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

A. - FORMS TO BE COMPLETED BY EMPLOYEE - MANDATORY L SR
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 A.ND ATTACH A VOIDED
CHECK. (If transferring from another state agency can enter “NO CHANGE” on form and sign.)

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

Moedicare 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 Social Security

Deferred Compensation enrollment (optional)

Louisiana Second Injury Fund E-2 form. Employee must review and sign EMPLOYEE NOTIFICATION FORM and CSO2 to verify
Online W-2 Selection

OTS User Agreement

Newly Hired Employee Offer of Coverage

Planned working time change notification

Voluntary Self-identification of disability form
INFORMATION TO REVIEW WITH NEW EMPLOYEE

Change in information to be reported to HR

Check issuarnce

Dress code

Holidays

LEQ seif-service

Parking

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

Political Activity policy (employee must receive copy)

Paosition title and starting salary

Safety manual (have employee sign acknowledgement form and senid it to HR.)

E-VERIFY



Employee Name: Agency/Section/Unit:

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

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

L1 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 | work 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 basis
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.

L1 Job Appointment

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

I 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.




Fom 102 LASERS
R0O50117
. Lums:ana State Empluyees

PRINT ALL INFORMATION Retirement System

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

“Fax 225.935.2856
Re-employment of Retiree
Member's First Name Middle Name Last Name Today's Date  Social Security Number

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

SECTION 1: RETIREE INFORMATION

INSTRUCTIONS: In accordance with La. R.S. 11:416, this form nrust be completed and returned to LASERS immediately upon your
re-employment. It 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 termination, depending on the option chosen, Form 10-02B Re-employed Retiree Option

3 Certification at End of Employment, or Form 10-02C Re-employed Retivee Option 1A or 1B Certification at End of Employment must be completed and
returned fo LASERS.

Member's Mailing Address City State Zip Code

Daytime Area Code/Phone Number  Evening Area Code/Phone Number  Email Address Birth Date

Rehired Date Paosition Title

Employment Status: [ | Full Time [] Part Time
[[] Classified [] Unclassified

Are you receiving a benefit from LASERS or another state or statewide retirement system? [ | Yes [ No

If you answered "Yes" to the question above, list the name of the system from which you aze receiving benefits:

10-2 RO50117 ' CONTINUE ON NEXT PAGE ERBER37 Page1o0f2



Social Security Number

I elect the following option duzing the period of my re-employment affer retirement. I will notify LASERS immediately if any condition of
my re-employment changes. I understand that this option is irvevocable for the full period of my re-employment.

OFTION 1A: I elect to limit my earnings during each fiscal year to 50% of my annual retirement benefit (as adjusted by the Consumer
Price Index). I may contact LASERS to request a caleulation of the earnings limit for each fiscal year. I understand that the estimated
earnings must be reported to LASERS at the beginning of the fiscal year and the actual earnings must be reported at the end of each fiscal
[ year. It is my responsibility to monitor the actual earnings during the fiscal year to ensure that the earnings limit is not exceeded. [
understand that if my earnings do exceed my earnings limit, my future retirement benefjt will be reduced fo the amount the earnings
exceeded the limit. You should consider another option if your estimated earnings are expected to exceed the earnings limit.

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

OPTION 2: T elect to repay all retirement benefits received since the date of my retirement 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 DROF,
elected to retire with an Initial Benefit Option (IBO), or retired under an early retirement provision. The 20 years at any age actuarially
reduced retirement is not an early retirement.)

OPTION 3: I elect to suspend my benefits during the period of my re-employment. Employee and employer contributions must be paid

N on the amount of my earnings and there is no limit on the amount of my earnings. If I work at least 36 months, a supplemental retirement
benefit will be calculated based on this period of service and the average compensation. If I work less than 36 months, I will receive a
refund of my contributions, without interest. When I subsequently retire, my suspended benefit will be restored,

SECIION 3: MEMBER SIGNATUR

Ihereby certify that the employment information stated above is correct to the best of my knowledge. If I select Option 1A, I understand
that it is my responsibility to monitor my earnings to ensure that I do not exceed the limitation. Tunderstand that this choice is irrevocable
for the full term of my re-employment.

Member's Signature Date

SECTION 4: AGENCY SIGNATURE AND CERTIFICATION i

Name of Personnel Officer Title

Personnel Officer Email Address Daytime Area Code/Phone Number
Name of Agency LASERS Agency Number

Signature of Personnel Officer Date

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

[ ResetForm |

10-2 RO50117 RETAIN A COPY FOR YOUR RECORDS ERBER37 Page 2 of 2



OSUP/T12A

R 01/05/2011
| STATE OF LOUISIANA
LAGOV ERP-HUMAN CAPITAL MANAGEMENT
DIRECT DEPOSIT ENROLLMENT AUTHORIZATION
MAIN BANK (PRIMARY ACCOUNT)
EMPLOYEE SS8N DEPARTMENT/OFFICE OR AGENCY

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

(Main Bank) .

PRIMARY ACCOUNT INFORMATION
. DEPOSIT AMOUNT TO THIS ACCOUNT WILL BE EQUAL TO NET PAY LESS ANY DEPOSITS TO SECONDARY ACCOUNTS. - -

{ FINANCIAL INSTITUTION NAME FINANCIAL INSTITUTION ROUTING (ABA) NUMBER (Bank Key)

BANK ACCOUNT NiUMBER ACCOUNT NAME * (Ex: Mr. and Mrs. John Doe, Johr or Jane Doe, John Doe)

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

financial institution will assure the accuracy of account data:
[] **CHECKING
(provide voided check or account verification ) Signature from institution:
[] **SAVINGS ‘ _
{obtain account # & ABA # from financial institution) Effective Date FAYDAY

Phone number:

(Print full name)

I authorize and request the State of Louisiana to direct my net pay
check to the account at the financial institution I designated above.

It is my responsibility to notify my Employee Administration Office, as appropriate, should any changes occur to account
specified. Considering all above conditions are met, this authorization remains in full effect until a written, signed
notification to terminate, or another signed form (OSUP/F12A) indicating termination of this option is received from me
and the State of Louisiana has had reasonable opportunity to act on the termination. However, I understand and
acknowledge that I am responsible for any account information indicated on this form as well as any account information
that I add or any changes that I make to my accounts through Louisiana Employees Online (LEO).

For direct deposits that are affected by the International ACH Transaction (JAT) rules check one:

I affirm that the entire amount of the payroll direct deposits sent to my account at the financial institution
designated above will not subsequently be forwarded to a foreign financial institution,
[_] I'affirm that fhe entire amount of the payroll direct deposits sent to my account at the financial institution
designated above will subsequently be forwarded to a foreign financial institution.

Signature Date Phone number where you can be reached

between 8:00 am and 4:30 pm
*Deposits can only be made to accounts that belong to you. Exceptions: Deposits can be made to the accounts of dependents or a
parent/guardian when the employee is a dependent of the parent/guardian.

**Agency requirements may vary. Contact your Employee Administration office if you have any questions.

TO BE COMPLETED BY EMPLOYEE ADMINISTRATION OFFICE:
MAIN BANK

FINANCIAL INSTITUTION ROUTING (ABA) NO. (If not provided above)

PERSONNEL AREA NUMBER PERSONNEL NUMBER EFT VALIDITY DATE

[ 1] CHECK HERE IF SECONDARY ACCOUNT FORMS ARE ATTACHED



GOEA Employee Emergency Notification

Date:

Employee Name:
Titles

Address:

Gty

Zip Coda:

Home Phone:

Cell Phone:

Employoe Supervisor:
Name:

Title:

Contact Numbar:

New

Revised ____

For emargency purposas anly, pleasa ilet altemeta staff;

Staff NamefTite

Contact Number

Parson to Notify In Case of Emermency

Loufsiana Govemar's Office of Elderly Affairs
Gaivez Bullding

802 North $th Sheet, 41h Floor

Balon Rougs, Lovisiana 70802

Phope; 225-342-7100

Fax: 225-342-7133

weav GOEA Loulsiana. Gov

Nama {1)

Addrass;

Siafe:

Home Phone:

Werk Phone:

Cail Pitona:

Relatlonship:

Name {2}

Address:

Stato:

Home Phone:

Work Phone:

Cell Phone:

Relatlonship:

Othor Information:

PAF 2016
Ravised 12/6/2021



Employment Eligibility Verification USCIS
Form I-9

OMB No.1615-0047

Expires 07/31/2026

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

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

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation {o present for Form 1-8. Employers cannot ask
employess for documentation fo verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or

Middle Initial {if any} | Other Last Names Used {if any)

Address (Streel Number and Name) Apt Number {if any} | City or Town State ZIF Code
Date of Birth (mm/dd/yyyy) U.5. Saocial Security Number Employee's Email Address Employee's Telaphone Number
{ am aware that federal faw Check ane of the following boxes to atlest lo your citizenship or immigration status (See page 2 and 3 of the instructions.):

provides for imprisonment andlor " .
fines for false statements, or the [L] 1. Acitizen of the Unlted States
use of false dacuments, in [] 2. Anronditizen national of the United States (See Instructions.)

connection with the completion of |:] 3. Alawiul permanent resident (Enter USCIS or A-Number.) i
this form. 1attest, under penalty

of perjury, that this information [:I 4. Anancitizen (other than item Numbers 2. and 3, above) authorized to wark until (exp. date, if any}

including my selection of the box

;ﬁe:ti:‘!ggto fny citizenship or If your check Hem Number 4,, enter one of thesa:

immigration status, is true and UsCIs A-Number Form |-84 Admissien Number or Fareign Passport Number and Country of Issuance
correct. OR

Signature of Employee Today's Date {mmiddiyyyy)

D Check here if you used an alternative procedure authorized by DHS lo examine documents.

Certification: |attest, under penalty of perjury, that (1} | have examined the documentation presented by the above-named frgsifggf of E.mpioymenl
employee, (2) the above-listed documentation appears to be genuine and to relate to the employees named, and {3} to the middiyyyy):

best of my knowledge, the employee is authorized to work in the United States.

Last Name, First Name and Tille of Employer or Authorized Representative Signature of Emplayer or Authorized Representative Today's Date (mmfddfyyyy)
Employers Business or Organization Name Employer's Business or Organization Address, Cily or Town, Stale, ZIP Code

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



LISTS OF ACCEPTABLE DOCUMENTS

All documents containing an expiration date must be unexpired.
* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List Aora
combination of ane 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 Identity
and Employment Authorization

OR

LISTE

Bocuments that Establish Identity AND

LISTC

Documents that Establish Employment
Authorization

1. U.S. Passpori or U.S, Passport Card

2. Permanent Resident Card or Alien
Registration Receipt Card (Form -551)

3. Foreign passport that cantains a
temparary 1-551 stamp or temporary
1-551 printed notation on a machine-
readabie immigrant visa

4, Employment Authorization Document
that contzins a photograph (Form |-766)

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

a. Foreign passport; and

b. Form |-94 or Form 1-94A that has
the following:

{1} The same name as the
passport; and

{2) An endorsement of the
individual's status or parole as
long as that pericd of
endorsement has not yet
expired and the propased
employment is not in cenflict
with any restrictions or
limitations identified on the form.

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of the
Marshall Istands (RME} with Form [-94 or
Form I-94A indicating nonimmigrant
admission under the Compact of Free
Assaciation Between the United States
and the FSM or RMI

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

2. 1D card issued by federal, state or local
government agencies or endities, provided it
contains a pholograph or information such as
name, date of hirth, gender, height, eye color,

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

(1} NOT VALID FOR EMPLOYMENT

(2} VALID FOR WORK ONLY WITH
INS AUTHORIZATION

{3} VALID FOR WORK ONLY WITH
DHS AUTHORIZATICON

and address

3. School ID card with a photograph

2, Certification of report of birth issued by the
Department of State (Forms DS-1350,
FS-545, F5-240)

4. Voter's registration card

5. U.S. Military card or draft record

6. Military dependent's 1D card

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

7. U.8. Coast Guard Merchant Mariner Card

4. Native American tribal dacument

8. Native American tribal document

5. U.8S. Citizen ID Card (Form -197)

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

6, [dentification Card for Use of Resident
Citizen in the United States (Form 1-179)

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

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

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

For examples, see Section 7 and
Section 13 of the M-274 on
uscis.govfi-9-cenfral.

The Fam I-766, Employment
Authorization Document, is a List A, ltem
Number 4. document, not a List C
document.

Acceptable Receipts

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

For receipt validity dates, see the M-274.

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

¢ Form 194 issued to a lawful
permaneant resident that contains an

1-551 stamp and a photograph of the
individual.

s Form {-94 with “RE" notation or
refugee stamp issued io a refugee.

OR

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

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

*Refer to the Employment Authorization Extensions page on [-9 Central for more information.

Form [-9 Edition 08/01/23

Page 2 of 4



Supplement A,

USCIS
Preparer and/or Translator Certification for Section 1 Form I-9
] Supplement A
Department of Homeland Security OME No. 1615-0047
U.S. Citizenship and Immigration Services

Expires 07/31/2026

Last Name (Family Name} from Section 1.

First Mame {Given Name} from Section 1,

Middle initfal (if any) from Section 1.

instructions: This supplement must be completed by any preparer andfor translator who assists an employee in completing Saction 1
of Form 1-9. The preparer and/or franslator must enter the employee's name in the spaces provided above, Each preparer or franslator
must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's

completed Form i-9.

[ attest, under penality of perjury, that [ have assisted in the completion of Section 1 of this form and that to the best of my

knowledge the information is true and correct.

Signature of Preparer or Translator

Date (mm/ddiryyy)

Last Name (Famify Name)

First Name (Given Name)

Middle Inital {if any)

Address (Street Number and Nams)

City ar Town

State ZIP Code

knowledge the information is true and correct.

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my

Signature of Preparer or Translator

Date (mm/ddiyyyy)

Last Name {Family Name}

First Name {Given Name)

Middle Initiat (if any;}

Address (Streel Number and Nema}

City or Tawn

Siate ZIP Code

I attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my

knowledge the information is true and correct.

Signature of Preparer ar Translaior

Date (mm/ddivyy}

Last Neme {Family Name}

First Name {Given Name}

Middle Initial (if any)

Address (Street Number and Name)

City or Town

State ZIP Code

[ attest, under penaity of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my

knowledge the information is true and correct.

Signature of Preparer or Translator

Date {mmy/ddiyyy)

Last Name (Family Name)

First Name {Giverr Name)

Middle [nitial {if any}

Address (Street Number and Name)

City or Town

State ZIP Code

Form -9 Edition 08/01/23

Page 3 of 4



Supplement B, USCIS

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

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

Last Name (Family Name] from Section 1. First Name (Giverr Name} from Section 1. Middle initial (il any) from Section 1.

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

Handbook for Employers: Guidance for Completing Form 1-9 {M-274)

{{New Narme [if applicable)
tast Name (Family Name}

First Name {Given Nams) Middle Initial

R ettt 2 R T e

Document Number {if any) ! Expiration Date {if any) (mm/ddfyyyy)

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

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

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

alternative procedure autherized
by DHS to examine documents.

Last Name {Family Nare) First Name {Given Name) Middie Initial

Date {mm/ddiyyyy)

& & = e 2 =
Document Title Expiration Bate (if any) (mm/ddfyyyy)

| attest, under penalty of perjury, that to the best of my knowledage, this employee is authorized to work In the United States, and if the
employee presented documentation, the documentation | examined appears to be genuine and to relate to the individual who presented it,

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Teday's Date (mm/ddsiyyy)

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

alternative procedure authorized
by DHS fo examine documents.

_Date'of Rehire (if agplicabis). | New Nams (if appiicatle,
Date {mmiddiyyy)

Last Name {Family Name} First Mame (Given Name} Middie Initiat

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

Narme of Employer or Authorized Representative Signature of Employer or Authorized Representalive Today's Dale (mm/ddfyyyy)

Additional Information {Initial and date each notaticn.) Gheck here if yeu used an

D alternative procedure authorized
by DHS to examine documenis,

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



o W"'4 Employee’s Withholding Certificate OMB No. 16450074

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

Department of the Traasury .lee F?rm W-4 to your employer. 2 @24

Internal Revenue Service Your withholding is subject to review by the IRS.

Step 1: {a) First name and middle initiaf Last name (b} Social security number

Enter Address Does your name match the

Personal name on your social security

. card? If not, to ensure you get

Information City or town, state, and ZiP code credit for yaur earnings,
contact SSA at 800-772-1213
or go 10 www.ssa.gov,

{e) l:] Single or Married filing separately
D Married filing jointly or Qualifying surviving spouse
]:l Head of househald {Check only if you're unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual}

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. Ses page 2 for more information on each step, who can
claim exemption from withholding, and when to use the estimator at www.irs.goviW4App.

