New HIRE CHECKLIST-UNCLASSIFIED WAE
GOVERNOR'S OFFICE OF ELDERLY AFFAIRS

A

—
———

"FORNS TO BE COMPLETED BY EMPLOYEE - MARDATORY .~ | .~ s @ G
STATEMENT OF AGREEMENT AND UNDERSTANDING EMPLOYMENT IN A NON-PERM APPOINTMENT
LASERS RE-EMPLOYMENT OF RETIREE

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 5lgn.)

Emergency contact information

Employment eligibility verification -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.)
Recoupment of Overpayments

Medlcare tax eligibility form

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 Soctal Sacurity

Deferred Compensation enrollment (optional)

Louisiana Second injury Fund -2 form. Employee must review and sign EMPLOYEE NOTIFICATION FORM and €502 to verify
Onifne W-2 Selection

QTS User Agreement

Newly Hired Employee Offer of Coverage

Planned working time change notification

Voluntary Self-ldentification of disability form

INFORMATION TO REVIEW WITH NEW EMPLOYEE |

Change in information to be reported to HR

Check issuance

Dress code

Holidays

LEO seli-service

Parking

Personnel manual {have employee sign acknowledgement form and send it to HR.)
Polltical Activity policy (employee must receive copy)

Positlon title and starting salary

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




Employee Name: Agency/Section/Unit:

In accordance with Civil Service Rules, agencies may establish temporary, non-permanent appointments
of a limited duration to assist with work of a temporary nature or work overioads. Your signature below
indicates that you agree and accept the conditions of this temporary, non-permanent appointment.

I, ' understand that | am accepting a temporary, non-
permanent appointment. | understand that the agency has the discretion to extend this appointment
under certaln conditions or may terminate this appointment at any time for any reason.

L] Classified WAE Appointment 1 Unclassified WAE Appointment

If hired in a WAE Appointment, ] understand that | am not eligible for or entitled to state benefits, leave
earning and paid holidays. | am only authorized to work up to 1245 hours within a twelve-month period,
regardless of the job title or state agency that | wark within. The twelve-month period is established upon
initial date of hire and the 1245 hours may be worked on a full-time, part-time, or intermittent hasis
within the twelve-month period. Only the State Civil Service Commission may grant exceptions to this
rule. in the event the appointing authority determines that a layoff is necessary, | do not have rights to
offers of relocation to another position.

[ Job Appointment

If hired in a Job Appointment, | understand that | may pot be eligible for or entitied to state benefits. 1
understand that in the event the appointing authority determines that a layoff is necessary i do not have
rights to offers of relocation to another position and this appoeintment may be terminated.

| have read the above and agree to accept this temporary, non-permanent appointment. | further
understand that as long as [ remain employed in such a temporary, non-permanent capacity, the
aforementioned conditions apply.

Employee Signature: Date

HR Representative: Date

NOTE: if you have any questions concerning these terms, please consult with your Human Resources Office.




Form 102 LASERS

+ Lowislena dtete Employoes’
PRINT ALL INSORMATION Rettrement Systom
-www. lasergonline.org
P.O. Box 44213, Baton Rotzge, LA 70804-4213
205.922,0600 - Toll-Free 1.800.256.3000
“Pax 225,935.2856

Re-employment of Refiree

Member's Firat Name Middle Name Last Name Today's Date  Social Becurify Number

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

L RETIREE INFORMATION.

INSTRUCTIONS: In accordance with La. R.5. 11:416, this form must be completed and returned to LASERS tmmediately npon your
re-employment. Tt is your responsibility to determine the appropriate re-employment option based on the type of position and

estimated earnings for your period of employment. ‘Upon lermination, depending on the option chosen, Form 10-025 Re-employed Retiree Option
8 Certification at End of Employment, or Form 10-02C. Re-eimployed Retivee Option 1A or 1B CerHfication st End of Emplogment must be completed and
retmned to LASERS,

Member's Maéling Address City Btate Zip Code

Daytime Area Code/Phone Number  Evening Area Code/Phone Number  Fmail Addvess A Birth Date

Rehired Date Position Title

“Bmployment Status: [ | Bull Time [} Part Time
[ Classified [ Unielassified

Are you receiving a benefit from LASERS or another state or statewide retirement system? 7] Yos [[Ne

I you answered “Yes" to the gquestion above, list the name of the system from which you are receiving benefits:

102 RO50717 ' CONTINUE ON NEXT PAGE ERBER37 Page1 of 2



Bocjal Becurity Number

X elect the following option during tha period of my re-employment after retirement. T will notify LASERS immediately if any condition of
my re-ceployment chonges. Tunderstand that this option is irsevocable for the full period of my re-employment.

OFTION 1A: T elect to limit ey earnings during each fiscal year to 50% of my annual retirement benefit (as adjusted by the Consumer
Price Index). I may contact LASHRS to request a calewlation of the earnings limit for each fiscal year. Tunderstand that the estimated

w earhings must be reported to LASERS at the baginning of the fiscal year and fhe actual samings must be reported af the end of each fiscal
year. Itismy responsibility to monitor the aciual earnings during the fiseal year to ensure that the earnings Bimit is not exceeded, I
understand that if my eacnings do exceed my earnings limit, my fufure retirement benefit will be reduced to the amount the earmings
exceeded the limit, You should consider another option if your estimated eatnings are expecied to exceed the camings Hmit.

] QPTION 1B: I certify that f am at least 70 years of age and retired with at leagt 30 years of service credit (exclusive of converled leave) and
Tam exempt from any suspension or reduction of benefits.

OPTION 2: I aluct o tepay all retirement benefits recelved since the dafe of iy retirernent plus interest at the actuarial rate, This will

[ restore my service credit, and I'will return to active member status, {This option is not available to any retiree who participated in DROP,
elected to retire with an Initial Benefit Option (IBOY), or retived undar an early retirement provision. The 20 years at any age actuarially
reduced retirement is not an early retirement.)

OFTION 8: I eleci o suspend my benefits during the period of my re-employment. Employee and employer contributions must be paid

M on the amount of my eamnings and there is no limit on the amount of sy eamings. ¥ T work at least 86 months, a supplemenial retivement
benefit will be caleulated based on fhis period of service and the average compensation. If 1 work less than 36 months, I will receive a
refund of my contrbutions, without interest. When Isubsequently retire, my suspended benefit will be restored,

1 hereby certify that the einployment information stated above is correct fo the best of my knowledge, J£Y select Option 14, I understand
that it is my respongibility to monitor iy eatnings to ensure that I do not exceed the limitation. Tunderstand that his choice §s irtevacable
for the full term of my re-employment,

Member's Signature Date

:‘I\TCY SIGNATUR AND CE:RTIFICATION sin i g Bt T , A R oo o5 b i e Tarb R i A i .

Name of Personmel Qfficer Title

Personnel Officer Emall Address Daytime Area Code/Phone Number
Naxe of Agency LABERS Agency Numbey

Signature of Personmel Officer Date

EARNINGS REPORTING: This employee's eatnings will be reported as: [] 9monthe [7] 10 months [} 12 months

set Form

10-2 RO50717 RETAIN A COPY FOR YOUR RECORDS ERBER37 Page 2 of 2




OSUP/F12A.

R 01/05/2011
. STATE OF LOUISIANA
LAGOV ERP-HUMAN CAPITAL MANAGEMENT
DIRECT DEPOSIT ENROLLMENT AUTHORIZATION
MAIN BANK (PRIMARY ACCOUNT)
BEMPLOYEE 88N DEPARTMENT/OFFICE OR AGENCY

ACTION TYPE (v one)
] NEW ™ CHANGE [] TERMINATE THIS OPTION

i PRIMARY ACCOUNT INFORMATIO
e - (Muin Bonk) - © *

" DEPOSIT AMOUNT TO 'THIS ACCOUNT WILL BEBQUAL TO NiT PAY LUSS

ANY. DEPOSITS

FINANCIAL INSTITUTION NAME FINANCIAL TNSTITUTION ROUTING (ABA) NUMBER. (Gank Key)
BANK ACCOUNT NUMBER, ACCOUNTNAME * (Ex: Mr. and Mrs, Jobn Doe, Tohn or Jane Dae, Jolin Dog)

ACCOUNTTYPE (v one) (Bank Control Key) **Account verification or completion of enrollment form by

financial institution will assure the accuracy of account data:
{7} **+CHECKING

(provide voided check or acoount verification )

Signature from institution:
[] #*SAVINGS ‘ _
(obtain account # & ABA # from financial institution) Liffective Date PAYDAY
_ Phone number:
(Print fult name) _
I authorize and request the State of Louisiana to direct my net pay

check to the account af the Tinancial institution I designated above.

It is my responsibility to notify my Employee Administration Office, as appropriate, should any changes oceur to account
specified. Considering all above conditions are met, this authorization remains in full effect until a written, signed
notification fo terminate, or another signed form (OSUP/F124) indicating termination. of this option is recejved from me
and the State of Louisiana has had reasonable opportunity 1o act on the termination. However, I understand and
acknowledge that 1 am responsible for any account mformation indicated on this form as well as any account information
that Y add or any changes that I make to my accounts through Louisiana Employees Online (LEQ).

T'or direct deposits that are affected by the International ACH Transaction (IAT) rules check one:

1 affirm that the entire amount of the payroll ditect deposits sent fo my account at the financial institution
designated above will not subsequently be forwarded to a foreign financial institution,

I affirm that the entire amount of the payroll direct deposits sent o my account at the financiai institution
designated above will subsequently be forwarded to a foreign financial institution.

Signature Date Phone number whers you can be reached
between 8:00 am and 4:30 pm
*Deposits can only be made to accounts that belong to you. Ixeepfions: Deposits can be made to the accounts of dependents or
parent/guardian when the employee is 4 dependent of the parent/guardian.
**Agency requirements may vary. Contact your Employee Administration office if you have any guestions.

