NEW HIRE CHECKLIST
GOVERNOR'S OFFICE OF ELDERLY AFFAIRS

: FORMS TO BE COMPLETED BY EM PLO Y _E -

Application for LASERS retirement system {Dptlonal if transferrlng from another state agency; enter “NO CHANGE” on fnrm
and sign.)

Lasers Beneficiary Form

Lasers Benefit Forfeiture

Appointment affidavit SF-13

Deferred Compensation enrollment {optional}

Direct Deposit Enrollment Authorization Main Bank. EMPLOYEE MUST COMPLETE THIS FORM AND ATTACH A VOIDED
CHECK. (If transferring from another state agency can enter “NO CHANGE” on form and sign.}

Emergency contact information
Employment eligibility verification 1-9 form. MUST HAVE COPIES OF DOCUMENTS ATTACHED.
Tax form W-4 federal taxes (Optional if transferring from other state agency. Can write “NO CHANGE” on form.)
Flexible spending accounts enrollment form {optional) ‘ ‘
tnsurance - Office of Group Benefits enrollment/change form MUST BE COMPLETED BY ALL NEW HIRES.
s If not already enrolled in Group Benefits, OBG will request proof of coverage for PORTABILITY.
¢ |FNO COVERAGE IS SELEC'i-'ED, COMPLETE SECTION |. WAIVER OF COVERAGE, Employee keeps gold copy.
Louisiana Second Injury Fund £-2 form. Employee must complete and place in sealed envelope marked “CONFIDENTIAL"
Medicare tax eligibility form
Planned working time change notification .
Prior state service verification. Employee must review and sign EMPLOYEE NOTIFICATION FORM and CS02 to verify.
Recoupment of Overpayments
Tax form L-4 state taxes (Optional if transferring from other state agency. Can write “NO CHANGE” on form.)
Statement Concerning Your Employment in a Job Not Covered by Social Security
Statement of Agreement RE: Compensation for Overtime Work
Driver Authorization Form -
Transeript
Review overtime Rule 21.12( Check with transferring agency to make sure leave is canceled or paid out before transfer)
MNewly Hired Employee Offer of Coverage
Online W-2 Selection
OTS User Agreement
Galvez Parking Garage Access Form
GOEA Telework Agreement Form

Change in mformatlon to be reported to HR

Check issuance

Dress code

Earning of annuai/sick/compen_satory {K) leave
Holidays

LEO self-service

Performance Adjustments increase

Parking

3/31/2023




Performance Evaluation {PES} system

Personnel manual (have employee sign acknowledgement form and send it to HR.)

Political Activity policy (employee must receive copy)

Paosition title and starting salary

Probationary period (If transferring in from another state agency with permanent status, this does not apply.)

Safety manual (have employee sign acknowledgement form and send it to HR.}

3/31/2023



SP13 {R5-02) APPOINTIENT AFF! DAVITS

IMPORTANT: Please read the following appointment affidavits. Before swearing to these affidavits, make sure you
understand the fully, It is the responsibility of the employing agency io deferming any change in employment status
since the applisant filed the original pre-employment application, -

APPOINIER AGENCY IDIVISION
PRESENT STHEE] ADDRESS FLACE OF EMPLOYMENT
TN SIATERZID DATE OF BIRTH

A. SINCE YOU FILED THE APPLICATION RESULTING IN YOUR APPOINTMENT, HAVE YOU BEEN INDICTED
OR CONVIGTED OF ANY LAW VIOLATION (excludes minor traffic violafions)? [ YES INe
IFYES, GIVE DETAILS:

DATE LOCATION CHARGE

{ DISPOSITION

B, SINCE YOU FILED THE APPLICATION RESULTING IN YOURAPPOENTMEHT, HAVE ¥YOU RESIGNED OR
BEEN DISCHARGED A8 A RESULT OF MISCONDUCT? [1YES [ NO

IF YES, GIVE DETAILS:

C. DO YOU NOW HOLD OR ARE YOU A CANDIDATE FOR AN ELECTIVE PUBLIC OFFICE? [JYES [] NO

D. AS REQUIRED BY LOUISIANA REVISED STATUE 42:52

Do you solemnly swear (or affirm) to suppoart the Constiiufior and Jaws of the United Siates end Consiiition angd Taws
of thls Sfate, and faithfully and imparfially discharge and perform all of the duties moumbent upoR you as a Stale
ermployee arcording fo fhe bhest of your ability and understanding? [1YES [INO

DATE SIEGNATURE OF %PFO]HTEE "1 SOCIAL SECURITY NO,

o -




[0 REVISION
0 NEW REQUEST

GOVERNOR'S OFFICE OF ELDERLY AFFAIRS
PLANNED WORKING TIME CHANGE NOTIFICATION

Employee Name -

Employee Personnel Number

. e 4y et

Chise aregiiested off lay

and an aifeisate day s

e
TSR

{J - APPROVED O APPROVED WITH CHANGES

) AL
OVED
a.-.-_—_-i-d.-n.w—}}‘ga. 7
e

DATE

®  Tacknowledge that T am aware that changes to wforking times or schedules shall be submitted at the end of each quarter

{March, June, Septeniber, or December) Requests based on medical needs may be submilted at any time although
additional documentation will be sequired,

DATE

Employee’s Signature

HRM 1020
Revised 0572021
PAF 1024



MEDICARE TAX FLIGIBILITY FORM

Effective April 1,1986, sllnew state employess will be swbject fo pay1,45% of their
gross salary for the Medicare tax. Thiswill be in addition to their ofher deductions
such as retivement and federal and state tax,

Thave read the information above and undersiand that since:

I have been continnonsly emploved. in state government since

priorto Apidl 1, 1986, Y am notvequived fo pay this fax.

I have not been, continously employed in state government
sinoe April 1, 1986._1 am requived fo pay this tax.

Employes Signature . Date



Social Security Administration

Statement Concerning Your Employment in a Job
Not Covered by Social Security

Employee Name Employee iD#

Employer Name Employer ID#

Your earnings from this job are not covered under Social Security. When you retire, or if you become disabled,
you may receive a pension based on earnings from this job. if you da, and you are also entitled 1o a banefit
from Social Security based on either your own wark or the work of your husband or wife, or former husband or
wife, your pension may affect the amount of the Social Security benefit you recelve. Your Medicare benefits,
however, will not be affected. Under the Social Security law, there are two ways your Social Security benefit
amount may be affected. '

Windfali Elimination Provision

Under the Windfall Elimination Provision, your Soclal Security retirement or disability benefit is figured using a
modified formula when you are also entitled to a pension from a job where you did not pay Social Security tax.
As a result, you will receive a lower Social Security benefit than if you were nat entitied to a pension from this
job. For example, if you are age 62 In 2013, the maximum monthly reduction in your Social Security benefit as
a result of this provision is $395.50. This amount is updated annually. This provision reduces, but does not
totally eliminate, your Social Security benefit, For additional information, please refer to' Soclal Security
Publication, “Windfall Elimination Provision.”

Government Pension Offset Provision

Under the Government Pension Offset Provision, any Soclal Security spouse or widow(er} benefit o which you
become entitied will be offset if you also recelve a Federal, State or local government pension based on work
where you did not pay Social Security tax. The offset reduces the amount of your Sacial Security spouse or
widow(er) benefit by two-thirds of the amount of your pension.

For example, if you get a monthly pension of $600 based on earnings that are not covered under Sogial
Security, two-thirds of that amount, $400, is used to offset your Social Security spouse or widow{er) benefit. i
you are eligible for a $500 widow{er) benefit, you will receive $100 per month from Social Security ($500.- '
$400=$100). Even if your pension is high enough o fotally offset your spouse or widow(er) Social Security
benefit, you are still eligible for Medicare at age 65. For additional information, please refer to Social Security
Pubtication, “Government Pension Offset.”

For More Information
Social Securlty publications and additional information, including information about excepfions o each

provision, are available at www.socialsecurity.gov. You may also call toll free 1-800-772-1213, or for the deaf
or hard of hearing call the TTY number 1-800-325-0778, or contact your jocal Social Security office.

| certify that | have received Form SSA-1945 that contains information about the possible effects of the

Windfall Elimination Provision and the Government Pension Offset Provision on my potential future
Social Security Benefits.

Signature of Employee Date

Fomm 88A«1945 (01-2013)
Destroy Prior Editions



Govefnor’s Office of Elderly Affairs
PRIOR STATE SERVICE QUESTIONNAIRE INFORMATION

The putpose of this form is fo obtait information for determining the specific amount of State service o your credit.
This information Is needed for several reasons:
\

o One example ofits use is that the amormt of sick and anoval leave that you accme s determined by your Tength
of State service.

» Another example Is that the length. of State service Is used to determine the ozder of implementation of layoff
and Jayoifavoldance measures.

In oxder to determine your length of State service, it will he necessary for yon to fw:mﬂl us with the information
e quested on the attached form. The following information should be helpfidl to you when. completing this form,

The xoﬁomng examples are considered State service for leave acorual purposes:
’ 1. Servmgm any elassified position.

2. Serving in any unclassified posifion. Fxardples of creditable unclassifed service would be:
a. Employees of state schools: teachers, substituteieachers, teachers’ aides, mehroom workers

and school bus drivers.
b~ All employees of parish and State school boards.
G State board or Commission members.

d. Heads of departments appointed by the Goveraor,
e Students who were smployed in acoordance with Civil Service Rules 1.5.1 and 4. 1(&.}2

These axe themost cormon, examples considerad as State service for the purpose of layoﬁ and layoﬁ avoidance
measures and arenot all inclusive;

L Al time spent on any {ype of classified appointment prior to January 1, 1983.

2. All time spent on any type of mclass;ﬁed appointment priorto Janvary 1, 1983, Sce above examples
2a-e

3 Classified State service obtained after 1, 1983, o probational, job and permanent appointonents that
Wwere notparf-time intermittent and on.restricted or provisional appointments that were converted to
probational or job appointraents and were not part-fime intermittent,

Itis the policy afthe HR Gffice to verify and credit to your Jeave recoxd any prior elussified state service. However,
student or other unclassified employment with a public school or state umiversity must be verified by you. tisyonr
responsibiliy to provide the HR Office with certification fiom the applicable school or school board of your totel
thrte worked before eradit can be shown on yourrecord, If employment was not full-fime, verification must be in
© number of bonrs worked,

‘When completing the atiached questiounaire, list each state agency, including this one, where you have been
employed and Jength of service with each agency. Start with yourmost recent employment and work back,

Afier completing the questionnaire, please sfpn it.
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RECOUPMENT OF OVERPAYMENTS:

Tt shall be the policy of the Govermor’s Office of Elderly Affhirs fo notify employes (s) when an
overpayment has o ccur.red and recoupment must take place,

“Written. notification will give the reason why the overpayment ocsuzred and specify bow/when
the agency will start the recoupment prccedur.e :

1have read the above statements and understand if an overpayment is penerated in my bi~weekly
pay, recoupracnt by the agency will take place,

NAME

TITLE/UNIT '

BATE



‘"w"’_..;'m?\.ﬁ‘,f'“ =8
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L » undeystand that agencies of the State of Lottlsiana
have the option of granting compensatory leave fnrovmuma hotys worked,

NON-EXEMPTEMPLOYEES: Intaseswherethe FairLabor Standards Actapplies, such leave will be credited
o nap-exempt employess at the rate of one and one-half hour for each hour worked,  For overlime
hours worked during weeks when feave Ts taken {with or withont pay), or when holidays are observed,
the agency may opt fo use straight-time cash payments or hourfor-hour compensatory leave fo
compensata non—exampt employaes, in accordance with the Rules of the Depariment of State Civil
Service,

EXEMPT EMPLOYEES: Agencies have the option of graniing na overtime compensation at all to exempt
employees; but if the ageney chooses to compensate sxerpt ernployaes for overtime, the agency may
choose to compensate such emp[nyees with compensatary leave ratherthan cash payment.

AYMENE]‘ BF COMPENSATORY LEAVE BPON SEPARATION:

+  NON-BXEMPT EMPLG‘(EES- ! also understand that non-exempt employees shall be pald upon

' separation for any time and ong-heif compensatory leave earned for overtime, as required by tha
Falt Labor Standards Act, Other straight, hour-for-hour compensator\; leave shall be psid npon
separationin accurdance with Civit Service Rile 23,12,

»  EXEMPT EMPLOYEES: Compensatory leave credited %o exetopt etnployees may or may not be -
paid upon separation fn accordance with the applicable Civil -Service Rules. Awy such
compensalory Ieave that iz not paid, shall be cancelled, in accordance with the applicable Civi
Service Rules.

I'have read the abuve and agres to accept compensatory Jeave as compensation for overtime work,

Printed or Typed Names:

Signature; Date




GOEA Employee Emergency Notification

Date:

Employee Natme:
Title:

Address:

City:

Zip Code:

Home Phone:

Ceil Phone:

Employee Supe}vison

Name;
Titla:
Contact Number:

New

Revised

For emergency purposes only, please list alternaie stafi:

Staff Name/Title

Contact Number

Person 1o Nofify in Case of Emergency

Name (1}
Address:
State:

Home Phone:

'Work Phone:

Cell Phone:

Relationship:

Name {2)
Address:
State:

Home Phone:
Work Phone:
Cell Phone:

Relationship:

Qther Information:

Will you need assistance going down stairs during an emergency at the Galvez Building?

Yes

No

Louistana Govemor's Office of Elderly Affairs
Galvez Building

602 Norih 5th Street, 4th Floar

Baton Rouge, Louisiana 70802

Phone; 225-342-7100

Fax: 225-342-7133

wenw. GOEA Lovisiana Gov

PAF 2018
Revised 7/18/2022



OSUPR/FI2A

R 01/05/2011
STATE OF LOUISIANA
LAGOV ERP-HUMAN CAPITAL MANAGEMENT
DIRECT DEROSIT ENROLLMENT AUTHORIZATION
MAIN BANK (PRIMARY ACCOUNT)

EMPLOYEE 58N DEPARTMENT/OYFICE OR AGENCY

ACTIONTYEE (v ona)
[1NEW [ CHANGE [ TERMINATE THIS OPTION

- PRIMARY ACCOUNT INFORMATION

S © T (MalnBank} - - 0 - .
DEROSLT AMOUNT TO THIS ACCOUNT WILL BE EQUAT. TO NET PAY LESS ANY DEPOSITS TQ SECONDARY ACCOUNTS,

FINANCIAL INSTITUTION NAME FINANCIAL INSTITUTION ROUTING (ABA)NUMBER {Bmik Kep)

BANK ACCOUNT NUMBER, ACCOUNT NAME * {Ex: Mr. and Mus. John Dag, Johr or Jane Uoe, John Doe)

ACCODNTTYPE {V one) (Bank Coutrol Keyf **Account verification or completion of enrollment form by

financlal institution will assure the accuracy of account data:
[] **CHECKING Y
{provide vmd:‘d cheek or aceount verification ) Sienature fom institution:
[] *+8AVINGS i
(Cbtain aceount ¥ & ABAH from firaneial institution Effective Date PAYDAY
Phone number:
{Print full onme)
1 authorize and request the State of Loufsiana ta direct my net pay

check to the aecount at the financial instifution 1 designated above.

It is Ty responsibility to notify my Employes Administration Office, as appropriate, should any changes occur 1o account
specified, Comsidering a1l above conditions are met, this authorization remains in full effect wdil a wiitten, signed
notification to terminate, or another signed form (OSUP/F124) indicating termination of this option is received from me
and the State of Loulsiana hys had 1easonable opportunily to act on the termination. However, 1 uuderstand and
acknowledge that I am responsible for any account information indjcated on this form as well as any account information
that T add or any changes that I make fo my accounts through Louisiana Emplayees Online (LEQ).

For divect deposits that are affected by the Tuternational ACH Transaction {(IAT) rules check one:
[ 11 affirm that the entire amount of the payroll direct deposits senf o my account at the financial institution
designated abeve will ot subsequently he forwarded to a foreign financial justitution.

1 afilrm that the entire amount of the payroll direct deposits sent to my account at the financial Institution
designated above will subsequently be forwarded fo a foreign finan cial institution,

Signature Date Phone numiber where yon can be reached

between 8:00 am and 4:30 pm
*Deposits can only be made to accounts that befong to you, Exeeptions: Deposits can be made to the accounts of dependents or a
parentfguardian whan the employee s a dependent af the paventpuariian,

**Agency requiremonts may vary, Contact your Employec Administration office ifyou have any questions.

TO BE COMPLETED BY EMPLOYEE ADMBUSTRATION OFRICE:
MANDANK | 7o ToThT

7| FINANCIAL INSTITUTION ROUTING (ABA}NOG. (If not provided above)

FERSONNEL ARGA NUMEER | PERSONNEL NUMBER EFTVALDTY DATE

[ CHECK HERE IF SECONDARY ACCOUNT FORMS ARE ATTACHED



Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9

o . A ! OMB Mo.1615-6047
U.S. Citizenship and Immigration Services Expires 073112076

START HERE: Employers must ensure the form instructions are availahle to employees when completing this form. Emplovers are liable for
failing to comply with the requirements for completing this form. See below and the Instructions.

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form 1-8, Employers cannot ask
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or
Supplement B, Reverification and Rehire. Treahng employees dlfferently based on their mhzenshlp, |mmsgratzon status, or national origin may be iliegal.

j ihan the f|rst

Last Name {Family Name) First Name {Given Name) Middie Initial (if any} § Other Last Names Used (if any)

Address {Street Number and Name) Apt, Number (if any) | City or Town State ZIP Code
Date of Birth (mm/dd/yyyy} U.5. Seciai Security Number Employea’s Email Address Employee's Telephone Number
{ am aware that federal law Check one of the following boxes to atest to your citizenship or immigration status (See page 2 and 3 of the instructions.):

provides for impriscnment and/for
fines for false statements, or the
use of false documents, in
connection with the completion of
this form. | attest, under penalty
of perjury, that this information,
including my selection of the box

. Acitizen of the United States

1

2. A noncitizen nattonal of the Linited States {See Instructions.)
3. Alawful permanent resident (Enter USCILS or A-Number.} |
4

) O

- Anoneitizen (other than llem Numbers 2. and 3. above) autharized to work untit (exp. date, if any)

attesting to my citizenship or If you check iterm Number 4., enter one of these:

immigration status, is true and USCIS A-Number or Form |-94 Admission Number Foreiyn Passport Number and Country of issvance
correct, OR

Bignature of Employee Today's Date (mm/dd/yyyy}

if a preparer and/or translator assisted you in complel:ng Sectlon 1, that person MUST complete the Preparer and/or Translator Certification on Page 3.

: [elst
documentation i the Additional Informailon-; ox; see’ lnstructlon

List A List B AND ListC

‘Additional Information -

I:] Check here if you used an alternative pracedure authorized by DHS to examine documents.
Certification: 1 attest, under penaity of perjury, that (1) | have examined tha documentation presented by the above-named Elmlg:fy of E_'?‘DIUYIT'BM
employee, (2} the above-listed documentation appears te be geruine and to refate to the employee named, and (3) to the mmiddlyyyy):
best of my knowledge, the employee is authorized to work in the United States,
Last Name, Fiest Name and Tille of Employer or Authorized Representative Signaiure of Employer or Authorized Representalive Today's Date {mm/ddfyyyy)
Ernployer's Business or Organization Name Employer's Business or Organization Address, Glly or Town, State, ZIP Code

For reverification or rehire, complete Supplement B, Reveriflcation and Rehire on Page 4.
Form I-9 Edition 08/01/23 Page 1 of 4




LISTS OF ACCEPTABLE DOCUMENTS

All documents containing an expiration date must be unexpired.
* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a
combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274).

LIST A

Documents that Establish Both identity
and Employment Authorization

OR

LISTB

Documents that Establish fdentity

AND

LISTC

Documents that Establish Employment
Authorization

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

2. Perrnanent Resident Card or Alien
Registration Receipt Card {Form [-551)

3. Foreign passport that contains a
temparary 1-557 stamp or temparary
I-651 printed netation on a machine-
readable immigrant visa

4. Employment Authorization Document
that contains a photagraph (Form |-766)

5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:

a. Foreign passpori; and

b. Form [-94 or Form -94A that has
the fallowing:

{1} The same name as the
passport; and

(2} An endorsement of the
individual's status or parole as
long as that pericd of
endorsement has not yet
expired and the proposed
emptoyment is not in conffict
with any restrictions or
limitations identified on the form.

