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Bu N7 Union UEWA  Local EB8EC  sunpate . 71 4 1/ 2 End Date & 20 /15

LONGEVITY PAGE

WAGE PAGE _Yrs$ or W Annual Deductible 5 . §
Afternoon Dif. $ 85% a2  Yrs$ or %l Co-PaymentPct % = %
Evening Dif.  § "R) or . %a Yrs § or Yol Out-PocketMax & &
Rank Dif. (Y/N) Yrs $ or %/ CoverBuyOut § &
Hazard Pay ./ Yrs § or Yl Traditional - o
Retire Pick Up . % Yrs $ or % Managed Care (Y/N) o
COLA (Y/N) o HMO (YNy
Ed. Incent (Y/N) _ PAID LEAVE PAGE PPO (Y/N)

Merit Pay (Y/N) o Holidays [ . Self Funded (Y/N)

Ret. Incent (Y/N) o PTO Days (Y/N) _ - Partial Self funded (Y/N)

Field Trip Rate Personal Days é_ &8 Consortium (Y/N)

EMT Pay § Type Birthday (Y/N) _ Liability e
ParamedicPay §  Type Injury Leave (Y/N) __ / Section 125 D
ALLOWANCES Assault Leave (Y/N) or# Enroll Fee o
Uniform Provided (P/V/N) Union Leave (Y/N) H\RA (YN)
Cleaning Provided (P/N)$_ Holiday Pay HSA (YINy
Tools Provided (P/N) § Fatal Force (Y/N) Other (YN
Shoes $ SICK LEAVE & BEREAVEMENT Prescriptions (Y/N)

Firearm Prof § freq Days Per Year |} 5 \ii Retail ail Ya
Mileage- IRSrate (Y/N) §._ Maximum Accumulation 2_25. _’bv“’ Brand Name

CDL (Y/N) _ Attendance Bonus (Y/N) o (Formulary)$ .
Certification/ Licensure (Y/N} Bank/Donated Time (Y/N) o (Non Form) $ -
Parking (Y/N) o Bereavement PAGE Generic $ I
Lodging (Y/N) __ - Sick & Dental

Meals (Y/N) _ Funeral _ Optical

Tuition (Y/N) ___ o Other (Y/N) Life Insr - Amt $ _
VACATION PAGE___ Please use other INSURANCE form § Life Insr - % Sal %
[ Years /O Days there are changes in each contract year. Accident D&D (Y/N) _
Q Years ‘_/_6_ Days INSURANCE PAGE Health/Welfare (Y/N)
<0 Yearp'l_l)__ Days Single  Family Cap Overage Formula (Y/N)
__Years __ Days EmployerAmt $§ . § Health Care Committee { Y/N)

_ Years __ Days Employee Amt $ . § Coord of Benefits  (Y/N)

_ Years  Days Employer Percent % % Major Med. (Y/N)

__ Years __ Days Employee Percent % % Comprehensive Major Med {Y/N
_ Years  Days Employer Cap{Y/N) Wellness Provision (Y/N)

Combine HOLVAC (Y/N) Employee Cap (Y/N)
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County

Ko 28627

Union

N

HOURS OF WORK

Comp Time Max &OHrs

Flex Time (Y/N) _

Call In (Y/N) él_J.__Hrs&'ef
Court (Y/N) . Hrs
Stand By (Y/N)} __
Reportin(Y/N) . Hrs
Meal Time . Min

RestBreak ./ . Min

Overtime Cycle L!O / _7_

SENIORITY AND ARBITRATION
Prob. Period LO - LOP
Shift (Y/N)
Recall Years _:& .
Super Senority (Y/N)

Arb (Y/N)
Cost (E/L/O) t“:

Type
Mediation Step(Y/N)
Interm Bargaining (Y/N) ___
Interest Based Bargaining (Y/N)
OTHER

Fairshare (Y/N) i? .
Residency (Y/N) '
Drug Test (Y/N) g

Fitness Std. (Y.
Sub-Contract { Y/N)
Moonlighting (Y/N)
Past Practice (Y/N)
Min Staff (Y/N)
Light Duty (Y/N)
Suc./Priv. (Y/N)
MAD (Y/N)

Local

PAGE

R

AR LB RIRS

pg____
pE____
Pg____
| - J—
ps____

Start Date

/ / End Date

/

Date of Increase ,7 / / .’/ 2-’

Percent ,Zj %
Hourly b}
Annual 3

Lump Sum 5

Comments

WAGE INCREASE ACROSS BOARD PG

Date of Increase ’1/ [/ 1/ Z/

Percent O %
Hourly 5
Annual $

Lump Sum b

Comments

Date of Increase '7 / / //4/

Percent O %
Hourly $
Annual $

Lump Sum $

Comments

Date of Increase / /
Percent %
Hourly $

Annual $

Lump Sum $

Comments
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Date 7/ (/72714 /o /I WkWk 40
Hrs/Day____é_
Entry$_/3. 84 . $ #Steps 2,25
‘4
Top$  /{./5 . $ $ . $ . StpYrsé
Job Title_7Eachers Aude Coeok _&8/1"6‘/= / 0/@“ / g/ 5
2°/4]190/g /- 25
Date 7 1) IR/ |/ /__/___WkWk
Hrs/Day_Z
Entry $ [3.34 $ é-’?g‘ f/lb/ $ // -8 ,EQ . $ #Steps / GO
&
Top $ /390 . $ l@ $ /33'0 ) $ StpYrs_/_é-

Job Title Mﬂﬂ/

Date 7 / / //X-/QZ ;o

Head Cook

Entry $ AZ. /B . $ . $ SR ot .
Top$ (5 .94 . 5 . [4-62
3) |

Job Title @MMCK
Date 7/ [ 1 /A4 ;o e, /1 WKWK

ffg Hrs/Day
Entry § [6.67 & s $ $ #Steps

20
Top § 20,40 %5 $ $ StpYrs
Job Title s “Dyiyer
Date 17 1 ) 1/A~14- I/ T, /1 WkWk

5 Hrs/Day
Entry $ /G -A ¢ ;{‘? $ $ $ #Steps

/

Top $ /8'7é ) 91 lg$ $ $ StpYrs___