T BE COMPLETED BY EMPLOYEE ADMINISTRATION OFFICE:

FINANCIAL INSTITUTION ROUTING (ABA) NO. (If ot provided above)

PERSONNEL NUMBER EFT VALIDITY DATE

[l CHECK HERE IF SECONDARY ACCOUNT FORMS ARE ATTACHED




GOEA Employee Emergency Notification

Date: Lauisiana Sovemnr's Ofice of Elderly Affalrs
Grlves Bullding
Raw___  Revised, B02 North Sth Sireet, 45 Pleor
Balon Rougs, Leulsiena 70602
Phoney 226-342-7100
Fax: 22F-342-7433
Yeny GOEA Laufstane. Boy

Employee Name:
Tittas
Adtiress:
Gty Person to Notify in Case of Emermaney
ZipCoda: Name {1}
Addrous;
Hore Phons: Sinter
Cell Phones Home Phons:
Werk Phonws
Employge Supansor: Qoll Phonm
Name: ) Relationship:
“Fitle:
Cuontant Rumbar Name {2}
Adtlresss
For emerganey purposas only, ptansa fat ltemals stotf; Stato:
Siaff Nam/Fide Uoutaot Numhar Home Phone:
Work Plione:
Gell Phong:
Relatlonship:
Cihsr Information; I
PAF 2016

Revisad 12012021




Employment Elgibility Verification USCIS

Department of Homeland Security OMEEE% 115—30 o
1.8, Citizenship and Immigration Services

Expiras (07/31.2006

START HERE: Employers must ensure the form instrustions are available to etiployees when completing this form. Employers are ligbie for
fafling 1o comply with the requirements for completing this form, See below and the Instructions.

ANTE-DISCRIMINATION NOTICE: Al employees can chaose which acceptable docurmentation to present for Form -8, Employars cannot ask
amployees for documentation ta verlfy information in Sectlon 1, or specify which acceptable documentation employees must prasent jor Section 2 or
Supplement B, Reverlficatlon and Rehire. Trealing smployees differently bagsed on thelr citlzenship, Immigratien status, or national otigin may be llegal.

Last Name (Family Namg) First Name {Given Nama) Middls titial {ifany) | Olher Lasl Names Used (F any)

Addrass (Steeel Number and Name) Apt, Nurnber {ifany) | Clly or Town Slate ZIP Cate

Detoe of Birh (mm/défyyyy) U.5. Social Security Numnber Employee’s Email Address Employae's Telepheas Numbar
[ T | ,

[ a1 aware that federal law Check ane of the fallowing boxas lo attest o your citlzenship or immigration status (Siog page 2 and 3 of the Instructions.).

provides for Imprisonment andfor

fines for false statemants, or the |l 1+ A0ltzen of the Unifed States

use of false documents, in 2. Anancltizen nationzl of the Unites States (See Insiructions,)
;:I:r_m}eat?nr; wtitth the cgmpletial? af 3. Alawlul pertivaneni resident (Enter USCIS or A-Numiber,) |
I8 Torm. 1 sttest, under pe
of perjury, that th?s infornl'? atl?gn’y 4. Anoncliizen (other than item Numbers 2, and 3. above) authorlzad to work until (8xp. date, if any)

including my selection of the box

attesting to my citizenship or If you check itern Mumber 4, enler one of thass:

immigration stafus, is true and USCIS A-Numbuer oR Form -84 Admisslon Number o Fareign Passpart Number and Country of Issuance
corract. R
Signature of Employee Today's Date mmiddivyyy)

if a proparer s

for translat

T g e

1

ry 0f DHE daiing
alwcmal.lﬂfq'fmaﬂbm_.t
List A

]j Chack here If you used an alfgtmative procedure authorized by 1318 10 sxamine documents.

Certification: | attost, under peralty of perfury, that (1)} I have examined the documentation sresented hy the above-namsd fﬁr;ﬁsy of F]E.mp!oyrmm
amplovee, (2) the ahove-listed docamentatlon appears to be genuine and to relate to the cmployea named, and (3) to the mrnfddlyyyy):
hazt of my knowledge, the employes is authorized to wark in tha United Stetes.

Last Name, First Mame and Tiile of Employer or Authorizad Rapresentative Signature of Employer or Aulhorized Representalive Today's Date (mmiddfyyyy)

Ermployar's Buslhess or Crganization Name Employar's Buslness or Organization Address, Gty or Town, Stale, ZIP Code

Far reverlfication or rehire, complete Supplement B, Reverification and Rehire on Page 4.
Form I-9 Edition 08/01/23 ‘ Page | of 4



LISTS OF ACCEPTABLE DOCUMENTS

All documents containing an expiration date must be unexpired.
* Documents extended by the issuing authority are considerad unexplred.
Employees may present one selection from List A or a
cambination 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).

LISTA

Documents that Establish Both Idantity
and Employment Authorlzation

OR

LIgTR

Decuments that Establish Identity

AND

LISTC

Documents that Establish Employment
Authorization

1, U8B, Passport or U,S, Passport Cand

2, Parmanent Resident Card or Alien
" Registration Receipi Card {Form -551)

3. Faraign passport that contains a
temperary 1-551 stamp or temparary
1-551 printad notatlen on a machine-
readable immigrant visa

4. Employmant Authorizafion Document
that containg a photegraph (Form |-768)

5. For an ingividual temporarily authorized
to wark for a specific amployer bacause

of his or her status or parole:
a. Foreign passpert; and

b. Form 194 or Form 1-84A that has
the foflowing:

{1} The same name as fhe
passport; and

{2) An endorsement of the
individual's status or parole as
long as that perlod of
endorsement has not yet
expired and the propased
employment |s not in confilet
with &ny restrictions or
[imitatlons identiied on the form.

8. Passport front the Federated States ef
Micronesia (F&M) or tha Republic of the
Marshedl Islands (RMI) with Form 94 or
Forem 1-94A Indicating nontmmigrant
admission under the Gompact of Frae
Assoclation Befwsan the United States
and the FSM or Rk

1. Driver's lloanse or |D ¢ard issued by a S8late or
outlying passession of the Unied Stales
provided il confains & photagraph or
informatlon such as name, date of bislh,
gender, helght, ays color, and address

2. 1D card Issued by fadecal, state orlocal
governmant agencies or enlities, provided it
containg a phatagraph or information such as
name, date of birth, gender, heighl, eye color,
and address

1. A Soolal Securlty Aocount Number card,
unless the card Includes one of the following
rastrictions:

(1} NOT VALID FOR EMPLOYMENT

(2} VALID FOR WORK ONLY WITH
INS AUTHORIZATION

{3} VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

. Schoal [ card with a photograph

2, Carlification of report of birth issued by the
Pepartment of State (Forms DS-1380,
F5-548, FS-240)

3
4. Voter's registration card
5

. U8, Military card or draft record

8. Military dapendent's 1D gard

3. Original or ceriifiad copy of birlh carlificate
ssued by a State, county, municipal
authority, or fertitory of the United! States
bearing an official seat

7. LS. Goast Guard Mercheht Marlier Card

4, Native American tribal document

8. Native Amerlcan tribal decument

&, U.8, Citizan 1D Card (Form 1-197)

9. Driver's lieense lssued by a Canadian
govamment avibority

6, Ildeniiflcation Card for Use of Resident

Citizen fn the Unllad States (Form k179)

For persons under age 18 who are
unable {o present a document
listed ahove:

10. School record or report card

11. Clinie, declor, or hospital record

12. Day-care or nursery school record

7. Employment authorization dasument
iasued by the Department of Homaland
Baourity

For examples, sss Section 7 and
Section 13 of the M-274. on
Lgeig.govii-9-cantral.

The Famm I-766, Employment
Authorization Document, is a List A, ltem
Number 4. document, nota List C
document.

Acceptable Receipls

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

For recsipt validify dates, see the M-274.

o Recaipt for 2 replavement of a lost,
sfalen, or damaged List A document.

& Form 94 issued io a lawful
permanant resident that containg an

1-581 stamp and a photograph of the
individual,

& Form -84 with “RE" notation or
refugae stamp issuad io a refugea,

Receipt for a replacemant of a (ost, stolan, or
danaged List B document,

Roceipt for a replacement of a lost, stotan, or
damaged List & documaent.

*Refar 1o the Employment Autharization Extensions page on 19 Central for maore information,

Fors: 1.9 Bdition 08/01/23

Page 2 of 4




Supplement A, USCIS

Preparer and/or Translator Certification for Section 1 Form 1-9
] Supplement A
Department of Homeland Secuarity OMB No. 1615-0047

1.8, Citizenship and Immigration Ssrvices Expires 07/31/2026

Last Name (Family Name) fram Seotion 1, , First Name {Gfven Name) from Section 1. Middla inlilal (if any} from Section 1.

Instructions; This supplement must be completed by any preparer and/or translator who asslsts an employse In completing Section 1
af Form -9, The preparer andfor transtatar must enter the employee's name In the spaces provided above, Each preparsr or franslatar

must complete, sign, and date g separate ceriification area, Employers must retain completad supplement sheets with the employee’s
completed Form -8,

I attest, under penaity of perjury, that [ have assisted in the completion of Section 1 of this form and that to the best of my
knowledga the information is true and sorrect,

Signature af Preparer or Teanslator Date fmm/ddiryyy)
Last Name (Family Name) First Name (Giveh Nams) Middle Inikial (if ary)
Addrass (Strest Nuriber and Namea) Oity or Town State ZIP Code

1 attest, under penally of perjury, that I have assisted in the éomp]eﬁon of Bection 1 of this form and that to the best of my
knowladge the informatlon Is true and correct.

Signature of Praparer or Translator Date (mmiddiyvyy)
Last Nama {Fanily Name) First Name {@iven Nama) Middle inltial (IF any)
Addrass {Stres! Nutnber anid Nama)} City or Town Btote ZIP Codle

| attest, under penalty of perjury, that [ have assisted in the completion of Sectlon 1 of this form and that to the best of my
knowlaedge the informatlon |5 frue and correct.

Signalure of Praparer or Translator Date fmmiddisyyy)
Last Name (Family Name} First Name {Givan Nama} Middie Initial {if any)
Adtrens (Strest Number and Natma} Cily or Town Siate ZIP Code

t attest, under penaliy of parjury, that | have assisted in the complstion of Section 1 of this form and that o the best of my
knowledyge the information is true and correct.

Slgnature of Preparer or Translator Data (mm/ddivyyy)
Last Narme {Family Name) First Name {Glven Namo) Middle [nitial {if any}
Address (Strest Number and Name) City or Town State ZIP Code

Form I-¢ Rdition 08/01/23 Page 3 of' 4



Supplement B, USCIs

Reverification and Rehire (formerly Section 3) Yorm I-9
Supplement B
Department of Homeland Seenrity OMB No. 1615-0047

1.8, Citizenship and Tmmigration Services Bxpires 07/31/2026

Last Name (Family Nams) from Section 1. First Name (Bfsen Name] from Sectlon 1. Middle inltal (i any) from Section 1.