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of the
Marshall Islands (RMI) with Form -84 or
Form 1-84A indicating nonimmigrant
admission under the Compact of Free
Association Between the United States
and the FSM or RMI

1. Driver's license or |D card issued by a State or
outlying pessession of the United Stales
pravided it contains a photograph or
information such as name, date of bisth,
gender, height, eye color, and address

2. ID card issued hy federal, state or local
governament agencies or enfilies, provided it
contains a photograph or information such as
name, date of birth, gender, height, eye colar,
and address

1. A Social Security Account Number card,
uniess the card includes one of the follawing
restrictions:

{1} NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3} VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

3. School ID card with a photograph

4, Voter's registration card

2, Certification of report of birth issued by the
Department of State (Forms DS-1350,
FS-545, F3-240)

5. U.S. Military card or draft record

6. Military dependent's 1D card

3. Original or certified copy of birth cerlificate
issued by a State, county, municipal
authority, or territory of the United States
bearing an official seal

7. U.8. Coast Guard Merchant Mariner Card

4. Native American tribal document

8. Native American fribat document

§. U.S. Citizen ID Card (lorm [-187)

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

6. Identification Card for Use of Resident
Citizen in the United States (Form I-178)

For persons urnider age 18 who are
unable to present a document
listed above:

10. School record or report card

11. Clinic, doctor, or hospital record

42. Day-care or nursery school record

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

For examples, see Section 7 and
Section 13 of the M-274 on
uscis.gov/i-3-central.

The Form 1766, Employment
Autharization Document, is a List A, item
Number 4. doctsment, not 2 List C
document.

Acceptable Receipts

May be presented in lieu of a document listed above for a temporary period.

For receipt validity dates, see the M-274,

» Receipt for a replacement of a lost,
stolen, or damaged List A document.

¢ Form {-94 issued to a lawful
permanent resident that cantains an

1-551 stamp and a photograph of the
individual.

s Form [-94 with “RE" notation or
refugee stamp issued to a refugee.

OR

Receipt for a replacement of a lest, stolen, or
damaged List B document.

Receipt for 2 replacement of a lost, stolen, or
damagead List C document.

“Refer to the Employment Authorization Extensions page on 1-8 Gentral for mare information.

Form [-9 Edition 08/01/23

Page 2 of 4



Supplement A, USCIS

Preparer and/er Translator Certification for Section 1 Form I-9
) Supplement A
Department of Homeland Security OMB No. 1615-0047
U.8. Citizenship and Imimigration Services

Expires 7/31/2026

Last Name (Family Name) from Section 1. First Name (Given Narme} from Section 1. Middle initial {if any) from Section 1.

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1
of Form [-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator

must complete, sign, and date a separate ceriification area. Employers must retain completed supplemeant sheets with the employee's
completed Form -8

1 attest, under penalty of perjury, that | 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 Date (mm/dd/yyyy)

tast Name (Family Name) First Name (Given Name) Middle Initial (if any}

Address {Streef Number and Name) City or Town State ZIP Code

| attest, under penaity of perjury, that [ have assisted in the completion of Section 1 of this form and that to the hest of my
knowledge the information is true and correct.

Signature of Preparer or Translatoy

Date (mm/ddfyyyy)

Last Name (Family Name) First Name (Given Name) Middle Initial {if any)

Addrass {Streef Number and Name) City or Town State ZIP Code

1 atfest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowtedge the information is true and correct.

Signature of Preparer or Translator Date (mm/dd/yyyy}
Last Name {Family Name} First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

| attest, under penalty of perjury, that [ have assisted in the campletion of Section 1 of this form and that to the best of my
knowledge the infermation s true and correct.

Signature of Preparer or Transiator Date (mmvddliyyyy)
Last Name (Family Name) First Name (Given Name) Middle Initia (if any)
Address (Street Number and Name) City or Town State ZIP Code

Form |9 Edition 08/01/23 Page 3 of 4



Supplement B, USCIS

Reverification and Rehire (formerly Section 3) Form 1-9
- Supplement B
Department of Homeland Security OMB No. 1615-0047

U.S. Citizenship and Immigration Services Expires 07/31/2026

Last Name (Fantily Nama) from Section 1. First Name (Given Wame} from Section 1, Middla initiat {if any) from Section 1.

instructions: This supplement replaces Section 3 on the previous version of Form 1-9. Only use this page if your employee requires
reverification, is rehired within three years of the date the original Ferm |-9 was completed, or provides proof of a legal name change. Enter
the employee's name in the fields above. Use a hew section for each reverification or rehire. Review the Form I-8 instructions before
completing this page. Keep this page as part of the employee's Form [-9 record. Additional guidance can be found in the_

Handbook for Employers: Guidance for Completing Form [-8 (M-274)

ate of Rehire {if apnlicable) | New Name (¥ anplicable) S : g
Date (mm/ddfyyyy) Last Name (Family Name) First Name {Given Name) Middle [nitiai

Fpr

Expiration Rate (if any) (mm/cdivyyy

tattest, under penally of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the
employee presented documentation, the documentation [ examined appears to be genuine and to relate to the individual who presented it.

Narne of Employer or Authorized Representative Signature of Employer or Authorized Representative Taday's Date {mm/dd/yyyy)

Additional information (Initial and date 2ach notation.} Check here if you used an

alternative procedure authorized
by DHS to examine documents,

ale 6 Rehire (if spplicable) | New Natne (if appiicable)
Date {mm/ddiryyy) Last Name {Family Name}

First Name {Given Name) Middle Initial

entinformationin ie spates b
Dacument Number (if any)

1 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 documentation, the documentation | examined appears to be genuine and o relate to the individual who presented it.

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

Additional Information (Initial and date each notation.) Check here if you used an

alternative procedure autherized
by DHS to examine documents,

Date of Refirs (i apgliceble) « |New Name (i spplicab;
Date {mm/dd/yyyy) Last Name (Family Name)

Fist Name (Given Name) Middle [nitial

Decument Number {if any} mmidd/

[ attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to wark in the United States, and if the
employee presented documentation, the documentation ! examined appears to be genuine and to relate to the individual who presented it.

Name of Emplayer or Authorized Representative Signalure of Eraployer or Authorized Representative Today's Date (mmiddfyyyy)

Additionai Information (Initiat and date each notation.) Chieck here if you used an
alternative procedure authorized
by DHS lo examine documenis,

Form I-9 Edition 08/01/23 Page 4 of 4



PERSONNEL HANDBOOK

Cffice of Elderly Affairs
Personnel Manual
CONFIRMATION FORM

CONFIRMIATION AND CONSENT FORM

OFFICE OF ELDERLY AFFAIRS

Having recelved a copy of the gurrent Office of Elderly Affairs PersonnelManual, |
state that [ have read and understand the contents.

Signature - Date

SAFETY MANUAL

I

I certify that | have been trained on the following OEA Safety Policies:
Blood borne Pathogens, Violence in the Workplace, Drugs Free Workplace, Sexual
Harassment, Defensive Driving, Genera! Safety Procedures and
Safety Responsibilities and Assignment of Responsibilities

Name

Baie

Revised September 2014
110



GOVERNOR’S OFFICE OF ELDERLY AFFAIRS
. POLICY PROSUBITING SEXUAL HARASSMENT

ACKNOWLEDGEMENT AWD CERTIRICATION

* My signature imrcu::t aclcuowledges ﬂ:xat'
1} Irecelveda copy of GGEA’S Poligy Prohxb:tmg Sexual Harassment, .
2 Tzread this Pohcy; _ ) '
3) Tunderstand the content of this Policy;
4) T agrec to ahideby the tecrns and provisioss of this Poliey;
3 Tunderstend fhet aurnplzanse with this Policy is a condition of employment; and

6} Tunderstand that dsscxphnaiy action, mciudmg the possibility of dississal, will belmposexi
on those who viTade the tenns and provisions ofthis Polisy,

. EMEFLOYEE SIGNATURE DATE

EMELOYEE NAME (FRINT)

UARHERRASECERKRX XX AR RK ML RE WM 2 500 0 M I X XM I N 360t B 3 M A% B It e sdol i 30 06 0 p 0 00O 6 S IS8 00 K 90 30 06 30 20 K JE 0

. HOMAN RESOUCES CERTIRICATION

e

3

My sigu ature hereon acknowledges that:

. I personaily disoussed In detai] GOBA®s Polfey Probibiting Sexual Harassment with 1he
employee ideniiffed above; s

2) T apswared fhls emplcyee’s guestions regarding this Policy;

3} L confirmed this employea’s completion of the onfine taining on sexusl harassment
provided through CPTP; and

4 Tinformed the employes of the conseguences of violating this Polioy.

TR SIGNATURE DATE

BUMAN BESOURCES NAME (PRINT)

ng:s-:::::t:llIltlthtru:lxlluli:nlI!lllkintuuxhlttuxntﬂluﬂK#HxKﬂ&t!lkuu:xxu:nt:lnlxx

r

86



~ DRIVING |
~ AUTHORIZATION
FORM



BTATE OF LOUIsIANA
DRIVER AUTHCRIZATION FORM

. TOBE COMPLETED ANNUALLY, UPON CHANGE OF STATE OF ISSUANCE, CLASS OF LICENSE, AND/OR DRIVING

RESTRICTION CHANGE
Hgeriey:
Employes Name: Erpployee Number:
Immiediaie Suparyisor: Driver Training Course (MM/DDAYY):
Drivers Licensa Numbar: Stafe of Issiance;

AGENCY HEAD OR DESIGNEE AUTHORIZATION

By executing ihis document, | have reviswed the Official Driving Record and Driver Training Course dates and have
confirmed the'information o be ctirent and in accordance Wik the ORM Loss Praverifion requirements,

My g%mature authorizes the aforementioned emgloyee to drive the following oo siate business as required (cheok alf that
apply): -

STATE VEHICLE
RENTAL VEHICLE
PERSONAL VEHICLE

AGENGY HEAD S DATE OF AUTHORIZATION
{or designated individual}

EMPLOYEE ACKNOWLEDGERMENT/AUTHORIZATION . . . .

Thig is fo carfify that, s a condifion of and It authorized to drive my persensl vehicle on sfate business, | have and will
maintain af teast the minimum liability coverage as required by LA, K8, 32:900 (B} (2), i

I Lmdershtang ihat the use of my vehicle on sfate business requires priar wiiiten authorization from my stipervisor or
agency head. :

Further, by slgning this document, | agree fo nofiy my sgency Tn writing sheuld any ofthe following change on my Hoense;
Drivers License No., State of Issuance, Class of Livenss or Driving Restictions.

1 authorize my ageney to obizin access b my Official Driving Record (ODR} as necessary fo comply with the Stafe’s Loss
Preventich Program. ..

| affirmatively acknowledge and understand that operating a state-owned, stafe-rented or stafe- |
lezsed vehicle while Infoxicated as sst forth in RS, 14:98 and 14:98.1 is sirictly prohibited,
unauthorized, and expressly violates both the tetrms and condifions of my use of sald vehicle, and
ry employer’s instrucions. I the event such operation resuls in my being convicted of, pleading
felo confehdere 1o, ot pleading guilly to, diving while infoxicated under R.S. 14:08 or 14:98.1, |
acknowledge and understahd that suich would constiute evidencs of: (1) my violating the terms

LSS OO | L RPN . SYSRIPIpr Sy iy X R XS, G 1 SR S SO TR lasin AHdirrvmdiomm wF note crndodrear sared P3N s

My signature o this document shall remain in effect unfll revoked by the agency or unti a new form Is execuied.

ENPLOYEE SIGNATURE EIATE

D7/01/2012
DA 2054




;

'‘ANNUAL SUPPLEMENTAL SIGNATURE PAGE

EMPLOYEE NAME:
b DRIVERS LIGENSE NUMBER:
PEPARTMENT/AGENCY:

AGENGY HEAD OR DESIGNEE STATEMENT

By executing this docurment, | have reviewed the following and have confirmed the information fo bé
current and In accordance with the ORM Loss Prevention regirements:

Official Driving Record
Drivers Training Courss

Further, my sighature allows the aforementioned employes to drive a stafe vehisle, rental vehicle.or
personal vehicle on siale business. :

Agency Heacf Date of Authorization
- {or designated Individual) .
Agency Head Date of Adthorization
{or designafed individual) ’
- Agency Head Dafe of Authorization

(or designated individial)

Agency Fead

Date of Authorization
(or designated individual)

Agency Head

Date of Authorization !
{or desighafed individual)
Agencey Head Date of Authorizaffon
for designafed individual)
Agency Head Date of Authorization

(or designated individual)

(BUPLICATE SUPPLEMENTAL SIGNATURE PAGE AS NEEDED)

07/01/2011
DA 2054
Supp.-1




TAXES



Form W'4

Employee’s Withholding Certificate .. | M8 No. 1545-0074

Complete Form W-4 so that your employer can withheld the correct federal income tax from your pay.

Department of the Treasury Give Form W-4 10 your employer. 2@24
Internat Revenue Service Your withholding is subject to review by the IRS.

Step 1 (a} First name and middle initial Last name (b} Social security number
Enter Address Poes your name match the
Personal

Information

name on your social segurity
card? If not, to ensure you get

City or town, state, and ZIP ¢ode credit for your earnings,
contact SSA at BOg-772-1213
or go to www.ssa.gov,

&) [_] Single or Married filing separately
[:] Married filing jointly or Qualitying surviving spouse
] Head of househeld {Check only if you're unmarried and pay more than half the costs of keeping up a hama for yourself and a qualifying individual)

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can

claim exemptio

n from withholding, and when to use the estimator at www.irs.gov/W4App.

Step 2: Complete this step if you (1) hold more than one job at a tims, or (2) are married filing jointly and your spouse
Multiple Jobs also works. The correct amount of withholding depends on income earned from all of these jobs.

or Spouse Do onily one of the following.

Works

(a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3-4). If you
or your spouse have self-employment income, use this option; or .
{b) Use the Muitiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; or

{c) If there ave only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This
option is generally more accurate than (b) If pay at the lower paying joi is more than half of the pay at the
higher paying job. Otherwise, (b)ismoreaccurate . . . . . . . . . . . . . . . . . . 0O

Complete Steps 3~-4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will
be most accurate if you complete Steps 3-4(b) on the Form W-4 for the highest paying job.)

Step 3; If your total income will be $200,000 or less ($400,000 or less if married filing jointly);
Claim Multiply the number of qualifying children under age 17 by $2,000 $
Dependent .
and Other Multiply the number of other dependents by $500 . . . . . §
Credits Add the amounts above for qualifying children and other dependerits. You may add to
this the amount of any other credits, Enterthefotalhere . . . . . ., . . . . 3%
Step 4 {a} Other income {not from jobs). If you want tax withheld for ather income you
{optional): expect this year that won't have withholding, enter the amount of other income here.
Other Thig may include interest, dividends, and retirementincome . . . . . . . . |4(@]|$
Adjustments {b) Deductions. If you expect to claim deductions other than the standard deduction and
want to reduce your withholding, use the Deductions Worksheet on page 3 and enter
theresutthere . . . . . . . . . . . . . . . . . . ... .. A
{c) Extra withholding. Enter any additional tax you want withheld each pay period . . ]4{c)|$
Step 5: Under penalties of petuty, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here
Employee’s signature (This form is not valid unless you sign It.) Date
Employers | Employer's name and address First date of Employer identification
Only employment number {EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 102200 Form W-4 2024)



Form W-4 {2024)

Page 2

General Instructions
Section references are to the internal Revenue Code,

Future Developments

For the latest information about developmenis relaied to
Form W-4, such as legislation enacted after it was published,
go to www.irs. gov/FormW4.

Purpose of Form

Complete Form W-4 so that your employer can withhold the
correct federal income tax from your pay. If too little is
withheld, you will generaily owe tax when you file your tax
return and may owe a penalty. f too ruch is withheld, you
will generally be due a refund. Complete a new Form W-4
when changes to your personal or financial situation would
change the entries on the form. For more information on
withholding and when you must furnish a new Form W-4,
see Pub. 305, Tax Withholding and Estimated Tax.

Exemption from withholding. You may claim exemption
from withholding for 2024 if you meet both of the following
conditions: you had no federal income tax liability in 2023
and you expect to have no federal income tax liability in
2024, You had no federal income tax liability in 2023 if (1)
your total tax on line 24 on your 2023 Form 1040 or 1040-SR
is zero (or less than the sum of lines 27, 28, and 29), or (2}
you were not required to file a return because your income
was below the filing threshold for your correct filing status. If
you claim exemption, you will have no income fax withbeld
from your paycheck and may owe taxes and penalties whan
you file your 2024 tax raturn. To claim exemption from
withholding, certify that you meet both of the conditions
above by writing “Exempt” on Form W-4 in the space below
Step 4(c). Then, complete Steps 1(a), 1(b), and 5. Do not
complete any other steps. You will need io submit a new
Form W-4 by February 15, 2025.

Your privacy. Steps 2(c) and 4(a) ask for information
regarding income you received from sources cther than the
job assaciated with this Form W-4. If you have concerns with
providing the nformation asked for in Step 2(c), you may
choose Step 2(b) as an alternative; if you have concerns with
providing the information asked for in Step 4(g), you may
enter an additional amount you want withheld per pay period
in Step 4(c) as an alternative.

When to use the estimator. Consider using the estimator at
www.irs.gov/W4App I you:

1. Expect to work only part of the year;

2 Receive dividends, capital gains, soclal security, bonuses,
or business income, or are subject 1o the Additional
Medicare Tax or Net Investment Income Tax; or

3. Prefer the most accurate withholding for muttiple job
situations.

Self-employment. Generally, you will owe both income and
self-employment taxes on any self-employment income you
receive separate from the wages you receive as an
employee, If you want to pay these faxes through
withholding from your wages, use the estimator at
www.irs.gov/W4App to figure the amount to have withheld.

Nonresident alien, If you're @ nonresident alien, see Notice
1392, Supplemental Form W-4 Instructions for Nonresident
Aliens, before completing this form.

Specific instructions

Step 1(c)- Check your anticipated filing status. This will
determine the standard deduction and tax rates used 1o
compute your withholding.

Step 2. Use this step if you (1) have more than one job at the
same time, or (2) are married filing jointly and you and your
spouse both work.

Option (a) most accurately calculates the additional tax
you need to have withheld, while option (b} does so with a
little less accuracy.

Instead, if you (and your spouse} have a total of only two
jobs, you may check the box in option {¢). The box must also
be checked on the Form W-4 for the other job. If the bhox is
checked, the standard deduction and tax brackets will be
cut in half for each job to calculate withholding. This option
is accurate for jobs with similar pay; ctherwise, more iax
than necessary may be withheld, and this extra amount will
be larger the greater the difference in pay is between the two
jobs.

Multiple jobs. Complete Steps 3 through 4{b} on only
cm U one Form W-4. Withholding will be most accurate if

B you do this on the Form W-4 for the highest paying Job.

Step 3. This step provides instructions for determining the
amount of the child tax credit and the credit for other
dependents that you may be able to clairm when you file your
tax return. To qualify for the child tax credit, the child must
be under age 17 as of December 31, must be your
dependent who generally lives with you for more than half
the year, and must have the required social security number.
You may be able to claim a credit for other dependents for
whom a child tax credit can’t be claimed, such as an older
child ar a qualifying relative. For additional eligibility
requirements for these credits, see Pub. 501, Dependents,
Standard Deduction, and Filing Information. You can also
include other tax credits for which you are eligible in this
step, such as the foreign tax credit and the education tax
credits. To do so, add an estimate of the amount for the year
to your credits for dependents and enter the total ameount In
Step 3. Including these credits will increase your paycheck
and reduce the amount of any refund you may receive when
you file your tax return.

Step 4 (optional).

Step 4(a). Enter in this step the total of your other
estimated income for the year, if any. You shouidn’i include
income from any jobs or self-employment. If you complete
Step 4(a), you likely won't have to make estimated tax
payments for that income. If you prefer to pay estimated tax
rather than having tax on other income withheld from your
paycheck, see Form 1040-ES, Estimated Tax for Individuals.

Step 4(b). Enter in this step the amount from the
Deductions Warksheet, line 5, if you expect to claim
deductions other than the basic standard deduction on your
2024 tax return and want to reduce your withholding o
account for these deductions. This includes both itemized
deductions and other deductions such as for student loan
interest and 1RAs,

Step 4(c). Enter in this step any additional tax you want
withheld from your pay each pay period, including any
amounts from the Multiple Jobs Worksheet, line 4. Entering
an amount here will reduce your paycheck and will either
increase your refund or reduce any amount of tax that you
owe.



