NEew HIRE CHECKL,IST- CLASSIFIED WAE
GOVERNOR’S OFFICE OF ELDERLY AFFAIRS

A. FORMS TO BE COMPLETED BY EMPLOYEE MANDATORY
STATEMENT OF AGREEMENT AND UNDERSTANDING EMPLOYMENT IN A NON-PERM APPO!NTMENT
LASERS RE-EMPLOYMENT OF RETIREE

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

Emergency contact information

Employment eligibility verification 1-9 form. MUST HAVE COPIES OF DOCUMENTS ATTACHED.

Tax form W-4 federal taxes (Optional if transferring from other state agency. Can write “NO CHANGE” on form.)
Recoupment of Overpayments

Medicare 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 enrcliment {optional)

Lauisiana Second Injury Fund E-2 form. Employee must review and sign EMPLOYEE NOTIFICATION FORM and €502 to verify
Online W-2 Selection

OTS User Agreement

Newly Hired Employee Offer of Coverage

Pianned workmg ttme change notlficatton

INFORMAT[ON TO REVIEW WITH NEW EMPLOYEE

Change in information to be reported to HR

Check issuance

Dress code

Hotlidays

LEO self-service

Parking

Personne! manual (have employee sign acknowledgement form and send it to HR.)
Political Activity policy (employee must receive copy)

Position title and starting salary

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



Employee Name: ' | Agency/Section/Unit:

In accordance with Civil Service Rules, agencies may establish temporary, non-permanent appointments
of a limited duration to assist with work of @ 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.

[ 1 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 periad. Only the State Civil Service Commission may grant exceptions to this

rule. In the event the appointing authority determines that a Iayoff is necessary, | do not have rights to
offers of relocation to another position. :

1 Job Appoiniment

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 1 do not have
rights to offers of refocation to another position and this appointment may be terminated.

I have read the above and agree to accept this temporary, non-permanent appointment. 1 further

understand that as [ong as I 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 0 LASERS

Louisiana State Employees®

PRINT ALL INFORMATION fistirasment System
www.lasersonline.org
P.O. Box 44213, Baton Rouge, LA 70804-4213
225.922,0600 - Toll-Free 1.800.256.3000
Fax 205.9352855
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 specific instructions for each section. All dates should be in MM/DD/YYYY format.

INSTRUCTIONS: In accordance with La, R.S. 11:41 6, this form must be completed and returned to LASERS immediately upon your
re-employment. It is your responsibility to defermine the appropriate re-employment option based on the type of position and
estimated earnings for your petiod of employment. Upen termination, depending on the option chosen, Form 10-02B Re-employed Retiree Option

8 Certification at End of Employment, o Form 10-02C Re-employed Retiree Option 1A or 1B Certification at End of Employment must be completed and
returned to 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 Position Title

Employment Status:  [] Full Time [} Part Time
{7} Classified [} Unclassified

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

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

10-2 Ro50117 CONTINUE ON NEXT PAGE ERBER37 Page 1 of 2



Social Security Number

I elect the following option during the period of my re-employment affer refirement. I will notify LASERS immediately if any condition of
my re-employment changes. I understand that this option is irrevocable for the full period of my re-employment,

OPTION 1A:I elect fo limit my eamings 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 calenlation of the earnings limit for each fiscal year. funderstand that the estimated
earnings must be reported to LASERS at the beginning of the fiscal year and the actual eamings must be reported at the end of each fiscal
] year. It is my responsibility to monitor the actusl earnings during the fiscal year to ensure that the earnings limit is not exceeded, I
understand that if my earnings do exceed my earnings limit, my future retirement benefit will be reduced to the amount the earnings
exceeded the limit. You should consider another option if your estimated earnings are expected to exceed the earnings limit.

- OPTION 1B: I certify thatTam at least 70 years of age and retired with at least 30 years of service credit (exclusive of converted leave) and
I am exempt from any suspension oy reduction of benefits.

OPTION 2: Lelect to repay all retirement benefits received since the date of my refirement plus interest at the achuarial rate. This will

] restore my service credit, and I will return to active member status. (This option is not available to any retires who participated in DROP,
elected to retire with an Initial Benefit Option (IBO), or retired under an early retivement provision. The 20 years at any age actuarially
reduced retivement is not an early retirement.)

OFTION 3: T efect to suspend my benefits during the period of my re-employment. Employee and employer contributions must be paid

I on the amount of my earnings and there isno Himit on the amount of my earnings. 1f I work at least 36 months, a supplemental retirement
benefit will be calculated based on this pariod 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.

1 hereby cerfify that the employment information stated above is correct to the best of my knowledge. £ select Option 14, I understand,
that it is my responsibility to monitor my earnings to ensure that I do not exceed the limifation. Iindesstand that this choice is irrevoeable
for the full {ferm of my re-employment.

Member's Signature Date

Name of Personnel Officer Title

'Pe-rsonnel Officer Email Address Daytime Area Cocie!Phone Number
Name of Agency LASERS Agency Number

Signature of Personnel Officer . Date

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

eset Form - |

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



OSUF/F12A

R 01/05/2611
STATE OF LOUISIANA
LAGOV ERP-HUMAN CAPITAL MANAGEMENT
DIRECT DEPOSIT ENROLLMENT AUTHORIZATION
MAIN BANK (PRIMARY ACCOUNT)
EMPLOYEE 85N DEPARTMENT/OFFICE OR AGENCY

ACTION TYPE {+ ong}
[] NEW [ ] CHANGE [l TERMINATE THIS OPTION

PRIMARY ACCOUNT INFORMATION

{(Main Bank) :
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 (Bark Key)
BANK ACCOUNT NUMBER ACCOUNT NAME * (Ex: Mr. and Mys, John Loe, John or jane Doe, Joln Do)
ACCOUNT TYPE (¥ one) (Bank Conirol Key) **Account verification or completion of entrollment form by

financial institution will assure the accuracy of account data:
[] **CHECKING

(provide voided check or account verification }

D #HSAVINGS , .
(obtain account # & ABA # from financial institution) Effective Date PAYDAY

Signature from institntion;

Phone number:

(Print full name)

1 authorize and request the State of Louisiana to direct my net pay
check to the account at the financial mstitution 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 fromt 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 Tadd 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 (TAT) rules check one:

1 affirm that the entire amount of the payroll direct deposits sent to my account at the financial institution
designated above ywill not subsequently be forwarded to a foreign financial institution.
[_] I affirm that the 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 ean be made to the accounts of dependents or a
parent/guardian when the employee is a dependent of the parent/guardian,
**Ageney requirements may vary. Contact your Employee Administration office if you have any questions.

TO BE COMPLETED BY EMPLOYEE ADMINISTRATION OFFICE:
MAINBANK . . .~ 7o 0. . - : | FINANCIALINSIITUTION ROUTING (ABA) NO. (IF not provided above)

PER;‘EOI;INEL AREANUMBER PERSONNEL NUMBER EFT VALIDITY DATE

[] CHECK HERE JF SECONDARY ACCOUNT FORMS ARE ATTACHED



GOEA Employee Emergency Notification

Date:

Employee Name:
Title:

Address:

City:

Zip Code:

Home Phone:

Cell Phone:

Employee Supervisor:
Name:
Title:

Contact Numbet:

For emergency purposes only, please list alternate staff;

New _

Revised ____

Staff Name/Title

Contact Number

Louisiana Governor's Office of Elderly Affairs
Galvez Building

602 North 5th Street, 4th Floor

Baton Rouge, Louisiana 70802

Phone; 225-342-7100

Fax: 225-342-7133

www.GOEA Loulsiana Gov

Person to Notify in Case of Emergency

Name (1)

Address:

State:

Home Phone:

Waork Phone:

Cell Phone:

Relationship:

Name (2}

Address:

State:

Home Phone:

Work Phone:

Cell Phone:

Relationship:

Other Information:

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

Yes

No

PAF 2016
Revised 7/18/2022



Employment Eligibility Verification USCIS
Form -9

OMB No.1615-0047

pires 07/31/2026

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

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

ANTI-DISCRIMINATION NOTICE: All employses can choase which acceptable documentation to present for Form 1-9, Empioyers cannot ask
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or
Supplement B, Reverification and Rehire. Treaémg employees dlfferently based on their cmzenshlp 1mm|grat|on status, or nationat orlgln may be illegal.

. Lasl MName (Farmily Name) — — frzxrserame (Given Name) Middlé Initial (if éﬁy) Other Laét Name; Used (if a;y)
Address (Street Number and Name) Apt. Number {if any) | Gity or Town State ZIP Code
Date of Birth (mm/ddfyyyy) U.8. Sacial Security Number Emplayee’s Email Address Employee’s Telephone Number
[ - s
| am aware that federal law Check one of the fallowing boxes lo attest lo your cilizenship or immigration slatus {See page 2 and 3 of the instructions.):

provides for imprisonment andfor
fines for false statements, or the
use of false documents, in
connection with the completion of
this form. [attest, under penalty
of perjury, that this information,
including my selection of the hox

. Acgilizen of the Unifed States

. A noncilizen nationzl of the United States (See Instructions,)
. Alawful permanent resident (Enter USCIS or A-Number.) |

. Anoncitizen {other than ltem Numbers Z. and 3. above) autharized to work until (exp. date, if any)

L0

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

immigration status, is true and USCIS A-Numher o Form 1-24 Admission Number Foreign Passport Number and Country of |ssuance
correct. R OR

Signature of Employee Taday's Date (mmfddlyyyy)

If a preparer and/or translator assss!ed you in completmg Sectton 1, that person MUST complete the Preparer andlor Transtator Certification on Page 3.

fhe- ‘of K
dacumentation’in the Addgonal Information Bo¥:
List A

Addlt:onal Informatl

[T check here if you used an aftemative procedure authorized by DHS 1o examine documents.