Instructions: This supplament replaces Section 3 on the previous version of Form [-9. Only use this page if your employes retuires
reverification, Ig rehirad within threa years of the date the original Form 148 was sompleted, or provides proof of a legal name change. Enter
the employee's hame in the fields above. Use a new section for each reverification or rehire. Review the Ferm 1-4 insiructions before
completing this page. Keap this page as part of the employee's Form 1-8 record. Additional guldanee can be found in the_

Hanchook for Employers: Gujdancs for Completing Form [-9 (M-274)

i

RONire fiE s
Dale finm/dd/yyyy)

[

tast Name (Family Name)

Middle Inltial

Documem Number (ir any] Explralion Dale # any) (mm!ddfyyyy) -

Ducumenl T ![9

| attest, under penaity of perjury, that to the best of my knowledges, this employee is authorized to work in the United States, and if the
employé¢e presented documentation, the documantation | examined appaars fo be genuine and to rafats to the Individual who presented it.

Name of Employar ar Authorizad Reprasenlatlva Signature of Employar or Aulhorized Reprasentative Today's Date fmimdddlyyyy}

Additional Information (Initial and date each notatlon.) Gheck hers i you usad an

allernative prosedure autherized
by DHS to examine documents,

Tl : ! ;
Last Name (Family Nameg) Flral Namﬁ {Givan Nama] Middle Initial

Ducument Tltls Ducument Mumber {if any) Explralion Date (il any) fmmiddiyyyy)

1 attest, under penalty of perjuty, that to the boast of my knowledge, this emplayee is authorized to work In the United States, and if the
amployas prasanted dooumentation, the documantation | examined appears to be ganuine and to relate to the individual who presented it,

Name of Employer or Authorized Reprasentative Signature of Employer ar Authorized Represantative Today's Date {mmidd/yvyyy)

3

Addifional riformation (Inittal and date each notailon.)

Check hara If you used an
allernatlve preeadurs authorized
By DHS lo examine documanis,

i)

Middio Infllat

Docm‘nant Title Dacument Numbar (if any) -

Expiration Date (| any) (mmiddfyyyy)

L 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
smployee presented dosumentation, the dosumentation { examined appears to be genuine and to relate to the individual who presented i,

Name of Emplayer or Autharizad Reprosentaliva Slgnature of Employer or Authorized Reprasentative ‘Taday's Date (mm/ddfyyyy)

Additional information {Initlal and date each notatlon.) Ghieok here it yotr used an

alternative procedure authorized
by DHS to examine docurnents,

Form -9 Edition 08/01/23 Pagedofd




Form W—4 Employee’s Withholding Certificate OMB No. 1545-0074

Complete Form W-4 5o that your employer can withhold the correct federal income tax from your pay.

Departmant of the Treasury Give Form W-4 to your employer. 2 @25
Internai Reverue Setvice Your withholding is subject to review by the IRS.
St ep 1: {a} Firat name and middle Initial Last name (b) Social security number
Enter Address ' Does your name match the
Personal . name on your soclal security

% eard? If not, to ensure you get
Information City or town, state, and ZIP code credit for your eamings,

. cehtact SSA at 800-772-1213
of go to www.ssg.gov,

) |:] Single or Married filing separately
I::l Married fillng jointly or Qualifying surviving spouse
{1 Head of household (Check only if you'ra unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

TIP: Consider using the estimator at www.irs.gov/W4App to determine the mast accurate withholding for the rest of the year if: you
are cornpleting this form after the beginning of the year; expect to work only part of the year; or have changes during the year In your
marital status, number of jobs far you (and/or your spouse if married filing jointly), depandents, other income {not from jobs},
deductions, or credits. Have your most recent pay stub{s) from this year avallable when using the estimator. At the beginning of next
year, use the estimator again to recheck your withholding.

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 exemption 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 time, or (2} are martied filing jointly and your spouse
Multipie Jobs also works. The correct amount of withholding depends on income earned from all of these jobs.

or Spouse Do only one of the following.

Works {a) Use the estimator at www.irs.gov/W4App for the most accurate withholding for this step {and Steps 3-4), If

¥ou or your spouse have self-employment income, use this option; or
(b} Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4{c) below; or

(c) If there are only two Jobs total, you may check this box, Do the same on Form W-4 for the other joh, This
option is generally more accurate than (o) if pay at the lower paying job is more than half of,the pay at the
higher paying job, Otherwlse, (b) is moreaccurate . . . . . . . . . . . . . . . . ..

Complete Steps 3-4{b} on Form W-4 for only ONE of these [obs. Leave those steps blank for the other jobs. (Your withholding will
be most accurate i 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 gualifying children under age 17 by $2.000 $
Dependent .
and Other Multiply the number of other dependents by $500 . . . . . §
Credits Add the amounts above for qualifying children and other dependents. You may add to
this the amount of any other credits, Enter thetotalhere . . . . . . . . . . 3 |%
Step 4 {a) Other income (not from jobs). If you want tax withheld for other income you
(optional): expect this year that won’t have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirement income . . . . . . . . Aa) [$
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
theresulthere . . . . . . . . . . . . . . . . . ... 4{b) |$
(c} Extra withholding. Enter any additional tax you want withheld each pay period . . [4{c}|%
Step 5: Under penalties of perjuty, | declare that this certlficate, 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 Emplovyer identification
Oniy employment number (EIN)

For Privaty Act and Paperwork Reduction Act Notice, see page 3. Cat. No, 102200 Form W-4 z025)
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General Instructions

Sectlon references are to the Internal Revenue Code unless
otherwise noted.

Future Developments

For the latest information about developments related 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 tex from your pay. If too little is withheld,
you will generally owe tax when you file your tax return and may
owe a penaliy. If too much is withheld, you will generally be due
a refund. Gomplete & new Form W-4 when changes tc 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. 505, Tax Withhalding and
Estimated Tax.

Exemption from withholding. You may clairm exemption from
withholding for 2025 if you meet both of the following
conditlons: you had no federal Income tax liability in 2024 and
you expect to have no federal income tax liability in 2025, You
had no federal income tax liability in 2024 if (1) your total tax on
line 24 on your 2024 Form 1040 or 1040-5R is zero {or less than
the sum of lines 27, 28, and 29), ar (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 tax withheld from your paycheck and may owe
taxes and penalties when you file your 2025 tax return. To claim
exemptiorn from withholding, certify that you meet both of the
conditions above by writing “Exempt” on Form W-4 in the space
kelow Step 4{c). Then, complete Steps 1(a), 1(b), and 5. Do not
complete any other steps. You will need to submit a new Form
W-4 by February 17, 2028,

Your privacy. Steps 2{c} and 4(z) ask for information regarding
income you recaived from sources other than the job associated
with this Form W-4. If you have concerns with providing the
information asked for in Step 2(g), you may choose Step 2{b} as
an afternative; 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 pericd in Step 4{c) as an
alternative.

When to use the estimator. Consider using the estimator at
www.irs.qov/W4App if you:

1. Are submitting this form after the beginning of the year;
2. Expect o work only part of the year;

3. Have changes during the year in your marital status, number
of jobs for you (and/er your spouse if married filing jointly), or
number of dependents, or changes in your deductions or
credits;

4, Receive dividends, capital gains, social security, banuses, or
business income, or are subject to the Additlonal Medicare Tax
or Net Investment Income Tax; or

5. Prefer the most accurate withholding for multiple job
situations.

TiP: Have your most recent pay siub(s) from this year available
when using the estimator to account for federal income tax that
has already been withheld this year. At the beginning of next
year, use the estimator again to recheck your withholding. -

Self-employment. Generally, you will owe both income and
self-employment taxes on any self-employment income you
recelve saparate from the wages you receive as an employee. If
you want to pay these taxes through withholding from your
wages, use the estimator at www.irs.gov/W4App 1o figure the
amount to have withheld.

Nonresident alien. [f you're a nonresident alien, see Notice
1392, Supplemental Form W-4 Instructions for Nonresident
Aliens, before completing this form. N

Specific Instructions

Step 1{c). Check your antlcipated filing status. This will
determine the standard deduction and tax rates used to
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. Submit a separate Form W-4 for each job.

Option (a} most accurately calculztes 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 hox must alsoc be
checked on the Form W-4 for the other job. I the box is
checked, the standard deduction and tax brackets will be cut in
half for each job 1o calculate withholding. This option is accurate
for jobs with simifar pay; otherwlse, more tax than necessary
may be withheld, and this extra amount will be larger the greater
the difference in pay is between the two jobs,

R Muiltiple jobs. Complate Steps 3 through 4(b) on only
¥ one Form W-4. Withholding will be most accurate if you
do this on the Form W-4 for the highast 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 claim 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 octher dependents for whom a child tax credit
can’t be claimed, such as an older child or a quallfying relative,
For additional efigibility requirements for these credits, see Pub.
501, Dependents, Standard Deduction, and Filing Information.
You can also include other tax credtis 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 amount 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 raturn,

Step 4 {optional).

Step 4{a). Enter in this step the total of your other estimated
income for the year, if any. You shouldn't include income from
any jobs ar 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 4fb). Enter in this step the amount from the Deductions
Worksheet, line 5, if you expect to ¢laim deductions other than
the basic standard deduction on your 2025 tax return and want
to reduce your withholding to account for these deductions.
This includes both ltemized deductions and other deductions
such as for student foan interest and IRAs.

Step 4(c). Enter in this step any additional tax you want
withheld from your pay each pay period, including any amounis
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 iax that you owe.
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Step 2{b)—Muliiple Jobs Worksheet (Keep for your records.)

If you choose the option in Step 2(b) on Form 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 #f you complete the worksheet and enter the resuit on the Form W-4 for the highest

paying job. To be accurate, submit a new Form W-4 for all other jobs If you have not updated your withholding since 2018.

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 joinily and you and your spouse each have ong
job, find the amount from the appropriate table 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 on line 1. Then, skiptoline3d . . . . . . . . . . . . . . . .

Three jobs. if you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and
2¢ below. Otherwiss, skip to lina 3.

a Find the amount from the appropriate table on page 4 using the annual 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
and enter that value online2a . , . . . .

b Add the annual wages of the two highest paying jobs from line 2a together and use the fotal 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
on line 2b e e e .

¢ Add the amounts from lines 2a and 2b and enter the resultonline2s . . . . . . . .

Enier the number of pay periods per year for the highest paying job. For example, if that ;ob pays
weekly, enter 52; if it pays every other week, enter 26; if It pays monthly, enter 12, etc.

Divide the annual amount on line 1 or fine 2¢c by the number of pay periods on line 3. Enter this
amount here and in Step 4(c) of Form W-4 for the hlghest paying ]Ob (along with any other additional
amount you want withheld) . . . . . . - e e

i $

2a §

2b §
2¢c $

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

Enter an estimate of your 2025 itemized deductions {from Schedule A (Form 1040)). Such deductions
may include qualifying home marigage interest, charitable contributions, state and local faxes (up to
$10,000), and medical expenses in excess of 7.56% of yourincome . . . . . . . . . . .