Form W-4 (2024) Page 3

Step 2(b) —Multipte Jobs Worksheet (Keep for your records.) m

If you choose the option in Step 2{b) on Forrm W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only
ONE Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest
paying job. To be accurate, submit a new Form W-4 for alt other jobs if you have not updated your withholding since 2019,

Note: If more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional
tables; or, you can use the online withholding estimator at www.irs.gov/W4App.

1 Two jobs. If you have two jobs or you're married filing jointly and you and your spouse each have one
job, find the amount from the appropriate tabile on page 4. Using the "Higher Paying Job” row and the
"Lower Paying Job" column, find the value at the intersection of the two household salaries and enter
that value online 1. Then, skiptoline3 . . . . . . . . . . . . . « « « . « « . . 18

2 Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and
2¢c below. Otherwise, skip to line 3,

a Find the amount from the appropriate table on page 4 using the annuat wages from the highest
paying job in the "Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job" column. Find the value at the intersection of the two household salaries
andenterthatvalueonline2a. . . . . . . . . . . . . . . . . . . . . . . 2a%

b Add the annual wages of the two highest paying jobs from line 2a together and use the total as the
wages in the “Higher Paying Job" row and use the annual wages for your third job in the "Lower

Paying Job" column to find the amount from the appropriate table on page 4 and enter this amount
online2b . . . . . . . . . . . . . . . ... ... 205

¢ Add ihe amounts from lines 2a and 2b and enter the result online2¢ . . . . . . . . . . 2c $

3  Enter the number of pay periods per year for the highest paying job. For example, if that job pays
weekly, enter £2; if it pays every other week, enter 26; if it pays monthly, enter 12,ete. . . . . . 3

4  Divide the annual amount on line 1 or line 2c by the number of pay pericds on line 3. Enter this

amount here and in Step 4{c) of Form W-4 for the h:ghest paying jOb (along with any other additional
amount you want withheld) . . . . . . . . e 4 $

Step 4(b)—Deductions Worksheet (Keep for your records.) ﬂ

1 Enter an estimate of your 2024 itemized deductions (from Scheduls A (Form 1040)). Such deductions
may include qualifying home mortgage Interest, charitable contributions, state and local taxes (up to
$10,000), and medical expenses in excess of 7.5% of yourincome . . . . . . . . . . . . 1§

« $29,200 if you're married filing jointly or a qualifying surviving spouse
* $21,900 if you're head of household , .. 2 3
» $14,600 if you're single or married filing separately

2 Enter:

3 [fline 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater

than fine 1, enter “-0-" . . . . . . . L . o L o e e e e e e 2 5
4 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other
adjustments {from Part il of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4
5 Add lines 3 and 4. Enter the result here and in Step 4(b} of FormW-4 . . . . . . . . . . . 5 %

Privacy Act and Paperwork Reduction Act Notice, We ask for the information
an this form to carry out the Internal Revenus laws of the United States. Internal
Aevenue Code sections 34G2(§{2} and 5109 and their regulations require you 1o
provide this information; your employer uses it to determine your federal income
tax withholding. Failure te provide a properly completed form will result in your
being treated as a single person with no cther entries on the form; providing
fraudulent information may subject you to penalties. Routine uses of this
information include giving it to the Department of Justice for civil and crirminal
litigation; to cities, states, the District of Columbia, and U.S. cammonwealths and
tersitories for use in administering their tax laws; and fo the Department of Health
and Human Services for use in the National Directory of New Hires, We may alzo
disclose this information to other countries under a tax treaty, to federal and state
agencies tc enforce federal nontax criminal laws, or to federal law enforcement
and intelligence agencies to combat terrorism,

You are not required to provide the information requested on a form that is
subject to the Paperwork Reduction Act uniess the form displays a valid OMB
control number. Books or records relating to a form or its instructions must be
retained as long as their contsnts may becoma material in the administration of
any Internal Revenue faw. Generally, tax returns and return information are
cenfidential, as required by Code section 6103,

The average time and expenses required to complete and file this form will vary
depending on individuat circumstances., For estimated averages, see the
instructions for your income {ax return.

If you have suggestions for making this form simpler, we would be happy to hear
from you. See the instructions for your income tax return.



Form W-4 (2024) Page 4
Married Filing Jointly or Qualifying Surviving Spouse
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable 30- |$10,000 -|$20,000 -|$30,000 - | $40,000 -|$50,000 - | $60,000 - | $70,000 - | $80,000 -1$90,000 - |$100,000 -1 $110,000 -
Wage & Salary | 9,988 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,989 | 109999 | 120,000
$0- 9,999 $0 $0 $780 $850 %040 | $1,020 | $%,020 | $1,020 | $1,020 | §1,020 [ $1,020 | %1370
$10,000 - 19,999 o 780 | 1,780 | 1,940 | 2,440 | 2220 | 2220 | 2,220 2000 | 20220 2570 | 3570
$20,000 - 29,999 780 | 1780 2870 | 37140 | 3340 | 3420} 8420 | 3420 | 3420 | 3770 | 4770 | 5770
$30,000 - 39,999 ss0 | 1840 | 3,140 3410 | 3610 | 36901 3600 | 3660 | 4040F 5040| 6040 | 7,040
$40,000 ~ 49,999 g40 | 2,740 | 3,340 | 3610 | 3810 | 23,890 | 3890 | 4240 | 5240 | B240 | V2401 8240
$50,000- 59,999] 4,020 | 2200 | 3420 | 360 3890{ 3070 | 4320 5320 | 6320 | 78201 &320 | 9,320
$60,000 - 69,999] 1,020 | 2220 | 3420 | 3,690 | 3,880 | 4320 5320 | 6320 7320 | 8320 | 9320 | 10,320
$70,000- 79,999| 1,020 | 2290 | 3420] 3,690 | 4,240 | 5820 | 6320 | 7320 | 8320, 9,320 ) 10,320 | 11,320
$80,000- 09,999 1020 | 2200| 3620 4890 | 6090 | 7,470 | 8170 | 9470 | 10,470 ) 11470 | 12,170 } 13,170
$100,000 - 149,999 1,870 | 4070 | 6270 | 7,540 | 8740 | 9,820 | 10,820 | 11,820 | 12,830 | 14,030 | 15230 | 16,430
$150,000 -235,008| 1,860 | 4360 | B,760 | 8230 | 9,830 | 10,910 | 12110 | 13,310 | 14,510 [ 15710 | 16910 | 18,110
§240,000 -259,000] 2,040 4440 | 8,840 | 8310 | 97101 10,090 | 12,190 | 13,380 | 14,590 | 15,790 | 16,990 | 18,190
s260,000 - 279,900] 2046 | 4440 | 6,840} 8310 @710 | 10890 12190 | 13,320 | 14,580 | 15,790 | 18990 | 18,190
§080,000 - 299,998 2,040 | 4440 | e840 8310 | 9,710 | 10,990 | 12,190 | 13,390 | 14500 [ 15790 | 16,960 ¢ 18,380
$300,000 - 319,990] 2,040 | 4440 | 6840 8310 | 9,710 | 10,890 § 12,190 | 13,390 | 14,500 | 15,980 | 17,980 | 19,980
$320,000-364,999| 2040 | 4440 | 6840 | 8310 | 9710 | 11,280 | 13,280 | 15280 | 17,280 | 19,280 | 21,280 | 23,260
$365,000 - 524,999| 2,720 | 6010 | 9510 | 12,080 | 14,580 | 16,950 | 19,260 | 21,550 | 23,850 | 26,150 | 28,450 | 30,750
$525.000 andover | 3,140 | 6840 | 10,540 | 13,310 | 16,010 | 18,590 | 21,080 | 23,580 | 26,080 | 28,590 | 31,090 | 33,590
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- |%$10,000 -|$20,000 - |$30,000 - |$40,000 - | $50,000 - | $60,000 -$70,000 -| $80,000 -| $80,000 -{$100,000 -|$110,000 -
Wage & Salary | 9,999 | 19999 | 20,999 | 39,908 | 45,099 | 59,999 | 69,998 | 79,999 | 89,999 ; 99,998 | 109,099 | 120,000
$0- 6,009 $240 3870 | $1,0020 | %1020 ] $1,020 | $1.540 | $1,870 | %1870 | $1,870 | $1,870 ) $1,910{ $2,040
$10,000 - 19,969 g70| 1680 | 1.830| 1,830 | 2380 | 3350} 3,880 | 3,680 3680 | 3,720 | 3,920 | 4,050
$20,000- 29999 J,020 | 1830 | 1980 | 2510 | 3510 | 4510 | 4,830 4830 § 4870 | 5070] 5270 | 5,400
$30,000 - 39,9991 1,020 | 1,830 | 2510 | 8510 | 4,510 5510 | 5830 | 5870 | 6070 | 6270 | 6470 | 8600
$40,000- 59,999 1,390 | 3,200 | 4,360 | 5,380 6,360 7370 789 | 8020 | 8200 8490 | 8690 | 8820
$60,000 - 79,999] 1,870 | 3,680 | 4,830 5840 | 7,040 | 8240 | 8770 8,970 9170 | 9,370 | 9,570 | 9,700
$80,000 - 99,989t 1,870 | 3690 | 5040 | 6240 | 7,440 8540 | 9170 | 9370 | o570 1§ 9770 | 8870 | 10,810
$100,000 - 124,900 2040 | 4050 | 5400 | 6,600 | 7,800 op00 | 9530 | 9,730 | 10,80 | 11,180} 12,180 | 13,120
$125,000 - 149,999| 2040 | 4,080 | 5400 | 6,600 7800 | @000 | i0480 | 11,180 | 12,180 | 13,180 | 14,180 | 15310
$150,000 - 174,999 2,040 | 4,080 § 5,400 6,860 | 8860 | 10,880 ! 12,180 | 13,980 | 14,230 | 15,580 | 18,830 | 18,060
$175,000 - 180,899} 2,040 | 4710 | 6,860 | 8,860 | 10,860 | 12,860 | 14,380 | 15680 { 16,980 | 18,280 | 19,580 | 20,810
£200,000 - 249,099] 2720 | 5810 | 8060 | 10,360 | 12,660 | 14,860 | 16,590 | 17,890 | 18,190 | 20,490 | 21,790 | 23,020
$050,000 - 300,908 2,970 | 6,080 | 8540 | 10,840 | 13,140 | 15440 | 17,060 | 18,360 | 19,860 | 20,960 | 22,260 | 23,500
$400,000 - 448,999| 2,970 | 5,080 | 8540 | 10,840 | 13,140 | 15440 | 17,060 | 18,360 | 19,660 ; 20,960 | 22,260 | 23,500
$450,000and over | 3,140 | 6450 | 9110 | 11610 | 14,110 | 18610 | 18,430 | 19,930 | 21,430 | 22930 | 24,430 | 25,870
Head of Houschold
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- |$70,000 -]$20,000 - |$30,000 -|$40,000 - |$50,000 - | $60,000 -|$70,000 -|$80,000 - | $90,000 -1$100,000 -1$110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,289 | 69,999 | 79,999 | 89,999 | 95,999 | 109,999 | 120,000
$0- 9,909 30 $510 3850 | $1,020 | $1.020 | $1,020 | $1,020 | $1,220 | $1.870 | $1,870 | $1,870 | $1,960
$10,000 - 19,988 590 1,510 | 2020 | 2220 2200 | 2220 | 2420f 3420 | 4070) 4070 | 4960 | 4,360
$20,000 - 29,999 850 | 2,000 | 2,580 2760 | 2760 | 2860 3960 | 4960 | 5610 5700 | 59001 4,100
$30,000 - 39,999] 1,020 | 2220 | 2,760 | 2,960 | 3,160 4160 | 57480 | s160 | 'B900 | 7400 7,300 | 7,500
$40,000- 59,809 1,020 | 2220 | 2810 | 4,0i0 5010 | 6,010 7,070 | 8270 9,420 | 8320 | 9520 9,720
$60,000- 79,808 1070 f 3270 | 4,810 6010 7070 | 8270 | 9470 | 10670 | 11,520 | 11,720 | 11,920 | 12,420
380,000 - 99,998 1,870 | 4,070 ] 5870 7070 | 8270 | 9470 | 10670 | 11870 | 12,720 | 12,920 | 13,120 | 13,450
$100,000 - 124,999| 2,020 | 4420 | 6,160 | 7,560 | 8,760 9,560 | 11,180 | 12,380 | 13,210 | 13,880 | 14,880 | 15,880
$125,000 - 149,099} 2,040 | 4,440 | 6,180 7,580 8,780 | 9,980 | 11,250 | 13,250 | 14,900 | 15,900 | 18,900 | 17,900
$150,000 - 174999] 2040 | 4440 ] 6,180 | 7580 | 9250 | 11,250 | 13,250 | 15,250 | 16,900 | 18,030 1 19,330 | 20,530
$175,000- 199,909| 2040 | 4510 | 7050 | 9250 | 11,280 | 13250 | 15250 | 17,530 | 19,480 | 20,780 | 22,080 | 23,380
$200,000-240,989| 2720 | s970 | 8620 | 11,420 | 13,420 | 15720 § 18020 | 20,320 | 22,270 | 23,570 | 24,870 | 26,170
$250,000 - 449,998| 29870 | 6470 | 9,310 | 11,810 | 14,110 | 18410 | 18710 | 21,010 | 22,960 | 24,260 | 25560 § 26,860
§450,000and over | 3,140 | 6,840 | 9,880 | 12,580 | 15,080 | 717,580 | 20,080 | 22,580 | 24,730 | 26,280 | 27,730 | 29,230
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Conrifutlepre e bty qrality off

Furpesa: GComplele form L4 so that your employer can withhold the carect amaunt of state ingome tax fram your salary,
fustroztions. Employees wio ate subjeet fo stale wilifictding should complete the parsonal allowanicss workshaet Tndleating the tumber of williholding
personal exemplions In Block Aand the number of dependency credlts in Block B.

= Employzes must fils & neve wiltiolding exenpllan serfiffoata within 10 days if b riambarof their exemptions decreases, svceptif (ha change isthe result
. ©ofthe death of a spouse or& dependent.

» Employaas may fila a naw csriiflcate any ima lhe number of thalr examptions incraasss.
* Lire § should be used (o intreass or decrense the tax withheld for each pRY period, Desreases showld be Indicaled as a nagalive amount,

Penaliies will b imposed for witfully supplylng false Information or wiliful faliure to supply informatian that would reducs the withholding exemption,

This form must b filed with your smplayer, if an smployes fails to complete this withRoldng exemplion cerlificate, the empioyer must witthold Loulsfana
tncome tax Tram the ermployee’s wages withouf examption.

Note 1o Empfoyar: Keen this cerdficate with your nesords: If you befleve that an employes has improperty dalmed top many exampiions or depentiancy eiedits, Mease
Torward & copy of theemplovees signed L-4fomm withan epianation astowhyvoubelevethatihe amployes impropery compleled s fommand anyolherstoaring doci
mentation. The infamatien shekd ba santto the Ledlslana Bepariment of Revenie, Griminal [mvasigations Division, O Bow 2388, Baton Rouge, LA 708212389,

Block A

* Enter*0" o claim neither yourself ror your spouse, and chesk "o exemplions ur dependents slmed® under number 3 belew,
You may enter 0" If you ams manied, and have a working spouse or mora Ihan one job-to avaid having too lithe fex withheld, A.

* Enter1™io slaim yoursel, and check*Sihgle* undernumber @ Balow. i you did not olsim this exempifon in cannection vith ather
employment, orif your spouse fias not claimed your exemption. Enter{™to claim one personal exempiion i you will file as head
of household, and chack “Single” under number 3 balow.

s Enler“2® lo clalm yourself and your spouse, and ¢ireck "Marded” under number 3 bslow,
Block B

= Enterihe numbst of depetidents, retinciuding yourself or your spouse, whom you wlll claim on yourizo: return. If ne dependents
are dlaimed, enter "0

o :
Cut here and give the bottom perlion of certifivale to your employer, Keap the 1o goriian for your records,

Form L4
kolgena | Etnployee's Withholding Allowance Cettificale
Hevenue
1, Typs ar piint {list name and middle izl Lastname
2. Sacial Securtity Number % Selectone

: [ Mo examptions of dependanls cleiffed D) Single (3 Marded

4, Home address (lumber ang sirest or rural route)

g, Clty State ZIF
G, Tolal number of exemptions clalmad in Block A 6.
7 Totel number of dependenls clalned In Block B 7

8. Increasa oy deciease In the amaimt 1o be vithheld eack pay perfod, Decreases shiould be Indicaled as a hegative dmount | 8,

I declare tnderthe penalties imposed for filing fatss rﬁﬁansihat the number of exemplions and dependenay oredils claimed on this carlifisate do net e¥casd
the numberto which | am entitled.

Employas's slgnature Dazle

The following {= ta be cumpleted by employat.
2, Employer's nama and addiess 10. Employer’s siate wittholding ascount number




State of Lonieiang
OFFICE OF THE GOVERNCR.

®ffice of Elerly Affatrs

John Bel Edwards

Govemor

The Office of Stefe Uniform Payroll (GSUP) offers active employees the option to selfview and print
their W-2 in Lovisiana Employee On-Line Services {(LEO) in lisu of receiving a paper W-2 fatm via the
United States Postal Service (USPS). OSUP is reminding active employess who have not elected the

seif-view and print option, to do so by December 31,

If you are an gctive employee and have already opied fo self-view and print your W-2, no acfion is
needed. | is, however, recommended that you review your record in LEQ, fo ensure your
election was recorded and saved for future calendar years.

Participation is optional for all active emplovees:

If you ara actively emiployed and wish o take advantage of the W-2 on-ine self-view and print
option you must provide cansent in LEG by Dacersber 31, W-2s will ba avallable in LEO for
viewing and prinfing by mid<lanpary.

If you do not provide consent by the required deadline, you revoke your consent, or you do not
wish fo use this service you will continue o reseive a paper W-2 Form through the USPS. All
paper W-2 Forms will be mailed January 31 or the next business day if Januar:-,r Jtfallsona
weekend. .

Once consent is given, it will remain for all future reporiing petiods unless you revoke the
decision or separate from smployment. To revoke your cansent, you must do so in LEO by the
Decamber 31 deadline for the current reporting year.

Employees who separate from state senvice do nof have the option of raceiving their W-2 on-fine
but will receive a paper W-2 through the USPS. PaperW-2 Forms will be malled January 31 or
the next business day if January 31 falls on a weekend.

Participation js fast, easy and no cost fo you

&

To provide censent, revoke consent, and view and print your W-2 you simply have to sign on to
LEO using your aclive password, Follow the step-by-step guidetines provided to you in LEO.

To view and print your W-2 you will need an infernet connection, web browser, astess to LEO
with an active password and Adobe Acrobat soffware.

There Is no cost io you for this service; however, receiving your W-2 faster may give you a head
start on completing your annual 1RS tax filing and, if applicable, any refund may be recewed
soonar.

Onee the W-Zs are avaiable in LEQ (by mid-January), you may view and print your W-2 as
often as needed at no cost o you,
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Duplicate W-2 Information:

»  Affer providing consent in LEQ, an employee may still request a paper Form W-2 by contacting
their agency's EA/HR Depariment and completing the Request for Duplicate W-2 Fomm,
OSUP/F3T,

s Duplicate W-2 coples for active emplovees not choosing the on-line self-view and print option
will be available in LEQ beginning February 1,

e Separated employess needing a duplicate copy of their W-2 should contact their EAMHR
Depariment to complefe the Request for Duplicate W-2 Form OSUP/F37. Duplicate W2
requests for separated employees will not be processed unfll mid-February,

You must maintain your current contact information in LEO or thraugh your EA/HR Depariment. This will
allow for all notices and updates to be provided fo you regarding your paper W-2 and W-2 cridine self
view and print oplions.

The Division of Administration will continue to inform you, through vour agency, of all required
informafion regarding the W-2 on-iine self-view and print option, deadlinas, andlor contact nformation
changes.

We encourage you to make yourelection by the December 31 deadline.

If you hiave any guestions regarding this process, please contast Angela Calhoun at 225-342-9677,

Post Office Box §3 * Beton Rouge, Lovisiang 70821 * Phone 225-342-7100 * Fax 225—342-7133 * ghyw, gocalouisiana,pov
“An Bqual Employmet Opporunity Agency”
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LOUISIANA WORKERS’ COMPENSATION SECOND INJURY BOARD
POST-HIRE/CONDITIONAL JOB OFFER KNOWLEDGE QUESTIONNAIRE

EMPLOYEE: The intent of this questionnaire is to provide your employer with knowledge about any pre-
existing medical condition or disability which may entitle your employer to reimbursement from the Louisiana
Workers’ Compensation Second Injury Board in the event you suffer an on-the-job injury.! This reimbursement
in no way affects the benefits owed to you by your employer or its insurance company under the Louisiana
Workers’ Compensation Act. La. R.S. 23:1021-1361. However, your failure to answer truthfully and/or
correctly to any of the question on this questionnaire may result in a forfeiture of your workers’ compensation
benefits.

