INDUSTRIAL MAINTENANCE INC.
330 S. Mill St. Pryor, OK 74361
[P] 918.825.6800 [F]918.825.3763

Application for Employment
Please Print

Equal access to programs services and employment is available to all persons. Those applicants requiring reasonable accomodation to
the application and/or interview process should notify a representative of the Human Resources Department.

[Name]
[Address]

[SS#]
First

Last
Street

[Telephone] (

City

[Cell] (

)

-

-

Middle

)

State

Zip

[E-mail]

[Position applied for]

[Date]

Referral Source (please check the appropriate category and list the source)
Walk-In:

Internet:

Employee:

Govt. Agency:

Advertisement:

Other:
:

If necessary, best time to call you is?
Home
Cell
May we contact you at work?
If yes, work number and best time to call?

(

)

am/pm

Yes

No

:

Are you at least 18 years of age
or older?

am/pm

Will you work overtime if required?
If no, please explain

Are you able to perform the "essential functions" of
the job for which you are applying (with or without
reasonable accommodation?
Yes

No

No

I need more information about the job to respond.
Yes

No
Have you ever been bonded?

Have you ever applied here before?
If yes, give dates and position

Yes

Have you ever worked for IMI before?
Yes
If yes, give dates From
/
/
To
/
/
Is this application a request for employment following an
extended military leave of absencse?
Yes
Are you legally eligible for employment
in this country?

Yes

Date available for work?

/

No

Do you have a vailid driver's license?
Yes
No
DL#
State
*may be required in the job for which you are applying

No

Have you ever pleaded "guilty" or "no contest" to
or been convicted of a felony?
Yes
If yes, please provide date(s) and details:

No

No
No

/

Are you entered into an agreement with any party that
might restrict your ability to work for us?
Yes
If yes, please explain:

$

per

Type of employment desired?

Full-Time

Part-Time

Educational Co-Op

Seasonal

Temporary
Yes

Yes

No

What is your desired salary?

Will you relocate or travel if required?

Yes

No

If they have been explained to you, are you able to meet the
attendance requirements of the position?
Yes
No

AN EQUAL OPPORTUNITY EMPLOYER

No

Skills and Qualifications
Summarize any special training, skills, licenses and/or certificates that may assist you in performing the position for which you are applying.

Skills (Check appropriate boxes. Provide details and years of experience.)
Bolting
Years

Welding

Years

Grounds Keeping

Years

Machining

Years

Janitorial

Years

Construction

Years

Safety

Years

Other

Years

Educational Background
Starting with your most recent school attended, provide the following information.

School (Include City & State)

Years Completed

GPA

Major/Courses Studied

Work History
Starting with the most recent, list your last three positions you have held, the company, your immediate supervisors name and telephone number, and the
dates you were employed.

Company

Position

Supervisor

Telephone

Dates Employed

(

)

-

From___/___ To___/___

(

)

-

From___/___ To___/___

(

)

-

From___/___ To___/___

Applicant Statement
•I certify that the facts contained in this application are true and complete to the best of my knowledge and understand that, if employed, falsified statements on this
application shall be grounds for dismissal.
•I authorize investigation of all statements contained herin and the references and employees listed above to give you any and all information concerning my previous
employment and any pertinent information they may have, personal or otherwise, and release the company from all liability for any damage that may result from
utilization of such information.
•I also understand and agree that no representative of the company has any authority to enter into any agreement for employment for any specified period of time, or
to make any agreement contrary to the foregoing, unless it is in writing and signed by an authorized company representative.
•This waiver does not permit the release or use of disability-related or medical information in a manner prohibited by the Americans with Disabilities Act (ADA) and
other relevant federal and state laws.

[Date]

[Signature]
DO NOT WRITE BELOW THIS LINE

Remarks:

[Interviewed by]

[Date]

Form W-4 (2015)
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 2015 expires
February 16, 2016. 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 cannot claim exemption
from withholding if your 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:
• Is age 65 or older,
• Is blind, or
• Will claim adjustments to income; tax credits; or
itemized deductions, on his or her tax return.