= $30,000 If you're married filing jointly or a qualifying surviving spouse
Enter: » $22,500 if you're head of household
» $15,000 if you're singjle or married filing separately

If ine 1 is greater than line 2, subtract line 2 from fine 1 and enter the result here. If line 2 Is greater
than line 1, entar *-0-" . . . . . . . . . o o e e e e e

Enter an estimate of your student loan Interest, deductible IRA contributions, and certain other
adjustments (from Part Il of Schedule 1 {Form 104G}). See Pub. 505 for more information

Add lines 3 and 4. Enter the result here and in Step 4{b} of Form W-4 .

Privacy Act and Paperwork Reduction Act Notice. We ask for the information
on thls form to carry out the Internal Revenue laws of the United States, Internal
Revenue Cude sections 3402(f)(2) and 5109 and their regulations reguire you to
provide this Information; your employer uses it fo determine your fedsral Income
tax withiolding. Failure to provide & proparly completed form will result in your
belry treated as a single person with no other entries on the form; providing
fraudulent information may subject you to penaliies. Routine uses of this
information Include giving it to the Dapariment of Justice for civil and criminal
litigation; io cliies, states, the Disirict of Columbia, and U.8. commonwealths and
territories for use In administering their tax laws; and fo the Department of Health
and Human Services for use In the Natlonal Directory of New Hiras. We may also
disclose this information to other countries under a tax ireaty, to federal and state
agencles to enforce federal nontax criminat laws, or to faderat law enforcemant
and Intelligence agencies to cembat terrorism.

You are not required to provide the information requested on a form that is
subject to the Paperwork Reduction Act unless the form displays a valld OMB
control number. Beoks or records relating 1o a form or its instructions must be
retained a3 long as their contents may bacome material in the administration of
any Internal Revenue law. Generally, tax returns and return information are
confidential, as reguivad by Code section 6103,

The average time and expenses required to complete and file this form wil vary
depending on individual circumstances. For estimated averages, ses the
instructions for your income tax return.

if you hava suggestions for making this form simpler, we would be happy to hear
from you. See the instructions for your income tax retum.
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Married Filing Jointly or Qualifying Surviving Spouse
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 - | $90,000 - |$100,000 -[$110,000-
Wage & Salary | 9,999 | 18,000 | 29,999 | 30,099 | 40,990 | 59,889 | 69,999 | 79,959 | 89,900 | 09,999 | 100,980 | 120,000
$0- 9,999 $0 %0 $700 $850 $910 | $1,020 | $1,020 | $1,020 [ $1,000 | $1,020 | $1,020 | $1,020
$%0,000- 19,999 0 o0 | 1700 ! 1910 | 2110 2220 | 2220 | 2220 2220 | 2220 2,220 | 3,220
$20,000 - 29,999 700 1,700 ] 2780 | 3,10 | 3310 | 3420 | 3420 | 3420 3420 | 3420 4420 5420
$30,000 - 39,999 850 1,910 | 3110 3460 | 3660 3770 % 3770 | 3770 | 38770 4770 5770 8770
$40,000 - 49,988 910 [ 2110 | 3310 | 3,660 | 3,80 | 3970 | 3,870 39070 | 4970 5870 | 8970 7.070
$50,000- 58,800 1,000 | 2220 | 3420) 3770 | 3970 | 4080 | 4080} s5080| e080] 7,080 | 8080 o080
$60,000 - 69,809 1020 2200 3420| 3770 3970) 4080 | 5080 | 8080 | 7080 | 8080 | 9080 10080
$70,000- 79,899 1020 2220 3420 3770 | 3970 5080 6,080 | 7080| 8080 | 9,080 10,080 | 11,080
$80,000- 99,999| 1o0ec | 2220| 3420| 4620 6820| 693 | 7veso| 8930 9930 | 10,930 | 11,930 | 12,830
$100,000-149,998 1,870 | 4,070 | 6270 | 7,620 | 8820 0050 | 10,930 | 11,080 | 12,930 | 14,010 [ 15210 | 16410
$160,000 - 239,998 1,870 4,240 | 6640 | 8190 | 9590 | 10,800 | 12,000 | 13,200 | 14,490 | 15,690 | 16,880 | 18,080
$240,000 - 259,869 2,040 | 4,440 | 68,840 | 8,300 0o79¢ | 11,100 | {2,800 | 13,500 | 14,700 | 15,900 | 17,100 | 18,300
$280,000 - 279,988] 2,040 4440 | 6,840 1 &390 [ 8790 | 11,100 | 12,300 | 43500 | 14,700 | 15900 | 17,100 | 18,300
$280,000- 299,298 2,040 | 4440 | 6,840 8390 | 8790 | 11,100 | 12,300 | 13,500 | 14,700 { 15900 | 17,900 | 18,300
$300,000-319,809| 2040 [ 4440 | 6840 | 8300 | 9,790 | 11,900 | 12,300 | 13,500 | 14,700 | 15,900 | 17,170 | 18,170
$320,000 - 364,999 2,040 | 4440 | 6,840 | 8300 | 9,790 | 11,900 1 12,470 | 14,470 | 18,470 | 18,470 | 20,470 | 22,470
$365,000-524,999 2,700 | 6,200 | ©,790 | 12,440 | 14,940 | 17,350 { 19,650 { 21,950 | 24,250 | 26,550 | 28,850 | 31,150
$525,000and over | 3,140 | 6,840 | 10,540 | 13,300 | 16,090 | 18,700 | 21,200 |} 23,700 | 28,200 | 28,700 | 31,200 | 33,700
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 - | $90,000 -{ $100,000- i $110,000 -
Wage & Salary | 0,999 [ 19,999 | 20,999 | 39,999 | 49,999 | 59,999 | 62,809 | 79,999 | 89,999 | 99,988 i 109,998 | 120,000
$0- 9988] $200 $850 | $1,020 | $1,020 | $1,020 | $1,870 [ $1,870 | $1,870 | $1,870 1 $1.870 | $1.870 ! $2,040
$10,000- 18,088 850 1,700 | 1,870 | 1,870 | 2220 | 3220 3,720| 3720 3720 3,720 | 4,890} 4,00
$20,000- 29,809 1,020 1,870 | 2,040 | 2300 | 53380 4300 | 4890| 4800 | 480 | 5060 | 5260} 5460
$30,000- 39,809 1,020 1,870 | 2300 | 3800 4380 50200 | 580 | 580 | 6080 6260 6480 [ 6660
$40,000- 59,099 1,220 | 3,070 | 4,240 ¢ 5240 ! 6240| 7240 | 7,880 | 8080 | 8280 | 8480 | 8680 | 8880
$60,000- 79,899 1,870 ! 3,720 | 4800 | 5880 | 7030 | 8230 | 8930 | 9130 | 9330 | 9530 9,730 | 0,030
$80,000- 99,099 4870 3720| 5030 | 6230 | v430| 8630 | 9,330 | o530 | 9730 | 9,830 | 10,130 | 10,580
$100,000-124,999] 2,040 [ 4,000 | 5460 | 8660 | 7860| 9080 | o760 | 0,960 | 10,160 | 10,850 | 11,250 | 12,850
$125,000-149,900{ 2,040 | 4,080 | 5480 | 6,860 7.860 | 9,080 | 9,950 | 10,050 | 1,950 | 12,050 | 13,050 | 14,950
$150,000- 174,909{ 2,040 | 4,000 | 5460 | 6,660 | 8450 | 10450 1 11,0650 | 12,050 | 13,050 | 15,080 [ 18,380 | 17,680
$175,000 - 199,909| 2,040 4200 | 8,480 | 8,450 | 10,450 | 12,450 | 13,950 | 15230 | 16,630 | 17,830 | 19,130 | 20,430
$200,000 - 249,980| 2,720 5570 | 7,800 | 10,200 | 12,500 | 14,800 | 16,600 | 17,800 | 19,200 | 20,500 | 21,800 | 23,100
$250,000 - 399,098] 2,370 6,120 | 8,500 | 10,800 | 13,190 | 15,490 | 17,290 | 18,590 | 19,800 | 21,190 | 22,400 | 23,790
$400,000 - 440,008] 2,970 6,120 | 8,590 | 10,800 | 13,390 | 15400 | 17,280 | 18590 | 19,800 | 21,190 | 22,4980 | 23,790
$450,000 and aver | 3,140 8,490 | 9,160 | 11,660 | 14,160 | 16,660 | 18,660 | 20,160 ! 21,660 | 23,160 | 24,660 | 26,160
Head of Household
Migher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- |$10,000 (420,000 - |$30,000 - | $40,000 - | $50,000 - | $60,000 - | $70,000 -|$20,000 - | $90,000 - | $100,000 - | $110,000-
Wage & Salary | 9,999 | 15,009 | 20,900 | 30,000 | 40,000 | 59,999 | 69,999 | 79,200 | 89,099 | 09,980 | 100,809 | 120,000
$0- 9,999 $0 $450 $as0 | $1,000 { $1,020 | $1,020 | $1,020 | $1,020 | $1,870 | $1,870 | $1,870 | $1,800
$10,000- 19,999 450 | 1450 [ 2000 | 2,200 | 2220 | 2220 2220 83,180 | 4070 | 4,070 | 4,080 | 4,290
$20,000 - 29,999 850 | 2,000 | 2600 | 2800 | 2820 2820| 3,780 | 4,780 | 5670 | 5690 | 65,890 | 6,690
$30,000- 39,990 1000 | 2200 2800 3000 3020| 3880 4980| 5980 | 6890 7080 7290 | 7,480
$40,000- 59,999 1,020 | 2220 | 2820 | 3830 | 4850 5850 | 6850 8050 | 91430 9330 8530 | 8,730
$60,000- 7g,808| 1,020 | 3,030 | 4630| 5830 (| 6850 | 8050 9250 | 10,450 | 11,530 | 11,730 | 11,930 | 12,130
$80,000- 99,909 1870 | 4070 | 5670 | 7,060 | 8280 o480 | 10680 | 11,880 | 12970 | 13470 | 13,370 | 13,570
$100,000-124,808] 1,950 | 4,350 [ 6,150 7,550 | 8770 | 9,870 | 1,170 | 12,370 | 13,450 | 13,650 | 14,650 | 15,650
$125,000-149,088f 2,040 | 4,440 | 6240 | 7,640 | 8,860 | 10,060 | 11,260 | 12,860 | 14,740 | 15,740 | 16,740 | 17,740
$150,000-174,908| 2,040 | 4440 | 6240 | 7640 | 8880 | 10860 | 12,880 | 14,860 | 18,740 [ 17,740 | 18,840 | 20,240
$175,000-199,809 2,040 [ 4,440 | 6,640 | 8,840 | 10,860 | 12,860 | 14,860 | 16,810 | 19,090 | 20,390 | 21,690 | 22,890
$200,000-248,999| 2,720 | 5920 | 8,520 | 10,980 | 13,280 | 15,580 | 17,880 | 20,180 | 22,360 | 23,660 | 24,980 | 26,260
$250,000 - 449,909 2,970 | 6,470 | 9,370 | 11,870 | 14,190 | 16,490 i 18,790 | 21,000 | 23,280 | 24,580 | 25,880 | 27,180
$450,000 and over | 3,140 | 6,840 ; 9,040 | 12,640 | 15,160 | 17,660 | 20,160 { 22,660 | 25,050 | 28,550 | 28,050 | 29,550




RECOUPMENT OF OVERPAYMENTS:

1t shall be the policy of the Governor's Offfes of Blderly Affairs to notify employee (5) when an,
overpayment has ooowrred and recotpment roust take place,

"Widiten notifieation will give the reason why the ove:payment oosurred and specify how/when
the agency will stert the reconpment pronedw:e

Thave road the ahove statements and understand ¥ an overpayment is penerated in roy bi-weeldy
Day, recouptnent by the apency will take place.