In order for your employer to be considered for reimbursement from the Second Injury Board, it has to show
that it knowingly hired or retained you with a pre-existing medical condition or disability. To establish its
knowledge, your employer is requesting that this questionnaire be completed.

INSTRUCTIONS: Please answer ALL questions completely. If a response requires an explanation, please
provide a brief description an the Explanation Page. If you have any guestions or need help in answering the
guestions on this form, please ask for assistance from the Employer Representative signing this form.

NOTE: Since this questionnaire contains medical information, you can request that the form be kept
CONFIDENTIAL and not made part of your personnel file. Please let your employer know that you want the
completed questionnaire placed in a sealed folder for confidentiality purposes.

EMPLOYEE WARNING

FAILURE TO ANSWER TRUTHFULLY AND/OR CORRECTLY TO ANY OF THE QUESTIONS ON THIS FORM MAY
RESULT IN A FORFEITURE OF YOUR WORKERS’ COMPENSATION BENEFITS UNDER La. R.S. 23:1208.1.

Employee Signature: Date:

Employer Representative Signature: Date:

Employer Name:

Employee Name:

Date of Birth (mrﬁ/dd/yyyy): Male: O Female: O
Soc. Sec. # {last 4 digits only):

Home Address:

Telephone Number:( )

! Under La. R.S. 23:1371(A), the purpose of the Second Injury Board is to encourage the employment, re-
employment, or retention of employees who have a permanent partial disability.
PAGE 10F6
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Disease and Other Medical Conditions you currently have or have ever had.

For all conditions that you check yes, write a brief explanation on the Explanation Page.
[Please check the appropriate box next to each. Every illness/injury requires a Yes {¥) or No (N} answer.]

YN YN Y N Y N
1 O Diabetes 01 O Cerebral Palsy 0 O Arthritis [0 8 Heart Disease/Heart Attack
O O Silicosis [ O Tuberculosis 0 0O Parkinson’'s O O Congestive Heart Failure

O O Varicose Veins
O [ Asbestosis

1 O Hyperinsulinism
O O Alzheimer’s
O O Emphysema
O O Hearing Loss
8 0O copD

0 O Hypertension
[ [0 Head Injury
00 O Epilepsy

1 O Stroke

3 [0 Multiple Sclerosis
0 O Post Traumatic Stress
O O Osteomyelitis

O O Nervous Disorder
O O Muscular Dystrophy
O O Migraine Headaches
O O Mental Retardation
O O Kidney Disorder

O O Loss of Use of Limb
O O Seizure Disorder

[1 I Sickle Cell Disease

I 3 Brain Damage

O O Asthma

0 00 Dementia

I IO Thrombophlebitis
O O Arteriosclerosis
3 [J Hodgkin's

O O Cancer

O 0 Double Vision

0 OO Mental Disorders
[0 OO Hemophilia

[0 O Bleeding Disorder

{1 LI Vision Loss, one or both eyes
3 O Disability from Polio

O O Psychoneurotic Disability
O O Ruptured ar Herniated Disc
01 O Ankylosis or Joint Stiffening
O O High/Low Blood Pressure
O O Carpal Tunnel Syndrome

B O Compressed Air Sequelae
O O Disease of the Lung

O O Coronary Artery Disease

0 [0 Heavy Metal Poisoning

Surgical Treatment [Please check the appropriate box. Each illness/injury requires a Yes (Y} or No (N) answer.] For
each Yes (Y) answer, please complete the information corresponding to the surgery on the right. Additional information
can be provided on the Explanation Page, if necessary.

Y N
[0 O Spinal Disc Surgery

[ O Spinal Fusion Surgery

O O Amputated Foot

[ [0 Amputated Leg

O O Amputated Arm

(7] ] Amputated Hand

[0 [ Knee Replacement

[ 3 Hip Replacement

O O Cther Joint Replacement
[0 [ Other Surgical Procedure
(I [ Other Surgical Procedure
1 [ Other Surgical Procedure

[] [} Other Surgical Procedure

Employee Signature:

Year {approximate if unsure)
Year {approximate if unsure)

teft L1 Right O  Year (approx. if unsure)

Left O Right O Year (approx. if unsure)
Left 0 Right O Year (approx. if unsure)
teft [3 Right [ Year {approx. if unsure)
Left [J Right O0  Year (approx. if unsure)
Left 0 Right [J Year {approx. if unsure)
Joint Year
Procedure Year
Pracedure Year
Procedure Year
Procedure Year

Date:

Employer Representative:

Date:

PAGE 2 OF 6
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EXPLANATION PAGE

Please use the space below to explain the ilinesses and/or conditions that you checked a Yes {Y) or any other medical
conditions that may not be listed on this form. Ask your employer for additional copies of this page if needed.

CONDITION: Year Diagnosed {approx):
Are you still treating for this condition? YesO3 No[d

Are you taking medication for this condition? Yes[] No[d

Do you have any permanent restrictions for this condition? Yes[0 No[d

Brief Explanation:

CONDITION: Year Diagnosed (approx):
Are you still treating for this condition? Yesd NoO

Are you taking medication for this condition? Yes[d Nolfl]

Do you have any permanent restrictions for this condition? Yes[ No[

Brief Explanation:

CONDITION: Year Diagnosed (approx):
Are you still treating for this condition? Yes[O No[d

Are you taking medication for this condition? Yes[] No[7]

Do you have any permanent restrictions for this condition? YesTT Ne[O

Brief Explanation:

CONDITION: Year Diagnosed (approx):
Are you still treating for this condition? Yes[] Noll

Are you taking medication for this condition? YesEd No[

Do you have any permanent restrictions for this condition? Yes[1 Nold

Brief Explanation:

Employee Signature: Date:

Employer Representative: Date:

PAGE3 OF6
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Piease answer the following guestions.

1. Has any doctor ever restricted your activities? Yes L No [
If “Yes,” please list the restrictions:
Were the restrictions: Permanent [] Temporary []
Are your activities currently restricted? Yes [[] No [J
What is the medical condition for which you have restrictions?

2. Areyou presently treating with a doctor, chiropractor, psychiatrist, psychologist or other health-care
provider? Yes [[] No [

Please list the medical condition heing treated:

Doctor’s Name: Specialty:

Doctor’'s Address:

3. If you are currently taking prescription medication other than those listed on the Explanation Page, please
complete the requested information below.

Medication: Prescribing Doctor:

Medication: Prescribing Doctor:

4, Have you ever had an on the job accident? Yes [0 No [J
If you answered “YES,” please provide the date for each injury and the nature of the injury:

How long were you on compensation?

Name of Employer:

5. Has a doctor recommended a surgical procedure, which has not been completed prior to this date,
including but not limited to knee, hip or shoulder replacement? Yes O No O
If you answered YES, please provide:

Recommended surgery:

Approximate date of recommendation:

Doctor's Name: Specialty:

Doctor's Address:

Employee Signature: Date:

Employer Representative: Date:

PAGE4 OF 6
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TO BE COMPLETED BY EMPLOYEE

EMPLOYEE WARNING

FAILURE TO ANSWER TRUTHFULLY AND/OR CORRECTLY TO ANY OF THE QUESTIONS ON THIS FORM MAY
RESULT IN A FORFEITURE OF ANY AND ALL WORKERS COMPENSATION BENEFITS UNDER La. R.S. 23:1208.1.

| have completed this form honestly and to the best of my knowledge. | understand that providing false
information or omitting pertinent information could result in loss of my workers compensation benefits
should | become injured on the job.

Employee Signature: Date:

Employee Printed Name:

PAGES OF6
S1B FORM D (10/17)



TO BE COMPLETED BY EMPLOYER REPRESENTATIVE

EMPLOYER WARNING

PURSUANT TO La. R.S. 23:1208 OF THE LOUISIANA WORKERS’ COMPENSATION ACT, IT SHALL BE UNLAWFUL
FOR A PERSON, FOR THE PURPOSE OF OBTAINING OR DEFEATING ANY BENEFIT PAYMENT UNDER THE
PROVISIONS OF THIS CHAPTER, EITHER FOR HIMSELF OR FOR ANY OTHER PERSON, TO WILLFULLY MAKE A
FALSE STATEMENT OR REPRESENTATION. PENALTIES FOR VIOLATIONS INCLUDE IMPRISONMENT, FINES,
AND/OR THE FORFEITURE OF BENEFITS.

You must certify the following:

1. That | am an authorized representative of the employer designated to obtain and review the
information provided by the employee on this questionnaire;

2. That | have provided the employee with as many copies of the Explanation Page as needed
and have confirmed the number of and labeled the pages of this questionnaire;

3. That | have provided assistance to the employee (if requested) in responding to the questions
on this questionnaire;

4. That the information sought by this authorization is made on an applicant for employment
only after a conditional job offer has been made and accepted, or on a current employee; and

5. That the information obtained in the authorization will NOT be used to discriminate in any
manner against the individual who is the subject of this authorization on any basis, in violation
of the Americans with Disabilities Act of 1990, 42 U.S.C. §12101, et seq., or any other state or
federal law;

6. That if requested, a photocopy of this fully completed and signed form will be provided to
the employee.

Employer Representative Signature: Date:

Employer Representative Printed Name:

Title:

PAGEGOF 6
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DO NOT FAXFORM Louisiana State Employees’
PRINT ALL INFORMATION Betirement System

www.lasersonline.org

P.0.Box 44213, Bafon Rouge, LA 70804-4213
225,622.0600 - Toll-Free 1.800.256.30G0

Benefit Forfeiture
{(For Employer Use Only - Do Not Return to LASERS) .

Member's First Name Middlie Name Last Name Today'sDate  Social Security Number
. - c

IMPORTANT: Complete the entire form, Follow the specific instructons for each section, All dates should be in MM/DD/YYYY format.

This form will be completed upon employment of LASERS eligible members hired on or after January 1, 2013 The employing agency will keep
the form for their vecords,

Member's Mailing Address City State Zip Code
Daytime Avea Code/Phone Number  Evening Area Code/Phone Number  Email Address Member's Birth Date

By accepting this position, I understand that I will be enrolled in the Louisiana State Employees' Retirement System.

I further understand that my retirement benefits and the benefits payable to my spouse or children may be forfeited if I am convicted of a public
corruption crime of either of the following types:

» Public corruption erime resulting in financial gain or attempted financial gain for myself or & third party.

» Public corruption crime that involves sexual contact with a rwinor with whom I come in contact by virtue of my public employment.

Signature of Member Date of Signature

01-13 R112012 RETAIN FOR YOUR RECORDS ENRLINFO Page 1of1-
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|

form 10 LASERS |

Louisiana State Employees”
PRINT ALL INFORMATION Retirement System

www.lasersonline.org
P.Q. Box 44213, Baton Rouge, LA 70804-4213
225.922.0600 - Toll-Free 1.800.256.3000
Fax 225.935.2856

Membership Registration
(For Employer Use Only - Do Not Return to LASERS)

Member's First Name Middle Name Last Name Teday's Date  Social Security Number

A member should read the "Notice of Employees Not Covered by Social Security” disclosing the potential effects of the Government Pension
Offset (GPO) and the Windfall Elimination Provision (WEP). A member may repay a refund to LASERS upon returning to state service and
contributing to the system for eighteen months according to La. R.S. 11:537(D). The member must complete Form 1-06, Designation of
Beneficiary, to name a beneficiary, and submit the form to LASERS.

City Zip Code

Daytime Area Code/Phone Number  Evening Area Code/Phone Number  Email Address Member's Birth Date

ZHONZZOETIONAT. MEMBERSHIP (Camplete ONLY if age 55.0r.over and not a LASERS rehired retiree) i

At the time of employment I was 60 or older and elect to (please check option A or B belaw): (OR)

L]
At the time of employment I was age 55 or older and have at least 40 quarters in Social Security and I elect to (please check option A or B
[ ] below): I will submit a copy of my Social Security Administration's form, 55A-7005-Eamings and Benefits Statement, certifying that
I have the required 40 quarters of coverage needed for optional membership.

Join the Louisiana State Employees’ Retirement System (LASERS). Iunderstand that if I join the retirement system I must make

A [ employee contributions based on my earnings. Imay make application for my employee contributions to be refunded to me, without
interest, if I terminate employment for at least 30 days. IfIjoin the retirement system and I am also eligible for a benefit from Social
Security, the Social Security benefit may be reduced based on the benefit received from the retirement system.

B) foin FICA (Medicare included), or join/maintain the Louisiana Deferred Compensation Plan (eligibility and rate depend on employee
] status), or in some cases, employee may not be required to join either.

If you were at any time a member of LASERS or another Louisiana public retirernent system,
give the name of that system under which the membership was reported: From (MM/DD/YY) To (MM/DD/YY)

My current status with the Louisiana public retirement system listed above is:  [_] Active [ ] Inactive [ | Refunded [ | Retired
If your status is RETIRED from a Louisiana public retirement system OTHER than LASERS, please check one:

L Lelect to join LASERS: I shall pay employee contributions and expect to work enough years to be entitled
[] L elect NOT to join LASERS [ | to a monthly benefit; otherwise, I will only be eligible to refund my contributions.

Member's Signature Date

1-01 R122015 CONTINUE ON NEXT PAGE ER1Page 1 of 3



Social Security Number

SERVICE HISTORY

New - first time enrolled in LASERS. Regular members hired on or after July 1, 2015, wilt have a contribution rate of 8.0 percent in the
L] Regular 4 Plan.

New - first time enrolled in LASERS and enrolled ir a Hazardous Duty Plan (HAZ Plaz) position on ar after January 1, 2011, HAZ Plan
[ members must be enrolled in the HAZ Plan and will contribute at 9.5 percent.

D Return to service - previous member of LASERS, whether refunded or not, with a break in service

Regular member who is a former member of LASERS prior to July I, 2006, DID NOT refund contributions and will contribute
D at 7.5 percent in the Reguiar 1 Plan.

Regular member who js a former member of LASERS on or after July 1, 2006, and before January 1, 2011, DID NOT refund
L] coniributions and will contribute at 8.0 percent in the Regular 2 Plan.

] Regular member who is a former member of LASERS on or after January 1, 2011, and on or before June 30, 2015, DID NOT
refund contributions and will contribute at 8.0 percent in the Regular 3 Plan.

[-_-I Regular member who is a former member of LASERS, DID refund coniributions and will contribute at 8.0 percent in the
Regular 4 Plan.

[] Transfer from another agency - transferring from one reporting agency to another within LASERS without a break in service.

Transfer from another agency on or after January 1, 2011, and enrolled in a HAZ Plan position - transferring from any plan other than the
[ HAZ Plan may elect to remain in that plan or join the HAZ Plan, Form 2-18: Hazardous Duty Services Plan Election must be subrnitted to
LASERS. Form 1-11: Certification of Prior Employment in a Hazardous Dufy Position should be submitted, if applicable.

Transfer from another Louisiana state retirement systern on or after July 1, 2015, and DID NOT refund - transferring from Teachers

] Retirement System of Louisiana, Louisiana School Employees' Retirement System, or State Police Pension & Retirement System must
submit Form 01-10: Certification of Membership in a State System Prior fo July 1, 2015, and must be enrolled in the retirement plan in place at
the earliest date making the member eligible for membership.

Transfer from another Louisiana state retirement system on or after January 1, 2011, and DID NOT refund, and employed in a HAZ Plan
[] position - transferring from Teachers Retirement System of Louisiana, Louisiana Schoot Employees' Retirement System, or State Police
Pension & Retirement System may elect to remain in that system if ¢ligible, or may elect to join the HAZ Plan.

Dual employee - currently a member of LASERS under one reporting agency and now enrolling with a second reporting agency. (Usually

[} involves part-time employment, but not necessarily.} Contributions are based on employment with all reporting agencies and are
mandatory.

TYPE OF EMPLOYMENT

Types of Employees not Eligible (La. R.S. 11:413):
1. Employees who receive a per diem allowance instead of earned compensation
2. Students, interns, and resident physicians employed for temporary, part time, or periodic work
3. Independent contractors
4. Certain pool positions
5. Certain temporary seasonal employees at the Department of Revenue

Types of Employees not Eligible (La. R.S. 11:413(3)) - except those employees who have ten or more years of creditable service in the system
or are returning to work as a re-employed retiree:

1. Job appointments (employment for a fixed period not to exceed two years)

2. Intermittent employees (employment for an indefinite schedule, on an as needed basis)

3. Part-time employees (employees who work 20 hours or less per week)

4. Seasonal emplayees (employees who work less than five months in a year)

5. Temporary employees (employees performing services under a contractual arrangement for less than two years)

Types of Employees Eligible

1. Full-time - working over 20 hours per week
2. Job Appointment - working two years and one day or longer

1-01 R1220315 CONTINUED ON NEXT PAGE ER1 Page 2 0f 3



Social Security Number

EMPLOYEE INFORMATION

Employee Position Title Hire Date (MM/DD/YY) D Classified D Permanent employee
[] Unclassified [} Temporary employee

[] Full-time: Full-time status equals hours per day [_] Part-time: The employee wili wotk hours per week

[] Job Appointment working 2 years or less l:] Job Appointment working 2 years and one day or longer

EARNINGS REPORTING:  This employee's earnings will be reported as: [ |9months | ] 10 months [ ] 12 months

['have checked the PA20 and C502 in ISIS and LASERS Employer Self-Service YES [ NO []
for previous retirement status.

Is this member a LASERS retiree from this or any other state agency? YES [ NO []

If yes, see Liaison Memos 12-21 and 13-23 to follow the proper rehired retiree enrollment procedures, Failure to properly enroll rehired
retirees may result in a cost to the member and agency. If this is a rehired retiree, form 10-2 Re-employment of Rehired Retiree must be submitted
to LASERS within 45 days of the employment date. If it {s not, the member will be rehired under the provisions of re-employed retiree
Option 3.

Name of Personnel Officer Name of Agency Title
Personnel Gfficer's Email Address Daytime Area Code/Phone Number
Signature of Personnel Officer Date Agency 3 Digit Number

1-01 R122015 RETAIN FORM FOR YOUR RECORDS ER1Page30f3
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form 141 LASERS I

DO NOT FAX FORM Louisiana State Emplovees’
PRINT ALL INFORMATION Retirement System
wwiw.lasersonline.org ‘ ‘
P.0. Box 44213, Baton Rouge, LA 70804-4213
225.922.0600 - Toll-Free 1.800.256.3000

Benefit Forfeiture
(For Employer Use Only - Do Not Return to LASERS)

Member's First Name Middle Name Last Name Today's Date  Social Security Number

IMPORTANT: Complete the entire form. Follow the specific instructions for each section, All dates should be in MM/DD/YYYY format.

This form will be completed upon employment of LASERS eligible members hired on or after Janmary 1, 2013. The employing agency will keep
the form for their records.

Member's Mailing Address ) City State Zip Code

Daytime Area Code/Phone Number  Evening Area Code/Phone Number  Email Address Memtber's Birth Date

By accepting this position, Tunderstand that T will be enrolled in the Louisiana State Employees’ Retirement System.

I further understand that my retirement benefits and the benefits payable to my spouse or children may be forfeited if T am convicted of a public
corruption crime of either of the following types:

= Public corruption crime resulting in financial gain or atternpted financial gain for myself or a third party.

* Public corruption crime that involves sexual contact with a minor with whom I come in contact by virtue of my public employment.

Signature of Member Date of Signature

01~13 R112012 RETAIN FOR YOUR RECORDS - ENRLINFO Pageiofl
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LASERS |

Louisiana State Employees’

PRINT ALL INFORMATION Retirement System

www.lasersonline.org

P.O. Box 44213, Baton Rouge, LA 70804-4213
225.922,0600 - Toll-Free 1.800.256.3000
Fax 225.935.2856

Designation of Beneficiary

Member's First Name Middle Name Last Name Today's Date Social Security Number

IMPORTANT: Complete the entire form. Follow the specific instructions for each section. All dates should be in MM/DD/YYYY format.