Certification: | attest, untder penalty of perjury, that (1} 1 have examinad the documentation presented by the above-named F'rsr’l_tdg;}' of E.rnploymem
employee, (2} the above-listed documentation appears to be genttine and to relate to the employee named, and (3) to the (m Yyyy)

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

Last Name, First Name and Tille of Employer or Aulhorized Representative Signature of Employer or Authorized Representative Today's Date (mm/ddfyyyy)
Employer's Business or Organizaticn Name Employer's Business or Qrganization Address, City or Town, State, 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 A or a
combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274).

LISTA

Documents that Establish Both Identity
and Employment Authorization

OR

LISTB

Documents that Establish Identity AND

LISTC

Documents that Establish Employment
Authorization

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

. Permanent Resident Card or Alien
Registration Receipt Card (Form 1-351)

. Fareign passpost that contains a
temporary 1-551 stamp or temporary
1551 printed notation on a machine-
readable immigrant visa

. Employment Authorization Document
that contzins a photegraph (Form [-766)

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

a. Foreign passport; and

b. Forrn I-84 or Form [-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 period of
endorsement has not vet
expired and the proposed
employment is nat in conflict
with any restrictions or
limitations identified on the form.

. Passport from the Federated States of
Micronesia (FSM) or the Republic of the
Marshall Istands {RM!} with Form 1-84 or
Form 1-94A indicating nonimimigrant
adrnission under the Compact of Free
Association Between the Uniled States
and the FSM or RMI

1. Driver's license or ID card issued hy a State or
outlying possession of the United Siaies
provided it contains a photograph ar
information such as name, date of bisth,
gender, height, eye ¢olor, and address

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

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

10, School record or report card

11. Clinic, doctor, or hospital recorsd

12. Day-care or nursery school record

2. ID card issued by federal, state or local INS AUTHORIZATION
government agencies or entities, provided it (3} VALID FOR WORK ONLY WITH
contains a photograph or information such as DHS AUTHORIZATION
name, date of birth, gender, height, eye color,
and address 2, Certification of report of birth issued by the

3. School ID card with a photagraph Department of State (Forms DS-1350,

FS5-545, F8-240)
4. Voter's registration card 3. Original or cerlified copy of birth cerlificate
I issued by a State, county, municipat
5. U.S. Military card or draft record authiority, or territory of the United States
6. Military dependent's D card bearing an official seal
4, ive American tribal d
7. U.S. Coast Guard Merchant Mariner Card Native American tribai document
. U.S. Cii -19
8. Native American tribal document 3. U.S. Citizen ID Card (Form 1-197)
9. Drversi - - 6. Identification Card for Use of Resident
- Driver's license issued by a Canadian Citizen in the United States (Form 1-179)
government authority
7. Employment authorization document

issued by the Depariment of Homeland
Security

For examples, see Section 7 and
Section 13 of the M-274 on

uscis.govli-9-central.

The Form 1-766, Employment
Authorization Document, is a List A, [tem
Number 4. document, not a List C
document.

Acceptable Receipts

For receipt validity dates, see the M-274,

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

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

Form [-94 issued to a lawiul
permanent resident that contains an
1-551 stamp and a photograph of the
individual.

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

OR

Receipt for a reptacement of a lost, stolen, or
damaged List B document.

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

“Refer to the Employrnent Autherization Extensions page on -9 Central for more information.

Form 19 Edition 08/01/23

Page 2 of 4




Supplement A, USCIS

Preparer and/or Translator Certification for Section 1 Form 1-9
. Supplement A
Department of Homeland Security OMBE No. 1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026
Last Name (Family Name} from Section 1. First Name [Given Name) from Section 1. Middle initial (it any) fram Section 1.

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

must complete, sign, and date a separate certification area. Employers must retain completed supplement shests with the employse's
completed Form 1-8,

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

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

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

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

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

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

Form I-9 Edition 08/01/23 Page 3 of 4



Supplement B, USCIS

Reverification and Rehire (formerly Section 3) Form I-9
N 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 {Given Nameg) from Section 1. Middle initial (if any} from Section 1,

Instructions: This supplement replaces Section 3 on the previous version of Form 1-9. Only use this page if your employee requires
reverification, is rehired within three years of the date the original Form 1-8 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 I-9 instructions before
completing this page. Keep this page as part of the employee's Form 1-8 record. Additional guidance can be found in the_

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

- Date of Rehire (If applichbls). | New Narie (if 4eipliable
Date {mm/ddiyyy) tast Name (Family Name) First Mame (Given Mame} Middle nitial

edritintled ¢ nt nfarma > Spar .
Dagument Title Document Number (if any Expiration Date (f any) (mm/ddiyyyy)

1 atiest, 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 {fmm/dd/yyvy}

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

alternative procedure authorized
by DHS te examine documents.

First Name {Given Name) Middle Initia

Document Number (if any) Expiration Date (if any) (mm/ddAryyy)

1 attest, under penality 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 te be genuine and to relate to the individual who presented it.

MName of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/iyyy}

Additional Information (Initial and date each notation.} Chetk here if you used an

allernative procedure authorized
by DHS to examine documents.

New Nané (1 spglicab
Last Name {Family Name) First Name {Given Name) Middie Initial

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 1 examined appears to he genuine and to relate to the individual who presented it.

Name of Emplayer or Autharized Representative Signature of Employer or Authorized Representative Today's Dale {mm/ddfyyyy)

Additional information {Inifial and date each notatien.) Gheck here if yau used an
alternative procedure authorized
by DHS o examine documents,

Form -9 Editien 08/01/23 Page 4 of 4



Form w-4

Department of the Treasury
Internal Revenue Service

Employee’s Withholding Certificate OMB No. 1545-0074

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

Give Form W-4 to your employer. 2 @23

Your withholding is subject to review by the |RS.

Step 1: {a) First name and middle initial Last name {b} Social security number
Enter Address Does your name match the
Personal name on your social security

Information

card? |f not, to ensure you get

City or town, state, and ZIP code credit for your eamnings,

contact SSA at 800-772-1213
or go to www.ssa.gov.

{c)

| Single or Married filing separately
[:] Married filing jointly or Qualifying surviving spouse
|:] Head of household (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. See page 2 for more information on each step, who can
claim exermnption from withholding, other details, and privacy.

Step 2:

Multiple Jobs
or Spouse
Works

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

Do only one of the following.

(a) Reserved for future use. )

(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; or

(c} if there are only two jobs fotal, 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 more than half of the pay at the
higher paying job. Otherwise, (b)is moreaccurate . . . . . . . . . . . . . . . . . .0

TIP: If you have self-employment income, see page 2.

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

Step 3: If your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000 $
Dependent .
and Other Multiply the number of other dependents by $500 . . . . . §
Credits Add the amounts above for qualifying children and other dependents. You may add to
this the amount of any other credits, Enter thetotalhere . . . . . . . . . . 3 5
Step 4 {a} Other income (not from jobs). If you want tax withheld for other income you
{optional): expect this year that won't have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirementincome . . . . . . . . |4a}|$
Adjustments {b) Deductions. If you expect to claim deductions other than the standard deduction and
want to reduce your withholding, use the Deductions Worksheet on page 3 and enter
theresulthere . . . . . . . . . . . . . . . . . .. o ... 4D
{c) Extra withholding. Enter any additional tax you want withheld each pay period . . [4{c)|$
Step 5: Under penalties of pefjury, | declare that this certiiicate, 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
Emp[oyers 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 (2023}



Form w-4 Employee’s Withholding Certificate OMB tlo. 1545-0074

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

Depariment of the Treasury -Gwe Form. W-4 t:o yaur em.ployer. 2 @24

Intemal Revenue Senvice Your withholding is subject to review by the IRS,

Step 1: {a) First name and middle inftial Last name ) Social security number

Enter Address Daoes your name match the

Personal name on your sogial security

- card? If not, to ensure you get

Information City or town, state, and ZIP code credit for your earnings,
contact SSA at 800-772-1213
or go to www.ssa.gov.

