DO NOT DISCUSS THE ACCIDENT WITH ANYONE EXCEPT THE POLICE, W. L. ROENIGK, INC. 
REPRESENTATIVES, AND/OR THE INSURANCE CO. ‐ Remember, anything you say can be used in the 
case.  Be polite, give your name, the company's name, and offer your driver's license.  Regardless of 
the circumstances, do not admit or promise anything, and do not argue.

9. OBTAIN PERTINENT INFORMATION ‐ Obtain the following for completion of the accident report:

A. Exact location, time, and date.

B. Make, model, type, and license plate number of all vehicles involved.

C. Names and addresses of all persons involved.

D. Names of injured and extent of their injuries.

E. Names and addresses for insurance companies which provide coverage for the vehicles 
or property involved.

F. Estimate of the damage to all vehicles and property.

G. Names, addresses, and/or license numbers of witnesses.

H. Names and badge numbers of police officers who arrive at the scene, the police 
organization's name, and the station location.

10. REMAIN AT THE SCENE ‐ Stay until instructed to do otherwise by a W. L. Roenigk, Inc. 
representative or any insurance company official.

If you have any questions regarding these procedures, please ask your location manager.

W. L. ROENIGK, INC.

798 EKASTOWN ROAD ‐ SARVER, PA 16055

PHONE: 724‐353‐1515  FAX: 724‐353‐2807

ACCIDENT PROCEDURES



(The panel listing with the health care providers follows this form, and I may take the page

for my own records.)

I recognize and agree that my employer has provided a list of at least six (6) designated health 

care providers, no more than two of whom are a coordinated care organization and no fewer than 

three of whom are physicians.  Therefore, I acknowledge that I must treat with one of these health 

care providers for ninety (90) days from the date of my first visit.  If I fail to treat with one of these 

designated health care providers, I understand that my employer will not be liable for the payment 

for services rendered during this ninety (90) day period.

Subsequent treatment may be provided by any health care provider of my choice.

However, I must advise my employer within five (5) days of my first visit to each and every 

nondesignated health care provider.  Failure to do so may affect whether my employer is

liable for payment for services rendered prior to appropriate notice.

My employer, W.L. Roenigk, Inc., has informed me of my rights and duties.  My signature below 

acknowledges that I have been so informed and that I understand these rights and

duties.

Employee printed name

Employee signature Date

Witness printed name

Witness signature Date

W. L. ROENIGK, INC.

798 EKASTOWN ROAD ‐ SARVER, PA 16055

PHONE: 724‐353‐1515  FAX: 724‐353‐2807

EMPLOYEE'S ACKNOWLEDGEMENT UNDER SECTON 306 (f)(l)(i)



W.L. Roenigk Inc. 
YOUR WORKERS COMPENSATION CLAIMS ARE MANAGED BY WORKPARTNERS 

Send Bills to PO Box 2971, Pittsburgh, PA 
Fax: (412) 454-8717 

To Report a Claim Call: 1-800-633-1197 
WC Policy: WC100-0006706 

Policy Effective Date: 06/30/2020 
 

NOTICE TO EMPLOYEES IN CASE OF WORK-RELATED INJURIES 
1. If you suffer a work-related injury, your employer or its insurance company must pay for reasonable surgical and 
medical services and supplies, orthopedic appliances, and prosthesis, including training in their use. 
2. In order to ensure that your medical treatment will be paid for by your employer or the insurance company, you must 
select from one of the following health care providers. 
3. You must continue to visit one of the physicians listed below, if you need treatment, for ninety (90) days from the date 
of your first visit. 
4. If one of the persons below refers you to another licensed specialist, your employer or their insurer will pay the bill for 
these services. 
5. After this ninety- (90) day period, if you still need treatment and your employer has provided a list as set forth below, 
you may choose to go to another health care provider for treatment. You should notify your employer of this action within 
five days of your visit to said provider. 
6. If a physician on the list prescribes invasive surgery, you may obtain a second opinion from any physician of your 
choice. If the second opinion is different than the listed physicians’ opinion, you may determine which course of treatment 
to follow; however, the second opinion must contain a specific and detailed treatment plan. If you choose the second 
opinion, the procedures in that opinion must be performed by one of the physicians on the list for the first ninety- (90) 
days. Therefore, in this situation, the employee may be required to treat with an employer-designated provider for up to 
180 days. 
7. If you are faced with a medical emergency, you may secure assistance from a hospital, physician, or health care 
provider of your choice for your work-related injury. However, when the emergency is resolved, you must seek treatment 
from a provider listed below. 
 

Occupational Medicine 
*Concentra Medical Center – 
Aspinwall 
15 Freeport Rd, Ste 100 
Pittsburgh, PA 15215 
412-784-1678 

Urgent Care 
FalconER Urgent Care 
1241 Freedom Rd 
Cranberry Township, PA 16066 
724-235-6000 

General Surgery 
BHS Surgical Associates 
129 Oneida Valley Rd, Ste 111 
BHS Crossroads Campus 
Butler, PA 16001 
833-995-0116 

Neurosurgery 
*UPP Dept of Neurosurgery – 
UPMC Presbyterian 
200 Lothrop St, PUH Ste B-400 
Pittsburgh, PA 15213 
412-647-3685 

Orthopedics 
Pittsburgh Foot & Hand Center 
– Natrona Heights 
1600 Pacific Ave Ste 3 
Natrona Heights, PA 15065 
724-933-3300 

Ophthalmology 
Balouris Eye Center 
102 Technology Dr, Ste 120 
Butler, PA 16001 
724-482-0090 

Physiatry 
Dr. Brian Ernstoff – Magee-
Womens’ Hospital 
300 Halket St, Ste 1700 
Pittsburgh, PA 15213 
412-901-2891 

Physical Therapy 
Call Toll-Free for Closest 
Location 
1-844-284-2525 

Chiropractic 
Call Toll-Free for Closest 
Location 
1-844-284-2525 

Diagnostic Imaging 
Call Toll-Free for Closest 
Location 
1-844-284-2525 
 
 

DME 
Call Toll-Free for Closest 
Location 
1-844-284-2525 

Pharmacy 
myMatrix 
Call Toll-Free for Closest 
Location 
1-800-945-5951 

 
*In accordance with Section 306(f.1) (1)(i) of the Worker's Compensation Act AND 34 Pa. Code Section 127.753 Disclosure 
Requirements, this health care provider is employed, owned or controlled by UPMC. 
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