Member's Mailing Address City State Zip Code
Daytime Area Code/Phone Number  Evening Area Code/Phone Number  Email Address Member's Birth Date

This designation supersedes all prior designations. You must include ALL beneficiaries that you wish to designate, If percentages are not
provided, any amounts payable will be divided equally amonyg all beneficiaries. Primary and contingent beneficiaries must separafely total
100%. The number of primary or contingent beneficiaries that you may name is not limited (attach an additional sheet if necessary),
"Contingent" beneficiaries are eligible for payment only if all primary beneficiaries die before the member does, If you are not the member, you

must submit a Certified copy of a "Fower of Attorney” or other legal documents with this form. A COPY OF THE SOCIAL SECURITY CARD
AND BIRTH CERTIFICATE FOR EACH BENEFICIARY IS REQUIRED,

Complete this section if you are a non-retired member of LASERS. Named beneficiaries will receive a lump sum of any employee
contributions not directed by statute. Do not complete this section if you are completing paperwork to retire and are naming your retirement
beneficiaries.

PRIMARY BENEFICIARIES' PERCENTAGES MUST TOTAL 100%

Primary Beneficiary's Name Relation, Trust, Estate Birth Date Percentage D Male Social Security Number
[] Female

Primary Beneficiary's Name Relation, Trust, Estate Birth Date Percentage D Male Social Security Number
[ ] Female

Primary Beneficiary's Name Relation, Trust, Estate  Birth Date Percentage [ Male Social Security Number
[[] Female

Primary Beneficiary's Name Relation, Trust, Estate Birth Date Percentage D Male Social Security Number
[ ] Female

01-06 R102018 CONTINUE ON NEXT PAGE ERBER14 Page1of3



Social Secutity Number

CONTINGENT BENEFICIARIES' PERCENTAGES MUST TOTAL 100%

Contingent Beneficiary's Name (optional) Relation, Trust, Estate Birth Date Percentage [ Male Social Security Number
[ ] Female

Contingent Beneficiary's Name (optional) Relation, Trust, Estate  Birth Date Percentage [ Male Social Security Number
[ ] Female

This section should only be comp}eted 1f you are subrmttmg a Retirement, Retirement with IBO, DROF, or Disability Retirement application, or
if you are updating your current Maximum or Option 1 monthly retirement beneficiary(ies).

PRIMARY BENEFICIARIES' PERCENTAGES MUST TOTAL 100%

Primary Beneficiary's Name Relation, Trust, Estate  Birth Date Percentage [ ]Male Social Security Number
[_] Female

Primary Beneficiary's Name Relation, Trust, Estate Birth Date Percentage [ Male  Social Security Number
[ ] Female

Primary Beneficiary's Name Relafion, Trust, Estate Birth Date Percentage [[] Male Social Security Number
[] Female

Primary Beneficiary's Name Relation, Trust, Estate Birth Date Percentage E] Male Social Security Number
[] Female

CONTINGENT BENEFICIARIES' PERCENTAGES MUST TOTAL 100%

Contingent Beneficiary’s Name (optienal) Relation, Trust, Estate Birth Date Percentage [] Male Social Security Number
[ ] Pemale

Contingent Beneficiary's Name (optional) Relation, Trust, Estate  Birth Date Percentage [ Male Sudial Security Number
[] Female

Th1s section should only be completed if you are naming or updating your DROP or IBO account beneficiary(ies).

PRIMARY BENEFICIARIES' PERCENTAGES MUST TOTAL 100%

Primary Beneficiary's Name Relation, Trust, Estate  Birth Date Percentage [] Male Social Security Number
[} Female

Primary Beneficiary's Name Relation, Trust, Estate  Birth Date Percentage [ Male Social Security Number
[ ] Pemale

01-06 R102013 CONTINUE ON NEXT PAGE ERBER14 Page 2 of 3



Primary Beneficiary's Name Relation, Trust, Estate Birth Date Percentage

Primary Beneficiary's Name Relation, Trust, Estate Birth Date Percentage
CONTINGENT BENEFICIARIES' PERCENTAGES MUST TOTAL 100%

Contingent Beneficiary's Name (optional} Relation, Trust, Estate  Birth Date Percentage

Contingent Beneficiary's Name (optional) Relation, Trust, Estate  Birth Date Percentage

[ [Male

L__j Female

D Male
[} Female

[ Male

[ ] Female

[ ] Male
[] Female

Social Security Number

Social Security Number

Social Security Number

Social Security Number

Social Security Number

1 hereby request that my beneficiary(ies) be designated as above. I understand that the beneficiary(ies) designated on this form will receive my
contributions to the retirement system, unless I have gualifying survivors (spouse, children) entitled to a monthly survivor's benefit,

Member's Signature

Date

01-06 R102018

RETAIN A COPY FOR YOUR RECORDS
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Btate of Louisiana—©Office of State Uniform Payroll
Affordaile Care Act (ACA)
Newly Hired Employee Offer of GCoverage Worksheet

This worksheet is used to documment the LaGovy HCM Paid Agency's reasonable expectations regarding the, full-time”.
sigius of a newly hlreditransferred employee A copy uf ihzs comp!eted form shnuld be mamtamed m the
employee’s file. - SR : . )

1, Personpel Area Number/Name 2. Employes Name

3. Personnei Niumber 1 4. Date of Hire

5. Expectad Length of Employment

6. Did the newly hireditransferred employee wark for any LaGov HCM paid agency [n the Jast 12 months?

O YES-Procesdin?
0 NO-—Proceedfo®

7. Was the newly hiradftransferred employee in a standard orinitial measurement perlod at any agency?

0 YES—Proceedio 8
[ NO-—Proceedio8

¥ you are unsure, confact the prior employing agency or execule the ACA repo:f (ZP136).

8. lathe newly biredfiransferred employes in a current stabllity or imitial stabilify period atany agency‘?

O YES- Employees continues to be eligible for health coverage. Make appropriaie entiies in LaGov HCM.
g NO-~Proceedio 8

Nofe: A break in service only ends the stabilily period i it was: (1) at feast a 13 week break In service, OR {2} a breakin
service of af feast four (4) weeks but fonger than the prior period of employment,

9. Does the agency expect the newly hiredAransferrad employee to work at least 30 hours per week at the fime of
hireftransfer?

1 YES~The offer of health coverage must be made in accordance with OGB guidefines. Enter applicable
information in eEnrolinent/LaGov HCM. Bocuraent the offer (GB-01) and keep copy for file.

i NO-—Proceedio 10

IMPORTANT: The offer of coverage must be documenied and filed in the employee’s file.

10. Is the newiy hiredftransferred employee replacing a full-dime (at least 30 hours) posifion? Example: the employee
is filling in for a permanent position while the employee holding the position is out on feave.

O YES —The offer of health coverage musf be made in accordance with OGB guidelines. Enter applicable
information in eEnrollmentiLaGov HOM. Document the offer (GB-U’!) and keep copy for file.

O NO-Proseedio 11

IMPORTANT: The offerof coverage must be documented and filed in the employee’s file.

11, Is the newly hired/transferred employee a variable hour employee? A variable hour employee is defined as an
employee for whom the agency cannot reasonably determine hased on the facts and circumstances upon the date
of hire whether the new hire will work oy averade af least 30 hours per week,




OSUPIF100
07115
Sfate of Louisiana—Office of State Uniform Paytroll

Affordable Care Act (ACA)
Newly Hired Employee Offer of Covarage Worksheet

Example: The employee will work 35 hours one week, 27 hours the next weels, and 25 hours the following week.

O YLS - the agency will measure the smployes ovar the 24 pay perfod inutial measurement (fook-back) period.
Enter applicable information in eEnrolimentfl aGov HOM. Utilize the ACA report (2P136) periodically to frack
hours warked. This report must be run at the end of the IMP {o defermine if employee meets ihe AGA definition
of full time. '

O NO-—Employee is considered a part-time employee (works less than 30 hours per week) and [s not eligible for
heatth coverage. Ufilize the ACA report (ZP138) periodically to track hours worked. This report must be run at
the end of the IMP fo defermine if employee meets the ACA definition of full fime,

Foma Completed by (Print Name) Title Date

Definitions

F_ul!-time—-’fhe employee is expecfed to work at least an average of 30 or more hours per week |
Part-iime—The employes is expected to work less than an average of 80 hours perweek,

Variable— [t canhot be defetmined atthe date of hire If the employes Will work an average of 30 hours per week.



2 ;\\..\»
J@@@i‘r STATE OF LOUISIANA - OFFICE OF GROUP BENEFITS - ENROLLMENT/CHANGE FORM (Page 1 of 2)

Agenty Number Agency Name Primary Plan ParticipantEmployee Name Diteof Hire

Name First ML Last

Social Security Number Date of Birth

Home Phaneaumbsr Work/Alt Phone Number Ernail Address® {Sae footnotabalaw] Gender

{:] Male D Femile

State Zip Code Country

Mziiing Address {Stieet or PO, Box) City

State ZipCode Cauntry

5 %
ww&(%:mv/wﬁi@,;",»lw PR

Physical Address (street) City
o : e > - - o s R S e
L AcRirdHetine: - .. . -

When a ratiree with OGB coverage returns to benefits-eligible employment, the hiring agency must notify OGB within 30 days of reemployment and the hiring ageney must begin to pay the employer
portien of the Re-employed Retiree premim from the date of hire. Upan resuming retiremant status, premiums will revert te the applicable retiree rates (i.e. Retiree without Medicare, Retires with

1 Madicarg, Petiree with 2 Medicare). At that time, the agency from which the retiree originally retired will resume payment of the employer portion of the premium. The employer portion of the
pramium will be the percentage set at the retirees initial retirement. For example, an agency paying 19% of a retiree’s pramium wupen ratirement will pay 199 of the retiree’s premium when the retiree
resumes retitement. Retirees who have maintained their OGB health coveraga in retirement MAY NOT waiva coverage when returning to benefits-eligible employment.

AGENCY RETIRED FROM

RETIREMENT DATE {MMODAYYY)

SETnR e
- “ﬁ%ﬁ%ﬁ e =
-

ciinen s < e - e
2 twollmentinbiooma@eed.,.. . ... . -

LEVEL OF HEALTH AND LIFE COVERAGE - FOR PLAN SELECTION SEE SECTIONS £ AND 5

For each dependent, emplayee must check the box in section 3 if they wish that dependent to have health and/or life coverage. For life insurance, employee must also check the appropriate box of
section 5. If adding more than 4 dependents, employee must complete, sign and submit a second GB-01 form.

Dﬁmpioyee Only D Ernployee + Child{ren} D Employee + Spousa D Family

(U_“_mt:ﬁximm RELATIONSHIP SEX B:zwz,,?.(?jE . A?“E;EE‘ SOCIAL SECURITY NUMBER HEALTH DEF. LIFE
seousE g:‘ SD‘;‘:E ] ws O s
DEPRIDERT S: %;;"; O ws 1 ws
BEMERCENT g’: . g;’; [J ws O s
[— E:‘ S:; 0 e O s
J— ‘ %:« g a::m a w 1 s

e £ "ew %S 2 7
- S

- -
SSkee e =
-

[3 Magnolia Local Plus {Adiministared by Blue Cross) [ Magnolia Open Ascess {Administered by Blue Cross)
] Petican HSA775" (Actives Only - Administared by Blue Cross) ] LSU First Option 1 {for eligible LSU Active Employees/ Non-Medicare Retireas only)
5 monthly deduction

“If you select the Pelican HSAZ75 plan, you must complete the GB-79 form to open a Health Savings Account In your name with a minimum deposit of $200 provided,
Tax implications may apply for certain members. -

- ~ MedicaieRetivess
0GB Secondary Plans: '
{71 Pelican HRA1000 {Administered by Blue Cross) [ Magnolia Local (Limited Provider Netwark - Administered by Blue Cross)
] Magnolia Local Plus {Administered by Blue Cross) [JLSY First Option 3 {for eligible LSU Retirees only)

[[1 Magnolia Open Access {Administerad by Blue Cross)
Optional: Retires 100

[] Employee Oniy [*] Dependent Only {7 Employee + T Dependent MEDICARE VERIFICATION
0GB Sponsored Meadicare Advantage Plans:
[JPeoples Health Medicare Advantage Plan : ] [0 No Coverage [] Mo Coverage
[JBlue Advantage HMO O Hospital (Part A) [ Hospital (Part A)
[JHumana Medicare Advantage Employer HMO Plan Elmedical (Part B T Medical {Part B)
Via Benefits (Please call 1-B55-663-4228 or visit my.ViaBenefits.com/ogh to enrcll) O Drugs (Part D) u Drugs {Part D)
A COPY OF MEDICARE CARD MUST BE ATTACHED

“Note to FSA Enrollees: By providing an emall address, you may receive certain benefits-related correspondence through email unless you contact Optum Financial te receive paper notices. You are responsible
to provide us with your current emaifl address and to promptly notify us of any changes to your email address by colling customer service at 1-806-272-8451,
GB-0% REV. 9/2023

Agency- Continue Completing foron page 2
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’\,@% STATE OF LOUISIANA - OFFICE OF GROUP BENEFITS - ENROLLMENT/CHANGE FORM (Page 2 of 2)

Agency Number Agency Name Primary Plan Participant/Employee Name Social Security Number

his Pl selont
BENEFITS {check all that apply)
[:] DECLINE LIFE INSURANCE COVERAGE

BASIC BASIC PLUS SUPPLEMENTAL
[JEmployee/No Dependent Coverage [Jemployee/Ne Dependent Coverage
{]Employee/Dependent Coverage [)employee/Dependent Covarage
Eligible Spouse $1,006 Eligible Child $500 Etigible Spouse $2,000 Eligible Child $1,000
[Oemployee/Dependent Coverage [ JEmployee/Dependant Coverage
Eigible Spouse $2,000 Eligible Child $1,000 Ehigible Spouse $4,000 Eligible Child $2,000
Annual Salary Date of Last Salary increase Face Life

FLEXIBLE BENEFITS (ACTIVE EMPLOYEES ONLY)

[} Dacline fiexible spending account
[ My agency does not participate in OG#'s flexible benzfits plan
[}1do want to participate and acknowledge that | have completed the flexible spending arrangerment form.

)
i i Hheicten 5
ACKNOWLEDGE OFFER AND DECLINE HE
T'have been offered health coverage for myself and my eligible dependents. | have voluntarily elected to decline the coverage as indicated below, If I chaose to apply for

health coverage at a later date, | understand that | may only enrall for health coverage during annual enrollment or as otherwise specified in the OGB plan document in the
avent |, or my efigible dependents have a Plan Recognized Qualified Life Evant.

Reason for Declining Health Coverage Offer; .

I other Groug Health Coverage (would include being covered as a dependent under an OGS plan}
O other Individual Health Caverage

1 Medicare, Medicaid, Other, Explain:

Ot am not enrofled in any health coverage and | do not accept this offer of health coverage

[11do not wish to disclose

NOTE TO AGENCY REPRESENTATIVE: I the employee declines health coverage, he or she must acknowledge the offer of coverage hy completing the G8-01 form. The

ackrowledgment must be sent to OGB and a copy retained by the agency participating employer as evidence that the employee was offered health coverage within the
time-frames allowed by law and the employee subsequently dedlined the offer of coverage.

L e
ﬁ%\’x;-my-bm‘ i &%g\g?ﬂ i%;w..%ﬁ,& e e

BY SIGNING THIS APPLICATION, | ACKNOWLEDGE AND CERTIFY THE FOLLOWING:

(Please check each box)

[ |, Primary Plan Participant, acknowledge that | have provided appropriate documents to ogb to verify my eligibility and the eligibility of my covered dependent(s) and
thase documents are included with this application.

3 1 apply for participation or a change in my participation in the named plan(s) and agree to be bound by the plan’s terms and conditions.

O [ acknowtedge and authorize deductions from my earnings or retirement check to pay for insurance for myself and my dependents, if applicable.

O 1 acknowledge and certify that the information provided on this form is truze and correct | understand that if | provide false, misleading or incomplete information en
this form, it may result in denial or rescission of coverage retroactive to the initial day of coverage,

[ taccept that this acknowledgment and certification will become a part of my application for coverage and that a copy of my signature is as vafid as the original.

01 ackn?jwiedge that any dis-enrollment from an QGB plan of benefits will result in dis-enroliment from both medical and pharmacy benefits, including, but not limited
to, Medicare Part D,

Sigatute Date

FOR AGENCY USE

QLE cadta or qualified ke aver:

ASHDrspeinsate Coverage

O Acd
D Drop

L__' Reinstate Coverage

I; Agency Representative, certify that the documentation presented is appropriate and supports the occurrence of the OGB plan-recognized qualified Tife event
referenced above,

Signature of Agency Representative Date

Printed Name of Agency Representative Date

GB-01 (REV. 69/2023) 20F2



@ Prudential
ENROLLMENT FORM — State of Louisiana

Agency #
All Eligible Active or Retired Employees Including Members of Boards and Commissions Conirol # 33624
Employee_ﬁenéra’i Information | Effective Date of Coverage (for office use only) / /
Last Name First Name Mi Email Address Phone Number
Address City State Zip Code
Your Annual Eamings Social Security Number Date of Birth {Month/Day/Year) Date Employed (Month/Day/Year)
3 - - / / / !
1| Marital Status Spouse Date of Birth (Month/Day/Year)
O Single [ Marriad [ Divorced [ Widowed / /

BasicTermlife -~~~

(] Coverage amaunt choses: $5,000 £ No coverage chosen
Basic Plus Supplemental Term Life With Matching Accidental Death & Dismemberment (AD&D) -
Enrollment in Employee AD&D coverage is automatic when electing Basic Plus Supplemental Term Life covarage.

] Coverage amount chosen: $ ] Mo coverage chosen

Basic Dependent Term Life -~ =~

You must be enrolled for Basic Term Life to elect Basic Dependent Term Life coverage for your dependents. Speuse coverage cannot exceed
100% of your Basic Term Life coverage amount. Child{ren) coverage cannot exceed 100% of your Basic Term Life coverage amount.

Spouse/Ghildren {7] No coverage chosen
[[] Coverage amount chosen: $1,000/Children $500
[0 Coverage amount chosen: Spouse $2,000/Children $1,000

Basic Plus Supplemental Depentent Term Life

You must be enrolled for Basic Plus Supplemental Term Life to elect Basic Plus Supplemental Dependent Term Life coverage for your

| dependents. Spouse coverage cannot exceed 100% of your Basic Plus Supplemental Term Life coverage amount. Child{ren) coverage cannat
exceed 100% of your Basic Plus Supplemental Term Life coverage amount.

Spouse/Children [ No coverage chosen
O] Coverage amount chosen: Spouse $2,000/Children $1,000
[ Coverage amount chosen: Spouse $4,000/Children $2,000

You must also complete a separate beneficiary designation form. If yeu have any questions, please see Human Resources for details.

GL.2017.010 The Prudential insurance Company of America, 751 Broad Street, Newark, New Jersey 07102 1-877-232-3619  Ed. 07/2018  Page 1 of 4
Exp. 05/2025



@ Prudential

ENROLLMENT FORM — State of Louisiana Agency #

All Eligible Active or Retired Emp[oyees Including Members of Boards and Commissions Control # 33624
Employee General Information T e _

Last Name First Name Middle Initial Last 4 digits of Secial Security No.
XAK-XX-

Acceptance or Waiver of Coverage

1 1 am enrolling for coverage and | authorize my employer to deduct frem my earnings until further notice my cnntrebutlons for instrance
under a contract issued by The Prudential Insurance Company of America. | understand that if | desire to increase the amount of my
insurance or add dependent coverage hereafier, | may be required to fuenish evidence of insurability for myself 2nd/or my dependents. To
the best of my knowledge and belief, | declare the statement above is true and understand it is the basis for determining the contribution
for coverage. | also understand that for coverage to become eifective, | must be actively at work during the anrollment period and on the
effective date of the plan, If f apply for an amount that requires evidence of insurability satisfactory to The Prudential Insurance Company
of America, | must be actively at wark on the date of approval for the amount requiring satisfactory evidence of insurability,

[J I do not wish to enroll for any of the above optional coverages. | certify that | have been given the oppartunity by my above named employer
to enrcll for coverage. | understand that it | desire to enroll hereafter, | may be required to furnish satisfactory evidence of insurability to
The Prudential Insurance Company of America for myself and/or my dependens.

FLORIDA RESIDENTS — Any persen who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim
or an application containing false, incomplete, or misleading information is guilty of a felony of the third degree.

NEW YORK RESIDENTS — Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any materially false information, or conceals for the purpose of mislzading, information conceming
any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penatty not to exceed five
thousand dollars and the stated value of the claim for each such violation. This warning ONLY applies to accident and disahility coverage.

I have read and understand the terms and renuiremests of the fraud warnings included as part of this form.
The policy/certificate provides limited benefits. Review your certificate carefully.