¢y []Single or Married filing separately
D Married filing jointly or Qualifying surviving spouse

D Head of household (Check only if you're unmarded 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. See page 2 for more information on each step, whe can
claim exemption from withholding, and when to use the estimator at www.irs. gov/W4App,

Step 2: Complete this step if you (1} hold more than one job at a tims, or (2) are married filing jointly and your spouse
Y
Multiple Jobs also works. The correct amount of withholding depends on income earned from all of these jobs,
or Spouse Do only one of the following.
Works (a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step {and Steps 3-4). If you
Y

or your spouse have self-employment income, use this option; or
{b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4{¢) 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. Thig
option is generally more accurate than (b) if pay at the lower paying job is more than half of the pay at the
higher paying job. Otherwise, (b)is more accurate . . . . . . . ., . . . . . . . .. O

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

Step 3; If your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000 $
Dependent ,
and Other Multiply the number of other dependents by $500 . . . . . §
Credits Add the amounts above for qualifying children and other dependents. You may add to

this the amount of any other credits. Enter the totalhere . . . . . . . . . . 3 |8
Step 4 (2} Other income (not from jobs)., If you want tax withheld for other income you
(optional): expect this year that won't have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirementincome . . . . . . . . 4(a} [$
Adjustments b) Dedustions. If you expect to claim deductions other than the standard deduction and

b4
want to reduce your withholding, use the Daductions Workshest on page 3 and enter
theresulthere . . . . . . . . . . L L 4(b) [$

(c) Extra withholding. Enter any additional tax you want withtheld each pay period . . |4{c)|$
Step 5: Under penalties of perjury, | deglare that this certificate, to the bast 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 Paperweork Reduction Act Notice, see page 3. Cat. Na. 102200 Form W-4 2024
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General Instructions
Section references are to the Internal Revenue Code.

Future Developments

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

Purpose of Form

Complete Form W-4 so that your employer can withhold the
correct federal income tax from your pay. If too little is
withheld, you will generally owe tax when you file your fax
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. Far more information on
withholding 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 ne federal income tax liability in 2023
and you expect to have no federal income tax liability in
2024, You had no federal income tax liability in 2023 if (1)
your total tax on fine 24 on your 2023 Form 1040 or 1040-SR
is zero (or less than the sum of fines 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 clairm 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, ceriify that you meet both of the conditions
above by writing "Exempt” on Form W-4 in the space below
Step 4(c). Then, complete Steps 1(a), 1(b), and 5. Do not
complete any other steps. You will need 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 multiple 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
empioyae. 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 Nonresident
Aliens, before completing this form.

Specific Instructions

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

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

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

Instead, if you {and your spouse) have a total of only two
jobs, you may check the box in option (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 each 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.

™ Multiple jobs. Complete Steps 3 through 4{b) on only
one Form W-4. Withholding will be most accurate if
you do this on the Form W-4 for the 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 or a qualifying relative. For additional eligibility
requirements for these credits, see Pub. 501, Dependents,
Standard Deduction, and Filing Information. You can also
include other tax credits for which you are eligible in this
step, such as the foreign tax credit and the education tax
credits. To do so, add an estimate of the amount for the year
to your credits for dependents and enter the total amount in
Step 3. Including these credits wili increase your paycheck
and reduce the amount of any refund you may receive when
you file your tax return.

Step 4 (optional).

Step 4(a). Enter in this step the iotal 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 |RAs.

Step 4(c). Enter in this step any additional tax you want
withheld from your pay each pay period, including any
amounts from the Multiple Jobs Worksheet, line 4. Entering
an amount here will reduce your paycheck and will either
increase your refund or reduce any amount of tax that you
owe.
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Step 2(b) —Multiple Jobs Worksheet (Keep for your records.) m

If you choose the option in Step 2{b) on Form W-4, complete this warksheet {which calculates the total exira tax for all jobs) on anly
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 2019.

Note: If more than ane job has annuat wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional
tables; or, you can use the online withholding estimator at www.frs.goviW4App.

1 Two jobs. If you have two jobs or you're married filing jointly and you and your spouse each have one

joh, find the amount from the appropriaie table on page 4. Using the “Higher Paying Job" row and the
“Lower Paying Job* column, find the value at the intersection of the two household salaries and enter
that value on line 1. Then, skip to line 3 .

Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and

2¢ below. Otherwise, skip to [ine 3.

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

and enter that value on line 2a .

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 jeb in the "Lower

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

on line 2b

2b §

¢ Add the amounts from lines 2a and 2b and enter the resultonline2c . . . . . . . . . . 2¢ %

3 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 maonihly, enter 12, etc. . . . . .

4 Divide the annual amourt on line 1 or line 2¢ by the number of pay periods on line 3. Enter this

amount here and in Step 4{c} of Form W-4 for the highest paying job (along with any other addiiional

amourit you want withheld) .

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

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

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

2  Enter: = $21,900 if you're head of household

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

3 Kline 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
adjustmenis (from Part 1l of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4

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

Privacy Act and Paperwork Reduction Act Notice. We ask for the information
on this form to carry out the Internal Revenue laws of the United States. Intemal
Revenue Code sections 3402(){2) and 6109 and their regulations require you to
provide this information; your employer uses it to determine your federal income
tax withholding. Failure to provide a properly compteted form will result in your
Being treated as a single person with no other entries on the form; providing
fraudulent informatica may subject you 10 penaities. Routine uses of this
information include giving it 1o the Department of Justice for civil and criminal
litigation; to tities, states, the District of Columbia, and U.5. commonweaiths and
territories for use in administering their tax laws; and to the Department of Heaith
and Human Services for use in the National Directory of New Hires. We may aiso
disclose this infarmation to other countries under a tax treaty, 1o federal and state
agencles to enforce federal nontax criminal laws, or to federal law enforcement
and intelligence agencies to combat terrorism.

You are not required te provide the information requested on & form that is
subject to the Paperwork Reduction Act unless the form displays a valid OMB
control number. Books or records relating to a form or its instructions must be
retained as long as their contents may become materizl in the administration of
any Intemal Revenue law. Generally, tax returns and return information are
confidential, as required by Code secticn 6103,

