CSigma
Self-ldentification Data Record

As an employer with an Affirmative Action Program, we must comply with government regulations, including
Affirmative Action responsibilities where they apply. The purpose of this Data Record is to comply with
government record keeping, reporting, and other legal requirements. Completion of this form is voluntary
and will not affect your opportunity for employment, or the terms or conditions of your employment. This
form will be kept separate from all other personnel records and only accessed by the Human Resources
department. Please return completed form to the HR department.

Name: Male Female
Position For:

Ethnic Origin:

Are You Hispanic or Latino? (A person of Cuban, Mexican, Puerto Rican, South or Yes No

Central American, or other Spanish culture or origin, regardless of race.)

Race: Check one of the following:

Black or African American (not Hispanic or Latino)

Native Hawaiian or Other Pacific Isander (not Hispanic or

Latino) Asian (not Hispanic or Latino)

|:|American Indian or Alaskan Native (not Hispanic or Latino)

Two or more races (not Hispanic or Latino)

|:| I do not wish to disclose

Veteran Status

1. A "disabled veteran" is one of the following:

a. A veteran of the U.S. military, ground, naval or air service who 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

b. A person who was discharged or released from active duty because of a service-connected disability.

2. 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.

3. 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.

4. 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.

If you believe you belong to any of the categories of protected veterans listed above, please indicate by checking
the appropriate box below. As a Government contractor subject to VEVRAA, we request this information in order
to measure the effectiveness of the outreach and positive recruitment efforts we undertake pursuant to VEVRAA.

| identify as one or more classifications or protected veteran listed above

| am not a protected veteran

| do not wish to disclose



aiezzi
Cross-Out


Disability Status:

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:

e Alcohol or other substance use e
disorder (not currently using
drugs illegally)

e Autoimmune disorder, for
example, lupus, fibromyalgia,
rheumatoid arthritis, HIV/AIDS o

e Blind or low vision

e Cancer (past or present)

e Cardiovascular or heart disease *

e Celiac °

e Cerebral palsy

o Deaf or serious difficulty
hearing

e Diabetes

Disfigurement, for example,
disfigurement caused by burns,
wounds, accidents, or congenital
disorders

Epilepsy or other seizure disorder
Gastrointestinal disorders, for example,
Crohn's Disease, irritable bowel
syndrome

Intellectual or developmental disability
Mental health conditions, for example,
depression, bipolar disorder, anxiety
disorder, schizophrenia, PTSD

Missing limbs or partially missing limbs
Mobility impairment, benefiting from th
use of a wheelchair, scooter, walker leg
brace(s) and/or other supports

Please check one of the boxes below:

| do not wish to disclose

Yes, | have a disability, or have had one in the past

No, | do not have a disability and have not had one in the past

Signature

Nervous system condition, for example,
migraine headaches, Parkinson’s
disease, multiple sclerosis (MS)
Neurodivergence, for example,
attention-deficit/hyperactivity disorder
(ADHD), autism spectrum disorder,
dyslexia, dyspraxia, other learning
disabilities

Partial or complete paralysis (any
cause)

Pulmonary or respiratory conditions, for
example, tuberculosis, asthma,
emphysema

Short stature (dwarfism)

Traumatic brain injury

Date
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