Employee Signature Date Signed (Month/Day/Year)

Acceptance of Gnverage

FOR INSUREDS WHO RESIDE I MICH[GAN OR MINNESOTA ONLY — If you wish to enrolt your Spouse, and/or eligible child 18 years nf age or
older for Dependent Life and/or Accidental Death and Dismemberment Insurance coverage, your Spouse, and/or each of your eligible children
age 18 years or older must consent to such coverage by signing and dating this consent in the appropriate space(s) below.

Coverage on your Spouse and child(ren) age 18 or older will not become effective unless and until the requisite consent is provided.

Spouse Signature Date Signed {Month/Day/Year)
Child Signature Date Signed (Month/Day/Year)
Child Signature Date Signed (Month/Day/Year)

GL.2017.010 £d.07/2018  Exp.05/202% Page2cf4



(#® Prudential

ENROLLMENT FORM — State of Louisiana Agency #
All Eligible Active or Retired Employees Includmg Members of Boards and Commissions Control # 33624

Employee General Information e - _ .
Last Name First Name Middle Initial Last 4 digits of Social Security No.
XXX-XX-

Important Notices

For residents of all states and jurisdictions exceptAEabama Alaska, Arlzuna Arkansas, California, Colorado, Belaware, the District of Eulumbla
Florida, Idaho, indiana, Kentucky, Louisiana, Maine, Maryland, Minnesota, New Hampshire, New lersay, New Mexico, New York, North Caralina,
Ohia, Oklahoma, Oregen, Pennsylvania, Puerto Rico, Rhode Island, Tennessee, Texas, Utah, Vermont, Virginia, Washington and West Virginia:
WARNING: Any person who knowingly and with intent to injure, defraud, or deceive any insurance company or otfer person, or knowing that he or she is
facifitating commission of 2 fravd, submits incomplete, false, fraudulent, decaptive or misleading facts or information when filing an insurance
application or a statement of claim for payment of 2 foss or henefit commits a fracdulent insurance act, is/may be guilty of a crime and may be
prosecuted and punished under state law, Penalties may include fines, civil damages and criminal penatties, including confinement in prison. In
addition, an insurer may deny insurance benefits if false information materially related to a claim was provided by the applicant orif the applicant
concezls, for the purpose of misleading, information cencerning any fact material thereto,

ALABAMA RESIBENTS — Any person who knowingly presents a false ar fraudulent ciaim for payment of a loss or benefit or who knowingly presents

false information inan application for insurance is guitty of a crime and may be subject ta restitution fines or confinement in prison, or any
combination thereof.

ALASKA RESIRENTS — A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false,
incomplete, or misleading information may be prosecuted under state law,

ARIZONA RESIDENTS - For your protection Arizona law requires the following statement to appear on this form. Any person
who knowingly presents a false or fraudulent claim for payment of a Joss is subject to criminal and civil penalties.

ARKANSAS, BISTRICT OF COLUMBIA, LGUISIANA, MASSAGHUSETTS, RHOBE ISLAND, AXD WEST VIRGINIA RESIBENTS —Any persen who knowingly
presents a false or fraudulent claim for payment of a foss or benefit or knowingly presents false information in an application forinsurance s guiltyof a
crime and may be subject to fines and confinement in prison.

CALIFORNIA AND TEXAS RESIDENTS - For your protection, California and Texas law requires the following to appear on this form. Any person who
knowingly presents false or fraudulent infermation to obtain or amend insurance covarage or to make a claim for the payment of a loss is guilty of
a crime and may be stbject to fines and confinement in state prison.

COLORADD RESIDENTS - [t is uniawful to knowingly provide false, incomplete, or misleading facts or infermation to an insurance company for the
purpose of defrauding or attempting 1o defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages.
Any insurance cempany or agent of an insurance company who knowingly provides false, incomplete, or misleading facts er information to a
policyhoider or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to & setilement or award
payable from insurance proceeds shall be reported o the Colorado division of insuranee within the departmant of regulatery agencies.

DELAWARE RESIBENTS - Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a statement of claim containing
any false, incomplete or misleading infermatior is guilty of a felony.

IDAHD RESIBENTS - Any person who knowingly, and with intent to defraud or decejve any insurance company, files a statement containing any
false, incomplete; or misleading information is guilty of a felony.

INRIANA RESIDENTS - A person who knowingly and with intent ta defraud an insurer filas a statement of claim containing any false, incomplete, or
misleading information commits a felony.

KENTUEKY RESIDENTS — Any person whe knowingly and with intent to defraud anyinsurance company or ather person files an application for
insurance containing any materiallyfalse information or conceals, for the purpese of misleading, infermation cencerning any fact material thereto
cosmits a fraudulent insurance act, which is a crime.

MAIKE, TENNESSEE, VIRGINIA, WASHINGTON RESIDENTS — It is a crime to knowingly provide false, incomplete or misieading infermation to an
insurance company for the purpose of defratding the company. Penalties include imprisonment, fines and denial of insurance benefits.
MARYLAND RESIDENTS — Any person who knowingly or willfully presents a false ar fraudulent claim for payment of a loss or benefit or who knowingly

or wilifully presents false information in an application for insurance is guitty of a crime and may be subject to fines and confirement in prison.

MINNESOTA RESIDENTS - A person who files a claim with intent to defraud or helps commit & fravd against an insurer is guilty of a crime.

GL.2017.010 Ed. 07/2018 Exp.05/2025  Page3of4



@ Prudential

ENROLLMENT FORM — State of Louisiana Agency #
All Eligible Active or Retired Employees Including Members of Boards and Commissions Control# 33624

Employee General Information _ : o AR L
Last Name First Name Middle [nitial Last 4 digits of Soctal Securily No.
KER-XX-

Important Notices

NEW HAMPSHIRE RESIDENTS - Any person who, with a purpose to injure, defraud, or deceive any insurance company, files a statement of claim
sontaisting any false, incomplate, or misleading information is subject to prosecutien and punishment for insurance fraud, as provided in RSA 638.20.

NEW JERSEY RESIDENTS —Any person whe includes any false or misteading information on an application for an insuranee policy is subject ta
criminal and civit penalties.

NEW MEXICO RESIDENTS - ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR
KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO CIVIL FINES AND
CRIMINAL PENALTIES. : :

HORTH CARCLINA RESIDENTS — Any parson who, with the infent to injure, defraud, or deceive an insurer or insuranee claimant, knowing that the
staiement contains false information concerning a fact or matter material tothe claim may be guilty of a class Hielony.

OHED RESIDENTS - Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or
files a claim containing a false or deceptive statement is guilty of insurance fraud.

OKEAHOMA RESIDENTS - WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the
proceeds of an insurance policy containing any false, incomplate, or misleading information is guilty of a felony.

OREGON RESIDENTS - Any person who, with intent to defraud or knowing that he is facititating a fraud against an insurance company, submits an
apptication or files a claim containing a false or deceptive statement may be guilty of insurance fraud.

PENNSYLVANIA and UTAH RESIDENTS — Any person who knowingly and with intent fo defraud anyinsurance company or other parson files an
application forinsurance or statement of claim containing any materially false information or corceals forthe purpose of misleading, information
concerning any material fact thereto commits a fraudufent insurance act, which is a crime and subjects such person to criminal and civil penalties.
PUERTO RIGO RESIDENTS — Any person who knowingly and with the infention of defrauding presents false information in an insurance application,
or presents, helps, or causes the presentatien of a fraudulent claim for the paymest of a less or any othar benefit, or presents more than one claim
for the same damage or loss, shall incur a feleny and, upon conviction, shall be sanctioned for each violation by a fine of not less than five
thousand dollars {$5,000) and not more than ten thousand dollars ($10,000), or a fixed term of imprisonment for three (3) years, or both penalties.
Should aggravating circumstances [be] present, the penalty thus established may be increased to a maximum of five (5) years, if extenuating
circumstances are present, it may be reduced to a minimum of two (2) years.

VERMONT RESIDENTS ~ Any person who knowingly presents a false or fraudulent claim for payment of a loss or knowingly makes a false statement
in an applicatiot: for insurance may be guilty of a criminal offense under state law.

Employees and/or Bependents may be ineligible for group insurance coverage while on active duty in the armed forees

Accelerated Death Benefit Option is a feature that is made available to group life insurance participants. It is not a health, nursing home, or
long-term care insurance benefit and is not designed to eliminate the need far those types of insurance coverage. The death benafit is reduced
by the amount of the accelerated death benefit paid. There is no administrative fee to accelerate benefits. Receipt of accelerated death benefits
may affect eligibility for public assistance and may be taxable. The federal income tax treatment of payments made under this rider depends
upon whethsr the insured is the recipiant of the benefits and is considered terminally ill or chronically ill. You may wish to seek professional tax
advice before exercising this option.

NOTICE TO CONSUMER: THIS IS A SUPPLEMENT TO HEALTH INSURANCE AND 1S NOT A SUBSTITUTE FOR MAJOR
MEBICAL COVERAGE. LACK OF MAJOR MEDICAL COVERAGE {OR OTHER MINIMAL ESSENTIAL COVERAGE) MAY
RESULT IN AN ADDITIONAL PAYMENT WITH YOUR TAXES. ALSO, THE BENEFITS PROVIDED BY THIS POLICY CANNOT
BE COORDINATED WITH THE BENEFITS PROVIDED BY OTHER COVERAGE. PLEASE REVIEW THE BENEFITS PROVIDED BY
THIS POLICY CAREFULLY TO AVQID A DUPLICATION OF COVERAGE.

Basic Term Life, Accidental Death & Dismembarment, Optional Term Life, Dependent Term Life, Long-Term Disability, Short-Term Disability Insurance caverages are issued by

Tha Prudential insurance Company of America, 751 Broad Street, Newark, NJ 07102, Life Claims: 1-800-524-0542 and Disability Support 1-800-842-1718. The Booklet-Certificate
contains all details, including any palicy exclusions, limitations, and restrictions, which may apply. If there is a discrepancy between this document and the Booklet-Certificate/
Groua Contract issued by Prudential, the terms of the Group Contract wili govern, Cantract arovisions may vary by state. California COA #1179, NAIC#6B241. Contract Series: 83500.

©2023 Prudentiat Financial, Inc. and its related entitfes, .
Prudential, the Prudential logo and the Rock symbof are service marks of Prudential Financial, Inc. and its related antities, registerad in many jurisdictions worldwids,
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Beneficiary Designation - State of L

“Employee General Information

ouisiana

Control# 33624

Last Name

First Name

Middle Initial

Social Security No.

Estate, or Corporation, please complete the correspending fields. Do not name a beneficiary for Dependent Term Life Coverage; these benefits are paid to you
while living, If more thax one primary beneficiary is designated, settlement will be made in equal shares to the designated beneficiaries (or beneficiary) who
are then stiil living, unless their shares are specified. If there is no named beneficiary, or no beneficiary survives the insured, setflement will be made in
accordance with the terms of your Group Contract.

Basic Term Life, Basic Plus Supplemental Term Life - Primary Beneficiary Designation

Last Name First Name Ml Telephone Number
Social Security Number Date of Birth Relationship Percentage

Street Address City State Zip

“Check one, if applicable : 1 Est :Corporatio ntity Name

Tax 1D #/Tax Exempt # Creation/Incorporation/Formation Date Telephone Number Percentage

Street Address City State Zip

Last Name First Name MI Telephone Number
Social Security Number Date of Birth Relationship Percentage

Street Address City State Zip

Tax 1D #/Tax Exetﬁ[ﬁt #

Creation/Incorporation/Formation Date

Telephoné Number

Percentage

Street Address

City

State

Zip

Basic Term Life, Basic Plus Supplemental Term Life - Contingent Beneficiary Designation

= Death benefits will be paid to the contingent beneficiaries if the primary beneficiary(ies) is not alive. Use a separate sheet if you want to name rmore than
two contingent beneficiaries, If designating a Trust, Estate, or Carporation, please complete the corresponding fields,

Last Name First Name MI Telephone Number
Social Security Number Date of Birth Relationship Percentage

Street Address City State Zip

 Checl one if applicable 1 Tru u| rporation

Tax ID #/Tax Exempt # Creation/Incorporation/Formation Date Percentage

Street Address City State Zip

Last Name First Name MI Telephone Number
Social Security Number Date of Birth Relationship Percentage

Street Address City State Zip

applicab

Tak ii) #/Tax Exempt {f

. Creation/Incorporation/Formation Date Telephone Number Percentage
Street Address City State Zip
0-48836 Page 1 of 2



Employee Signature Date (mm/dd/yyy)

If you have any questions, please see Human Resources for details.

Group Insurance coverages are issued by The Prudential insurance Company of America, a Prudential Financial
company, Newark, N.J 07102, Life Claims: 800-524-0542, Disability Support: 800-842-1718. This brochure is
intended to be a summary of your benefits and does not include all plan provisions, exclusions and limitations.
Please refer to the Booklet-Certificate, which is made a part of the Group Contract, for all plan details, including any
exclusions, limitations and restrictions which may apply. If there is a discrepancy between this document and the
Booklet-Cerlificate/Group Contract issued by The Prudential Insurance Company of America, the Group Confract
will govern. Coniract provisions may vary by state. Contract Series:83500. California COA # 1179 NAIC #68241

© 2020 Prudential Financial, Inc., and its related eniities.

Prudential, the Prudential [oge, the Rock symbol and Bring Your Challenges are service marks of Prudential
Financial, Inc., and its related entities, registered in many jurisdictions worldwide.

7w Prudential

GL.2005.288 0-48836
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State of Louisiana ‘ 2024
Office of Group Benefits - Flexible Benefits Plan
Flexible Spending Arrangement Enrollment/Stop Form

You must complete this form each year to participate in a tax-free Flexible Spending Arrangement. Please print.

Note to FSA Enrolfees: By providing an email address, you may receive certain benefits-related correspendence through emall unless you contact TASC to receive paper
notices. You are responsible to provide us with your current email address and to premptiy notify us of any changes to your email address by calling customer service at
1-800-422-4661.

Social Security Number Emaii Address . Payroll System Agency Number
Last Name (Print} First Name Midd!e nitial
Horme Address Lity State Zip
Home Phane Daytime Phone Date of Hire Number of Pay Periods Date of Birth Annual Salary payroﬂ Use only
Effective Date First Payroli Date
ENROLLMENT STATUS {CHECK ONE)
CHANGEINSTATUS ___ ANNUALENROLLMENT __ NEWHIRE

Indicate the amaunt you wish to set aside via tax-free salary deduction by completing the sections below. Complete the worksheets provided in the Flexibte Spending

Arrangement (FSA) Handbook before deciding on the amount.

. In Box #1, indicate the doilar amount you elect to contribute for the plan year.

. In Box #2, indicate the number of regular payroll checks you expect to receive during the plan year (9, 10, 12, 18, 24) * B

. In Box #3, indicate the deduction amount per paycheck. (Note: If Box #2 times Box #3 daes not equal Box #1 exactly, the amount in Box #3 may be changed
slightly, to reflact rounding. By signing this form, you certify that you expect to receive the number of paychecks listed in Box #2.)

. In Box #4, indicate the annual FSA fee amount (12 months = $24.00), #*

. In Box #5, indicate the FSA fee per pay pericd (paid biweekly is $1.00; paid monthly is $2.00), ***

*|f you are a new employzse e'nrolling after the plan year begins, divide by the number of pay periods remaining in the plan year,

Dollar Numberof Reqular | Deduction Amount | Annual FSA Fee | FSA Fee per Pay

T
ype Amount Payrolf Checks” per Paycheck Amount™ Feriod™

General-Purpose Health Care F5A (GPFSA)
For eligible medical expenses incurred by you, your family members, or both ($600 minimum contribution; $3,200 maximum contribution)
Limited-Purpose Health Care FSA {LPFSA) | | | | I

For eligible dental and vision expenses only incurred by you, your family members, or both\. For employees who want to participate in an FSA and a
Health Savings Account, (S600 minimum contribution; 53,260 maximum contribution)

Dependent Care FSA (DCFSA} | l i l l

For efigible dependent care expenses of an eligible dependent while you work (3600 minimum contribution}
TAX FILING STATUS - CHECK ONE: Married, filing separately (maximum 52,500) Married, filing jointly (maximum $5,000)
Married with incapacitated spouse {maximum $5,000) Single head of household (maximum $5,000) Single (maximum $2,500}

IMPORTANT: SALARY REDUCTION AGREEMENT

1. hereby authorize my empleyer to reduce my gross safary (before federal and state income taxes are calculated) by the total deduction amount per pay period as
indicated above. If applicable, | understand that this salary reductien might produce lower Social Security benefits,
2.l agree to fil2 IRS Form 2441 regarding my Dependent Care FSA.
3.1 understand that any amount remaining in any FSA not used during this plan year will be forfeited since it cannot be catried forward to the next plan year (due to the
RS "use-ar-lose’ rule),

4.1understand that funds in one FSA cannot be used to reimburse expenses covered by another FSA.

5.1understand that expenses for which | am reimbursed cannot be deducted on my income tax return.

6. tunderstand that funds in any FSA can only be paid out for reimbursement of eligible expenses actually incurred during my period of coverage for the applicable plan
year,

7. 1understand that improper payments (ineligible expenses) may be withheld from my paycheck or reported as taxable income on my W-2.

8. | understand that the salary deduction amount will include the items specified above and will continue in effect unfess | terminate ernployment or file an approved
GB-01 foren with the Humnan Resources office of my employer.

9.1understand and agree that my employe, the Office of Group Benefits and the Flexible Benefits Plan administrator will net incur any liability resuiting from either my
participation in any FSA or my failure to sign oraccurately complete this enroliment form. | further understand that if 1 elect not to participate in salary deduction with
respect 1o the benefits listed above, | hereby forego my right to participate during the upcoming plan year,

Employee Signature Agancy o Payroll System Name Date Signed

Payroll Dfficer/Gencsits Administralor Phone Number a8 Agency Number Date Signed

GB-02 Revised 09/2023



STATE OF LOUISIANA DEFERRED COMPENSATION PLAN
9100 Blusbonnet Centre Blvd., Suite 203
BATON ROUGE, LA 70809
Phone: (225) 926-8082
Fax: (225) 296-6832

Hello and welcome to the Deferred Comp Plan!

ONLINE ENROLLMENT

Te enroll in the LA Deferred Compensation Plan, simply access the Plan website and follow the
prompts.

www.louisianaden.com

Select: REGISTER
Select 1 of 2 choices:
o “l Do Not Have a PIN" - You may call 800-837-7604 for a Temporary PIN OR you may
enter the requested parsonal data.
o “l Have a PIN” - You may enter your S5N and PIN number.
Choose “Continue” once you have advanced into the reg‘nstrat‘i’on. :
Create a USER 1D and password. .
Follow the prompts and choose your contribution amount.
NOTE: Your contributions wilf default into a Tarqet Date Fund (with o 6% contribution rate}
based on vour date of hirth. Alternatively, you may choose your own investments by clicking on
“Customize Enrollment”. If you are interested in having your investments managed, you may

request a one-on-one phone appointment for assistance In customizing a risk strategy of your
retirement goals.

Please let us know if you have any questions or need further assistance.



THE LOUISIANA PUBLIC EMIPLOVEES 457(B) DEFERRED GOMPENSATION PLAN (PLAN) I8 A POWERFUL TOOL TO HELP YOU
REACH YDUR RETIREMENT DREAMS, A3 A SUPPLEMENT T0 OTHER RETIREMENT BENEFTS OR SAVINGS THAT YOU MAY
HAVE, THIS YDLUNTARY PLAN ALLOWS YOU TO SAVE AND HWEST EXTRA MONEY FOR RETIREMENT—TAX DEFERBED!

Not only will you defer taxes Immediately, but you may also bulld exira savings consistently and automatically,
select from a varlely of investment options, and learm more about saving and investing for your financial future.

Read these highights o leamn more about your Plan and how simple it s to enrol, I there are any discrepancies
between this document and the Plan Document, the Plan Document will govern.

GETTING STARTED

WHAY IS A 457 DEFERRED COMPENSATION PLAM?‘

The Plan is a governmental 457 deferred
compensation plan, which is a retlroment savings

plan that sllows eligible employees 1o supplemesnt amy

exisling refirement and pension benefits by saving and
investing pretex and/or after-tax Roth dollars through
a voluniary salary corririnution, Coniributions and

any eamings on contributions are tax-deferred until
money is withdrawn. Distributions are usually taken
durlng retirenent, when many participants are typically
regelving less income and may be in a fower income
jax bracket than while working. Dishributions are
subject to ordinary income tax.

WHY SHOULD | PARTICIPATE IN THE PLAN?