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

i you have suggestions for making this form simpler, we would be happy to hear
from yau. See the insfructions for your income tax retura.
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Married Filing Jointly or Qualifying Surviving Spouse
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable $0- |$10,000 -|$20,000 -|$30,000 - [$40,000 - |$50,000 -{$60,000 - $70,000 -1 $80,000 - $90,000 - $100,000 - $110,000 -
Wage & Salary 9999 | 19.999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89999 | 99,999 109,999 | 120,000
$0- 9,999 $0 $0 $780 $850 $040 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1020 | $1.370
310,000 - 19,989 0 780 1,780 1,940 2,140 2,220 2,220 2,220 2,220 2,220 2,570 3,570
$20,000 - 29,999 780 1,780 2,870 3,140 3,340 3,420 3,420 3,420 3,420 | 3,770 4,770 5,770
$30,000 - 39,999 850 1,940 3,140 3,410 3,610 3,690 3,600 3,690 4,040 5,040 6,040 7,040
$40,000 - 49,999 940 2,140 3,340 3,610 3,810 3,880 3,890 4,240 5,240 6,240 7,240 8,240
$50,000 - 59,990 1,020 2,220 3,420 3,690 3,890 3,970 4,320 5,320 6,320 7,320 8,320 9,320
$60,000 - 69,999 1,020 2,220 3,420 3,690 3,890 4,320 5,320 6,320 7,320 8,320 9,320 | 10,320
$70,000 - 79,998 1,020 2,290 3,420 3,690 4,240 5,320 6,320 7,320 8320 | 9,320 | 10,320 | 11,320
$80,000 - 99,899| 1,020 2,220 3,620 4,890 6,090 7,170 8,170 g 170 | 10,70 | 11,170 | 12170 | 13,170
$100,000 - 149,998 1,870 4,070 6,270 7,540 8,740 9,820 | 10,820 | 11,820 | 12,830 | 14,030 | 15,230 | 18,430
$150,000 - 239,999 1,960 4,360 6,760 8,230 9,530 | 10,910 | 32,110 | 13310 | 14,510 | 15710 | 18,310 | 18110
$240,000 - 259,989| 2,040 4,440 5,840 8,310 o710 | 10,990 | 12,190 | 13,390 | 14,590 | 15,790 | 16,890 | 18,190
$260,000 - 279,098] 2,040 4,440 6,840 8,310 9710 | 10,880 | 12,190 | 13,330 | 14,520 | 15,790 § 16,990 } 18,190
$280,000 - 299,990 2,040 4,440 6,840 8,310 9,710 | 10,090 | 12,190 | 13,390 | 14,590 | 15,780 | 16,990 | 18,380
$300,000 - 319,998 2,040 4,440 6,840 8,310 9,710 | 10,980 | 42,990 | 13,390 | 14,590 | 15980 | 17,980 | 19,980
$320,000 - 364,999] 2,040 4,440 6,840 8,310 6710 | 11,280 | 13,280 | 15280 | 17,280 | 19,280 | 21,280 | 23,280
$365,000 - 524,989| 2,720 6,010 9,510 | 12,080 | 4,580 | 16,950 | 19,250 | 21,550 | 23,850 | 26,150 | 28,450 | 30,750
$525,000 and over | 3,140 5840 | 10,540 | 13,310 | 16,010 | 48,500 | 21,090 | 23,580 | 26,090 | 28,590 | 31,090 | 33,590
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable $0-  1$10,000 -|$20,000 -|$30,00C -|$40,000 - |$50,000 - |$50,000 -1$70,000 - | $80,000 -1$90,000 - $100,000 -|$1710,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,899 | 69,899 | 79,999 | 89,999 99,999 | 109,999 | 120,000
$0- 9,999 3240 $870 | $1,020 | $1,020 | $1,020 | $1,540 | $1,870 | $1,870 | $1,870 | $1,870 § $1,910 | $2,040
$10,000- 19,999 870 1,680 1,830 1,830 2,350 3,350 3,680 3,680 3,680 3,720 3,920 4,050
$20,000 - 29,899 1,020 1,830 1,980 2,510 3,510 4510 4,830 4,830 4,870 5,070 5,270 5,400
$30,000 - 39,999| 1,020 1,830 2,510 3,510 4,510 5,510 5,830 5,870 8,070 6,270 6,470 6,600
$40,000 - 50,889] 1,390 3,200 4,360 5,360 6.360 7,370 7,890 8,080 8,290 8,490 8,690 8,820
$60,000- 79,998 1,870 3,680 4,830 5,840 7,040 8,240 8,770 8,970 9,170 9,370 9,570 9,700
$80,000 - 9,099 1,870 3,590 5,040 6,240 7,440 8,640 9,170 9,370 9,570 9,770 9970 | 10,810
$100,000 - 124,989} 2,040 4,050 5,400 6,600 7,800 9,000 9,530 8,730 | 10,180 | 11,180 | 12,180 | 13,120
$125,000 - 149,999] 2,040 4,050 5,400 6,600 7,800 9,000 | 10,480 | 11,480 | 12,180 | 18,180 | 14,180 | 15,310
$150,000 - 174,999 2,040 4,050 5,400 6,860 8,860 | 10,860 | 12,180 | 13,180 | 14230 | 15530 | 16,830 ; 18,060
$175,000 - 199,999 2,040 4,710 6,860 8,860 | 10,860 | 12,880 | 14,380 | 15680 | 16,980 | 18280 | 19,580 | 20,810
$200,000 - 249,909 2,720 5,610 8060 | 10,350 | 12,660 | 14,860 | 16,590 | 17,890 | 19,190 | 20490 | 21,780 | 23,020
$250,000 - 399,099] 2,970 6,080 8540 | 10,840 | 13,140 | 15440 | 17,080 | 18,360 | 19,660 | 20,960 | 22,260 | 23,500
$400,000 - 449,899 2,970 6,080 8,540 | 10,840 | 13,140 | 15440 | 17,060 | 18,360 | 19,660 | 20,960 | 22,260 | 23,500
$450,000 and over | 3,140 6,450 o140 | 11,610 | 14,110 | 16,610 | 18430 | 19,930 | 21,430 | 22930 | 24,430 | 25,870
Head of Household
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 -1$70,000 -|$80,000 -| $80,000 - |$100,000 -|$110,000 -
Wage & Salary | 9,999 | 19,999 | 20999 | 39,999 | 49,999 | 59,999 | 69999 | 79,899 | 89,999 99,999 | 109,998 | 120,000
$0- 9,999 $0 $510 $850 | $1,020 | $1,020 | $3,020 | $1,020 | $1,220 | $1.870 | $1,870 | $1.870 | 31,960
$10,000 - 19,999 510 1,510 2,020 2,220 2,220 2,220 2,420 3,420 4,070 4,070 4,160 4,360
$20,000 - 29,999 850 2,020 2,560 2,760 2,760 2,960 3,950 4,960 5,810 5700 5,900 6,100
$30,000 - 39,899 1,020 2,220 2,760 2,960 3,160 4,160 5,160 6,160 5,900 7,100 7,300 7,500
$40,000 - 59,999f 1,020 2,220 2,810 4,010 5,010 6,010 7,070 8,270 9,120 9,320 9,520 9,720
$60,000- 79,899 1,070 3,270 4,810 6,010 7,070 8,270 g470 | 19670 | 11,520 | 11,720 | 11,920 | 12,120
$80,000 - 99,999 1,870 4,070 5,670 7,070 8,270 9,470 | 10870 | 11,870 ] 12,720 | 12,920 | 13,120 | 13,450
§100,000 - 124,999 2,020 4,420 6,160 7,560 8,760 9,960 | 11,160 | 12,360 | 13,210 | 13,880 | 14,880 | 15,880
$125,000 - 149,999] 2,040 4,440 6,180 7,580 8,780 0,080 | 11,250 | 13,250 | 14,800 | 15,900 | 16,900 | 17,900
$150,000 - 174,999| 2,040 4,440 6,180 7,580 9250 | 11,250 | 13,250 | 15250 | 16,900 | 18,030 | 19,330 | 20,630
$175,000 - 199,989| 2,040 4510 7,050 9,250 | 11,250 | 13,250 | 15,250 | 17,530 | 19,480 | 20,780 | 22,080 | 23,380
$200,000 - 249,998| 2,720 5,920 8620 | 11,120 | 13420 | 15720 | 18,020 | 20,320 | 22,270 | 23,570 | 24,870 | 26,170
$250,000 - 449,9991 2,970 6,470 9310 | 11,810 | 14,110 | 16,410 | 18,710 j 21,010 | 22,960 | 24,260 | 25,560 | 26,860
$450,000 and over | 3,140 6,840 9880 | 12,580 | 15,080 | 17,580 | 20,080 | 22,580 | 24,730 | 26,230 | 27,730 | 29,230




RECOUPMENT OF OVERPAYMENTS:

Tt shall be fhe policy of the Govenor's Office of Blderly Affairs to notify employee (<) whenan
overpayment has occurred and recoupment must take place.

Written notification will give the reagon why the overp aym&nt ocovrred and specify how/when.
the agency will start the recoupment proce du:rc

I have read the above staternents and wnderstand ifan overpayment is generated inzny bi-weekly
pay, recotiptment by the agency will take place,

-

NAME

TITLE/UNIT

DATE



MEDICARE TAX ELIGIBILITY FORM

Effective Apxil 1, 1986, all new state employees will be subjeot o pay 1.45% ofthel:
gross salary for the Medicare tax. This will be in addifion to their other deductions
suel as retirexment and fedaral and state tax.

Thave read the information sbove and naderstand that since;

X have been continncusly employed i state government singe

priorto April 1, 1986, Lam not requived to pay this tax.

I have not been continvously emploved in state government

since April 1, 1986, _1 am requived fo pay thistax.

Employes Signature Date



R-1300 {4111

Furpose: Gomplele form L4 so 1al yaur amployst can withheld the corec! amaunt of slate ncome lax from your salary
Instrotivns. Enployess who ate subject 1o state witbhelding should complate the parsonal allowanges wotksheael indloaling the humber of wiltibolding
personal exemplions in Block A and the number of depandenny credils i Block 5.

* Employess must flle 2 newwithholding exempion certificata within 10 days i (4e number of their exermplions degreases, exceptif the change is fie result
of the death of a spouse or a dependent.

= Employaes may file a new certiflcats any tima the number of thekr exemplions Incrazses.
* Uire 8should ba uged {o increase or decrease the tax withbeld for gach pay pariod. Detreases should be indicaled as a negative ampunt,

Penalties wilt be imposed for wililully supplying false informetion or willful faifure o supply informatian that would educethe withhelding exemption,

This form must be filed with your employar. It an employee fails o complsta tHis vithholding exemption certificate, the employer must withhold Loulsiana
Income tax from the employee’s wages without exemplion.

Note to Entployar: Keepthis certificate wih your recosds. If you believe that an employes hasImpioperly clalmed {06 many exampions or depsntency crediis, please
Torward acopy of the emplovees sigred L formwilhan expanation astowhy yorbelievethalihe employseimpiopery completed s form andany other supparting dogu-
manlalion, The informatien sheda be santto the Loulslina Depariment of Reventie, Criminal Investigations Division, PO Eox 2388, Balen Rouge, LA 708212339,

Block A

» Enier*0" o claltt naithat yourself nor your spatss, and chieck “No axempfions or dependents cledmed” under number 3 below,
You may enter“G*if you are marniad, and have a working spoliss or more than ona Job to avoid having ton e x withheld, A,

= Enter**to claim youmsel, and check “Sigle® under number 3 Bralaw. i you did not claim this exemptlon in connestion wilh ather
employment, or if your spouise kas not clafmed your exemption, Enler{*4e dlaim one personal exemptionifvouwill filz as head
of househald, and chack “Single” tader number 3 helow.

* Enfer 2" lo claim yourselfand your speuse, and theck “Marrded® under aumber 3 below,
Black B

* Enterthe numbar of dependents, nolincluding yoorse!f oryour spouse, whom you will clalm on your tax returs,
are daimed, enter "0’ .

o

Cut here ard give the bottom porlion of sertificate to your employer. Keep the top portion for your tecords,
Form Led}
Louien Employee’s Withholding Allowance Ceriificate
Hevénus
% Type or grint finst nae and middle Tnitiat Last name
2, Bocial Secrity Number 3. Selestane

1 No exemptions or dependenis elaimed  £18ingle 3 Married

4. Home address {numbar and shrest or sural rqule}

8. City Stale Z|p
6. Total number of exemptions claimed in Blosk A . 6.
' Tolat number of depercdents clalmed In Black 8 yd

8. fncrease oy dectease n e amaunt to be withheld each payperiod, Decreases shouki be Indicated as & negative amounkt. 8

| declare tmder the penalties imposed for fiing false reports thak the nimber of exemplions and dependency credits claimed on this canllficate do not axeasd
the numbet to which  am entitled. .