The exceptions do not apply to supplemental wages
greater than $1,000,000.
Basic instructions. If you are not 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 tax credits 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 using the Personal Allowances
Worksheet below. See 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 2015. 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.gov/w4.

Personal Allowances Worksheet (Keep for your records.)
A

Enter “1” for yourself if no one else can claim you as a dependent . . . . . . . . . . . . . . . . . .
A
• You are single and have only one job; or
Enter “1” if:
B
• You are married, have only one job, and your spouse does not work; or
. . .
• Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
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.) . . . . . . . . . . . . . .
C
Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . . . . . . . .
D
Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above) . .
E
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit
. . .
F
(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
• If your total income will be less than $65,000 ($100,000 if married), enter “2” for each eligible child; then less “1” if you
have two to four eligible children or less “2” if you have five or more eligible children.
G
• If your total income will be between $65,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child . . .
a
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

{

B
C
D
E
F
G

H

For accuracy,
complete all
worksheets
that apply.

}

{

• If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2.

• If 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.

Form

W-4

Department of the Treasury
Internal Revenue Service

1

Employee's Withholding Allowance Certificate

OMB No. 1545-0074

a 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.

Your first name and middle initial

2

Last name

Home address (number and street or rural route)

3

Single

Married

2015

Your social security number

Married, but withhold at higher Single rate.

Note. If married, but legally separated, or spouse is a nonresident 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. a

5
6
7

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 . . . . . . . . . . . . . .
6 $
I claim exemption from withholding for 2015, and I certify that I meet both of the following conditions for exemption.
• Last year I had a right to a refund of all federal income tax withheld because I had no tax liability, and
• This year I expect a refund of all federal income tax withheld because I expect to have no tax liability.
If you meet both conditions, write “Exempt” here . . . . . . . . . . . . . . . a 7

Under penalties of perjury, I declare that I have examined this certificate 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.)
8

Date a

a

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

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

9 Office code (optional)

Cat. No. 10220Q

10

Employer identification number (EIN)
Form W-4 (2015)

Employment Eligibility Verification

USCIS
Form I-9

Department of Homeland Security
U.S. Citizenship and Immigration Services

OMB No. 1615-0047
Expires 03/31/2016

START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) they will accept from an employee. The refusal to hire 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)

Apt. Number

Address (Street Number and Name)

Date of Birth (mm/dd/yyyy)

Middle Initial Other Names Used (if any)

First Name (Given Name)

City or Town

State

U.S. Social Security Number E-mail Address

-

Zip Code

Telephone Number

-

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):
A citizen of the United States
A noncitizen national of the United States (See instructions)
A lawful permanent resident (Alien Registration Number/USCIS Number):
. Some aliens may write "N/A" in this field.

An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy)
(See instructions)

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form I-94 Admission Number:
1. Alien Registration Number/USCIS Number:

3-D Barcode
Do Not Write in This Space

OR
2. Form I-94 Admission Number:
If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:
Foreign Passport Number:
Country of Issuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructions)
Signature of Employee:

Date (mm/dd/yyyy):

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the
employee.)
I attest, under penalty of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the
information is true and correct.
Signature of Preparer or Translator:

Last Name (Family Name)
Address (Street Number and Name)

Date (mm/dd/yyyy):

First Name (Given Name)
City or Town

State

Zip Code

Employer Completes Next Page
Form I-9 03/08/13 N

Page 7 of 9

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 examine a combination of one document from List B and one document from List C as listed on
the "Lists of Acceptable Documents" on the next page of this form. For each document you review, record the following information: document title,
issuing authority, document number, and expiration date, if any.)
Employee Last Name, First Name and Middle Initial from Section 1:

List A

OR

AND

List B

List C

Identity and Employment Authorization
Document Title:

Identity
Document Title:

Employment Authorization
Document Title:

Issuing Authority:

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:
Issuing Authority:
Document Number:
Expiration Date (if any)(mm/dd/yyyy):
3-D Barcode
Do Not Write in This Space

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.
(See instructions for exemptions.)