NAME

FLTLE/ONIT ‘

DATE




MEDICARE TAX ELIGIBILICY FORM

Bifootive Aprdl 1, 1986, allnew state employees will be subject fo pay 1.45% of their
gross galary for the Medicare tax. Thiswill bein addition to their other deductions
such a8 retirament and fodeval and state fax,

X bave read the information sbove asd understand that since:

1 have been continncudly employed. in stute government since

prior to Apxil 1, 1986, {am notxequired to pay this tax,

¥ have 5ot bean continzeusly employed in state government

since Apail 1, 1986, 1 am reqedred fo pay this tax

Employes Signainre Date




R-7300 (4711}

Purpoge: Gompleleform 14 so that your smplayercan withhold fh correct amaunt of state income tax from yaur selary
ptrautivns, Employees whe ate suljoct to state wiliholdity sheuld complate the personal sliowaces worksheed Tuivatlgg e sumber of wlitheling
personal exerpiitng in Bleck A and the number of dependenpy oradits it Block B

* Employees must file & new withheldng exemptlcn oartificata within 10 days if e mimber of thelr examptions denretses, sxcept JHhe change is the result
of tha death of a spouse or 8 dependent,

+ Eraployaas may fila a new certificate any time the numbar of thelr exempilons Inareasas,
* Line 8 should Hi wsed (0 invrease oF deerenss the tax withheld for sack pey perivd. Detreases should be indicated as & negative amounl.

Penaliies will be imposed for witifiully seppling false nformetion orwilllul felluse to supply nformatian that would reduce the wihholding exsmpilen,

This form must ha filed with your smployar i an amployee fails W somplets this wilhhalding exemplion cerlificate, the employar must withhold Lowislana
Inpome tax from the employee’s wages without exemblion.

Note o Employern Keepthis cariliats with your recoids, [ you befieve that an employes has impmpery clalmed doo many sxampiions or depandency cradds, Ploase
forwarda.copy of the ermployecs slgaed L4 formvith an explanation astowhy yoirkeSave thatibeemyployeaimproperly completed tis fom and any other supporiing docu-
menalion, The Information showid ba santie lhe Letislna Depariment of Revante, Gfwinal investinations Division, B0 Box 2348, Balon Rouge, LA 7082142388,

Block A

+ Enler0° o claint nelther yourself nor your spause, and check "No exemplions or dependents slaimed® under aumber Sbelow,
Yo may enter 0" IF you are marrdad, and have a working spotse o mote thar: ane job o avoid having top litke 1ex wilhheld, A.

» Enter*{"io ofaim yourself, and check “Sigle™ under number & below. (you did notelalm s sxamption ta connectlon with other
employment, ot ¥ your spouse has notolaimed your exenplion. Enter={"{o claim one petsona exemption i you will file as head
af tousedold, and chaek“Single” under number 3 bulow.

% !Engfra"z‘ fo clalm yourself and your spovse, and chesk "Maniad® under sumbara balow,
oo

; mﬁm&%‘:ﬁ E#W._. & A
= Enter the rutmisar of depanicents, ne moluding yowszit oryour spouse, whom you will alalm on vour tax retura, I i dependente l_gf&v‘%}%}‘%?%”*ﬁ%‘

are glaimet, snter “oF AN ”3{53,
pasr
Cut here and give the boliom portion of pertificads fo your employen Keep the top poviion for your records,
Form Lrdd
Loukgan o Employee’s Withholding Allowance Ceriificate
Ravenus
1. Typa or grind {irst tanae and middle nlifal Last nawme
2. Bogial Seaimity Number 3. Seleot one
T3 No examptions of dependents slabmed D) Sigle 03 Marded

4. idome addreas (numbsr and steeet or rura! route)

Ea Clry ‘ Stats ZR
6. Tola) number of sxemptlons alzled In Blsek A 6
7 Tata) nutnbet of depandenls claimed in Blogk B 7

8, Inoreyse orducnease i e amatnt o be withheld each pay perfod, Decreases shouldbe Indicated as a hepadive amount, | 8.

}dectarimder the penalfes mposed for filng false wpors hat the number of exerptions and dapendancy cradits claimad on this certificate do not exased
the number to whigh | am entitled,

Employas's siprature ) Date

The fb!lnwmg Is iv be completed by employar

9. Erployers nama and address 10, Employers state withholding account number




Social Security Administration

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

Employee Name Employee 1D#

Employer Name Employer ID#

Your earnings from this job are not covared under Social Security. When you retire, or if you become disabled,
you may recaive a pansion based on earnings from this job. if vou do, and you are also entitled fo 8 benefit
from Social Security based on either your own work 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 receive. Your Medicare benefits,
however, will not be affected. Under the Social Security law, there are two ways your Sociat Securlty benefit
amount may be affected.

Windfall Elimination Provision

Under the Windfall Elimination Provision, your Social Security retirement or disability benefit is figured using a
madifled formuta when you are also entitled o a pension from a job where you did not pay Social Security tax.
As a result, you will receive a lower Sodlal Securlty benefit than if you wete not entified 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
& result of this provision is $395.80. This amount is updated annually. This provision reduces, but does hiot
fotally eliminate, your Social Security benefit. For additional information, please refer to Social Security
Pubfication, "Windfall Elimination Provision.”

Government Pension Offset Provision

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

For example, if you get a monthly pension of $800 based on earnings that are not covered under Social
Security, two-thirds of that amount, $400, is used to offset your Social Security spouse or widow(er) benefit. If
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 to totaily offset your spouse or widow(er) Social Security
benefit, you are still eligible for Medicare at age 85. For additional information, please refer to Social Security
Publication, “Government Pension Offset.”

For More Information

Social Security publications and additional information, including information about exceptions to each
provision, are available at www.soclalsecurify.gov. You may also call foll free 1-800-772-1213, or for the deaf
or hard of hearing call the TTY number 1-800-325-0778, or contact your local Social Security office.

| certify that | have received Form S8A~1945 that contalns information about the possible effects of the
Windfall Ellmination Provision and the Government Pension Offset Provision on my potential future
Social Security Benefits,

Signature of Employee Date

Form $8A-1945 (01-2013)
Destroy Prior Editions



PERSONNEL HANDBDOK

Office of Elderly Affhirs
TPersonnel Mantal
CONFRMATION FORM

CONEIRMATION AND CONSENT FORM
OFFICE OF ELDERLY AFFAIRS

Having received a copy of the currant Office of Elderly Affalrs Personnel Manual, |
state that [ have read and understand the contents,

Signature . Date

SAFETY MANUAL

[ certify that | have been tralned on the following OFA Safety Policles:
Blood borne Pathogens, Viclence In the Workplacs, Drugs Free Workplace, Sexual
Harassment, Defensive Driving, General Safety Procedures and
Safety Responsibifities and Assignmant of Responsihillties

MName

Date

Revised September 2014
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GOVERNOR’S OFFICE OF ELDERLY AFFAIRS
. POLICY PROIBITING SEXUAL HARASSMENT

AC'KNfO WLEDGEMENT AND CERTIRICATION
' My signaturn immnn ackuuwladges fhaf'
1} Ireceiveda 2 Copy of GOEA’s Po]m}r Prohibiﬁng Benual Harassment; |
%) Tread this Poicg; . '
3) Tunderstand the content of this Poliey;
4) T aprse fo ablde by the terms and provisions of this Policy;
5 Tunderstand fhat comp]:'anca with thix Poliny is a condition of employment; and

6} Tundersiand that dlssipimaw actiod, Jm.ludmg the: poasibilfiy of dismissal, will bcun,pnwd
o fhose who violate e tenme and provisions ofthis Poliey,

. EMPLOYEE SIGNATURE DATE

EMPLOY L NAME, (PRINT)

HASHR K N K E A IR AN EEE NI AN RU B RN AR KRR TR LAY M N AR AR A AN AR AT FTREHAREE XN AR RA

. BEUMAN BESOTCHES CERTIETCATION
My sigﬂéhn'e hereon acknowledges that:

.

. X peysonally didstssed fa &eta:l G0ORA’s Polloy Prohibiting Sexual Haxasmnt wpith the
exmployee identiffed above; .

2} 1 apswered this employaa 5 guestions r&gardmg ihis Polioy;

3) T oonfinmed this mmplayae’s complefon of the online feaining on sexus harassment
provided throngh, CPTR and

4) Tinformed the employea of the eonsequences of violaling this Policy.

HR SIGNATURE DATE

BEUMAN RESOURCES NAME (PRINT)

R IR NN NN NN RN AN NI RN I MY AN R WA SN RSN YN KN RH AN AN M EHA N TN EEAR R

F

8&




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 Beard 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., Howevar, 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 reguesting that this questionnaire be completed.