You may want to participate if you are interested
in saving and investing additional money for
refirement and/or reducing the armount of current
state and federal incorme {ax you pay each year.
The Plan can be an excellent too! 1o help make
your futtire more comfortable,

You may afso qualify for a federal income tax credit
by paricipating in this Plan,

———
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For more information about this tax credit, please
contact an Empower Retirement representative In
vour area.’

(S THERE ANY BEASON WHY | SHOULD NOT PARTICIPATE
IN THE PLAN?

Partlcipation may not be advantageous i you are
experiencing financial difficulties, have excessive -
debt or do not have an adequate emergency fund
{typically in an easy-to-access account).

YWHO {8 ELIGIBLE TO ENROLL?

All current full-time and part-time Louislana, public
employess are immediately eligible to parficipate
in the Flan.

Certain independerit contraciors of the Siate of
Louisiana employer may be eligible to participate in the
Plan as well. Ask your employer for more tnfermation.

HOV B0 1 ENROLL?
You may enroll through any of the following methods:

1, Complste the appropriate enroliment forms,
avaltable through your Retirenent Plan Counselor.

2, Complete the appropriate forms, avallable onthe
participant website under the Enrolf Now tgb.

’



3. Ifyouare a LA Gov HOM semployee, you
may enroll on the participant website
with a link undsr the Enrolf Now tab.

Indicate the amount you wish to
contifbute, your investment option
selection(s) and your beneficiary .
designation(s). Please refurn the form(g) to
your Retirement Plan Counselor, fax tothe
Baton Rougs office at (228) 295-6832 or
mail to Louisiana Deferred Comp Plan at
9100 Blugbonnet Centre Blvd, Suite 203,
Baton Rouge, LA 70808,

WHAT TYPES GF CONTRIBUTIONS CAN [ MIAKE?
Tradifional 457

» Contributions are made with hefore-
tax dollars.

» Any potential earnings onvour
contributions grow tax-free, and your
distribuiion is taxable,

» |t lowers your current taxable income
becauss you postpone paying faxes on
contributions to the Plan.

Roth 467

» Contributions are made with after
tax dollars. :

» Any Roth money, including contributions
and potential earnings, will grow tax-
free in your account,

» Your distribution 1s incorne tax-free if
you are eligible for a disixibution from
your Plan, and you withdraw your
Roth contributions and any earnings
after holding the account for at least
five tax years.

» {t does not change your cutrent
taxable incorne. '

I the Roth option is right for you,

make the appropriate changes o your
accourtt by completing a Salary Deferral
Agreernent form. If you are a LA Gov
HOM employee, you may make changes
via LouisianabCP.com or the voice
response system at (800} 701-8255.
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WHAT ARE THE SONTRIBUTION LINUTS?

[ 2017, e maximum contribution amount Is 100% of your
includible compensation or $18,000, whichever Is less. It may
be indexed in $500 increments after 2017, If you utifize both
the traditional and Roth 457 together; they must not exceed the
annual total contribution fimit.

Participants in the Plan have two different opporiunities to cateh
up and contribute mote during the final years of thelr career. The
"Special Catch-up” allows parkicipants In the three celendar years
prior to normal refirement age o contribuie more to the Plan (up
1o double the annual contribution limit—$36,000 In 2017). The
additionat amount that you may be able to contrioute under the
Speclal Cateh-up option will depend upon the amounts that you
were gligitle to contribute in previous years but did not.

Also, pariicipants furiing age 50 or older in 2017 may contribute an

‘addltional $6,000. You may not use the Special Catch-up provision

and the Age 50+ Catch-up provision in the same calendar yesr.
Please contact the Baton Rouge office at [225) 926-8082 for
assistance with Special Catch-up if you think you qualify.

VWHAT ARE MY INVESTMENT OPTIONS?

A lineup of core investment options is available through your
Plan. Investment option information is available through the
wehsite at bouistanaDCP.com and the voloe response system
{oll free af (800} 701-8255. The website and voice response
sysiem are avallable to you 24 howrs & day, seven days a week.

If yvour enyoll for the Tirsi time but don't choose any Investment
options, you will be defaulted into a BlackRock LifePath Fund?
based on your date of bitth {see the chart below). Target date
unds ere a diversified mix of underlying funds whose assst
allocations change over fime to become more conservaiive as
you near retirement.
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The Investments in the target date funds will
graduafly shift from more aggressive to more
conservative as the larget date approaches. The
iunds are designed to provide an age-approprlate
mix of long-term appreciation and capital
preservation and are adjusted based on the number
of years leff until the funds' target date.

The funds provide a professlonally allocated mix from
your first days in the Elan all the way through retirement.

(e

————— i

This slow transition of the funds’ asset allocation from
Inore aggressive invesiments to more conservative
invesiments is often referred to as the fund's “glide
path.” The date in a target date fund represents an
approximate date when an investor would axpect

to retire. The principal value of the funds is not
guaranteed at any time, including at the target date.

Yelahted %
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FOR ILLUSTRATIVE PURPOSES ONLY, Interdzd tolilusirate possitle
investment parkiclio elacations that represent an investeient strategy
bhased on risk and rafum, This is not intended a5 finandia) glanning or
investment achvice,

Flease consider the investment objectives, risks, -
feas and expenses carefully before investing. For

this and other important information, you may obtain
prospectuses for muitial funds, any applicable
anneity contract and the annuity's underlying funds,
and/or disclosure documents from your registered
representalive. For prospeciuses related fo
investrents in your Sel~-Directed Brokerage Account
(EDBA), contact TD Amerifrade at {866) 766-40175.
Read prospeciuses carefully before investing.
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SELF-DIRECTED BROKERAGE

In addition to the core investrent options, a self-
divected brokerage account (SDBA) is available
through TD Ameriirade. The SDBA allows you to
select from numerous mutual funds for an additional
annual adminisirative fee of $80 per person,
deducted from your account at $18 quartery (plus
any additional trading and transaction fees).

You are required to maintain a minimum balance in
your care account of $2,500.

The SDBA is intended for knowledgeable investors
who acknowledge and understand the risks associated
with the investments contained in the SDBA.

SDRA accounts are not monitored by the
Commission or investment consuttant to the Plan,
You will recelve a separate statement of your
holdings and activity from TD Amefitrade.

Review the SDBA Frequently Asked Questions
{(FAQs) on the particlpant website,
LouisianaDCRcom, for more information.

Go to the /nvestment Information tab, then click the
Self-Directed Brokerage link.



WMANAGING YOUR ACCOUNT

HOW B0 | KEER TRAGK OF MY AGEDUNT?

Empower Retirernent will mail 2 quarierly account
statement to you, showing your account balance
and acilvity. You can gfso check your account
balance and move money among Investmant
options via the website at LouisianaDCP.com

or the voice response system at {500} 7018255,

You will also receive a separaie guarterly statement
irom TD Ametitrade that will detail the investrnent
holdings and activity within your SDBA, including
any fees and charges imposed in cotnection with
ihe SDBEA.

HOW DO [ MAKE INVESTIMIENT OPTION CHANGES?

Use your username and passcode to access

the websiie, or you can use your Social Seourity
number and passcode 1o access the voice
response system.® You can move all or a portion of
your existing balances among investment options
{subject to Plan rules) and change how your payroll
conitibutions are invested.?

HOW B0 | MARE CONTRIBUTION CHANGES?

Download the Salary Deferral Agreement form from
LouisianaDCP.com or call the local Empower
Retirement office in Baton Rouge. A friendly and
helpiul representative wilt assist you in getting the
current form. I you are & LA Gov HOM employes,
you may log into your account and make the
contribution changes.

ROLLOVERS

MAY | ROLL OVER MY AGDOUNT FROM MY FORMER
EMPLOYER'S PLAN?

Yes. However, only approved balances from an
eligible governmental 4570}, 401{K), 408(b) or 401{g}
plan or an Individua! Retirernent Account (IRA} may
be rolled over to the Plan.”
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IAY | ROLL OVER MY ACCOUNT IF | LEAVE EMPLOVIMENT
WITH MY SURRENT EVMPLOYERT®

I you sever employment with your current employer,
yoll may roll over your account bafance o ancther
eligible governmental £457{b), 401(K), 403(} or
401{g) plan if your new employer’s plan accepis:
such rollovers. You inay also roll over your account
balance 1o an IRA. No taxes will be withheld from
your transfer amount,

Flease keep in mind that if you rolt over your Plan
balance fo a 401k}, 408{b) or 401(g) plan or [RA,
distributions taken before age 59% may ajso be
subject to the 10% eatly withdrawal federal tax
penally. Please coniact your Empower Refirernent
representative for more information.’

YESTING

WHEN AV | VESTER IN THE PLANT

Vesting refers to the percentage of your account -
you are entitled to receive from the Plan upon

ihe oceurrence of & distributable event. Your
contributions to the Plan and any earnings they
generate are always 100% vested fincluding rollovers
rom previous employers),

DISTRIBUTIONS

WHEN CAIN I RECE(VE A DISTRIBUTIOR FROM MY AGCOUNT?

There is ne 10% eatly withdrawal penaity for &

qualifying dlistribution svent. Qualitying disiribution

events are as follows:

» Retirerment

= Unforeseeable emergenoy

» Severance of emplovment (as defined by the
Internal Revenue Code provisions)

» Attalnment of age 70%

» Death (your beneficiary receives your bengfits)

» [n-service transfer to purchase service credit

» [m-service de minimis

Each distribution Is subject to ordinary income
tax except for an in-service transfer 1o purchase
service credit.

. " You are encoumged fo discuss rolling money from one actount to another with your financial adviser/planney, considering any potential fees and/or

limitation of investment optians,



NO EARLY WITHDRAIWAL PENALTIES

Early distribuiion penatties co not apply to 457
deferred compensation plans for eligible withdrawals
of 457 money. Any withdrawals will be taxed as
ordinary ncome and will be subject to a 20%
mandatory withholding. Louislana state income tax
will also be withheld.

WHAT ARE MY D!STREBUT!UN OPTIONG?

1. Leave the value of your account in the Plan unt:l
& Tuture date.

2. You may be able to receive payment in the
following form:

» Petiodic payments

» Fixed annuity paymenis

» Partial jump sum

» Alump sum

~

=

3, Roll over your account balance to an eligible
. governmental 457(b), 401k}, 403(p) or 401(g) plan
orto an [RA*

WHAT HAPPENS TO MY ACCOUNT WHEN | DIE?

Your designated beneficiaryiies) will recelve the
remaining value of your accourt, if any. Your
bensiiciary(ies) must contact the Plan administrator
to request & distribution,

FEES

ARE THERE ANY RECORDHEEPING OB ADKENISTRATIVE
FEES 70 PARTICIPATE IN THE PLAN?

The Plan will assess an administrative fee, based
on the following schedule, which will be assessed
quarterly and will be disclosed on the Transaction
Detail section of your quatterly staternent under the
Withdrawals/Expenses heading.

The annual fee is 0.18% of the first $50,000 in your
aceount, with a minimum fee of $10 per vear and a
maximum of $90. Every quarter, all participants wil
be assessed $2.60 up o a balance of $5,555,66,
with 0,045% charged on balances from $5,555.57
up o $50,000,

ot

o
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The minimum quarterly fee is $2.50; the maximum
querterly fee Is $22.50. If your balance excesds
$50.000, you are charged the maximum fee of $90
per year, or $22.50 per quarter, but you will pay
nothing on the balance of $50,000.07 and above,

EXAMPLES
For a $10,000 balance:

» You'll e charged $2.50 every quarter on the
balances up to $5,5655.56. Tha ramaining
$4,444.44 will be charged a fee of 0.0456%, or $2
{$4,444.44 x 0,00045 = 82},

» The total charged on the $10,000 halance will be

‘54,50 per quarter.

For a $100,000 balance:

» You'llbe charged $2.50 every quarter onthe
balances up to $5,555.56. Additionally, $44,444.44
-will be charged a fee of 0.045%, or $20 ($44.444.44
% 0.00045 = §20). There is no fee for the portion of
the balance above $50,000,
» The Yotal charged on the $100,000 balance will be
$22.50 per quarter,

ARE THERE ANY FEES FOR THE INVESTMENT OPTIONS?

Allloads (sales charges) on purchase transactions are
waived on core investment oplions within the Plan.

Each investment opfion has an expense ratio thaf
varies by investment option. These fees dre deducted
by each nvestiment option’s management company
before the daily price or pericrmance is calculatad.
Fees pay for invesiment management expenses,
fund operating expenses, and revenue sharing.

These expense ratios are listed under the lnvestment
Information ek then Investment Performance link

at LoufsianaDCP.com. For example, a $5,000
balance in a fund with & 0.86% expense ratio would
be assessed a fee of $12 per quarter. This implicit
fee is built into or included In the share price of the
Investment option.



Funds rmay impose redemption fees on certain
tranefers, redemptions or exchanges. Assst
allocation funds may be subject to a fund operating
expense at the fund level, as well as prorated

fund operating expenses of each underlying fund

in which they invest. For more information on all
applicable fees, please refer to the fund prospestus.
Prospeciuses ara available under the investment
Irfonnation tab at LouistanaDGR.com,

ARE THERE ANY DISTRIBUTION FEES?
There are currertly no distibution fees for ihe Plan.

LOANS

MIAY I TAKE A LOAN FROM WY AGSGUNT?

Your Plan allows you to borrow ths lesser of $50,000
or 50% of your total account balance, The minimum
loan amount Is $1,000, and you have up to five years
1o repay your loan—up to 16 years if the money is
used fo purchase your primary residence:

Participants may have a maximum of one
outstanding loan at any time. There is a $50
origination fee for each foan, plus an ongoing
guarterly maintenance fee of $6.25. The loan
orighation fee is deducted from the principal balance
aof the loan proceads. All loan payments are payroll
deducted. If your employer opts out of this process,
you will not be eligible Tor a loan.

The quarterly maintenance fee is assessed agalnst
your remaining account balance, The interest

rate for the [oan is 2% over the Prime Raie as
published In The Walf Strest Journal on the first
business day of the month before the loan is
originated. For more informatlon on loans, contact
the Louisiana Defelred Compensation Plan office af
{225} 526-8082 or (800} 837~7604.

Important note: In the event you pay off a foan,
there Is a 80-day walting period before another loan
request can be processead,
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HOW DOES MY PARTIGIPATION IN THE PLAN AFFECT
WY TARES?

Because traditional 457 contributions are takén out
of your paycheck before taxes are calculated, you
pay less in current incoma fax.

You do not report any ctrrent earnings of losses
on your account on your current income tax return
either. Your account is tax-ceferred until you
withdraw money, which Is usually during retirement,

Distributions from the Plan are taxable as ordinary
income during the vears in which they are distributed
or made available 1o you or your beneficiary(ies).?

INVESTRENT ASSISTANGE

GAN 1 GET HELP WITH MY INVESTMENT DECISIONS?

Employees of the State of Louisiana and Empower
cannet glve investment advice. There are financial
caleulators and focls on the website that can help
you deterrmine which investment options might be
best for vou if you would like to construct your Plan
account yourself,

HOV CAN1 SET HELY CHOUSING MY
INVESTMENT OPTIONS?

Your Plan offers a suiie of services called
Empowsr Retirement Advisory Sejvices (Advisory
Services), oifered by Advised Assels Group,

LLC (AAG), a registered investment adviser. As a
participant, you may select the Managed Account
service, which has AAG, a registered investment
adviser, manage your Plan account for you. If you
prefer to manage vour retirement account on vour
own, you may select any investment option or
options, and you may use ihe Cnline [nvestment
Guidance and/or Online Investment Acdvice tools.
These services provide a personalized retirernent
strategy for you based on vour Investment goals,
time horizon and risk tolerance.



For more detailed information, please visii vour Plan's
websile at LouisianaDCP.com or call the volce

respanse system toll free at (800} 701-8255 to speak
with an AAG Invesiment adviser representative.

There is no guarantee thai participation in any of
the advisory services will result in a profit or that the
account will outperform a sel-managed portfdlio
invested without assistance,

WHAT FEES DO 1 PRY TO PARTIGIPATE I
ADYISORY SERVIGES?

Three levels of service are avallable with Advisory Senvices:
» Opline Investment Guidance: No addiitional fes.

» Onling Investment Advice: A $25 annual fes assessed
o your account at $6.25 quarterly.

» danaged Acceunt service; Iif you choose to have AAG
manage your account for you, the annual Managed
Account service fee will autornatically be deducted
from your accolnt balance quartery based ona

" percenitage of your account balance, as the table
below showa. -
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Next $150,000 0.25%

For example, If your account balance is $50,000,
the maxirmum annual fee will be 0.45%, or 0.1126%
per quarter, which equates to $225 annually, or
$56.25 quarterly.

As shown in the table below, if your account balance Is
$125,000, the first $100,000 will be subject

to a maximum fee of 0.45% annually, or 0.1125%
quarterly, and'the next $25,000 will be subject to a
maximum anhual fee of 0,35%, or 0.0875% quarterly.

=%112.80 quatterly

TP
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=$134.38 (or $537.52 yearly}




1 Representatives of Empowar Retirement do notofer o pravide nvestment, fiduclary, finandial, legsl or tax advice or act in a fiduciary capacity for
an client unless explicily described in writing, Please conslt with your investment advisor, attorney andfor tax advisor as needed.

2 Assetallocation and balanced investment options and models ara subjact to the risks of the undarlying funds, which can be a mix of stocksfstock
‘funds and honda/bond funds, For more information, see the prospesius andfor disclosure documents.

3 The aecount owier is responsible for keeping thelr PIN/passeade confidential. Plesse contact Oflent Services immediately if you suspect any
unauthorized use,

Core securities, when offered, are offered through GWFS Equifes, Inc, andfor other broker-dealers,
GWFS Equities, Ing,, Member FINRA/SIPC, Is 2 whelly owned subsidiaty of Great-West Life & Annuly Insurance Company.

Brokerage semviges provided by TD Ameritrade Inc., membar FINRA/SIPC/NFA. TD Amerltrade Is 2 irademark jointly owned by 70 Amerilrade IP
Company, Inc. and Tha Toranto-Dominion Bank, All dghts reserved, Used with permission, Additional inforsation cer be obisined by calling TD
Arngntrade at (856} 766-4015, TD Ameritrade and GWFS Eguitles, Inc. are separate and unaifillated.

Empower Retirement Advisory Senilces are offared by Advisad Asssts Group, LLO, a registersd nvastmant adviser and wholly pwned subsidiary of Gréat
West Life & Annuity Insuranca Company.

Eripower Retirement refers 1o the products and senviees offered in the relirement markals by Great-West Life & Annvity Insurance Company, Cotparate
Headguariers; Gresnvwood Vilage, CO; Great-Wast Liie 8 Arnuily Insuranae Compary of New Yorl, Home Offics NY, NY, end their subsidiarias and affiites,
The trademarks, ingos, sarvies matkes and dasign slements used sre owned by thelr respeclive owners snd areused by pemrission, ®2017 Greak-West Life &
Anpuity [nstirance Company. All rights reserved. 88228-01-BRO-2761-1708 AVIT001S8-0217






& Information Security Policy - Appendix Division of Administration
End User Agreement ' " Office of Technology Services

Overview

The State of Louisiana is entrusted with sensitive, proprietary and cotfidential information, including Protected Health
Information (PHI}, Federal Tax Information (FTI}, Criminal Justice Information (C1}, and Personally Identifiable
Inforrnation (Pl) and acknowledlges that it should take steps ta protect that information, One such step is to confirm
that users of the State’s information take responsibility for the protection and appropriate use of the State’s infarmation
in accordance with the State’s Information Security policies and procedures, Effective protection of such information
reguires the participation and support of every State employes, independent contractor and third party affiliate
("Users”), It is the responsibility of every User to acknowledge and follow the guidelines in this Pollcy,

Purpose

The purpose of this Policy is to provide guitdance for the acceptable use of computer equipment and information within
an Agency. Inapproptiate use exposes the State to risks such as data loss, data corruption, unplanned service outage,
unauthorized access 1o Agency data, and potential legal issues.

'Appiicabﬂ ity

This policy applies to all Users, including State employees, independent contractors and all other workers at an Agency,
including all personnel affiliated with third parties. This pelicy applies to all computing systems, elecironic media and
printed materials that are utilized, owned, managed, or leased by an Agency or the Office of Tachnology Services {0TS).

General Requirements

All Users are responsible for exercising good judgment regarding use of Stata resources in accordance with State’s
Information Seeurity polictes and procedures. The State’s resources may not be used for any unlawful purpose. If you
have a question regarding the proper use of technical resources, contsct the Information Securlty Hotlirne toff free at
{844) 682-8019,

All State systems, including handheld or mohile devices, computing devices, operating systems, applications, storage
medra, network aceounts, Internet, Intranet, Extranet, and remote access are the property of State, These systems are
to be used for business purposes in serving the intevests of State, and of Agency clients and customers In the course of
normal operations.

