






	 First name and middle initial	 Last name		  Your Social Security number

	 Permanent home address (number and street or rural route)			   Apartment number		

	 City, village, or post office	 	 State	 ZIP code

Are you a resident of New York City? ............	Yes	 No
Are you a resident of Yonkers?......................	Yes	 No
Complete the worksheet on page 4 before making any entries.
1	 Total number of allowances you are claiming for New York State and Yonkers, if applicable (from line 20) ............	 1
2	 Total number of allowances for New York City (from line 35) ...................................................................................	 2

Use lines 3, 4, and 5 below to have additional withholding per pay period under special agreement with your employer.

3	 New York State amount .........................................................................................................................................	 3
4	 New York City amount ...........................................................................................................................................	 4
5	 Yonkers amount .....................................................................................................................................................	 5

Department of Taxation and Finance

Employee’s Withholding Allowance Certificate
New York State • New York City • Yonkers

	Single or Head of household	 Married

	 Married, but withhold at higher single rate

	 Note: If married but legally separated, mark an X in 
	 the Single or Head of household box.

I certify that I am entitled to the number of withholding allowances claimed on this certificate.
Employee’s signature	 Date

Employer’s name and address (Employer: complete this section only if you are sending a copy of this form to the NYS Tax Department.)	 Employer identification number

Penalty – A penalty of $500 may be imposed for any false statement you make that decreases the amount of money you have withheld 
from your wages. You may also be subject to criminal penalties.

Employee: detach this page and give it to your employer; keep a copy for your records.

Changes effective for 2020
Form IT-2104 has been revised for tax year 2020. The worksheet on 
page 4 and the charts beginning on page 5, used to compute withholding 
allowances or to enter an additional dollar amount on line(s) 3, 4, or 5, 
have been revised. If you previously filed a Form IT-2104 and used the 
worksheet or charts, you should complete a new 2020 Form IT-2104 and 
give it to your employer.

Who should file this form 
This certificate, Form IT-2104, is completed by an employee and given 
to the employer to instruct the employer how much New York State (and 
New York City and Yonkers) tax to withhold from the employee’s pay. The 
more allowances claimed, the lower the amount of tax withheld.

If the federal Form W-4 you most recently submitted to your employer 
was for tax year 2019 or earlier, and you do not file Form IT-2104, your 
employer may use the same number of allowances you claimed on your 
federal Form W-4. Due to differences in tax law, this may result in the 
wrong amount of tax withheld for New York State, New York City, and 
Yonkers. 

For tax years 2020 or later, withholding allowances are no longer reported 
on federal Form W-4. Therefore, if you submit a federal Form W-4 to your 

employer for tax year 2020 or later, and you do not file Form IT-2104, your 
employer may use zero as your number of allowances. This may result in 
the wrong amount of tax withheld for New York State, New York City, and 
Yonkers. 

Complete Form IT-2104 each year and file it with your employer if the 
number of allowances you may claim is different from federal Form W-4 or 
has changed. Common reasons for completing a new Form IT-2104 each 
year include the following:

•	 You started a new job.
•	 You are no longer a dependent.
•	 Your individual circumstances may have changed (for example, you 

were married or have an additional child).
•	 You moved into or out of NYC or Yonkers.
•	 You itemize your deductions on your personal income tax return.
•	 You claim allowances for New York State credits.
•	 You owed tax or received a large refund when you filed your personal 

income tax return for the past year.
•	 Your wages have increased and you expect to earn $107,650 or more 

during the tax year.

Instructions

Employer: Keep this certificate with your records.
Mark an X in box A and/or box B to indicate why you are sending a copy of this form to New York State (see instructions): 

A	 Employee claimed more than 14 exemption allowances for NYS .............	 A

B	 Employee is a new hire or a rehire.... 	 B	 First date employee performed services for pay (mm-dd-yyyy) (see instr.):

	   Are dependent health insurance benefits available for this employee? .............. Yes	 No

	     If Yes, enter the date the employee qualifies (mm-dd-yyyy):

IT-2104





Scott DuBois, Town Comptroller 
Vicki Korchanik, Principal Account Clerk 
Tina Memos, Senior Account Clerk 
Jamie Decker, Billing Supervisor 
 

 

Town of Fallsburg 
P.O. Box 2019, 19 Railroad Plaza 
South Fallsburg, New York 12779 
(P) (845) 434-8810 ext 304 - 307   

(F) (845) 434-8835 
 

  

 

 

 

MEMORANDUM 
 

 

 

TO:                  All Employees’    

 

FROM:            Vicki Korchanik, Principal Account Clerk  

 

SUBJECT:      Mandatory Direct Deposit Form 

 

DATE:            January 1, 2020 

 

 

 

Before the Town can process your pay check, please be advised of and comply with the 

following: 

 

 

 

 Complete the attached MANDATORY DIRECT DEPOSIT FORM. 

 Enter the name of your bank, the routing number and account number. 

 Check if this is a checking account or a savings account. 

 Sign and date the form. 

 

Return the above information to the Payroll Department.  

 

Thanking you in advance for your assistance in this matter. 

 

 

 

Cc:  file 

 

Encl. 