Empleyes's signaiure Dafe

The following Is {o be completed by employer,
9. Employer’s hama and address . 10. Employer's slate witkhnlding 2ccount nismber




Social Security Administration

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

Employee Name ' Employee ID#

Employer Name Employer ID#

Your earnings from this job are not covered under Social Security. When you retire, or if you become disabled,
you may receive a pension based on earnings from this job. If you do, and you are also entitled to a benefit
from Social Security based on efther your own work or the work of your husband or wife, or former husband or
wife, your pension may affect the amount of the Social Security benefit you receive. Your Medicare beneiiis,
however, wifl not be affected. Under the Social Security law, there are two ways your Social Security 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 entitied o a pensian 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 entitied to a pension from this -
job. For example, if you are age 62 in 2013, the maximum monthly reduction in your Social Security benefit as
a result of this provision is $395.50. This amount Is updated annually. This provision reduces, but does not
totally eliminate, your Social Security benefif. For additional information, please refer fo Social Security
Publication, “Windfall Elimination Provision.”

Government Pension Offset Provision

Under the Government Pension Offset Provision, any Social Security spouse or widow(er) benefit to which you
become entitled will be offset if you also receive a Federal, State ér local government pension based on work
where you did not pay Social Secwity tax. The offset reduces the amount of your Sogial Security spouse or
widowl{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, fwo-thirds of that amount, $400, is used to offset your Sccial Security spouse or widow(er) benefit, If
you are eligible for a $500 widow(er) benefit, you will receive $100 per month from Sacial Security ($500 ~
$400=$100). Even if your pension is high enough to totally offset your spouse or widow(er) Social Sectuity
benefit, you are stili eligible for Medicare at age 85. For additional information, please refer to Sccial 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.socialsecurify.qov. 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 $SA-1945 that contfains information about the possible effecis of the
Windfall Elimination Provision and the Government Pension Offset Provision on my potential future
Social Security Benefits.

Signature of Employee Date

Form $85A-1945 (01-2013)
Destroy Prior Editions -
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‘STATE OF LOUISIANA DEFERRED COMPENSATION PLAN
9100 Bluehonnet Centre Blvd., Suite 203
BATON ROUGE, LA 70809
Phone: (225) 926-8082
Fax: (225) 296-6832

-Hello and welcome to the Deferred Comp Plan!

ONLINE ENROLLMENT

To enroll iyt the LA Deferred Compensation Plan, simply access the Plan website and follow the
prompts.

www.louisianadep.com

Select: REGISTER
Select 1 of 2 choices:
o “I Do Not Have a PIN” - You may call 800-937-7604 for a Temporary PIN OR you may
- enter the requested personal data.

-0 “i Have a PIN” -You may enter your SSN and .PIN number.
Chocse “Continue” once you have advanced into the registration.
Create a USER ID and password.
Follow the prompts and cheose your contribution amount.,

NOTE: Your contributions will default into a Target Daie Fund (with a 6% contribution rate)

bused on your date of birth. Alternatively, you may choose your own invesiments by clicking on

"Customize Enrollment”. If you are interested in having your investments managed, you may
request a one-on-one phone appointment for assistance in customizing a risk strategy of your

retirement goals.

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



THE LOUISIARA PUBLIC EMPLOYEES 457(8) DEFERRED COMPENSATION PLAN.(PLRN) 15 A POWERFUL TOOL TO HELP YOU
REAGH YDUR RETIREMENT DREAMS, AS A SUPPLEMENT T0 OTHER RETIREMENT RENEFITS OR SAVINGS THAT YOU MAY
HAVE, THIS VOLUNTARY PLAN ALLUWS YOU TO SAVE AND INVEST EXTRA MIGNEY FOR REFREMENT—TAX DEFERRED!

Not only will you defer taxes Immaediately, but you may also bulld extra savings conslstently and automatically,
select from a variely of investment options, and learn more about saving and investing for your financial future.

Read these highlights 1 learn more ahout your Plan and how aimple it is to enroll, If there are any discrepancies
between this dosument and the Plan Doocument, the Plan Document will govern.

BETTING STARTED

WHAT IS A 457 DEFERRED COMPENSATION PLAN?

The Flanis a governmental 457 deferred
compensation plan, which Is a retirement savings

plen ihat aliows eligible émployees to supplernent any
exisiing retirement and pension beneiits by saving and
investing prefax and/or after-tax Roth dollars through
a valuntary salary cortribution. Contributions and

any eamings on contributions are tax-deferred until
money is withdrawn. Distributlons are usually taken
during refirement, when many patiicipants are fypically
receiving less income and may be in alower incorme
tex bracket than while working. Distributions are
subject to ordinary income tax.

WHY SHOULD | PARTICIPATE IN THE PLAN?

You may want to participate if you are inferested
in saving and investing additional money for
retirement and/or regducing the amount of current
state and federal income tax you pay aach year.
The Plan can be an excellent tool io help make
your future more comfortable,

You may also qualify for a federal income tax credit
-by participating i this Plan.

et s e
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For more information about this tax oredik, please
contact an Ernpower Retirement representative in
your area,’ :

IS THERE ANY BEASON WHY | SHOULD NOT PARTICIPATE
N THE PLAN? :

Participation may not be advantagsous if you are
experiencing financial difficulties, have excsssive
dlebt or do not have an adequate emergency fund
{typically in an easy-to-access account).

WHO IS ELIGIBLE TO ENROLL?

Al gurrent full-time and part-time Louisiana public
employees are inrnediately eligible to participate
in the Plan,

Certain independent contractors of the State of
Louisiana employer may be eligible to participate in the
Plan as well, Ask your employer for more information.

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

1, Completethe appropriate enroliment forms,
availzble throtigh your Retirement Plan Counselor.

2. Complete the appropriate forms, avallable on the
participant website under the Enrolf Now tab.



8. If you are a LA Gov HCM employes, vou
mey anroll on the particpant webske
with a link under the Enrolf Now tab.

indicate the amount you wish fo
contribute, your investment option
selection(s) and vour beneficiary
designation(s). Piease return the form(s) to
your Retirement Plan Counselor, fax to the
Baton Rouge office at {(225) 296-6832 or
trail fo Loulsiana Deferred Comyp Plan at
9100 Blugbonnet Centre Blvd. Suite 203,
Baton Rouge, LA 70808,

WHAT TYPES OF CONTRIBUTIONS CAN | MAKE?
Tradifional 457

» Contributions are macde with before-
tax dollars.

» Any potettial earnings on your
contributions grow tex-free, and your
distribution is faxable,

» [t lowers your cuirent faxable incoms
because you postpone paying taxes on.
contributions to the Plan,

Roth 457

» Corfributions are macle with after-
“tax dollars.

» Any Roth rmonay,. including contribuiions
and potential earnings, will grow fax-
free in your acecount,

» Your distributien ls Incorne tax-free if
you are eligible for a distribution from
your Plan, and you withdraw your
Roth contributions and any earnings
after holding the account for at least
five tax years, '

» If does not change vour current
taxable income.

if the Roth option is right for you,

make the appropriate changes to your
account by completing a Salaty Deferral
Agreement form. if yout are & LA Gov
HCM employee, you may make changes
via LouisianaDCP.com or the voice
response system at (800} 701-8255,

e g

WHAT ARE THE CONTRIBUTION LINUTS?

In 2017, the maxirnum coniribution amount is 100% of your
includible compensation or 18,000, whichever is less. It may
be indexed In $500 Increments after 2017, If you utilize both
the traditional and Roth 457 together, they must not exceed the
annual total contribution limit.

Participants in the Plan have two different opportunities to cateh
up and ceniribute more during the final years of thelr career. The
"Special Caich-up" allows participants in the three calendar years
prior to normal retirernent age to coniribuie more fo the Plan [up
1o doubie the annual confribution limit—$38,000 in 2017). The
additional amount that you may be able to coniribute under the
Special Calch-up option will depend upon the amounts that you
were eligible to contribute in previous yaars but did not.

Al=o, participants furning age 50 or older in 2017 may contribute an
additional $6.000, You may not use the Special Gatch-up provision
and the Age 50+ Catch-up provision in the same calendar vear,
Please contact the Baton Rouge ofilce af (225) 926-8082 for
assistanics with Spacial Catch-up i yvau think you qualify.

WHAT ARE MY INVESTMENT OPTIONS?

A lineup of core investment optiens is available through your
Plan, Invesiment option information s available through the
website at LouisianaDCP.com and the voice response system
ol free at {800) 701-8255. The websiie and voice response
system are avallable to you 24 hours a day, seven days a week.