INSTRUCTIONS: Please answer ALL questions completely. If a response requires an explanation, please
provide a brlef description on the Explanation Page. if you have any questions 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
tompleted guestlannaire 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.

i

Employee Signature: Date:

Employer Represantative Signature: Date:

Employer Name:

Employee Name:
Date of Birth (mm/dd/yyyy}): Male: [ Fernale: [
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 pariial disability.
PAGE1OF G
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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 {Y

) or No (N) answer,]

Y N YN Y N Y N
(1 [1 Diabetes CI OO Cerebral Palsy O [ Arthritis [ 1 Heart Disease/Heart Attack
[ 171 Silicosis [l 1 Tuberculosis O L1 Parkinson’s [ O Congestlve Heart Failure

0 17 varicose Veins
[ [ Asbestosis

[ E1 Hyperinsulinism
O B Alzheimer’s
{0 £ Emphysema
O O Heartng Loss
O 4 COPD

[0 3 Hypertension
O T Head Injury
O 1 Epilepsy

1 I Stroke

O O Multiple Sclerosis
{1 [ Post Traumatic Stress
i1 1 Osteomyelitis

O O Nervous Disordar
[ I3 Muscular Dystrophy
Bl 0 Migraine Headaches
[0 0 Mental Retardation
O L1 Kidney Disorder

O O Loss of Use of Limb
[ 1 Seizure Disorder

[ [ Sickle Cell Disease

1 O Brain Damage

[T [ Asthma

O [ Dementia

O [0 Thrombophlebitis
[ [ Arteriosclerasis
A O Hodgkin's

1 O Cancer

[3 [T Double Vision

B O Mental Disorders
[0 O Hemophilia

O [ Bleeding Disorder

O ET Vision Loss, one or both eyes
O 0O Disability from Polio

0O £ Psychoneurotic Disability

[0 [ Ruptured or Herniated Disc
L1 [ Ankylosis or Joint Stiffening
[1 [ High/Low Blood Pressure

O [3 Carpal Tunne! Syndrome

[ [0 Compressed Air Sequelae

[0 {1 Disease of the Lung

L1 TJ Coronary Artery Disease

[T A Heavy Metal Polsoning

Surgical Treatment [Please check the appropriate box. Each lliness/injury requires a Yes (¥) 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.

YN
[[1 [ Spinal Disc Surgery

[3 [ $pinal Fusion Surgery

[l ] Ampuiated Foot

1 [1 Amputated Leg

[ [ Amputated Arm

[ [ Amputated Hand

[d [ knee Replacement

1 ] Hip Replacement

[1 ] Cther Joint Replacement
[71 [] other Surgical Procedure
1 [ Other Surgical Procedure
[l L] Other Surgical Procedure

[1 23 Other Surgical Procedure

Employee Signature:

Year (approximate if unsure)
Year (approximate if unsure)

teft 0 Right [J  Year (approx. if unsure) _

Left [1 Right O Year (approx. if unsure)

Left [0 Right B0  Year {approx. if unsure)

Left [0 Right [0 Year {approx. if unsure)
Left [J Right 1  Year (approx. if unsure)

Left 0 Right [1  Year (approx. if unsure)

Employer Representative:

Joint Year
Procedure Year
Procedure Year
Procedure Year
Procedure _ Year
Date:
Date:

PAGE 2 OF 6
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EXPLANATION PAGE

Please use the space below to explain the flinessas and/or conditions that you checked a Yes (Y) or ahy other medical
tonditions that may not be listed on this form. Ask your employer for additional coples of this page if neaded.

Brief Explanation:

CONDITION: Year Diagnosed {approx}:
Are you stifl treating for this condition? YesC3 NolJ
Are you taking medication for this condition? Yes1 Nold
Do you have any permanent restrictions for this condition? Yes[[] Nol]
Brief Explanatfon:
CONDITION: Year Diagnosed (approx}:
Are you still treating for this condition? Yes[] Noll
Are you taking medication for this condition? Yes[] Nell
Bo you have any permanent restrictions for this condition? Yes1 No[O
Brief Explanation:
CONDITION: Year Diagnosed (approx):
Are you still treating for this condition? Yes[T? No [
Are you taking medication for this condition? Yes[[l No[J
Do you have any permanent restrictions for this condition? Yes[] Nol[l
Brief Explanation:
| CONDITION: Year Diagnosed {approx):
Are you still treating for this condition? Yes[] Noll
Are you taking medication for this condition? YesTd Nold
Do you have any permanent restrictions for this condition? YesTl WNoll

Employee Signature:

Date:

Employer Representative:

Dafe:

PAGE3 OF6
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Please answer the following questions.

1. Has any doctor ever restricted your activities? Yes [1 No I
If “Yes,” please list the restrictions:
Were the rastrictions: Permanent [] Temporary []
Are your activities currenily restricted? Yes [J No [

What is the medical condition for which you have restrictions?

2. Are you presently treating with a doctor, chiropractor, psychiatrist, psychologist or other health-care
provider? Yes [1 No []

Please list the medical condition being 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 raquested information below.

Medication: Prescribing Doctor:

Medication: Prescribing Doctor:

4. Have you ever had an on the job accident? Yes [0 No [3
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 [0 No O
If you answered YES, please provide:

Recommended surgery:

Approximate date of recommendation:

Doctor’'s Name: Specialty:

Doctor’s Address:
Emplovee Signature: Date:
Emplover Representative: Date:

PAGE 4 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:

Employea Printed Nama:

PAGES5 OF 6
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: 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, TQO WILLFULLY MAKE A
FALSE STATEMENT OR REPRESENTATION. PENALTIES FOR VIOLATIONS INCLUDE IMPRISONMENT, FENES,
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 guestionnaire;

2. That 1 have provided the employee with as many copies of the Explanation Page as needed
and have confirmed the number of and labelad the pages of this questionnaire;

3. That | have provided assistance to the employee (if requestad) 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 subjact of this authorization on any basls, 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 Nama:

Title:

PAGE 6 OF &
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State of Lonintang
OFFICE OF THE GOVERNOR.

Offire of @Eﬁeﬂp Hfiniry

John Bel Bdwards

Governor

The Offioe of Sfzta Uniform Payroll (OSUP) offers acfive employses the optfon fo selfview and print
thelr W-2 In Loulsiana Employes On-Line Servioas {(LEQ) In fets of raoelving a paper W-2 fotrn via the
Unifed States Postal Servios (LSPSY. QSUP s reminding gefive employees who have nok elected the
selfview and print option, fo do so by December 81, - '

I you-are an active empioyee and have alroady opiad fo self-view and print your W2, ne action is
needed, I is, however, recommended that You review your record in LEC, to ensure your
election was recorded and saved for future calendar years.

Parficipation is optional for all setive grnployees:

+ I you are actively smplover and wish fo take agvaniage of the W-2 on-ine selfview and print
optlon your must provide sonssnt in LED by Basember #1. W-2s will be avalable In LEO for
viewitg and prinfing by infd-lanuary, .

e i you do not provide consent by the requirec gradiing, you revoke your consent, or you do not
wish f use this service yout wift confinue o reseive paper W-2 Form through the USPS. All
paper W-2 Forms will be mallisd January 81 or the next business vay it January 31 falls on &
weelend, . ‘. . C . -

©  Onee consent s given, & will remain for alt future reporfing perods unless you yevoke the
decision or separate from employment. To revoke your consent, you st do o in LEO by the
December %1 tieadline for the current reporting year. '

¢ Employses wio separate from state sarvios do 1ot have the aption of receiving thelr W-2 an-ine

“but will receive a paper W3 through the USPS. Peper VW2 Forms will be melled January 34 or
. the next business day If January 81 fails on & weekend,
Eafiviontion Is fast. eaty and no tost o you

& To provids consent, revoke corsent, and view and print your W2 you simply have io sign on to
LEQ using your aciive passwerd, Follow the step-hy-atep guldelines provided fo you in LED.

@ To view and pint your W-2 you will need an infetnet connestion, web browser, access fo LEQ
with an acfive passwerd and Adobe Acrobat software. ‘

= There is ne oost fo you for fhls service; however, receiving your W-2 faster may give you o head
start on oompleting your annual 1RS tax filng and, if applicable, any rafund ey be recelyed
SODNSE,

e Onee fhe W-28 are availahle In LEQ (by mid~January}, you may visw and print your W2 qs
often &g nesded at hoy cost fo you,
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QOverview

The State of Loufsiana is entrusted with sensiive, proprietaty and confidential information, including Protectad Health
Information (PHI), Federal Tax inforration {FTI}, Critninad Jusilce Information (¢41), and Parsonally Identifiable
informeation (Pl) and acknowledges that ttshould take steps to protect that information, Ore stch step Is to conflrm
that users of the State’s information take rasponsibility for the protection snd approptiste use of the State’s Infortmation
In accordance with the State’s Information Secunity policies and proceduras, Effective protecifon of such information
recuires the patticipation and support of every Stata sroplovee, independent contractor end third party afftifate
{"Usars”), itls tha responsibility of every User ta acknowledge and follow the guidelines in this Policy,

Purpose

Tha purpose of this Polity fs to provide guidance for the acceptable use of compiter eguipment and information within
. Bn Agency. Inappropriate use exposes the Sate to risks such as data logs, data corruption, unplanned service outage,
unauthorized access to Agency data, and potential legal issues,

Applicability

_ This polley applfes to all Users, Including State emplayses, mdependent contractors and all other workers atan Agenéy,
including all personnel affiliated with third parifes, This policy applies to al) LOmMpUing systéms, electronlc media ang
printed materials that are uilllzed, owned, managed, or leased by an Agency orthe Office of Technology Services (O7S).

General Reguirements

Al Users are responsible for exerdising good judgment regarding use of State resqurces in accordance with State’s

Informetion Security pollcies and procedures. The State’s resou rees may not ba.used for any unlawful purpose. if you

bave a question regarding the proper use of technical resourcss, contact the Information Sacurity Hotline tolf fras at
{844} 652-801.8, _

All State systems, induding handheld or mobile devices, computing devices, operating systems, applications, storage
tnedia, network accounts, Internat, Inranet, Extranat, and refote access are the property of State, These systems are
o be used for business purposes Tn sarving the Intexests of State, and.of Agency clients and customars in the courss of
normad operations,

Any personal davies used in serving the interests of State, mustbe a pproved By applicable Agency leadership and the
Information Securlly Team {(iST}.

Any data cresterd or stored ob Agency computing systams remainsthe properiy of the Agency. Any perscnal use ofthe
Agency syatems, Inclading any docurnents or ematls, are also the property of the Agency and the State makes no
guarantee as to the confidentiality of peréonal use of Agency systems.

For security, eompliance, ar_uil matntenance purposes, authorized personnel sy raenitor and audit Ageney compuiing
systamg and networks per the State's pollties and procedures and to confirm compliance. '

Yser Accounts

The State’s Users are g'es;ubnsibla for the securtty of data, aceounts, and systems under their control.