Step 2: Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse

Muitiple 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 (@) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3-4), If you
g ¢

or your spouse have seii-employment income, use this option; or
{b) Use the Muttiple 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 job. This
option is generally more accurate than (b) if pay at the lower paying job is mare than half of the pay at the
higher paying job, Otherwise, (b} is more accurate e e . .

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

Step 3: If your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim Muitiply the number of qualifying children under age 17 by $2,000 $
Pependent .
and Other Multiply the number of other dependents by $500 . . . . . §
Credits Add the amounts above for qualifying children and other dependents. You may add to
this the amount of any other credits. Enterthe totathere . . . . . . . . . . 3 |3
Step 4 {a) Other income (not from jobs). If you want tax withheld for other income you
{optional): expect this year that won't have withholding, enter the amount of other [ncome here.
Other ' This may include interest, dividends, and retirementincome . . . . . . . . 4{a) |$
Adjustments (b} Deductions. i 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 . . . . . . . . . . . . . . L . .. L. .. |a0)s
{c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4{c)|$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here
Employee’s signature (This form is not valid unless you sign it.} Date
Employers | Employer's name and address First date of Employer identification
Only employment number (EIN}

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2024)



Form W-4 {2024)

Page 2

General Instructions
Section references are to the Iniernal Revenue Code.

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
cotrect federal income tax from your pay. If too little is
withheld, you will generally owe tax when you file your tax
return and may owe a penalty. If too much is withheld, you
will generally be due a refund. Complete a new Form W-4
when changes to your personal or financial situation would
change the entries on the form. For more information on
withhalding and when you must furnish a new Form W-4,
see Pub. 505, Tax Withholding and Estimated Tax.

Exemption from withholding. You may claim exemption
from withholding for 2024 if you meet both of the following
conditions: you had no federal income tax liability in 2023
and you expect to have no federal income tax liability in
2024. You had no faderal income tax liability in 2023 if (1)
your total tax on line 24 on your 2023 Form 1040 or 1040-3R
is zero (or less than the sum of lines 27, 28, and 29}, or (2)
you were not required to file a return because your income
was below the filing threshold for your correct filing status. If
you claim exemption, you will have no income tax withheld
from your paycheck and may owe taxes and penalties when
you file your 2024 tax return. To claim exemption from
withholding, certify that you meet both of the conditions
above by writing “Exempt” on Form W-4 in the space below
Step 4(c). Then, complete Steps 1(z), 1(b), and 5. Do not
complete any other steps. You will need to submit a new
Form W-4 by February 15, 2025,

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

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

1. Expect to work only part of the year;

2. Receive dividends, capital gains, social security, bonuses,
or business income, or are subject to the Additional
Medicare Tax or Net Investment Income Tax; or

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

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

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

Specific Instructions

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

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

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

Instead, if you (and your spouse) have a total of only two
jobs, you may check the box in option (c). The box must also
be checked on the Form W-4 for the other job. If the box is
checked, the standard deduction and tax brackets will be
cut in half for sach job to calculate withholding. This option
is accurate for jobs with similar pay; otherwise, 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.

e Multiple jobs. Complete Steps 3 through 4{(b} on only
one Form W-4. Withholding will be most accurate if
you da this on the Form W-4 for the highest paying job.

Step 3. This step provides instructions for determining the
amount of the child tax credit and the credit for other
dependents that you may be able to ¢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 other dependents for
whom a child tax credit can't be claimed, such as an older
child ar a qualifying relative. For additional eligibility
requiremenits for these credits, see Pub. 501, Dependents,
Standard Deduction, and Filing Information. You can also
include other tax credits for which you are eligible in this
step, such as the foreign tax credit and the education tax
credits. To do so, add an estimate of the amount for the year
to your credits for dependents and enter the total 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 retum.

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 or self-employment. If you complete
Step 4(a), you likely won't have to make estimated tax
payments for that income, If you prefer to pay estimated tax
rather than having tax on other income withheld from your
paycheck, see Form 1040-ES, Estimated Tax for Individuals.

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

Step 4(c). Enter in this step any additional tax you want
withheld from your pay each pay pertod, including any
amounts from the Multiple Jobs Worksheet, line 4. Entering
an amount here will reduce your paycheck and will either
increase your refund or reduce any amount of tax that you
owe.
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Page 3

Step 2{b}—Muitiple 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 if you complete the worksheet and enter the result on the Form W-4 for the highest

paying job. To be accurate, submit a new Form W-4 for all other jobs if you have not updated your withholding since 20189,

Note: If more than one job has annual wages of more than $120,000 or there are mare than thres jobs, see Pub, 505 for additiona)
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 one
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 enfer
that value on line 1. Then, skipteline 3 .

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

a Find the amount from the appropriate table on page 4 using the annual wages from the highest
paying iob 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 househeld salaries
and enter that value on line 2a .

b Add the annual wages of the two highest paying jobs from line 2a together and use the total as the
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower
Paying Job” column to find the amount from the approptiate table on page 4 and enter this amount
on line 2b e e

¢ Add the amounts from lines 2a and 2b and enter the result on line 2¢ .

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

Divide the annual amecunt an line 1 or line 2¢ by the number of pay periods on fine 3. Enter this
amount here and in Step 4(c} of Form W-4 for the highest paying ;ob (a!ong with any other additional
amount you want withheld} . e e e e e

2a

2b
2c

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

Enter an estimate of your 2024 itemized deductions (from Schedule A {(Form 1040)). Such deductions
may include gualifying home mortgage interest, charitable contributions, state and local taxes (Up to

$10,000}), and medical expenses in excess of 7.5% of yourincome . . . . . . . . . . . . 1 3

« $29,200 if you're married filing jointly or a gualifying surviving spouse

2 Enter: « $21,800 if you're head of household

+ $14,600 if you're single or married filing separately

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

than line 1, enter “-0-"

4 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other
adjustments {from Part Il of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4 3%

§ Add lines 3 and 4. Enter the result here and in Step 4(b) of Form W-4 .

Privacy Act and Paperwork Reduction Act Netice. We ask for the information
an this form to carry cut the Internal Revenue faws of the United States. Internal
Revenue Code sections 3402{f)(2) and 6109 and their regulations require you to
pravide this information; your employer uses it to determine your federal income
tax withholding. Failure to provide a properly complsted form will result in your
being freated as a single person with na other entries an the form; providing
{raudulent infoermation may subject you to penalties. Routine uses of this
information include giving it te the Department of Justice for civil and criminal
litigation; to cities, states, the District of Columbia, and U.S. commonwealths and
territories for use in administering their tax laws; and to the Department of Heaith
and Human Services for use in the National Directary of New Hires. We may also
disclose this information to other countries under a tax treaty, to federal and state
agencies to enforce federal nontax criminal laws, or to federal law enforcement
and intelligence agencies to combat terrorism.

You are not required to provide the information requested on a form that is
subject to the Paperwork Reduction Act unless the form displays a valid OMB
contral number, Beoks or records relating to a form or its instructions must be
retained as long as their contenis may become material in the administration of
any Internal Revenue law. Generally, 1ax returns and return information are
confidential, as reguired by Code section 6103.