If you enroll for the first time but don't cheose any Investment
options, you will be defaulted into a BlackRock LifePath Fund®
based on your date of birth {see the chart below), Target date
funds are a diversified mix of underlying funds whose asset
allocations change over time o bacome more conservative as
you near retirement.
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lacknk LifaPath dex Retirement Fund J )

D :
: el diltes el oTiet __ 1949 or before
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BlackRook LifoPafh Index 2020 Fund 10551859
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BlackRack LifePath Indeg 2630 Fund J 1965-1068
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BlackHock LifePatt Index 2040 Fund .J 1975-1979
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BlackRock LifePaih Index 2050 Fund J 1885-1983
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BlackRock LifePatls indey 2060 Fund J 1995 or later
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The Investments in the farget date funds will
gradually shiit irom more aggressive fo more
conservative as the target date approaches. The
itinds are designed to provide an age-appropriaie
mix of long-term appreciation and capital
preservation and are adjusted based on the number
of years left until the funde’ target date,

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

4 b ———

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

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

Yielghted %
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FOR ILLUSTRATIVE PURPOSES ONLY, Intgnded to ustrate possible
investment portfolio ellocedions that represent an investment strategy
hased on risk and reture. This Is not Inlended as Tnancil planming or
investment edvice,

Flease consider the Invesiment cbjectives, risks,
fees and expenses carefully before invesiing. For
-this and other important information, you may obtain
prospectuses for mutual funds, any applicable
annuity coriract and the annuity’s underlying funds,
and/or disdlosure documents from your registerad
representalive. For prospeciuses refaled 1o
investments in your Seli-Directed Brokerage Account
(SDBA), contact TD Amerifrade at (866} 766-4075.
Head prospeciuses carefully before investing.
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SELF-DIRECTED BROKERAGE

In addition 1o the core investment options, a self-
directed brokerage account (SDBA) is available
through TD Ameritrade. The SDBA allows you to
select from numerous mutual funcis for an additional
annual administrative fee of $80 par person,
deducted frorn your account at $156 quarterly {pius
any additional trading and transaction fees).

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

The S8DBA isintended for knowledgeable investors
who acknowledge and understand the risks assaciated
with the Investments contained in the SDBA.

SDBA accounts are not monitored by the
Commission or investment consultant to the Plan.
You will recelve a separate statement of your
holdings and activity from TD Ameritrade.

Review the SDBA Frequently Asked Questions
{FAQE) on the partictpant website,
LouisianaDCP.eom, for more informetion.

Go-io the lnvesiment Information tab, then dlick the
Seif-Directed Brokerage link.



MANAGING YOUR ACCOUNT

HOW 00 § KEEP TRACK OF MY AGEDUNT?

Empower Retirement will mail a quarterly account
statement to you, showing your account batance
and activity, You can aiso check your account
balance and move moeney ameng investmernt
options via the website at LouisianaDGR.com

or the voice response system ai {800} 704-8255.

You will also receive a separate quarterly statermnent
from TD Ameritrade that will detail the investment
holdings and activity within your SDBA, including
any fees and charges imposed in connectlon with
the SDBA.

HOW DO [ MAKE INJESTRIENT OPTION CEANGES?

Use your username and passcode to access

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

HOW B0} MARE CONTRIBUTION CHANGES?

Download the Salary Deferral Agreernent forrn from
LouisianaRCR.com or call the local Empower
Retirement office in Baton Rouge. A friendly and
helpiul representalive will assist you in getting the
current form. i you are a LA Gov HCM emplovee,
you may log into your account and make the
contribution changes.

ROLLOVERS

MIAY | ROLL OVER MY ACCOUNT FROM MY FORWIER
EMPLOYER'S PLANY?

Yes. However, only approved balances from an
eligible governmental 457{0), 401(k), 403(b} or 401z}
plan or an Individual Retirement Account ([RA) may
be rofled over to the Plan.*
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MBY } ROLL OVER MY ACCOUNT IF { LEAYE EMPLOYMENT
WATH MY GORRENT EMPLOYER*

If yout sever employment with your current employer,
you ray roll ovar your account balance ia anather
eligtble governrnental 457{b), 401(k), 403(0) or
401(g) plan if your new empicyer’s plan accepis
such rollovers. You may also roll over your account
balance o an [BA. No faxes will be withheld from
your transfer amount,

Please keep in mind that i vou rolf over your Plan
balance 1o a 401{k), 403(b) or 401(g) plan or IRA,
distribuiions taken before age 58% may also be
subject to the 10% early withdrawal federal tax
penalty. Please contact your Empower Relirement
representative for more informatior:.’?

VESTING

WHER AV | VESTED IN THE PLAN?

Vasting refers 1o the percentage of your account -
you are entitled to receive from the Plan upon

the ococumence of a distributable event. Your
coniributions to the Plan and any earnings they
generate are always 100% vested (including rollovers
irom previous employers),

DISTRIBUTIONS

WHEN CAN I RECEIVE A DISTRIBUTION FROM NI AGEOUNT?

There is no 10% early withdrawal penalty for a
qualifying dlistiibution svent. Qualifying distribution
evenis are as follows:

» Retirernent
» Unforeseeable emergency

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

- » Attainrnent of age 70%

» Death (your beneficiary receives your benefits)
» J-service transfer fo purchase service credit
» In-service de minimis

Each distribution is subject to ordinary income
tax except for an in-service fransfer to purchass
service credit,

* You are encouraged to discuss tolling money from one apcount to another with your financial adviser/planner, considering any potentfal fees and/or

limitation of investment options.



NO EARLY WITHDRAWAL PENALTIES ‘

Early distribirion penalties co not apply to 457
deferred compensation plans for eligible withdrawals
of 457 money. Any withdrawals will be taxed as
ordinary ncome and will be subject o a 20%

mandatory withholding. Loulsiana state income tax
will also be withheld.

WHAT ARE MY DISTRIBUTION DPTIONS?

1. Leave the value of your account inthe Plan until
afutlre date.

2. You may be able fo recelve payment inthe
following form:
= Perfodic payments
» Fixed annuity payments
» Partial [Ump sum
= Alump sum

3. Roll over your account balance to an efigible

. governmental 457(b), 401{Kk), 403(b) or 401{g) plan

orioanlBA*

WHAT HAPPENS TO MY AGGOUNT WHEN | DIE?

Your designated beneficiary(ies) will receive the
remaining value of your account, if any. Your
beneficiary(ies) must contact the Plan admmistrator
1o request a distribution.

FEES

ARE THERE ANY RECORDHEEPING OR ADIMINISTRATIVE
FEES 70 PARTICIPATE N THE PLAN?

The Plan will assess an administrative fee, based
on the following schadule, which will be assessed
guarierly and will be disclosed on the Transaction
Detalf section of your quarterly siatement under the
Withdrawals/Expenses heading.

The annual fee is 0.18% of the first $50,000 in your
account, with a minimum fee of $10 per year and &
rmaximurm of $90. Every quarier, all participants will
be assessed $2.50 up fo a balance of $5,555.58,
with 0.045% charged on balances from 85,655.57
up 1o $50,000,

e, e, et 50 D P At S o AL L A M AR A A P8 S B e By g e A b = e bt

P ——— S PSR TR PR PR R

The minimum quarterly fee js $2.50; the maximum
quarterly feeis $22.50. If your balance excesds
$50,000, you are charged the maximum fee of $30
per year, or $22.50 per quarter, but you will pay
nothing on the balance of $50,000.01 and above,

EXAMPLES
For a $10,000 batance:

» You'll be charged $2.50 every quarter on the
halances up to $5,555.56, The remaining
84,444.44 wili be charged a fee of 0.045%, or $2
(84,444.44 x 0.000456 = 82).

» The otal charged on the $10,000 balance will be
84.50 per quarter.

For a $100,000 balance:

» You'll be charged $2.50 every quarier on the
batances Lp to $5,565.58, Additionally, $44,444.44
will be charged a fes of 0.045%, or $20 (§44,444.44
% 0,00045 = $20). There is no fee for the portion crf
the halance above $50,000.

» The iotal charged on the $1 00,000 balance will be
$22,60 per quarier.

ARE THERE ANY FEES FOR THE INVESTMENT GPTIONS?

Alf loads (sales charges} on purchase transactions are
waived on core investment options within the Plan.

Each investment option has an expense ratio that
varies by investment option. These fees are deducted
by each investment oplion’s management cormpany
before the daily price or periormance is calculated,
Fees pay for investment mansgement expenses,
fund operating expenses, and revenue sharing.

These expense ratios are listed under the investmeant
Information tab then invesiment Performance link

at LouisianaDCP.com. For example, a $5,000
halance in & fund with a 0,86% expense ratio would
be assessed a fee of $12 per querter. This impliclt
fee is built into or included in the share price of the
investment option.



Funds rmay impose redemption fees on cartain
wransfers, redemptions or exchanges, Assef
alfocation funds may be sublect to a fund operaiing
expensa at the fund level, as well as prorated

fund operating expenses of each underlying fund -
in which they invest, For more information on all
applicable fees, please refer to the fund prospecius.
Prospeciuses are available under the lnvestment
Infanmation tab at LouisianaDCR.com,

ARE THERE ANY DISTRIBHTION FEES?
There are currently ne distribution fees for the Plan.

LOANS

MIAY | TAKE A LOAN FROM MY ACCOUNT?

Your Plan allows you to borrow the lesser of $50,000
or 50% of your total account balance. The minimurn
loan amount is $1,000, and you have up to five years
to repay your lvan—up to 15 yesrs if the money is
used to purchags your primary residence;

Participants may have a maximum of one
outstandcing loan at any time. There is & $50
origination fee for each loan, plus an ongoing
quarterly maintenance fee of $6.25, The loan
origination fee is deducted from the principal balence
of the loan proceeds. All loan payments are payroli
‘deducted. If your employer opts out of this process,
vou will not be eligible for a foan.