Any personal device used In serving the interests of State, must be approved by applicable Agency leadership and the
Information Security Team (ISTL

Any data created or storad on Agency computing systems remains the property of the Agency. Any personal use of the
Agency systems, including any documents or emails, are also the property of the Agehey and the State makes na
guarantea as to the confidentiality of personal use of Agency systems,

For security, compliance, and maintenance purposes, authorized personnel may monitor and audit Agency computing
systems and networks per the State’s policies and procedures and to confirm compliance.

User Accounis

The State’s Users are responsible for the security of data, aceounts, and systems under thefr control.

Keep passwords secure and do nof share account or password information with anyone, For example, do not write
passwords down, do ot email them and always use complex passwords (e.g., at least 8 characters long using a
combination of lower case, upper case, numbers, and special characters).

Providing access fo another individual, either deliberately or through failure to secure its access, is a violation of this
Policy.

if you believe that you have been granted aceess to systems or data ouiside the scape of your employment
respansibilities or job function, pleasa contact the Information Security Hotline toll free at (844) 692-8013.

QR A 2t e
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Computing Systems

Users are responsible for ensuring the protection of assigned computing devices, including any electronic devices such
as laptops, PDAs, mobile devices, and electronic media.

Users are also rasponsible for ensuring the protection of any personal devices usad in the interest of the State.

State Employees using their vehicles to transpart the State's Computing Systems should exercise the utmost caution to
safeguard the privacy of and access to such devices. At no fime should such equipment be left on car seats, in plain view,
in unlocked vehicles or stored in vehicles overnight.

Computing Systems that are stored overnight at non State facilities must be secured with reasonable assurance of
privacy to the Data residing on the Systems.

Users of Agency Computing Systems must promptly report any theft or joss to the End User Support Services,
Security and Access Requirements

All State Computer Systems or Agency approved personzl devices used for State business purposes {(e.g., PCs, laptops,

workstations, smartphones, etc.) should be secured with a password-protected screensaver with the automatic
activaiion feature set at 15 minutes or less.

Users shall not create new passwords that are similar to passwords that have been previously used; create passwords
that contaln any reference o the State in any form {i.c., Pelican, Saints, etc.); create passwords that contain any

personal data such as any poriion of the vser ID of name, a spouse’s name, or a pet's name; or create passwords that
appear in the dicticnary.

Users should secure their workstations by logging off or locking (control-ait-delete or Windows Key + L} the device when
unattended.

Users must use due care when transmitting or storing sensitive information. Communlcations outside of an Agency
Network should use mechanisms approved by the Information Security Team {IST} for protecting Confidential or
Restricted Data (e.8., encryption).

Portable computers are especially vulnerable and will be protected by a current Antivirus solution and Personal
Firawalls, installed or approved by 075, and may not be disabled or modified by Users,
Users must use extrame caution when accessing electronic media received from outside the State.

Users shall take the necessary and appropriate precautions when opening attachmeants or emails and shall not open or
click on attachments or emails when unsure of the legitimacy of the source orsender.

Known incidents or infeciions from a visus, malware, or other malicious software should be immediately reported fo the
Information Security Tean.

Streaming media should only be accessed for business purposes from trusted commercial sites. All other streaming
media is prohibited.

Meeting hosts should verify that all meeting attentees are authorized access to information shared during meetings
{including online meetings}. Remote meetings security features, such as pass codes or passwords, should be used to

resirict access ta the meeting to only authorized individuals. Remote meeting presenters should take care to close, or
protect, Confidential or Restricted Data while in “desktop sharing” mode.

Users will take reasonable steps to protect all State property and information from theft, damage, or misuse. This

includes maintaining and protecting User workspace, equipment, and information from unauthorized access whether
working at Agency facilities or offsite.

Users must use only authorized Instant Messenger clients; all other forms of instant messenger software are prohibited.

Office of Technology Services . Data Classification Level: Public
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Newstooms, Social Media Sites, and Social Networking Sites

Postings by State Employees regarding Agency business information or news te newsgroups, chatrooms, [nternet Relay
Chat {IRC}, Facebook, Myspace, or other social networking or social media sites is strictly prohibited unless expressly
approved in wiiting by the Agency Communication Director or Executive Leadership. [f the User identifies himself or
herself as employee or agent of the Agency on any Internet site, any postings to such sites must contain a clear
disclaimer that the opinions expressed are solely those of the author and do not represent the views of the Agency or
the State of Laulslana,

Virtual Private Network (VPN) Usage

1t is the responsibility of users with VPN privileges fo protect their VPN login and account information.
Connections to State resources via the VPN must originate from Agency authorized End User davices.

Users understand and acknowledge that by using VPN technology the connected computing resource is 2 defacto
extension of the State’s network, and as such is subject to the same rules and regulations that apply as if connected
loczlly to the netwark,

Connections to non-State VPNs from within a State network must be specifically authorized by the Information Security
Team {IST).

Physical Security

. AState issued tdentification badge must be worh on your persoh in a visible focation at all times within a State facility.
The identification badge must be properly secured and a lost badge must be immediately reported to the Information
Security Team [IST}.

Do not facilitate the entry of non-badee persennel at any time. All visitors must check in af the reception ares, clearly

wear the Visitor badge at all times, and remain with their designated escort atall times. Guests are not allowed inthe
State fadlities affer hours except with the spedific authorization of Agency leadership.

Individuals with Agency provided equipment must take appropriate measures to protect the equipment from theft,
unauthorized use, or other activity that violates the State’s Information Security Policy.

Individuals with access to Confidential or Restricted Data should maintain a clean desk, pickup printed materials ina
fimely manner and appropriately secure paper based documents when they are not in use.

Privileged User Accounts

Users with privileged user accounts (e.g., administrator or super—useréccounts) imust agree to the following:
= Individuals with Privilegad User Accounts understand it is their responsibllity to coraply with all security
measures necessary and assist in enforeing the Information Security Policy.

o Privileged User Accounts may only be used for valid business functions that require privileged access. Privileged
account users must still abide by the least privilege principal and must not access or aiter data for which they
have no valid business reason to do so.

» Individuals will login to an Agency environment using standard user credentials and then log in to a specific

privileged account, except when fogging directly into a system interface console,
.« Privileged user accounts may not be used to modify the individual’s standard user account,

e Privileged user accounts must comply with requirements of the Information Security Policy prtor to modifying
any svsteir or User account,

» [ndividuals with privileged user accounts understand and acknowledge that all privileged user account activity is
closely, monitored. Individuals with privileged user accounts may not use those accounts to modify, alter, or
destroy monitoring log data, except as required by their position responsihility as it relates to log rotation.

H
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Individuals with privileged user accounts, and their supervisor or manager, will notify the Information Security
Team when the privileged user account is no Jonger required o perform that Individual’s job function.

Unacceptable Use

The following activities are, in general, prohibited. To the extent a State User needs to be exempied from one of the
foliowing restrictions for legitimate job responsibifities (e.g., systems administration staff may have a need to disable the
network access of a host if that host is disrupting production services), that State User will be provided express
authorization from the Information Security Team. The activities below ara by no means exhaustive, but attempt to
provide a framework for activitles which fall into the category of unacceptable use.

Svstem and Network Activities

The followlng activities are strictly prohibited, with no exceptioné:

.
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Engaging in any activity that is Hlegal under local, federal, or international faw.

Violations of the rights of any person or company protected by copyright, trade secret, patent or other
intellectual property, or similar laws or regulations, including the instaliation or distribution of "pirated" or other
software products that are not approptiately licensed for use by the State of Louisiana.

Unauthorized copying of copyrighted material including digitization and distribution of photographs from
rnagazines, books or other copyrighted sources, copyrighted music, and the installation of any copyrighted
software for which the State or the end user does not have an aciive license is strictly prohibited. The use of any
recording device, including digital cameras, video cameras, and cell phone cameras, within the premises of any
State properties to copy or record any internal, Confidential, or Restricted Data Is prohibited.

Connecting netwark devices such as wireless access points or perscnal laptops Into the State’s network
envirenment without proper autherization from thie Information Security Tearm {I5T).

Intentional introduction of malicious programs into tha network or server {e.g., viruses, wortns, Trofan horses, e-
mail bombs, ete.}.

Revealing your account password to others or aflowing use of your account by others, This ncludes family and
other household members when waork is being done at home.

Using an Agency computing assetto actively engage in procuring or transmitting materfal that is in violation of
sexual harassment or hostile workplace laws in the user's local jurisdiction.

Mzking fraudulent offers of products, ltems, or services originating from any State {ssued user account.
Effecting security breaches or disruptions of network communication. Security breaches Include aceessing data
of which the individual is not an intended recipient or logging into 3 server or account that the individual is not
expressly authorized to access, unless these duties are within the scope of regular duties. For purpeses of this
section, "disruption” includes degrading the performance, depriving authorized access, disabling or degrading
secwity configurations. !

Port scanning or security scanningis expressiy prohibited unless prior approval is granted by the Information
Security Team.

Executing any form of network monitoring which will intercept data not intended for the uset’s host, unless this
activity is a part of the user’s normal Job/duty. )

Cireumventing user authenticatlon or security of any host, network oraceount.

Interfering with or denying service te any User (e.g., denial of service attack].

Intentionally restrict, disrupt, impair, or inhibit any network node, service, transmission, or accessibility.
Utilizing unauthorized peer-to-peer networking or peer-to-peer file sharing.

Utilizing unauthorized software, hardware, proxy avoidanhce websites or services, or any other means to access
to any internet resource or website that has been intentionally blocked or filtered by the State, Agency, or 15T,
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Sending non-business related unselicited emall messages, text messages, instant messagas, or voice mall,
including the sending of “junk mail” or other advertising material to Individuals who did not specifically request
such material (email spam). ,
Engaging in any form of harassment or diserirnination through em:u! or olher electronic means.

Use of personal email account from the State networks.

Forging, misrepresenting, obscuring, suppressing, or replacing a user identity on any electronic communication
to mislead the reciplent about the sender, .

Soliciting email for any other email address (e.g,, phishing), other than that of the poster's acceunt, with the
intent to harass or {o collect replies.

Creating or forwarding chain letters, Ponzi or other pyramid schemes to a State User, unless specifically
requested by such State User,

Posting non-businass-related messages to a large nurnbers of Usenet newsgroups (newsgroup spam).

E-mail may not be stored on personal devices (e.g., home computers, personal laptnps, PDA’s, Smartphones,
etc.} except as authorized by the Information Securfty Team {IST).

Text messages should notto be used for business discussions, Confidential and Restricted Data shalf not be
communicated overiext messaging.

Users of Confidential and Restricted Information

By sighing this Agreement, Users acknowledge that they ara aware of and understand the State s policies
regarding the privacy and security of individually identifiable heafth, financial, ciiminal and other personal
information of individuals and employees, 1ncludmg the policies and procedures relating to the use, collection,
disclosure, storage, and destruction of Confidential and Restricted Data. -

In consideration of Users’ employment or association with the State and as an integral part of the terms and

. conditions of such employment or association, Users covenant, warrant, and agree that they shall not atany

time, during their employment, contract, association, or appointment with the State or after the cessation of
such employment, contract, assodation, or appointment, access or use Confidential or Restricted Data except as
may he required n the course and scope of their duties and responsibilities and in accordance with applicable
law and corporate and departmental policies governing the proper use and release of Confidential or Restricted
Data.

Users must understand and acknowledge their obligations outlmed hereinabove will continue even after the
termination of employment, contract, association, or appointment with the State.

Users must also understand that the unauthotized use or disclosure of Restricted Data shall result in disciplinary
action up o and including termination of employment, contract, assaciation, or appoinitnent, the Institution of
legal action pursuant to applicable state or federal laws, and reports to professional regulatory bodies.

Uisers further acknowledge that by virtue of their emplayment, contract, association, or appointment with the
State, they may be afforded access to Confidential Information conceming the operations and practices of a
State Agency, which shall specifically include, but shall not be limited to inventions and improvements, ideas,
plans, processes, financial information, technigues, technology, trade secrets, manuals, or other information
developed, in the possession of, or acquired by or on béhalf of the State, which relates to or affects any aspect
of Sate’s operations and affairs {“Confidential Infarmation”}. Users agree that they will not use, distlose, or
distribute Confidential Information or information derived therefrom except for the exclusive beneflt ofthe
State Agency,

Users understand, acknowledge, and agree that nothing ¢ontained herein shall be deemed or regarded as an
employment contract or any other guarantee of employment, and shall not otherwise alter or affect User status
as an at-will employee {or where zpplicable, independent contractor) of the State,
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Enforcement:

Any User found to have vielatad this Policy may be subject o disciplinary action, upto and including dismissal, or
criminal or civil legal actions.

2 plaves Contractar

Narne:
Titler
Agency:
Phone:
Email:
Slgnature:
Date:
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Rev. 6/2022
Office of the State Americans with Disabilities Act Coordinator (OSADAQC)

VOLUNTARY SELF-IDENTIFICATION OF DISABILITY FORM

Employee Name; Personnel #:

Why are you being asked to complete this form? |

As an executive branch state agency, the [Office of Elderly Affairs is required by La. R.S.
46:2597 to establish annual strategies and goals related fo employment of individuals with
disabilities. In order to effectively measure and report our progress fo this end, La. R.S.
48:2597 requires us to ask employees if they have a disability or have ever had a disability.

Because a person may become disabled at any time, we ask all of our employees to update
their information at least every five (8) years.

[dentifying yourself as an individual with a disability is voluntary, and we hope that you will
choose to do so (if applicable). Your answer will be maintained confidentially and will not be
seen by hiring officials or anyone else involved in making personnel decisions. Completing the
form will not negatively impact you in any way. For more information about this form or the
Ametricans with Disabilities Act, visit the Office of the State Americans with Disabilities Act
(ADA) Coordinator's website at hifps://iwww.doa la.gov/office-of-state-ada-coordinator/.

How do you know if you have a disability? IR ]

You are considered to have a disability if you have a physical or mental impairment that

substantially limits a major life activity, or if you have a history or record of such an impairment.
Disabilities include, but are not limited, fo:

» Autism « Deaf or hard of hearing » Nervous system condition,

» Autcimmune- disorder, » Depression or anx1ety for example, migraine
for example, lupus, » Diabetes headaches, Parkinson’s
fibromyalgia, rheumatoid e Epilepsy disease or Multiple
arthritis, or HIV/AIDS « Gastrointestinal disorders, for Sclerosis (MS)

« Blind or low vision example, CGrohn's disease, or » Psychiatric condition, for

+ Cancer irritable bowel syndrome example, bipolar disorder,

» Cardiovascular or heart e Intellectual disability schizophrenia, Post
disease « Missing limbs or partially Traumatic Stress Disorder

« Celiac disease missing limbs (PTSD) or major depression

» Cerebral palsy

. Please check ONE of the boxes below:

[1YES, | have a disability  [J NO, 1 do not have a disability [ 11do not wish fo answer

You are encouraged to carefully
review our agency's policy
spacific to the Ameticans with
Bisabilities Act2ndfor Dissbility
Rights, and to requestwarkplaca
aceommodations as may be
reeded for your disability.

Employee Signature:
Date:

In accordance with La. R.S. 46:2597, this form shall he confidential and filed in a folder separate from the employee’s personnel file.
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GOEA TELEWORK AGREEMENT FORM

This document is intended to ensure that both the supervisor and the employee have a clear, shared
understanding of the employee’s telework arrangement. Each telework arrangement is unigue
depending on the needs of the agency, position, supervisor, and employee.

This Agreement in no way alters my current employment refationship or my obfigation to observe ali
applicable agency rules, policies, and procedures.. All existing terms and conditions of employment,
Including but not limited to my position description, salary, benefits, leave, overtime, etc. remuain the_

same as if | worked at the primary worksite,

Employee Telework Information

Personnel #:

Enter Street Address
Enter (ity, State  Enter Zip Code
Enter Parish

Telework Terms and Conditions

1. All teleworkers are responsible for obtaining reliable phone service and high-speed internat
connections. These connections must be maintained for the duration of the teleworking
agreement,

2. All teleworkers shall be connected to the GOEA Virtual Private Netwark (VPN]) at all times while
performing work from their state-owned laptops atthe alternative worksite.

3. The amount of time a teleworker is expected to wark will not change due to voluntary

- Pparticipation in a telework-formal or telework-situational arrangement. Telework hours are
regular work hours and may not be used for personai activities. All teleworkers are expected to
rémain accessible during designated work hours, Just as with regular work hours, teleworkers are
expected to follow the GOEA Time and Attendance Palicy as it relates to requesting time off. In
the event that overtime is anticipated, this must be discussed and approved in advance with the
supervisor/managet, just as any overtime scheduling would normally have to be approved.,

H
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4. All teleworkers will report to the primary worksite, as necassary, upon directive from
management,

5. All teleworkers shall use the time and attendance system to input telework via the “ZTEL” time
code,

Employee Approval
I agree to abide by the terms and conditions set farth in this GOEA Telework Agreement Form and all
requirements of the GOEA Telework Policy.

| understand that management has the right to amend, terminate or suspend this Agreement at any
time.

lunderstand that failure to comply with the provisions of this Agreement and the GOEA Telework Policy
may result in termination of the Agreement, and/or other appropriate corrective measures.

lunderstand that my alternative worksite is an extension of my assigned primary worksite. As such, [ am
responsible for continuing to comply with all applicable laws, rules, regulations, and policies regarding
my position and my employment at GOEA, '

Vunderstand that this agreement is not finalized until it is approved by the Appointing Authority or
his/her designee,




Galvez Parking Garage Access

First Name

Last Name

EFmail Address

Phone Nurﬁber

Vehicle 1 Year -

Vehicle 1 Make

Vehicle 1 Model

-| Vehicle 1 Color

Vehicle 1 Liéense Plate Number

Vehicle 1 License Plate State

Vehicle 2 Year

Vehicle 2 Make

- Vehicle 2 Model

Vehicle 2 Color

Vehicle 2 License Plate Number

Vehicle 2 License Plate State
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03/20/2023




Required Courses for New
Hire/Rehire

SuccessFactors

www.leo.doa.louisiana.gov/

= LA Code of Governmental Ethics (Required Annua!ly by July 15)
= SCS CPTP PES Basics (Upon Hire)

® laGov CATS Time Entry {Upon Hire)

= SCS CPTP Prohibited Political Activity (Upon Hire)

= SCS CPTP Cybersecurity Awareness

= SCS CPTP Teleworking for Employees

SAFETY

= ORM Blood-borne Pathogens (Required every 5 years)

= SCS CPTP Preventing Sexual Harassment (Required Annually)

® ORM Defensive Driving (Required upon hire, every 5 years, and
within 90 days of a chargeable incident)



Gobvernor’s Office of Elderly
Affairs

State of Louisiana

602 N. 5t St., Ste. 435
Baton Rouge, Louisiana 70802
(225) 342-7100
GOEA.LA.GOV

JEFF LANDRY
GOVERNOR

Governor’s Office of Elderly Affairs

SEXUAL HARASSMENT
NOTICE OF PERSONAL LIABILITY

Louisiana law requires government agencies to develop and implement policies
and related training to prevent sexual harassment in the workplace.
The prohibitions and requirements within these policies apply to all public
servants -- employees, appointees and elected officials.

Louisiana’s taxpayers have been financially burdened by judgments and
settlements arising from claims of workplace sexual harassment. To reduce this
impact, La. R.S. 42:351 et seq., enacted in the 2019 Regular Session (Act
No. 413), declares that consideration be given to requiring that a public servant,
once determined to have engaged in sexually inappropriate workplace
behavior, personally reimburse all or a portion of any judgment or settlement
resulting from such behavior. La. R.S. 42:353 sets forth the process and factors to
be considered in making this determination, and authorizes the Attorney
General to file suit against a public servant to enforce the state’s right to
reimbursement and indemnification.

Notice of this potential personal liability is disseminated by GOEA, along with our
policy prohibiting sexual harassment, during orientation to every newly hired
public servant. This notice also is disseminated, on an annual basis, to every
existing GOEA employee. Reference to this potential personal liability also is
included in the annual CPTP training on sexual harassment available through
LEO.

P.O. Box 61 +BATON ROUGE, LOUISIANA 70821-0061 (%225)342-7100+ FAX
(225)219-9464
AN EQUAL OPPORTUNITY EMPLOYER
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