The employee's first day of employment (mm/dd/yyyy):
Signature of Employer or Authorized Representative

Last Name (Family Name)

Date (mm/dd/yyyy)

First Name (Given Name)

Title 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) (mm/dd/yyyy):

C. If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.
Document Title:

Document Number:

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

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:

Form I-9 03/08/13 N

Date (mm/dd/yyyy):

Print Name of Employer or Authorized Representative:

Page 8 of 9

QuickBooks Payroll

. . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Employee Direct Deposit Authorization
Instructions
Employee: Fill out and return to your employer.
Employer: Save for your files only.

This document must be signed by employees requesting automatic deposit of paychecks and
retained on file by the employer. Do not send this form to Intuit. Employees must attach a voided
check for each of their accounts to help verify their account numbers and bank routing numbers.
Account 1 BANK NAME:
Account 1 type:

Checking

Savings

Bank routing number (ABA number):
Account number:
Percentage or dollar amount to be deposited to this account:
Account 2 (remainder to be deposited to this account) BANK NAME:
Account 2 type:

Checking

Savings

Bank routing number (ABA number):
Account number:

attach a voided check for each account here

Authorization (enter your company name in the blank space below)
This authorizes
(the “Company”)
to send credit entries (and appropriate debit and adjustment entries), electronically or by any other
commercially accepted method, to my (our) account(s) indicated below and to other accounts I (we) identify in
the future (the “Account”). This authorizes the financial institution holding the Account to post all such entries. I
agree that the ACH transactions authorized herein shall comply with all applicable U.S. Law. This authorization
will be in effect until the Company receives a written termination notice from myself and has a reasonable
opportunity to act on it.
Authorized signature:

Employee ID #:

Print name:

Date:

Employee Direct Deposit Authorization Form

Ver. Authorization_for_Direct_Deposit-061812

Industrial+Maintenance,+Inc.+

!
!
!
Industrial!Maintenance,!Inc.!wishes!to!comply!with!various!laws!and!regulations,!
which!require!us!to!file!annual!statistical!reports!on!our!population.!Submission!of!
information!by!you!is!voluntary.!Please!be!assured!that!you!will!not!be!subjected!to!
any!adverse!treatment!if!you!do!not!provide!the!information!requested.!This!
supplement!will!be!maintained!separately!from!your!personnel!file.!
!
!
!
Employee!Name:!!! !
!
!
Marital!Status:!!!!!!!!!! !
!
!
Gender:!
!!!!!!!!!!! !
!
!
Race:! !!!
!
!
!
!
1FWhite/Caucasion! !
!
!!
2FAfrican!American!
3FHispanic!
4FAsian!or!Pacific!Islander!
5FAmerican!Indian!or!Alaskan!
!
!
!
Emergency!Contact!Name:! !
!
!
!
Emergency!Contact!Relationship:!!
!
!
!
Emergency!Contact!Phone!#:!
!
!
!
CDIB!Card!(Yes/No):!
!
!
Spouse!CDIB!Card!(Yes/No):!
!
!
!