The quarterly mainienance fes is assessed against
your remaiiing account balance. The interest

rate for the loan s 2% over the Prime Rate as
published in The Walf Street Journal on the first
business day of the month hefore the loan is
originated. For more information on loans, contact
the Louisiana Deferred Compensation Plan office at
{225) 926-8082 or (800} 637-7604,

important note: In the event you pay off a foan,
there is & 30-day walting period before anocther foan
request can be processed,
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HOW DOES MY PARTICIPATION I THE PLAN AFFEGT
MY TAXES?

Because traditional 457 conirlbutions are taken out
of your paycheck before {axes are caloulated, you
pay less in currert incoms tax.

You do not report any clirent earnings or losses
O Your accouni on your current income &ax retumn
gither. Your account is tax-deferred until you
withdraw money, which is usually duting retirement,

Distributions from the Plan are texable as ordinary
incorme during the years in which they are distributed
or mede available o vou or your bensficlary(ies).!

IMVESTMENT ASSISTANGE

CAN | GET HELP WITH MY INVESTIFENT BECISIONS?

Ernployees of the State of Louisiana and Empower
cannot glve investment advice. There are financial
calculators and tools on the website that can help
you determine which investment options might be
best for you if you would iike to construect your Plan
account yourself.

HOW CAN T 6ET HELP CHOOSING MY
INVESTMENT OPTIONS?

Your Plan offers a suilie of services called
Ermpower Retirement Advisory Services {(Advisory
Services), offered by Advised Assets Group,

LLC {AAG), a registered invesiment adviser. As a
periiclpant, you may select the Managed Account
service, which has AAG, a registered investment
adviser, manage your Plan account for you, If you
prefer to manage your retirement account on your
own, you may select any investrent option or
opilons, and you may use the Online Investment
Guidance and/or Online Investment Advice tools.
These services provide a personalized retirement
strategy for you based on your invesiment goals,
fime horizon and risk telerance,



For more detalled information, please visit your Plan's

website at LouisianaDCP.com or call the volce

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

There is no guaraniee that participation in any of
the advisory services will resull in a profit or that the
account will outperform a sef-managed portfolio
investied without assistance.

V/HAT FEES DO | PAY TO PARTIGIPATE I

ADYISORY SERVICES?

Three levels of sevice are avaiiable with Advisory Services:
» Cnline Investmeni Guidance: No additional fes.

» Cnline Investment Advice: A $25 annual fee assessed
o your accouni at $6.25 guarterly.

» Managed Account service: If you choose to have AAG
manage your account for yeu, the annual Managed
Account service fee will autormatically be deducted
from your account balance quartetly based on a

" percentage of your account balance, as the table
below shows.

For example, if your account balance is $50,000,
fhe maximum annual fee will be 0.45%, or 0.1125%
per guarier, which equates 1o $225 annually, or
$56.25 quarterly.

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

10 & maximum fee of 0.45% annually, or 0.1125%
cuarterly, and the next $25,000 will be subject to a
maximurn annual fee of 0,35%, or 0.0875% quarterly.

100,000 x 0.1125% =3$112.50 quarterly ,
S R e
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Toted quarterly fee = $134.38 {or $537.5% yearly)




1 Representatives of Empewer Retirement do notoffer or provide investment, fiduclary, financial, legal or tex advice or act n a fiduciary capacity for
any client unless explicilly described In writing. Please consult with your Tavesiment advisor, altorney and/or tax advisor &s neaded.

2 Asset gllocation and balanced investment options and madels are subject fo the risks of the undarlying funds, which can a 2 mix of stocksfstotk
funds and bonds/bond {unds. For moie informalion, see the prospestus and/or disclosure documients.

8 The account owner is responsible for keeping their Pi/passeode confidential, Pleass contact Clent Services immedigtely if you suspect any
uneuthorized use, : '

Core ssctrlties, when offered, ars offered through GWFS Exuities, Ine, and/or other hroker-dealers,
GWES Equities, Inc., Member FINRA/SIPC, is awholly swned subsidizry of Great-West Life &.Annutly Insurance Company,

Brokerage services provided by D Ameritrada Ine., member FINRA/SIPC/NFA. TD Amertrade [s a trademark jointly awned by TD Amarih_‘ada P
Gompany, Inc. and Tha Toranto-Deminion Beak, Allghts reserved, Used with permission. Additions! information can be'obtained by calling TD
Ameitrade at {866) 768-40185. TD Ameriteade and GWFS Equities, ine. are separate and unafflialed,

Empower Retirernent Advisory Servioes aré offered by Advisad Assats Group, 116, a regislered investmant advisar and wholly ovened subsidiary of Great-
West Life & Annwity Insurance Company.

Ervipower Refirarment refiers io the products and senvices offered in the relirement markets by Great-West Lile & Annuity Insuranee Company, Corporate
Headauariers; Gresmuvood Village, CC; Great-West Lile & Areisly Insurarce CGompany of New York, Home Offios: NY, MY, end their subsidiariss and aifilizies.
Thetrademnarks, logos, servica marks and design elemants used are owned by thelr respestive owners and are used by permission, @2017 Great-West Lifle &
Annuity Insuranes Company. All iights reserved, 98228-01-BRO-2761-1708 AM100158-0247



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

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

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

INSTRUCTIONS: Please answer ALL questions completely. If a response requires an explanation, please
provide a brief description on the Explanation Page. If you have any questions or need help in answering the
questions 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: [0 Female: [
Soc. Sec. # (last 4 digits only):

Home Address:

Telephone Number:{ )

' Under La. R.S. 23:1371(A), the purpose of the Second Injury Board is to encourage the employment, re-
employment, or retention of employees who have a permanent partial disability.
PAGE1OFbB

SIB FORM D (10/17)



Disease and Other Medical Conditions you currently have or have ever had.

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

Y N YN Y N Y N
0O 0O Diabetes O 3 Cerebral Palsy O O Arthritis 1 O Heart Disease/Heart Attack
[ 3 Silicosis O O Tuberculosis 3 O Parkinson’s O O Congestive Heart Failure

1 [ varicose Veins
0 O Asbestosis

£1 O Hyperinsulinism
1 1 Alzheimer's
B O Emphysema
[ [ Hearing Loss
1 0 copD

i1 [0 Hypertension
O O Head Injury
O O Epilepsy

O O Stroke

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

O O Nervous Disorder
O O Muscular Dystrophy
O O Migraine Headaches
1 0O Mental Retardation
0 O Kidney Disorder

O O Loss of Use of Limb
0 I Seizure Disorder

[0 O Sickle Cell Disease

[ O Brain Damage

i1 [ Asthma

O [ Dementia

0 O Thrombophiebitis
[ [ Arteriosclerosis
9 0 Hodgkin's

O 0O Cancer

i1 [ Double Vision

[ [J Mental Disorders
O O Hemophilia

O O Bleeding Disorder

0 O Vision Loss, one or both eyes
O O Disability from Polic

O O Psychoneurotic Disahility
[0 O Ruptured or Herniated Disc
O O Ankylosis or Joing Stiffening
O O High/Low Blood Pressure
O O Carpal Tunnel Syndrome

O 0 Compressed Air Sequelae
71 O Disease of the Lung

O O Coronary Artery Disease

O 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 infermation
can be provided on the Explanation Page, if necessary.

Y N
[[1 [] Spinal Disc Surgery

O [ Spinal Fusion Surgery

[ [0 Amputated Foot

O O Amputated Leg

O [J Amputated Arm

1 O Amputated Hand

O O Knee Replacement

] [J Hip Replacement

7] ] Other Joint Replacement
[ [ Other Surgical Procedure
[3 [J Other Surgical Procedure
[J [] Other Surgical Procedure

] [[] Other Surgical Procedure

Employee Signature:

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

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

Left 0 Right O Year (approx. if unsure)

Lleft [0 Right 3  Year (approx. if unsure)

Left O Right OO0  Year {approx. if unsure)

Left B Right [J Year (approx. if unsure)
Left 0 Right O Year {approx. if unsure)
Joint Year
Procedure Year
Procedure Year
Procedure Year
Procedure Year

Date:

Employer Representative:

Date:
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EXPLANATION PAGE

Please use the space below 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? Yes[T  Noll

Are you taking medication for this condition? Yes[J No(l

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

Brief Explanation:

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

Are you taking medication for this condition? Yes[] Ne(Od

Do you have any permanent restrictions for this condition? Yes[] Nol[l]

Brief Explanation:

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

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

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

Brief Explanation:

CONDITION: Year Diagnosed (approx):
Are you still treating for this condition? Yes[1 Noll

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

Do you have any permanent restrictions for this condition? Yes[3 NolLl

Brief Explanation:

Employee Signature: Date:

Employer Representative: Date:
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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 FCR 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 infermation 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:

PAGE & OF 6
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Please answer the following questions.

1. Has any doctor ever restricted your activities? Yes [0 No L
If “Yes,” please list the restrictions:
Were the restrictions: Permanent [] Temporary []
Are your activities currently restricted? Yes [] No []

What is the medical condition for which you have restrictions?