Keep passwords secure and do not share account o password Information with anyane, For examnple, do not write
passwerds down, do not emall thern and always use complex passwords (e.g., at [sast 8 characters long using a
vombination of lower case, upper case, numbers, and special characters), -

Providing access to another individual, either deliberately or through fafiure to secure [ts access, {5 a violkation of this
Policy. B " .

if you belleve that you have been granted access to systems or data Gutside the scope of your employment
responsibliities or job funciion, plesse contactthe Information Security Hotline toll free ot (844) 632-8015.

Offica of Technology Sefvices

" Data ClassHication Level: Publle.




Division of Administration
Offlce of Technology Setvices

Compuiing Systems

Users ara responsible for ensuring the protection of assigned computing devices, Including any electronic devices such
#s [aptops, PDAS, mobile devices, and alartronic media,

Users are also responsible for ensuring the protaciion of any personal devices used in the interast of the State.

State Employees using thelr veltlcles o transport the State’s Computing Systems should exerdse the Ltmost salition 1o
safeguard tha privecy of and acess to such devices, At no time should stich squipment be feft on car seats, in plain view,
In unlocked vahicles or stoved in vehicles overnight,

Computing Systems that are stored overnight: at nen Stata facilities must be secured with reasomable assurance of
privacy to the Data residing on the Systems,

Usars of Agency Conpliting Systemns must promptly raport any theft or loss to the Eﬁ& UserSuppart Services.

Security and Access Regulrements

All State Computer Systems or Agency approvad persenal devices used for State businass purpases {e.g., PCs, laptops,
workstatons, smattphonss, ete.) should be securad with a password-protected screensavar with the automatic
activaifon featira setat 15 minutes or less.

Users shall not create new passwords that are similar to passwords that have haer previously used; create passwords
that; contain any reference to the State Inany form fi.e., Pelican, Salnts, ete.); create passwords that contalh any
personal data such as any portion of the vser ID or name, a spolise’s naine, ora pet’s name; or create passwords that
appear in the dictlonary. ' ) :

Users shoult! secure their workstations by logging off or lucking (control-alt-delate or Windows Key + L} the device when
unattended, ,

Users must usa due tare when ttansmitting or-storlfig sensttive information, Communications outslde of an Agency
Network should use mechs risims approved by the Information Securtty Team (15T} for protecting Confidential or
Restricked Data {e.g., encryption). - :

Portable computers ave espacially vulherable and will be protected by a current Antivivus solitsion and Personal
Firewalls, installed or approvett by 0TS, and may not be disebled o mogitiad by Users.

Hsers must Lise extreme cautlon when accessing slectronis media received from outside the State,

Users shall take the nacessary and appropriate precautions when opening attachments or emalls and shall not open or
click on attachiments or ematls when unsus of the legitimacy of the source or sender, -

Known incidents or infactiohs from & virus, malware, ot other malicious software shauld he hnrred] ataly reported to the
Information Security Team.

Streaming medta should only be accessed for buslness purposes from trusted commerclal sltes. All otfier streaming
media is prohibited, '

Meeting hosts should verify that all meating attendees sare authorized access to information shared during meetings
{including online mestings). Remote maetings security features, such as pass cotes of passwords, should be uger fo
restrict access to tha meeting to only authorized individuals, Remota meating preseniars should take care to closs, o
protect, Confidentlal or Restricted Data while in *desktop sharlng® mode. .

Usaers will take reasonable sté;p& to protect all State property and information {rom theft, damaée, or misuge. This
Includes matniaining and protecting Userworkspace, equipment, and tnformation from unautherized access wheéther
awerking at Agency Taclilties or offsite.

Usars must Use only authorfzed Instant Messenger ciients; all other forms of instant ressenger software are prohibited.

Gffice of Technology Servicas. T Data Classifeation Level: PUBlc.
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Newsrooms, Social Medla Sites, and Social Networking Sites

Postings by State &mployeas regarding Agency busness information or news to nawsgroups, chatrooms, Intainet Relay
Chat {{RC), Facebook, Myspace, or other snclal networking or soclal media sites is strietly prohibited unless exprassly
approvad in wilidng by the Azancy Commitinication Diractor or Execttive Leadership. [fthe User identifies himselF or
harself as employes or agent of the Ageney on any Internet slte, any postings to such sites must contain = clear
disclaimer that the opinions expressed ere solely those of the author and 8o rot represent the views of the Agency ar
the State of Louisiana.

Virtual Private Network (VRN} Usage

It s the rasponsibility of users with VPN privileges to protectthelr VPN login and account information.
Connectlons to State resources via the VPN must originate from Agency authetized End User devices,

Users understand and ackhawledge that by using VPN technology the conneetad compuifng resource is & de factkn
extension of the State’s network, and as such s subject 1o the same rules and regulations that apply as If conneted
locally to the network, A

Connections to hion-Stata ¥PNs from within a State network must ba specifically authorized by the | mf"orm ation Security
Tearn (15T).

Physteal Sacurity

A State Issued Identification badge must be werm on your person in a visible Ioca"t]on at all times within a State facility.
The identification badge must be properly securad and a lost badge must ba :mmed:a’cely reported o the Information
Security Team [IST).

Do not factiitate the entry of non-badge personnel at any tima. All Visitors must check In at the receptrnn area, clearly
wearthe Visttor badge at alt times, and rematn with their desTegnatad escort atall times. Guests are not allowed In the
State facilities after nours except with the spamﬁc autthorlzation of Agency leadership. '

individuals with Agency provided equ:pment must take appropriate measuresto protact the equipment from theft,
unautherized yse, or other ackivity that violates the State’s Infortation Security Policy.

Individuals with mceess to Confidentlal or Restntted Data should malntain a clean desk, pickup printéd materals ina
"timely mabner and appropristely seclre paper hased dosuments when they are not i usa,

Privileged User Accounts e

Usem with privileged user accounts (e.g., edminlstrator or super-ser sccounts) must agree to the following:

»  Individuals with Privileged Usar Accounts understand it is their responstbllity to comply with all security
rmeasures necessary and assist in enforcing the Information Security Poliey,

» Privileged User Accounts may only he used for valtd business functions that reguive privilesed access. Privileged
acecount users must still abide by the Eeast privilega principal and rust hot access or alter data for which thay
hava no vaitd business reason to do so,

. Inivicials will fogln to an Agency environmentusing stant{ard usar credentlals and then log Intoa spaclfic
privifeged account, exceptwhan lngging directly into a sysiem interface console,

« Pilvileged user accounts may nothe used te modify the individual's stendard usey account,

v Privileged user accounis must comply with refuirements of the lnfnrmatmn Sacurity Palfm{ prior to modifying
any ystem oF user aceobint,

¢ Individuals with privileged uset accounts understand and acknow{edge that all prmileged user account activity is
losaly monitered. Individuals with privileged tser acconnts may not use those accounts to modHy, atier, or
destroy raonitoring log data, except as vequired by thelr position responsibility as it relates to log rotatfon.

Office of Technology Services . DataClassiication Level: pabic
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o Individuals with privileged user accounts, and thalr supervisor or manager, will nofify the Information Security
Team when the privilegad user accourtt is no longer required to perforim that Tndividual’s job Tunction,

Unaceapiable Use

The follawing aciivities ere, in general, prohibited. To the exient a State User heeds to be exemnpted fram onaoftha
following restriciions for legitimate Jobs responsibifities (e.g., systems administration staff may have 2 heed to disable the
network access of @ host if that host Is disrupting production services), that State User will be providad exoress
authorlzatton frorm the Information Seeurity Team, The activitfes below are by o means exhaustive, but attempt to
provide a framework far activities which fall Into the category of unaceeptable use.

System and Network Activities
The following activitles are strictly prohibited, with no exceptions:

»  Engaging in any activity that 13 llegal under local, federal, or international law,

*  Violations of the rights of any parson or company protected by copyright, trata seerat, patent or other
intellectual property, or similar laws or regulations, Including the tnstallation or distribution of "plrated” ar other
software products that are nof appropriately Teensed for usa by the State of Louislana,

»  Unauthorfed copying of copyrightad materfal including digltization and distribution of photogeaphs from
magazines, 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 adtive licenss is strictly protiibited. The use of any
tecording device, tneluding digital cameras, video cameras, and cell phone cemearas, within tha premisas of any

‘State properties to copy or record any Internal, Confidential, or Restricted Data is prohibited,
v Connecting network devices such'as wireless access points or personal laptops into the State's netwnrk
. environment without proper authorization from thie Information Security Team {157} . .

» Intentional Mntraduction of malicious prograims Into the network or seiver {e.g., v:ruses, worms, Trojan horses, e~
mail botnibs, ate.}, -

¢ Revealing your account password to others or alowing use of your actount bgf others, This neludes family and
other housshold metnbers when work Is being dona st home,

« lJsing an Agency compuiing assetto activaly engage in pmcurmg ar ransmitting matanai thatisin violation of

. sexus! harassment or hostile workplaee kaws in the user's locs) jurisdiction.

v Making fraudulent offers of products, tems, or services arginating from any State jssued user ateount.
Effecting security breaches or disruptions of network commurication, Security breaches Include ccessing data
of which the Individual Is not an Intended recipient or logging Into a Server or account that the Individual is not
exprassly authorized to aceess, unless these duties are within the scope of regular duties. For purposes of this
seciion, "drsruptm h* Includes degrading the performance, tlep rm ng authorlzed acoess, disabling or degra ding
security configurations,

s Portseanplog or sseurity scanning is expressly prohibited unless prior approval Is granted by the information
Security Tzam.

¢ Bxecuiing any form of network monitoring which will ln‘cer{:ept data not Intended for the user's host, unless this
activity is a part of the deet’s normal joh/duty.

Circumventing user authentieation or secutity of ahy host, netwe rk oraccotnt,

Inkarfering with or denying ssrvice to any User {e.g., dental of service attack]. ,

[ntertionally restriet, disrupt, impair, or inhibit any network node, service, transmission, or accassibility.
Uiilizing unauthorized peer-to-peer networking or peer-to-peer file shering.

Utllizing tnmuthorized software, hardware, proxy avoldancs wehbsites or seriices, or any other meats to dccess
to any Interriet resotrce or website that has been intentionally hlotked or filtered by the State, Agency, or IST,
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SR Erif User Agreement T office of Technology Services

Emall and Communications Actlvities

L]

Sending nen-business releted unsolicited el messages, text massages, instant messagas, or valce mal,
including the sending of “lunk mal” or other advartrsmg materiai to individuals who did net specifically raquest
such materfal (email spam),

Engaging it any lorm of harassment or discritnination tirotgh emall or :;Lhea ele:tc PG Mesls.