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

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



Form W-4 (2024) Page 4
Married Filing Jointly or Qualifying Surviving Spouse
Higher Paying Job l.ower Paying Job Annual Taxable Wage & Salary
Annual Taxable | so- |$10,000 -|$20,000 -|$30,000 - |$40,000 - |$50,000 -| $60,000 - | $70,000 - | $80,000 - | $80,0C0 -1$1€0,000 -1 $110,000 -
Wage & Salary | 9999 | 19.999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 109,989 | 120,000
$0- 9,999 30 $0 $780 $850 3940 | $1,020 | $1,020 | $1.020 | $1.020 | $1,020 | $1,020 | $1,370
$10,000 - 19,999 0 780 | 1780 | 1940 | 2140} 2200 2220 | 2,220 | 2220 2220} 25703 3570
$20,000 - 29,999 780 | 1780 | 2870 | 37140 | 3340 | 3420 | 3420 | 3420 | 3420} 3770 | 4770 | S5.770
$30,000 - 39,999 850 | 1,040 | 3140 | 3410} 3610 | 3690 | 3,690 | 3690 | 4040 | 5040} 6040 7,040
$40,000 - 49,998 940 | 2140 | 3340 | 3610 | 3810 | 3,890 | 3,890 | 4240 | 5240 | 6240 | 7,240 8,240
$50,000 - 50,909| 1020 | 2220 | 3420 | 3690 | 3890 | 3970 | 4320 | 65320 6320] 7320 8320 | 9,320
$50,000 - 69999| 1,020 | 2220 | 3420 | 3690 | 3890 | 4320 58320 | 6320 7320 8320 | 9,320 | 10,320
$70,000 - 79,999| 1,020 { 2220 | 3420 | 3,690 | 4240 | 5320 6320 ) 7320} 8320 9,320 | 10,320 | 11,320
580,000 - 99.060| 1020 | 22020 | 3620 | 4880 ] 6090 | 7170 | 8470 | 6,70 | 10,170 | 11370 12,170 | 13,170
$100,000 - 149,999] 1,870 | 4,070 | 6270 | 7,540 | 8740 | 9,820 | 10,820 | 11,820 | 12,830 14,030 | 15,230 | 16,430
$150,000 - 239,999] 1,960 | 4,360 | 6760 | 8230 | 9,630 | 10,810 | 12,410 | 13,310 | 14,510 15,740 | 16,910 | 18,110
$240,000 -250,099| 2,040 | 4440 | 6840 | 8310 | 9710 | 10,890} 12,193 | 13,380 | 14,590 15,790 | 16,990 | 18,180
360,000 - 279,993| 2,040 | 4440 | 6,840 | 8310 } 9,710 | 10990 | 12,190 | 13,390 | 14,590 15,790 | 18,980 | 18,190
5280000 - 295,999| 2,040 | 4,440 | 6840 | 8310 | 9710 | 10,890 | 12,180 | 13390 | 14,590 15,790 | 16,890 | 18,380
$300,000-319,958] 2040 | 4440 | 6840 | 8310 | 9710 | 10,890 | 12,190 | 13,390 | 14,550 15,980 | 17,980 | 19,980
$320,000 - 364,999| 2040 | 4440 | 6840 | 8310 | 9,710 | 11,280 | 13,280 | 15,280 | 17,280 19,280 | 21,280 | 23,280
$365,000 - 524,009| 2,720 | 6010 | 9,510 | 12,080 | 14,580 | 16950 | 19,250 | 21,550 | 23,850 26,150 | 28,450 | 30,750
$525,000 and aver | 3,140 | 6,840 | 10540 | 13,310 | 16,010 | 18,590 | 21,080 | 23,590 | 26,090 28,500 | 31,080 | 33,590
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | ¢0. |$10,000 -|$20,000 - | $30,000 -|$40,000 - | $50,000 - | $60,000 - $70,000 - |$80,000 - $90,000 -|$100,000 -15110,000 -
Wage &Salary | 9993 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,899 ) 99,999 | 109,999 120,000
30- 9999 s240 $870 | $1,020 | $1,020 | $1,020 | $1,540 | $1,870 | $1,870 | $1.870 | $1,870 | $1,810 | $2,040
$10,000 - 19,999 g70 | 1680 | 1830 | 1830 | =230 | 3350 | 8680 | 3,680 | 3680 | 3720 | 3,920 | 4,080
$20,000- 29,999| 1020 | 1830 | 1980 | 2510 | 3510 | 4510 | 4830 | 4830} 4870) 5070 5,270 5,400
$30000- 89,999] 1,020 | 1,830 | 2510 | 8,510 | 4510 | 5510 5830 | 5870 | 6070 | 6270 6,470 6,500
$40,000- 59,999| 1,390 | 3200 | 4360 | 5360 | 6360 | 7370 | 7,830 | 8090 | 8290 ) B840 8,690 | 8,820
$60.000- 79,999] 1870 | 3680 | 4830 | 5840 | 7040 | 8240 | 8770 | 8870 | 9170 | 8370 9,570 9,700
$80,000- 99,999| 1,870 | 3690 | 5040 | 6240 | 7440 | 8840 | 9170 | 9370 | 9570 9770 | 9,970 | 10,810
$100,000 - 124,999 2040 | 4050 | 5400 | 6600 | 7,800 | 9000 | 95301 9,730 10,180 ) 11,180 12,180 | 13,120
$125,000- 143,999| 2,040 | 4050 | 5400 | 6600 | 7,800 | 9,000 | 10,480 { 11,180 | 12,180 13,180 | 14,180 | 15,310
$150,000- 174,999 2,040 | 4050 | 5400 | 6860 | 8860 | 10,860 | 12,180 | 13,180 | 14,230 | 15,330 16,830 | 18,060
175,000 - 199,999) 2,040 | 4,710 | 6,860 | 8860 | 10,860 | 12,860 | 14,380 | 15,680 ; 16,980 18,280 | 19,580 | 20,810
$200,000-249,999] 2,720 | 5610 | 8,060 | 10,360 | 12,660 | 14,960 | 16,590 | 17,890 | 19,190 20,400 | 21,790 | 23,020
$250,000 - 399,999| 2,970 | 6,080 | 8,540 { 10,840 | 18,140 | 15,440 | 17,080 | 18360 ) 19,660 20,980 | 22,260 | 23,500
$400,000 - 449,999| 2970 | 6,080 | 8540 | 10,840 | 13,140 ; 15440 | 17,060 | 18,360 | 19,660 20,960 | 22,260 | 23,500
$450,000 and over | 3,140 | 6450 | 9,110 | 11,610 | 14,110 | 96,610 | 18430 | 19,030 | 21,430 22930 | 24,430 ! 25870
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | s0- |$10,000 -|$20,000 - |$30,000 -|$40,000 -|$50,000 -{$60,000 -|$70,000 -|$80,000 -| $80,000 -$100,000 -15110,000 -
Wage & Salary | 9.999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 60,999 | 79,999 | 89,989 | 99,999 | 109,999 120,000
$0- 9,999 30 $510 $850 | $1,020 | $1,020 | $1,020 | $1,020 | $1,220 | $1,870 ) $1,870 | $1,870 | $1,960
$10,000- 19,999 st0| 1510 2020] 2200 | 2200 2220) 2420} 3420 | 4070 | 4070 4160 | 4,360
$20,000 - 29,899 850 | 2020 | 2560 | 2760 | 2760 | 2060 | 3960 | 4960 | 5610 | 5700 500 | 6,100
$30,000 - 39,998] 1,020 | 2220 | 2,760 | 2,960 | 3,160 | 4,160 5160 | 6,160 ] 6900 77400 | 7,300| 7,500
$40000- 59,999| 1,020 | 2220 | 2810) 4010 5010 | 6010} 70703 8270 9,320} 9320 9,620 | 9,720
$60,000- 79,999| 1,070 | 3270 4810 | 6010 | 7070 | 8270 | 9470 | 10670 ; 11,520 11,720 | 11,820 | 12,120
$80,000- 99,899] 1,870 | 4070 | 5670 | 7070 | 8270 | 9,470 | 10670 | 11,870 | 12,720 12,920 | 13,120 | 13,450
$100,000 - 124.908] 2020 | 4420 | 60| 7560 | 8,780 [ 9,960 | 11,160 | 12,360 | 13,210 | 13,880 14,880 | 15,880
$125,000 - 149,099| 2,040 | 4440 | 6,180 | 7,580 | 8780 | 9,980 | 11.260 ) 13,250 ; 14,990 15,900 | 16,900 | 17,900
$150,000 - 174,999] 2040 | 4440 | 6,180 | 7,580 | 9,250 | 11,250 | 13,250 | 15250 | 16,900 18,030 | 19,330 | 20,630
$175,000 -199,809| 2040 | 4510 7,050 | 9,250 | 11,250 | 13,250 | 15250 | 17,530 | 19,480 | 20,780 | 22,080 23,380
$200,000 - 249,009 2720 | 5920 | 8620 | 11,120 | 13,420 | 15720 | 18,020 | 20,320 | 22270 | 23,570 24,870 | 26,170
$250.000 - 449,009 2970 | 6470 | 8,310 | 11,810 | 14,110 | 16,410 | 18,710 | 21,010 | 22,860 | 24,260 25,560 | 26,860
$450,000andover | 3,740 | 6,840 | 9,880 | 12,580 | 15,080 | 17,580 | 20,080 | 22,580 | 24,730 26,230 | 27,730 | 29,230




RECOUPMENT OF OVERPAYMENTS:

¥t shall be the policy of the Governor's Office of Elderly Affairs to notify employee (s) when an
overpayment has occurred and recoupment must take place.