 

 



Scott DuBois, Town Comptroller 
Vicki Korchanik, Principal Account Clerk 
Tina Memos, Senior Account Clerk 
Jamie Decker, Billing Supervisor 
 

 

Town of Fallsburg 
P.O. Box 2019, 19 Railroad Plaza 
South Fallsburg, New York 12779 
(P) (845) 434-8810 ext 304 - 307   

(F) (845) 434-8835 
 

  
 
 
 
 
  

 

 

MANDATORY DIRECT DEPOSIT FORM 
 

 

 

 

 

NAME: ______________________________________________________ 

 

BANK NAME: ________________________________________________ 

 

ROUTING NUMBER: __________________________________________ 

 

ACCOUNT NUMBER: _________________________________________ 

 

 

PLEASE CHECK ONE 

 

 

CHECKING ACCOUNT ___________ SAVINGS ACOUNT__________ 

 

 

SIGNATURE ________________________________________ 

 

DATE: _________________________ 

 

 

 
After receipt of this form, the process takes approximately two (2) payrolls to become 

effective. 

 

PLEASE ATTACH A COPY OF THE VOIDED CHECK FROM YOUR 

ACCOUNT. 
 

On payroll day, instead of a check you will receive direct deposit information showing 

you the same information as an original check. However, it will be non-negotiable 

because it is not a check and will say so. Your net check will be directly deposited into 

the account of your choice. 



USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 08/31/2019

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Form I-9  07/17/17  N   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) U.S. Social Security Number

- -

 Employee's E-mail Address Employee's 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 boxes):

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.

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  07/17/17  N   Page 2 of 3

USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 08/31/2019

 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)

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 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  07/17/17  N 

Examples of many of these documents appear in Part 13 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.



 

 

Town of Fallsburg Payroll Department 

 
 

MEMORANDUM 
 

 

 

TO:        All Employees     

 

FROM Vicki Korchanik, Principal Account Clerk 

 

SUBJECT: Retirement Notification 

 

DATE:    January 1, 2020 

 

 

In accordance with the Retirement and Social Security law Section 45, the 

Town of Fallsburg is required to notify each employee in writing of his or 

her rights to membership in the New York State Employees’ Retirement 

System. 

 

To comply with the Law, the Town is asking that you please acknowledge 

that you have been given notice by signing and dating this memorandum 

below where indicated.  

 

Please note that retirement contribution rates are based on gross salary with 

three percent (3%) being the minimum. The rate will be deducted from your 

bi-weekly gross salary. 

 

************************************************************* 

 

I, _________________________________HEREBY ACKNOWLEDGE  

THAT I HAVE BEEN GIVEN WRITTEN NOTICE AS TO MY RIGHTS  

TO MEMBERSHIP IN THE NEW YORK STATE EMPLOYEE’S 

RETIREMENT SYSTEM. 

 

Do you wish to join the NYS Retirement System? ____Yes   or  ____ No 

 

 

____________________                                                   ______________                                            
      Employee Signature                                                                              Date 



 

     

               

Employees’  Retirement System 
Membership Registration

RS 5420 
(Rev.  10/18) 

Fax Number:  (518)  486-4382 
For questions concerning Member  
Enrollment call:  (518)  474-3081 

Plan Tier Rate Date of  Membership (mm/dd/yyyy)

NYSLRS ID Social Security  Number *  Registration Number 

Part 1: Employee – Read information provided on page  2.  Complete  part 1 and sign at the bottom  of  the  form. 
Employee’s Last Name: First Name: Middle Initial: 

Employee’s Address: Apt City State Zip Code 

Former Name:  (if applicable) Date  of Birth  (mm/dd/yyyy) Gender 

Male Female 

Are you  receiving or about  to  receive a pension  from  a New  York State or New  York City p ublic retirement system?     Yes    No 
If  yes, please indicate name of system:  

Are you  inactive or withdrawn  from  a New  York State or  New York City p ublic retirement system?      Yes  No 
If  yes, please indicate name of system:

(NYS Teachers’, NYS Employees’, NYS Police and Fire, NYC Police Pension Fund, NYC Fire Pension Fund, NYC Board of Education, NYC 
Teachers’, NYC Employees’) 

                                  
 

  

       

Part 2:  Employer  – See page 2  for additional  information and instructions regarding the completion  of this  form. 

Employer’s Name: Employer’s  Telephone: 

Employer’s Address: Employer’s Fax Number:

Job Code [1] Employee Classification 

12 Month 10 Month 12 M  Provisional On Call 
Seasonal Substitute Per Diem 

Regular [2] 

Temporary 

Full Time 

Part Time 

Hire Date [3a] 

Month Day Year 

Date  of Full-Time Permanent
Appointment [3b] 

Month Day  Year 

Location Code Standard 
Workday  [4] 

For State Agency  Use Only  – 
Agency Code 

           

 

 

   

Received Date 

 

________________________________________________________________________ 

 ________________________________________________________________________ 

For a substitute, seasonal,  on  call or  per diem  employee,  please check if  he/she is 
working on the day  the application is being submitted.  Yes 

Frequency  of  Payment 

Weekly    Bi-Weekly Semi  - Monthly   Monthly Quarterly  Semi- Annually   Annually    Other- Please Specify_________________ 

Projected  Annualized  Wage [5] Tier  6 requires employers  to determine the Annualized Wage for individuals who work part-time, seasonal,  or  on 
an hourly,  daily, or unit of work basis.  We ask  that you use this  calculation for all  other tiers  as well. See page 2 
for examples. 

 

Important: If your employment is on a part-time, temporary or provisional basis, or less than 12 months a year, membership is optional. If your 
membership is optional, you must sign and date below to affirm Retirement System Membership. 
I acknowledge that my membership in the New York state and Local Retirement System is governed by provisions of Article 15 of the Retirement and 
Social Security Law and that I am entitled to all the benefits thereof. I understand that, as required by law, a deduction will be made from my salary or 
compensation for retirement contributions. 

Employee’s Signature:____________________________________________________________Date: _______________________ 

Employee’s Telephone Number: Employee’s Email Address: 

For important information and instructions – See Back Page 
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