INDUSTRIAL+MAINTENANCE,+INC.+

SUBSTANCE+ABUSE+PROGRAM+ACKNOWLEDGEMENT+
APPLICANT+CONSENT+AND+RELEASE+

!
!
!
I!have!applied!for!a!job!with!Industrial!maintenance,!Inc.!As!a!condition!for!
my!application!being!considered,!I!understand!and!agree!to!undergo!substance!
abuse!screening.!I!understand!that!if!my!test!results!are!positive,!I!shall!not!be!
considered!for!any!position!by!Accord!or!Industrial!Maintenance.!The!company!will!
decline!to!extend!a!final!offer!of!employment!to!any!applicant!with!a!verified!
positive!test!result;!and!said!applicant!will!not!be!considered!for!employment!by!the!
company!for!a!period!of!one!year.!
!
!
I!hereby!authorize!any!physician!laboratory,!hospital,!or!medical!professional!
retained!by!Accord!Human!Resources,!Inc.!for!screening!purposes!to!both!conduct!
such!screening!and!provide!the!results!to!Accord.!I!release!Accord!and!any!person!
affiliated!with!Accord!and!any!such!institution!or!person!conducting!the!screening!
from!liability!therefore.!If!employed!by!Accord,!it!is!understood!that!these!results!
may!be!released!to!any!entity!that!Industrial!Maintenance!contract!if!so!required!by!
that!agreement.!
!
DISCIPLINARY+ACTION.!A!positive!drug/alcohol!test!is!grounds!for!disciplinary!
action!including!termination!of!employment.!The!company!also!may!take!
disciplinary!action!(including!discharge)!against!any!employee!who!refuses!to!
undergo!drug/alcohol!testing!conducted!for!any!work!related!injury!or!the!
company’s!property!has!been!damaged!as!a!result!of!the!employee’s!use!of!
drugs/alcohol.!Any!employee!discharged!on!the!basis!of!a!refusal!to!undergo!
drug/alcohol!testing!or!a!confirmed!positive!drug/alcohol!test!conducted!in!
accordance!with!this!policy!will!have!been!discharged!for!misconduct!for!purposes!
of!unemployment!compensation!benefits.!
!
!
!
!
!
!
!
Applicant!EFSignature!
!
!
!
!
!

!
!

!

!!!!!!!!!!Date!

After 90 days as an IMI employee, you will become eligible for health insurance coverage. If you are
interested you must contact our benefits department in the office for the paperwork necessary for
enrollment. If you are not and will not be interested, please sign and date below.
Thank You,
Industrial Maintenance Inc.

_____________________________________________
Print Name
_____________________________________________
Signature
________________
Date

IMPORTANT: Instructions for the following page…
If you are choosing to ACCEPT and ENROLL in the health coverage plan offered by
Industrial Maintenance Inc., please circle your age on the Rate Table.
If you are choosing to DECLINE the health coverage plan offered by Industrial
Maintenance Inc., please provide your signature and date in the designated area at the
bottom of the page.

330 S. Mill St. Pryor, OK 74361 • Phone: 800.464.8194 • Fax: 918.825.3763

Industrial Maintenance Inc.
PLEASE CIRCLE
YOUR AGE IF YOU
WANT INSURANCE.

Employee Rate Table

18-22

23

24

25

26

27

28

29

30

Male
Female

222.45
221.25

222.58
221.39

222.72
221.53

222.87
221.68

223.01
221.82

223.16
221.98

223.41
222.22

223.67
222.46

223.96
222.73

Male
Female

31
224.26
223.00

32
224.58
223.29

33
225.1
223.71

34
225.65
224.14

35
226.24
224.6

36
226.88
225.11

37
227.56
225.65

38
228.4
226.25

39
229.32
226.90

Male
Female

40
230.30
227.60

41
231.37
228.35

42
232.54
229.16

43
233.71
229.91

44
235.19
230.71

45
236.63
231.69

46
237.98
232.53

47
239.42
233.43

48
241.22
234.34

Male
Female

49
243.18
235.29

50
244.36
236.30

51
246.26
237.38

52
248.27
238.50

53
250.62
240.02

54
253.16
241.63

55
255.9
243.37

56
258.84
245.22

57
262.01
247.22

Male
Female

58
266.95
250.14

59
272.49
553.36

60-64*
188.17
188.17

*Benefits restrictions may apply
Benefits such as Dental and Vision are elective benefits for EE+SP, EE+CH and EE+EF and are subject to
the negotiated additional cost per benefit.
* Life insurance benefits are only included to the Primary/Employee Major Medical plan, covered
under the group policy.*Employer pays 50% of the employee only benefits.

Network
Aetna
Self Cost
See Table

Deductable
1,500
Add Spouse
+631.20

Out Of Pocket
5,000
Add Child(ren)
+483.83

Delta Dental
Primary Included

Add Spouse
+36

Add Child(ren)
+56

Add Family
+108

VSP (Vision)
Primary Included

Add Spouse
+7.06

Add Child(ren)
+7.45

Add Family
+19.22

I AM CHOOSING TO DECLINE INSURANCE COVERAGE.

New Hire Signature:_______________________

Date:________________

Co- Pay / Rx
$35/50 / $20,50,75
Add Family
+866.74