‘Written notification will give the reason why the ovezpayment occurred and specify how/when
the agency will start the recouprment proce dlms

1 have ead the ahove statements and vnderstand i an overpayrment is generated in moy bi-weekly
pay, reoupment by the agency will take place,

NAME

TITLE/ONIT '

DATE



MEDICARE TAX ELIGIBILITY FORM
Effeotive April 1, 1986, all new state employees will be subject to pay 1.45% of their

gross salary for the Medicare tax. This will be in addition to their other deductions
stch as retfrement and fderal and state tax.

1 have read the information above and understand that since:

1 have been continnously employed. in state government sines

priorto Apiil 1, 1986. Yam pot requived o pay this tax,

I have not been continmously employed in state government

since Apzil 1, 1986._Lam requived to pay this ax.

Employee Signature Date



R-1300 (4/11)

P

Conmibstng e « brveer g=ally st | L gyiisiana Department of Revenue

Purpage: Gomplate form (-4 so that your employercan withhold the coract amount of slate income tax from your salary
nstrastions. Employees wheo ate subject 1o state wilhholding should complete the personal allowances workshest indicaling the dumber of witiholding
personal exemptions in Block A and the number of dependency credits int Block B

« Employess must file a new withholding exemption certificate within 10 days if the number of their exemptions decreases, sxcept if the changs is the result
of the death of a spouse or & dependent.

» Employass may file a new certiflcate any fime the number of their exempllons Incraasas,
* Line 8 should be used {o ingrease or decrease the tax wilhheld for each pay pariod. Detreases should be indicaled as a negative amount,

Penalties will be imposed for witfully supplying false informetion or willful failure to supply informalicn that would reduce the withholding exemption,

This form must b filed with your employar, If an employee falls to complete this withhelding exemption certificate, the employer must withhold Lauisiana
Income tax from thie employee’s wages without exemption.

Note to Empioyer: Keepthis certificate with your recons. If youbefieve that an employee has improperly clalmed tao many examptions or dependency credits, Please

Torwardia copy of the employee’s sigaed L4 form with an explanabion as to why youbefevethatihe emphyes impropery comileted thés form and any other supparting dacu-
mentation, The information showid ba sentto the Leuislana Bepariment of Revenue, Criminal lrvestigations Division, PO Bex 2389, Balon Rougs, LA 7082142380,

Black A

» Enler*0° to elaim neither yourself nor your spatise, and check "No exemplions or dependents claimed” under number 3 helow.
You may enter “0" if you are marrad, and have a working spouse or more fhan ane job fo avaid having teo litle 1ax withheld, A.

= Enter*1"te clatm yoursetf, and sheck “Single™ under number 3 below. it you did not ¢laim this exemption in connection with other
employment, or if your spouse has not claimed your exemption. Enter“1” to claim one parsonal exemption if vou will fite as head
of household, and check “Single” under number 3 balow.

* Enter“2" to claim yourself and your spouse, and check "Maned” under number 3 balow.
Black 8

= Enter the number of dependenis, nol including yourself oryour spouse, whom you will claim on your tax return. [ ne dependents
are claimed, enter “07

e

Cut here and give the bottom portion of certificate fo your emplover Keep the top portion for your records,
Form L‘4
Lotigana | Employee’s Withholding Allowance Ceriificate
Revanue
1. Type or grint first name and middle Tnilfal Lastname
2. Sotial Security Number 3. Select one

D No exempliens or depandents claimed D) Single 3 Marred

4. idome adtiress {nutmbar and street or rural route)

5. City State Zip
6. Tolzl number of exemptions elalmed in Block A 6.
7 Total number of dependenls claimed in Block B T

8, Incraase or decrease in the amaunt to be withheld each pay perod, Decreases should be indicated as a negative amount. | 8.

! decfare under the penalties imposed for filing falze reports that the number of exemptions and dependency credits clasimed on this ceriifisate do not exeead
the number to which | am entitled.

Employas’s signalure Dafe

The following is to be complated by employer.
3. Emiployer's name and address 10, Employers state witkholding account ntmber




Social Security Administration

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

Empioyee Name Employee ID#

Employer Name Employer ID#

Your earnings from this job are not covered under Social Security. When you retire, or if you become disabled,
you may receive a pension based on earnings from this job. If you da, and you are also entifled to a benefit
from Social Security based on either your own work or the work of your husband or wife, or former husbhand 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 Securlty Jaw, there are two ways your Social 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
modified formula when you are also entitled to a pension from a job where you did not pay Social Security tax.
As a result, you will receive a lower Social Security benefit than if you were not entitled to a pension from this
job. For example, if you are age 62 in 2013, the maximum monthly reduction in your Social Security benefit as
a result of this provision is $395.50. This armount is updated annually. This provision reduces, but does not
fotally eliminate, your Social Security benefit. For additional information, please refer fo Social Security
Pubfication, “Windfall Elimination Provision.”

Government Pension Offset Provision

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

For example, if you get a monthly pension of $600 based on earnings that are not covered under 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 frormn 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 65. 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.socialsecurity.gov. You may also call toll free 1-800-772-1213, or for the deaf
or hard of hearing call the TTY number 1-800-325-0778, or contact your local Social Security office.

| certify that | have received Form SSA-1945 that contains information about the possible effects of the
Windfall Elimination Provision and the Government Pension Offset Provision on my potential future
Social Security Benefits.

Signature of Employee Date

Form SSA-1945 (01-2013)
Destroy Prior Editions



PERSONNEL HANDBOOK

Office of Elderly Affhirs
Personnel Manual
CONFIRMATION FORM

CONFIRMATION AND CONSENT FORM

OFFICE OF ELDERLY AFFAIRS

Having received a copy of the gurrent Office of Elderly Affairs Personnel Manuai, !
state that | have read and understand the contents,

Signature _ Date

SAFETY MANUAL

t certify that | have been trained on the following QEA Safety Policies:
Blood borne Pathogens, Violence in the Workglace, Drugs Free Workplace, Sexual
Harassment, Defensive Driving, General Safety Procedures and
Safety Responsibilities and Assignment of Responsibilities

MName

Date

Revised September 2014
110



GOVERNOR’S OFFICE OF ELDERLY AFFAIRS
POLICY PROBIBITING SEXUAL BARASSMENT

ACKSG\?LED GEMENT AND CERTIFICATION
* My signaturs imrcon. ackm:wledges ﬂlaf:
1y Ireceivedsa 2.COpy of GOEA’s Polmy Prohlbmng Sexval Harassment;
2)  Ircedthis Pohcy; ' '
3) Tunderstand the content of this Policy;
4) T aprec fo abide by the terms and provisions of this Policy;
5 Tunderstand that comp]xance with this Policy is a condition of amploymsnt; and

&) Tunderstand that dJsc1pbna1y action, mcludmg the possibility of dismissal, will br: mpesa&
on those who viplate the terms and provisions of this Policy.,

EMFPLOYEER SIGNATURE DATE

EMELOYEE NAME (PRINT)

R I E N A E A E X I EE NI AN NN MY R AN KRN NN AN UK AKX R I AN E N AN NI REN XXM N N NN

—_—

. BUMAN RESQUCES CERTIEYCATION
My sigua.mre hereon acknowledges that:

.1 I personally discissed in detaal (GOBA’s Policy Prohibiting Sexual I—Iarassment with the
employes identiffed above;

Z) I answered this employes’s guesiions rega.rding this Policy;

3) 1 confirmed this amployee s completion of the online fraining on sexusl harassment
provided through CPTP; and

4) Tinformed the emiployes of the consequences of violafing this Policy.

HR SIGNATURE DATE

HUMAN RESOURCES NAME (PRINT)

LESS LR LSS ERTIRIR] S SN SIS R EA sl Rl IR LSRRI RNt 0I5 DR RN 4

86



LOUISIANA WORKERS' COMPENSATION SECOND INJURY BOARD
POST-HIRE/CONDITIONAL JOB OFFER KNOWLEDGE QGUESTIONNAIRE

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

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

INSTRUCTIONS: Please answer ALL questions completely. If a response requires an explanation, please
provide a brief description an the Explanation Page. If you have any 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
completed questionnaire placed in a sealed folder for confidentiality purposes.