Use of personal emall account from the Stata natworks,

Forglng, misrepresenting, vbseurlng, supprassing, or replating a user identity on any elactronic communication
to mistead the reclplent about the sender,

Soliciting emall for any other emsil address (e.g,, phishing), other than that of the poster’s account, with the
Tt to harass or to collect replles.

Creating or forwa rding chain letters, Ponzl or other pyramid schemes to a State User, unless specifically
requested by such State Usar,

Posting non-huslhess-refated messa gestoa Iarge numbers of Usenet newsgroups (newsgroup spam),

E-mall rrray not be stored on personal devices {e.p., home computars, personal laptaps, PDA’s, Smartphones,
e} exeeptas authorized by the information Sscurlty Team (5T),

Taxt messages should not 1o be used for business discussions. Confidential and Restricted Data shall net be
communicatad overiext messaging.

Users of Confidential and Restricted Information

By signing this Agraement, Users acknowledgethatthay are aware of and understand the smte s polldes
vegarding the privacy and security of Individually identiflable health, flnanclal, cyiminal and cther personal
infarmatian of individuals and employess, incliding the policies and procedures relating o the use, collectton,
tlisclosure, storage, and destruction of Confidential and Restitted Data, -

'In consideration of Lisers’ employment or association with the State and asan mtegral part of the terms and

condiions of such employment or association, Users covenant, warrant, and agrae that they shatl not =t any
time, during thelr employment, contract, assoclation, or appaintinentwith the State or after the cessation of
such employment, contract, assedlation, or appaintment, aceess or tse Confidentla) or Restricted Duta except as

saay be required n the course and scope of their duties and responsibilities and in accordance with applicable

law and corporete and departmestal policies governing the proper use and release of Confidential or Restricted
Data,

Usars must understand and acknowledge their obligatiung outlined herefnabove will continue even after the
termination of employment, canttack, association, or appointment with tha State,

Userg must also understand that the uhauthotized use of disclosure of Restrictad Date shall resul’c ins disciphinary
action wp to and including termination of employment, tontiaek, sssodation, or appointment, the institution of
fegal ackion pursiant: to applicakle state or federal laws, and reparts to professional regulatory bodjes.

Users farther acknowledge that by virtue of their employment, contract, assoclation, or appointment with the
State, they may be afforded access fo Confidentiat Information conceming the operations and practices nf a
State Agency, which shall specifically ihelude, but shall not be limited to inventions and Improvements, fdeas,
plans, procasses, financta! information, techniques, technology, trade seurets, manuals, or other informatfon
daveloped, In'the possession of; or acquired by or on behaif of the State, which relates to oraffects any aspect
of Sate’s aperations and affairs ("Confidential Information”). Users agrae that they will notuse, discloss, or
distribuie Confidential information ot information detived therafrom excapt for the exclusive benefit of the
State Agency,

Users understand, acknowledge, and agres thet nothing cortained hereln shafl be deemed or regarded as an
employrent contract or any other guarantee of employment, and shall not otherwisa alter or affect User status
25 an at-will employes {or whera applicable, independent contractor) of the State.
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Enforcement ’

" Offlce of Technology Services

Any User found o have violated this Policy may be subfect o disciplinary action, upfo and including dismissal, or

erlreing] or civil legal actions.

& NiaE

Naroe:

Contractor

Title;

Ageney:

Phane

Emaliz

Signature:

Date:

Office of Technology Services

" Data Classification Level: Puilic
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State of Louislana—Office of $tate Uniform Payroll
Affordable Care Act (ACA)
Newly Hired Employee Offer of Coverage Workshest

This worksheet is used to document ihe LaGov HCIY Peid Agency's rsasonable expeciations regarding the, fulf-time”.

slelus of = newly hiredlransferred erplayes. ‘A copy,of this completed form should he mainiained In the
smploves’s file, I A S TR T r R S AL AT A PRI TP I R FUTU

+ ot

1, Personne! Area Numbei/Name 2. Employes Name

3. Personnel Nurmber 4. Dale of Hire

5 Expecied Length of Ermploviment

8. Didthe newly hiredftransferred employse wark for any LaGav HGM pain agency in the last 12 monfhs?

1 YES—Proceadio 7
B NO—~Proceedto 9

7. Was the newly hiretfiransferred employee in a standard or inftiel seasurement period ot aiy ogoney?

I YES - Procesd i 8
L1 M3 —Progeedio 8

if you are unsuie, contact ihe prier employing agenoy or execuls the ACA repod (2P136).

| 8 lsihe newly hired/transfarred employee n & current stablilty or inifial slebilty period &t any agency? -

2 YES —Employees continues fo be eligible for health cwarage. WMake appropriale entrles in LaGov HCM,
oI NO~-Froceedin g

Nofe: A break in service only st the stability perlod it was: (1) at least a 13 week break in sewvite, OR (2) a break in
service of af fzast four (4) weeks but fonger than the prior period oF smpioyment,

9. Does the agency expect the newly Nhedlransiered empioyee 10 woTk at least 30 holts per Week &t the me of
hireftransfer? -

3 YES ~The ofier of hewlth coverage must he inade in accordance with OGE guidelinas, Erfer applivalile
infortmation In eEntolimentiiagov HCM. Document the offer (GB-01) and keep capy for file,

4 NG-—Proogedioq0 -
IMPORTANT! The offer of aoverage must be docusmentsd and filed in the employee's fie.

10, s the newiy hiredfransferred employee replecing a Rull-fime (ot loast 30 fours) poslion? Example: fhe employes
Is fifling in for & permanent positlon while the empioyee folding the pesition is out on feave, :

I YES —The offer of health voversge mist be made In acsordancs with OGB guidelines, Enter applicabie
information io eEnroliment/Latiov HOM. Dosnment the offer {38-01) and keep copy for file.

O NO-Prceedts 14

MAPORTANT: The offer of coverage must be documenied and fied in ihe empfoyeé’s fie,

i s The newly hiredfiransferred emplbyse & variable hour employee? A variable hour empioyes 16 deanad &s an
employae for whotrt the agency cannot reasonably determine based on the facts and circumstances upon the date

of hire whether the new hire will work on sverage at least 30 hours perweek,




%S,};’fpm
State of Louisiana—Ofiice of State Uniform Payrol!
Affordable Care Act (ACA}

Newly Hired Employee Offer of Coverage Workshest

IExarnple: The employee will work 36 hours one week, 27 hours the neit week, srid 25 hours the Tollowing week,

E} YLE - The agency will measurs e smployes ovar the 24 pay pariod intial iessurernent {look-back) period,
Enter applicable information i eEnrelimentLaGov HEM. Utiize the ACA repart (ZP136) perfdloally to Track
ho;xrﬁ ;Jyurked. This seport must be ren at he end of the IMP fo detertnlte IF employee mests the AGA definition
of full time.,

£ NO--Employee is consldered a pariime smployee (works less than 30 houre per week} and Is not ellgible for
heaith coverage. Uiilize the AGA report {ZP138) perfodically to track ours worked, This report st be run at
the end of the IMP fo determine if employes meets the ACA definfiion of full fime.

For Compleiad by (Print Name) Tiiler, Date

PDefiniftons
Fulttime-The employee Is expanter to work at least an average of 30 or more hours per waak

Part-time—The employee s expected to work less than an average of 30 hours perweek.

Variable— [t cannot be determined athe date of hira & fhe employes will work an average of 30 hours per wask,
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[T NEW REQUEST

GOVERNOR’S OFFICE OF ELDERLY AFFAIRS ,
PLANNED WORKING TIME CHANGE NOTIFICATION

Employee Name

Employee Personnel Number

I request to set my
e

planned working time schedule as follows:

Effective Date:

T ity

APPROVED APPROVED WITH CHANGES

APPROVED BY MANAGER DATE

»  Tacknowlegde that I am aware that changes to working times or schedules shall be submitted af the end of
each quarter (March, June, September, or December.) Requests based on medical needs may be submitted at
any time although additional documentation will be required.

DATE 1’

Employee's Signature

HRM 1020
Revised 0572021
PAF 1024




Rev. 6/2022
Office of the State Americans with Disabilities Act Coordinator (OSADAC) '

VOLUNTARY SELF-IDENTIFICATION OF DISABILITY FORM

Employee Name: Personnel #:

As an executive branch state agency, the [Office of Elderly Affalrs is required by La. R.S.
46:25697 to establish annual strategies and goals related to employment of individuals with
disabilities. In order to effectively measure and report our progress to this end, La. R.S.
46:2587 requires us to ask employases if they have a disablility or have ever had a disabifity.
Because a person may become disabled at any time, we ask all of our employees to update
their information at least every five (5) years.

Identifying 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
Americans with Disabilities Act, visit the Office of the State Americans with Disabilities Act

{ADA) Coordinator's website at hitps://www.doa.la.gov/office-of-state-ada-coordinaior/.

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, to:

» Autisim « Deaf or hard of hearing « Netvous system condition,

« Autoimmune disorder, » Depression or anxiety for example, migraine
for example, lupus, » Diabetes headaches, Parkinson's
fibromyalgia, rheumatoid  « Epilepsy disease or Multiple
arthritis, or HW/AIDS « Gastrointestinal disorders, for Sclerosis (MS)

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

» Cancer irritable bowel syndrome example, bipolar disorder,

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

» Celiac disease missing limbs (PTSD) or major depression

» Cerebral palsy

[[]1YES, | have a disability 1 NO, I do not have a disability [11do not wish to answer

You are encouraped to carcfulfy
reviaw our sgency’s policy
Specific to the Ameritans with
Disabilitias Act and/or Disablliy
Rights, and to request workplace
accommodations a3 may he
nerded for your disability,

Employee Signature:
Date:

In accordance with La. R.S. 46:2597, {his form shall be confidential and filed in e folder separate from the employea’s parsonnel g,



Governor’s @ffice of Eluerly
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State of Louigiana

802 N. 6™ §t., Ste. 436
Baton Rouge, Loulsiana 70802
(228} 342-7100
GOEA.LA.GOV

Jrrr LLANDRY
GOVERNOR

Governor’s Office of Elderly Affairs

SEXUAL HARASSMENT
NOTICE OF PERSONAL LIABILITY

Louisiana law requires government agencies o 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.0O.Box 61 $BATON ROUGE, LOUISIANA 7082 1-0061 ($+225)342-7100% FAX
(225)219-0464
AN EQUAL OPPORTUNITY EMPLOYER