EMPLOYEE WARNING

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

Employee Signature: Date:

Employer Representative Signature: Date:

Employer Name:

Employee Name:

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

Home Address:

Telephone Number: { )

I Under La. R.S. 23:1371(A), the purpose of the Second Injury Board is to encourage the employment, re-
employment, or retention of employees who have a permanent partial disability.
PAGE 1 OF &
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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 Y N Y N Y N
O [ Diabetes I O Cerebral Palsy L] Arthritis O O Heart Disease/Heart Attack
[ I3 Silicosis O O Tuberculosis O Parkinson’s [0 O Congestive Heart Failure

O I varicose Veins
O O Asbestosis

O O Hyperinsulinism
O O Alzheimer’s
O O Emphysema
O O Hearing Loss
O O copPD

O O Hypertension
O £ Head Injury
O I Epilepsy

O [ Stroke

O O Multiple Sclerosis

{J O Post Traumatic Stress

2 O Osteomyelitis
O O Nervous Disorder

O O Muscular Dystrophy
LI [0 Migraine Headaches

O B0 Mental Retardation
O O Kidney Disorder

O O Loss of Use of Limb
O O Seizure Disorder

[0 0 Sickle Cell Disease

O

O

O 0O Brain Damage

O O Asthma

[ O Dementia

O O Thrombophlebitis
[0 O Arteriosclerosis
[0 00 Hodgkin's

1 O Cancer

[ 1 Double Vision

£l O Mental Disorders
O O Hemophilia

O 0O 8Bleeding Disorder

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

O O Psychaneurotic Disability
O O Ruptured or Herniated Disc
B O Ankylosis or Joint Stiffening
O O High/Low Blood Pressure
0O O Carpal Tunnel Syndrome

O O Compressed Air Sequelae
I O Disease of the Lung

i3 [J Coronary Artery Disease

1 O Heavy Metal Poisoning

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

Y N
O O Spinal Disc Surgery

[0 [ Spinal Fusion Surgery

0 O Amputated Foot
[0 O Amputated Leg

[ [0 Amputated Arm
[ [] Amputated Hand
[ [ Knee Replacement

] ] Hip Replacement

Year (approximate if unsure}

Left [ Right O

Year (approximate if unsure)

Year (approx. if unsure)

{1 [] Gther Joint Replacement
O [ Other Surgical Procedure
O O Other Surgical Procedure
1 1 Other Surgical Procedure

{71 [ Other Surgical Procedure

Employee Signature:

Employer Representative:

Left 0 Right I Year {approx. if unsure)
Left 0 Right O Year (approx. if unsure)
Left 1 Right [ Year {approx. if unsure)
Left [0 Right [0  Year (approx. if unsure)
Left 0 Right O Year (approx. if unsure)
Joint Year
Procedure Year
Procedure Year
Procedure Year
Procedure Year
Date:
Date:

PAGE20F 6
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EXPLANATION PAGE

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

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

Are you taking medication for this condition? YesEd No[3

Do you have any permanent restrictions for this condition? Yest] No[d

Brief Explanation:

CONDITION: Year Diagnosed {approx}:
Are you still treating for this condition? Yes[d NoO

Are you taking medication for this condition? Yes[] NoO

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

Brief Explanation:

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

Are you taking medication for this condition? Yes[]] MNeO

Do you have any permanent restrictions for this condition? Yes[1 No[]

Brief Explanation:

CONDITION: Year Diagnosed (approx):
Are you still treating for this condition? Yes[1 No[l

Are you taking medication for this condition? YesO NolO

Do you have any permanent restrictions for this condition? YesO Noll

Brief Explanation:

Employee Signature: Date:

Employer Representative: Date:

PAGE3 OF 6
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Please answer the following questions.

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

2. Areyou presently treating with a doctor, chiropractor, psychiatrist, psychologist or other health-care
provider? Yes [0 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 requested information below.

Medication: Prescribing Doctor:

Medication: Prescribing Doctor:

4. Have you ever had an on the job accident? Yes [0 No [
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 o this date,
including but not limited to knee, hip or shoulder replacement? Yes O No
If you answered YES, please provide:

Recommended surgery:

Approximate date of recommendation:

Doctor’s Name: Specialty:

Doctor’s Address:

Employee Signature: Date:

Employer Representative: Date:

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.5, 23:1208.1,

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

Employee Signature: Date:

Employee Printed Name:

PAGES OF6
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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, TO WILLFULLY MAKE A
FALSE STATEMENT OR REPRESENTATION. PENALTIES FOR VIOLATIONS INCLUDE IMPRISONMENT, FINES,
AND/OR THE FORFEITURE OF BENEFITS.

You must certify the following:

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

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

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

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

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

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

Employer Representative Signature: Date:

Employer Representative Printed Name:

Title:

PAGE6 OF 6
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The Office of State Uniform Payroll {OSUP) offars acfive employees the opfion to selfview and print
thelr W-2 in Louislana Employes On-Line Services (LEO) In Heu of raceiving a paper W-2 form via the
United States Postal Bervice (USPS). OSUP is reminding acfive employees who have not elected the
seif-view and print option, fo do so by December 31, ‘

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

Participation is optional for all active employees:

°  If you are actively emploved and wish to iake advantage of the W-2 on-fine self-view and print
option you must provide consent in LEQ by December 31. W-2s will be available in LEO for
viewing and prinfing by mid-January.

e If you do not provide consent by the required deadiine, you revoke your consent, or you do not
wish 1o use this service you wilt confinue to recelve a paper W-2 Form through the USPS. Al
paper W-2 Forms will be mailed January 31 or the next business day if January 31 falls on &
weekend. . - . . -

° Once consent is given, it will remain for all fufure reporfing periods unless you revoke the
decision or separate from employment. To revoke your consent, you must do so in LEO by the
December 31 deadline for the current reporting year. ’

* Employees who separate from state service do hot have the option of receiving thelr W-2 on-line
-but will receive a paper W-2 through the USPS, Paper W-2 Forms will be malled Januvary 31 or
the next business day if January 31 falis on a weekend.

Parfisipafion fs fast, sasy and no cost fo Yol

* To provide sonsent, reveke consent, and view and print your W=2 you simply have fo sign on fo
LEOQ using your active password, Follow the step-by-step guidelines provided fo you in LEQ,

« To visw and print your W-2 you will need an infernet connection, web browser, assess fo LEO
with an acfive passward and Adobe Acrobat sofiware.

» Therels no costio yau for this service; however, receiving your W-2 faster may give you g head
start on completing your annuat IRS tax filing and, if applicabie, any refund may be received
SODRET. _ . _ ,

e Once ths W-2s are available in LEQ {(by mid-January}, you may view and print your W-2 as
often as needed at no cost fo you, :
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QOverview

The State of Louisiana is entrusted with sensitive, proprietary and confidential information, including Protectad Heatth
Information [PH), Federal Tax Information {FT i}, CrTminal Justice Information {CI1), and Personally identifiable
information (PU) and acknowledges that it should take steps to protect that information. One stch step Is to confirm
that users of the State’s information take responsibility for the protection and appropriate use of the State’s information
in accordance with the State’s Information Security policies and procedures, Effective protection of such information
requires the participation and support of every State employee, independent contractor and third party affiliate
("Users™}. it Is tha responsibility of every User to acknowledge and follow the guidelines in this Pollcy.

Purpose

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

Applicability

This policy appltes te all Users, including State emplayees, independent contractars and all other workers at an Agency,
including all personnel affilisted with third parties. This policy applies to alf computing systéms, electronic media and
printed materials that are utilized, owned, managed, or leased by an Agency orthe Office of Technology Services (OTS).

General Requirements

Al Users are responsible for exercising good judgment regarding use of State resources in accordance with State’s
Information Security polictes and procedures. The State’s resources may not be.used for any unlawful purpose. If you

have a question regarding the proper use oftechnical resources, contactthe information Security Hotline toll free at
(844) 652-2018,

All State systems, including handheld or mobile devices, computing devices, operating systems, applications, storage
media, natwork accounts, internat, Infranet, Extranet, and remote access are the property of State, These systems are

to be used for business purposes In serving the intetests of State, and.of Agency clients and customers In the course of
normai operations.

Any personal device used in serving the interests of Stats, must be approved by applicable Agency leadership and the
Information Security Team (iIST).

Any data created of stored on Agency computing systems remains the property of the Agency. Any personal use of the
Agency systems, Including any documents or emails, are also the properiy of the Agenhcy and the State makes no
guarantee as to the confidentiality of personal use of Agency systems.

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

User Accounts

i

The State’s Users are respf:nsib[e for the security of da’té, accounts, and systems under their control.

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

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

i you belleve that you have been granted access to systems or data outside the scope of your employment
respansibilities or job funciion, please contact the Information Security Hotline toll free at (844) 692-8015.

“Dffice of Tachnology Services
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Computing Systems

Users are responsible for ansuring the protection of assighed computing devices, Including any slectronic devices such
as [aptops, PDAS, mobile devices, and electronic media.

Users are also responsible for ensuring the protection of any personal devices used in the interest of the State.

State Employees using thelr vehicles to transport the State’s Computing Systems should exercise the Utmest caution 1o
safeguard the privacy of and access to such devices, At no time shotld such equipment be left on car seats, in plain view,
in unlocked vehicles or stored in vehicles overnight.

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

Users of Agency Computing Systems must promptly repott any theft or loss to the End User Suppart Services,
Security and Access Requirements

All State Computar Systems or Agency approved persens! devices used for State business purposes {e.g., PCs, laptops,
workstatlons, smartphones, etc.} should be secured with a password-protected screensaver with the automatic
activation feature set at 15 minutes or less.

Users shall not create new passwords that are similar to passwords that have been previously used; create passwords
that contain any reference to the State inany form (i.e. . Pelican, Saints, etc.); create passwords that contain any

personat data such as any portion of the user 1D or name, a spouse’s name, ora pet’s nams; or create passwords that
appesr In the dictionary.

Users should secure their workstations by logging off or locking [contro!—a!t delete or Windows Key + L} the device when
unattended,

Users must use due care when transmitting or-storing sen51tsve information. i‘ammumcaﬁons ouiside bf an Agency
Network should use mechanisms appraved by the Information Security Team {IST} for protecting Confidentizl or
Restricted Data {2.g., encryption).

Portable computers are especially vulnerable and will be protected by a current Aniivirus solution and Personal
Firawalls, installed or approved by OTS, and may not be disabled or modified by Users.

Users must use extreme caution when accessing electronic media received from outside the State.

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

Known incidents or infections from & virus, malware, ot other malicious software should he immedistely reported to the
Information Security Team.

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

Meeting hosts should verify that all meeting attendees are authorized access to information shared during meetings
{including online meetings). Remote meetings security features, such as pass codes or passwords, should be used o
restrict aceess to the meeting to only authorized individuals. Remote meeting presenters should take care to close, or
protect, Confidential or Restricted Data while in “desktop sharing” mode.

Users will take reasonable stéps 1o protect all State property and information from theft, damage, or misuse. This
includes miaintaining and protecting User workspace, equipment, and information from unauthorized access whether
working at Agency facilities or offsite.

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

Office of Technology Servicas o Data Classification Level: Pabiic
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Newsrooms, Socfal Med]a Sites, and Social Networking Sites

Pastings by State Employees regarding Agency business information or news to newsgroups, chatrooms, [ntatnet Relay
Chat {IRC}, Facebook, Myspace, or other social networking or social media sites is strictly prohibited unless exprassly
approvad in writing by the Agency Communication Director or Executive Leadership. Ifthe User identifies himselfor
herself as employee or agent of the Agency on any Internet site, any postings to such sites must cortain a clear

disclaimer that the opinfons expressed are solely those of the author and do not represent the views of the Agancy or
the State of Loufstana.

Virtual Private Network (VPN} Usage

It is the responsihility of users with VPN privileges to protect their VPN login and account information.
Connectlons to State resources via the VPN must originate from Agency authorized End User devices,

Users understand and acknowledge that by using VPN technology the connected computing resource is 2 de facto
extension of the State's network, and as such is subject to the same rules and regulations that apply as if connected
locally to the network,

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

Physical Security

A State Issued Identification badge must be Worn on your person in a visible Ioca‘hon at all Yimes wuthm a State facility,
The identification hadge must be properly secured and a lost badge must he :mmed:ately reporied 1o the Information
Security Team {ISTh

Po not facilitate the entry of non-badge persennel at any time. All visitors must check in at the reception area, clearly
wear the Visitor badge at all times, and remain with their designated escort atall times. Guests are not allowed inthe
State facilities after hours except with the spedific authorization of Agency leadership. :

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

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

Privileged User Accounts _ .

Users with privileged user accounts (e.g., adminlstrator or super-user accounts) must agree to the following:

» Individuals with Privileged User Accounts understand it Is thelr responsibility to comply with alf security
rmeastres necessary and assist in enfoicing the Information Security Policy.

» Privileged User Accounts may only be used for valid business functions that require privileged access. Privileged
account users must still abide by the least privilege principal and must not aceess or alter data for which thay
have ho valid business reason todo so, - :

= Individuals wil {ogin to an Agency environmertusing standard user credentials and then log In to a specific
privileged account, except when logging directly into a system interface console.

+  Privileged user accounts may not be used to modify the individual's standard user account.

e Privilegad user accounts must comply with reduirements of the lnfclrmatlon Security Pnhcy prior to modifying
any system oy user account.

v Individuals with privileged user accousits understand and acknow[edge that all prmleged usar account activity is
closely monitored. Individuals with privileged User accounts may not use those accounts to modify, alter, or
destroy monitoring log data, except as vequired by their position responsibility as it relates to log rotation.
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o [ndividuals with privileged user accounts, and their supervisor or manager, will notify the Information Security
Team when the privileged user zccount is no longer required to perform that Individual’s job function.

Unaceeptable Use

The follawing activities are, in general, prohibited. To the extent a State User needs to be exempted from one of the
following restrictions for legitimate job responsibifities {e.g., systems administration staff may have a need to disable the
network access of a host if that host is distupting production services), that State User will be provided express
authorization from the Information Securlty Team, The activities below are by no means exhausiive, but atternpt to
provide a framework for activitles which fali Into the category of unacceptable use.

System and Network Activiiies
The following activities are strictly prohibited, with no exceptions:

¢ Engaging in any activity thatis illegal under local, federal, or intermational law.

 Violations of the rights of any person or company protected by copyright, trade secrat, patent or other
intellectual property, or similar laws or regulations, Including the installation or distiibution of "pirated” or other
software products that are not appropriately licensed for use by the State of Louisiana,

» Unauthorized copying of copyrighted material including digitization and distribution of photographs 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 active license is strictly prohibited. The use of any
recording device, including digital cameras, video cameras, and cell phone cameras, within the premises of any

‘State properties to copy or record any Internal, Confidential, or Restricted Data is prohibited,

+ Connecling network devices such'as wireless access points or personal lapiops into the State's network
environment without proper autherization from the Information Security Team {IST).

* Intentional introduction of malicious programs into the network ar server {2.2., wruses, worms, Trojan horses, e-
mail bombs, ete.}, -

¢ Revealing your account password to others or allowing use of your account by others, This Includes family and
other household members when work is being done at home.

+ Using en Agency computing assetto actively engage in procuring or transmitting matenai that s In violation of
sexual harassment or hostile workplace faws in the user's local jurisdiction.

Taking fraudulent offers of products, lterms, or sarvices originating from any State lssued user account.

+  Effecting secarity breaches or disruptions of network communication. Security breaches Include accessing data
of which the Individual is not an intended recipient or logging into a server or account that the individual is not
expressly authorized to access, unless these duties are within the scope of regular duties. For purpeses of this
section, "disruption” includes degrading the performancs, deprwmg authorized access, disahling or degrading
security configurations.

* Port scanning or security scanning is exprassly prohibited unless prior approval is granted by the information
Security Team.

« Executing any form of network monitoring which will lnterce pt da*ta not intended for the user’s host, unless this
activity is a part of the user’s normal job/duiy.

Circumventing user authentication or security of any host, network or account,

Interfering with or denying service to any Usef (e.g., dental of service attack]. _

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

Utilizing unauthorized software, hardware, proxy avoidance websites or services, or any other means to access
to any internet resource or website that has been intentionally blocked or filtered by the State, Agency, or IST,
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Emasil and Communications Activities

Sending non-business related unsolicited email messages, text messages, Instant messagas, or voice mail,
including the sending of “junk mall” or other advert;smg matenal to individuals who did net specifically request
such material (email spatn).

Engaging In any lorm of harassment or discrienination through email or olhe: electronic means.

Use of personal emall account from the State networks.

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

Soliciting email for any other emall address {.g, phishing), cther than that of the poster's aceount, with the
intent to harass or to collect replies.

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

Posting non-husiness-related messagestoa Iarge aurnbers of Usenet newsgroups (newsgroup spam),

E-meil may not be stored on personal devices (e.g., home computers, personzl laptops, PDA’s, Smartphones,
etc.} exceptas authorized by the information Security Team {I5T).

Text messages should not to ba used for business discussions. Confidential and Restricted Data shall net be
communicated overiext messaging.

Users of Confidentizl and Restricted Information

L]

By signhing this Agreement, Usersacknowledge that they are awara of and understand the State’s policies
regarding the privacy and security of individually identifiable health, financial, criminal and other personal
information of individuals and employees, including the policies and procedures relating ta the use, collection,
disclosure, storage, and destruction of Confidential and Restvicted Data, -

‘In consideration of Users’ employment or association with the State and asan mtegral part of the terms and

conditions of sich employment or association, Users covenant, warrant, and agree that they shall notat any
time, during thelr employment, contract, association, or appointment with the State or after the cessation of
such employment, contract, assaclation, or appointment, access or use Confidential or Restricted Data except as

may be requived n the caurse and scope of their duties and respensibilities and in accordance with applicable

law and corporate and departmental policies governing the proper use and release of Confidential or Restricted
Data.

Users must undarstand and acknowledge their obligations outlined hereinabove will continue even after the
termination of employment, coniract, association, or appointment with the State.

Users must also understand that the unauthorized use or disclosure of Restricted Data shall result in disciplinary
action up toand including termination of employment, contract, assoclation, or appointment, the institution of
fegal action pursuant to applicable state or federal laws, and reports to professional regulatory bodies.

Users further acknowledge that by virtue of thefr employment, contract, association, or appointment with the
State, they may be afforded access to Confidentiat information concerning the operations and practices of a
State Agency, which shall specifically include, but shall not be limited to inventions and improvements, deas,
plans, processes, financial information, techniques, technelogy, trade secrets, manuals, or other information
developed, in'the possession of, or acquired by or on hehalf of the State, which relates to or affects any aspact
of Sate’s operations and affairs {“Confidential Information®). Users agree that they will not use, disclose, or
distribute Confidentlal information or information derived therefrom except for the exclusive bengfit of the
State Agency,

Users understand, acknowledge, and agree that nothing contained herein shall be deemed or regarded as an
employment contract or any cther guarantee of employment, and shall not otherwise alter or affect User status
25 an at-will employee {or where applicable, independent contractor) of the State.

Office of Technology Services T Data Classtfication Level: Pablic
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Enforcement; '

Any User found to have violated this Policy may be subject te disciplinary action, up to and including dismissal, or
criminal or civil fegal actions.

2 BiBAas Contractor

Name:
Title:
Agency:
Fhone:
Email:
Signziure:
Date:

Office of Technology Services " 'Data Classttication Level: Public



OSUPF/F10C
Q7S

Siate of Louisiana—Office of $tate Uniform Payrolf
Affordable Care Act (ACA)
Newly Hired Employee Offer of Coverage Worksheet

‘This worksheet s used to document the LaGov HCM Paid Agency's reasonable expectations regarding the *full-time”.
staius of a newly hired!transfened employee A copy of fh:s comp!eted furm shoulﬁ be mamtamed m the
emp]o}reesf ile. D I BRI I

1. Personnel Area Number/Name 2. Employes Name

3. Personnel Number 4, Datg ofHire

.5, Expected Length of Emiplovinent

8. Did.the newly hiredfiransferred employee work for any LaGov HGM paid agency in the last 12 months?

I YES-—Proceedia7
o NO-—Froceedio 9

7. Was the newly hiredifransierred employee in a standard or initial measurement perlod at any agency?

O YES—Proceedfn 8
B NO—Proceedto 8

if yau are unisure, confact the prior employing agency or execute the ACA reporf (ZP136).

8 Tsthe newly hiredfiransferred employee in a current stability or initial stability period et any agency"r‘

B YES - Employeses continties to be eligible for hezlth coverage. Make appropriate entries in LaGov HCM.
0 NO-—Proceediod

Noie: A break in service only ends the stabilify period ¥ it was: (1) af least a 13 week break in service, OR (2} a break in
service of at least four (4) weeks bul Tonger than the prior period of employment,

9. Does the agency expect the newly hiredfiransferred employee fo work af least 30 hours per week at the time of
hireftransfetr?

3 YES ~The offer of health coverage must be made in accordance with OGB guidelines, Enfer applicable
information in eEnroliment/LaGov HCM. Docunment the offer (GB-01) and keep copy for file,

[T NO-—Proceedio 10

IMPORTANT: The offer of caverage must he decumented and filed in the employee’s file.

10. Is the newly hired/transferred employee replacing a full-time (af least 30 hours) posifion? Example: the emp!oyee
is filfing in for a peimanent position while the employee holding the position is out on feave.

O YES —The offer of health coverage must bs made in accordance with OGB gmdelmes Enter applicable
information in eEnroliment/LaGov HCWM. Dagument the offer (GB-01) and keep copy for file. -

O NO-—Proczedto 11

IMPORTANT: The oﬁ’er of coverage must be documenied and filed in the empr’oyeé’s file.

T TsTre newly hiredfiransferred emplbyee a variable hour employee? A varable hour employee is defined as an
employee for whom the agency cannot reasonably determine based on the facts and circumstances upoen the date
of hire whether the new hire will work on average at least 30 hours per wesk.




QBUP/F100

07415
State of Louisiana—~Office of State Uniform Payrol!

Affordable Care Act (ACA}
Newly Hired Employee Offer of Coverage Workshest

Example: The employee will work 356 hours one week, 27 hours the next week, and 25 hours the following week,

B YLE -~ The agency will measure the employes over tha 24 pay period intial measurement (look-back) period.
Enter applicable information ineEnroliment/LaGov HCM. Utilize the ACA report (ZP136) perfodically fo frack
hours worked. This report must be run at ihe end of the IMP fo determine if employee mests the ACA definition
of full fime.

0 NO-Employee is considered a part-time employee (works [ess than 30 hours per week) and is not eligible for
health coverage. Utilize the ACA report (ZP138) periodically o frack hours worked., This report must ba run at
the end of the HIP {o defermine if employee meets the AGA definition of full fime.

Form Completed by (Print Name) Title. Date

Definitions

Full-time—The employee is expected to work at least an average of 30 or more hours per week
Part-fime—The employee is expeciad 1o work less than an average of 30 hours per week.

Varfable— It cannot be determined atthe date of hira if the emploves will work an average of 30 hours per week.




Rev, /2022
Office of the State Americans with Disabilities Act Coordinator (0SADAC) '

VOLUNTARY SELF-IDENTIFICATION OF DISABILITY FORM

Employee Name: Personnel #:

As an executive branch state agency, the [Office of Elderly Affairs is required by La. R.S.

46:2597 to establish annual strategies and goals related to employment of individuals with
disabilities. In order to effectively measure and report our progress to this end, La. R.S.
46:2597 requires us to ask employees if they have a disability or have ever had a disability.
Because a person may become disabled at any time, we ask all of our employees to update
their information at least every five (5) years.

ldentifying 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 htips://www.doa.la.gov/office-of-state-ada-coordinator/.

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:

 Autism  Deaf or hard of hearing » Nervous 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 H\WV/AIDS » Gastrointestinal disorders, for Sclerosis (MS)

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

e Cancer irritable bowel syndrome example, bipolar disorder,

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

» Celiac disease missing limbs (PTSD) or major depression

» Cerebral palsy

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

You are encotraged to carefully
review ous agenty’s policy
specific to the Americans with
Disablities Act and/for Disability
Rights, and to request workplace
accommadations as may be
needed for your disability.

Employee Signature:
Date:

In accordance with La. R.S. 46:2597, this form shall be confidential and filed in a folder separate from the employee’s personnel file.
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State of Louisiana
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Baton Rouge, Louisiana 70802
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Governor’s Office of Elderly Affairs

SEXUAL HARASSMENT
NOTICE OF PERSONAL LIABILITY

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

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

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

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