2. Are you presently treating with a doctor, chiropractor, psychiatrist, psychologist or other health-care
provider? Yes [ 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 [J
If you answered “YES,” please provide the date for each injury and the nature of the injury:

How long were you on compensation?

Name of Employer:

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

Recommended surgery:

Approximate date of recommendation:

Doctor’'s Name: Specialty;

Doctor’s Address:

Employee Signature: Date:

Employer Representative: Date:

PAGE4 OF b6
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TO BE COMPLETED BY EMPLOYEE

EMPLOYEE WARNING

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

I 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:

PAGE5OF6
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State of Louigiang
QOFFICE OF THE GOVERNOR.

Offire of Elyerly Gifnirg

John Bel Edwards

Governor

The Office of State Uniform Payroll {OSUP) offers active employees the option to seffview and print
iheir W-2 In Louisiana Employee On-Line Services (LEO) in ligu of receiving a paper W-2 form via the
United States Postal Service (USPS). OSUP is reminding active employees who have not slected the
self-view and print option, to do so by December 81,

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

Participation is optional for all active emplovees:

o If youare actively employed and wish fo {ake advantage of the W-2 on-line self-view and print
option you must provide consant in LEQ by December 31. W-2s will be avallable in LEC for
viewing and prinfing by mid-lanuary.

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

¢ Once consent is given, it will remain for ali fulure reporting periods unless you revoke the
decision or separate from employment. To revoke your consent, you must do so in LEO by the
December 31 deadiine for the cuirent reparting vear. '

e Employees who separate from state service do not hiave the opfion of receiving their W-=2 on-fine
but will receive a paper W-2 through the USPS, Paper W-2 Forms will be malled January 31 or
the next business day if January 31 falls on a weekend.

Parficination is fast, sasy and no cost to vou:

¢ To pravide consent, revoke consent, and view and print your W-2 you simply have fo sign on to
LEO using your active password, Follow the step-by-step guidelines provided fo you in LEQ.

« To view and print your W=2 you will need an infernet conneation, web browser, access fo LEQ
with an acfive password and Adobe Acrobat software.

e There is no cost to you for this service; however, receivi ng your W-2 faster may give you a head
start on complefing your annual IRS tax filing and, if applicable, any veftnd may be received
SODNEr. 7

e Once the W-2s are avalable in LEQ (by mid~January}, you may view and print your W2 as
often as needed at no cost {o you.
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Duplicate W-2 information:

»  After providing congent in LEQ, an employee may still request & paper Form W-2 by contacting
thelr agency's EA/HR Depariment and complefing fhe Request for Puplicate W-2 Form,
OSUP/F3T. : :

e Duplicate W-2 copies for active employees not choosing the on-line self-view and print option
will be available In LEO begiining February 1. :

¢ JSeparated employees needing a duplicate copy of their W-2 should confact their EAHR
Depariment to complete the Request for Duplicate W2 Form OSUPF3T. Duplicate W-2
requests for separated employees will not be processed until mid-February,

You must maintain your current contact information in LEG or throtigh your EA/HR Department. This will
allow for all notices and updates fo be provided to yeu regarding your paper W2 and W-2 an-line self-
view and print options.

‘The Division of Administration will continue fo inform you, through your agency, of all required
information regarding the W-2 on-line self-view and print option, deadlines, andlor contact informatior
changes.

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

If you have any questicns regarding this process, please contact Angela Calloun at 225-342-9577.

Past Qffice Box 61 * Baton Rouge, Lovisiana 70821 * Phone 225-342-7100 * F ax 225-342-7133 * www.gosa.louisiana.gov
“An Bynal Employment Cpporimity Agency”



% Information Security Pohcy Appendu{ Division of Admirdstration
% Fnd User Agreemerat . Office of Technu!ogy Services

Overview

The State of Loulsiana is entrusted with sensitive, proprietary and confidential information, including Protectad Health
Information (PHI), Faderal Tax Information { FTi}, Criminal Justice Information {C1}, and Personally Identifiable
information (PII) and acknowledges that it should take steps to protect that information. One such step Is to confirm
that users of the State’s information take responsibility for the protection and appropriate use of the State’s 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 Policy,

Purpose

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

Applicability

This policy applies to all Users, including State employees, independent contractars and all other workers at an Agency,
including sl personnel affiliated with third parties. This policy applies to all computing systems, electronic media and
printad materials thet are utilized, owned, managed, or leased by sn Agency ot the Office of Technology Services (OTS).

General Requirements

All Users are responsible for exercising gond judgment regarding use of State resources in accordance with State’s
Information Security policies and procedures. The State’s resources may not be-used for any unlawful purpose, If you

have a question regarding the proper use of technical resources, contact the Information Security Hotline toll free at
{844) 6528019,

All State systems, Including handheld or mobile devices, computing devices, operating systems, applications, storage
media, network accounts, Internet, Intranet, Extranet, and remote access are the property of State, These systems are
to be used for business purposes in serving the interests of State, and of Agency clients and customers In the tourse of
normat operations.

Any personal devics used In serving the interests of State, must be approved by applicable Agency leadership and the
Information Securiiy Team (IST).

Any data created or stored on Agency computing systems remains the property of the Agency. Any personal use of the
Agency systems, including any documents or amails, are 2lso the property of the Agency and the State makes na
guarantee as to the confidentiality of personal use of Agency systems.

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

User Accounts

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

KEepbassWDrds secure and do nof share account ar password information with anyone. For example, do not wite
passwords down, do not ermail them and always use complex passwords (e.g., at least 8 characters Jong 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 believe that you have been granted access to systems or data outside the scape of your employment
responsibilities or job function, please contact the Information Security Hetline toll free at (844) 652-8018.

Office of Technology Services ~ ©  DataClassification Level: PUblic
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End User Agreemant T otfice of Technology Services

Computing Systems

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

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

State Employees using thelr vehicles to transport the State’s Computing Systems should exercise the utmest catition to
safeguard the privacy of and zccess to such devices, At no time should such equipment be left on car seats, in plain view,
in unlocked vehicles or stored in vehicles overnight,

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

Users of Agency Computing Systems must promptly report any theft or loss to the End User Support Services,

Security and Access Reguirements

All State Computer Systems or Agency approved personal devices used for State business purpases (e.g., PCs, laptops,
‘workstations, 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
personal data such as any portion of the user ID or name, a spouse’s name, or a pet’s name; or create passwards that
appear in the dictionary.

Users should secure thelr workstations by logging off or locking {control-alt-delete or Windows Key + L) the device when
unattended. . o .

Users must use due care when transmitting orstoring sensitive information. Communications outside ofan Agency
Network should use mechanisms approved by the Information Securfty Team {IST} for protecting Confidential or
Restricted Data {e.g., encrypiion).

Portabla computers are espedially vulnerable and will be protected by a current Antivirus solution and Personal
Firewalls, installed or approvet! by OTS, and may not be disabled or medified by Users.

Users must use extreme caution when accessing electronic media recelved from outside the Stats.

Users shall take the necessary and appropriate precautions when opening attachments or emails and shall nat open or
click on attachments or emails wher unsure of the legitimacy of the saurce or sender.

Known incidents or infections from a virus, malware, or other malicious software should be immediately reported to the
Infarmation Securjty Team.

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

Meeting hosts shatid verify that ail 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 to
restrict access to the meeting to only authorized individuals, Remote meeting prasenters should take care to close, or
protect, Confidential or Restricted Data while in “desktap sharing” mode.

Users will take reasonable stégps to protect all State property and informationfrom theft, r.{amage, or misuse. This
includes maintaining and protecting User workspace, equipment, and information from unauthorized access whether
working at Agency facilities or offsite,

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

Office of Technology Services . Data Classification Level: Public
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End User Agreement T T Otties of TechnoiagySemces

Newsrooms, Social Media Sttes, and Social Networking Sites

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

Virtual Private Network (VPN Usage

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

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

Connections to hon-State VPNs from within a State network must be specifically authorized hy ihe Enformatlon Security
Team (IST),

Physical Security

A State issued |dentification badge must be worn on your person in a visible location at all times within a State facility.
The identification badge must be properly secured and a lost badge must be immediately reported to the Information
Security Team {IST).

Do not facilitate the entry of non-badge personnel at any time. All visitors must check in at the rece ption ares, clearly
wear the Visitor badge at all times, and remain with their deslgnated escort atall times. Guests are not allowed inthe
State facilities after hours except with the spedific authorization of Agency leadership.

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

Individuals with access to Confidentlal or Restricted Data should maintain a clean desk, pickup printéd materialsina
tirnely manner and appropriately secure paper based documents when they are notin use.

Privileged User Accounis

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 their responsibllity to comply with alf security
meastires necessary and assist in enforeing 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 access or alter data for which they
have no valid business reason to do so. _ -

» Individuals will login to an Agency environment using standard user credentials and then Jog in.to a specific
privileged account, except when lagging directly into a system interface console,

¢ Privileged user accountts may nothe used to moedify the individual’s standard user account,

v Privileged user accounts must comply with requirements of the Information Security Pelicy prior to modifying
any systern or user account.

» Individuals with privileged user accounts understand and acknow[edge thatall pnwleged user accountactivity is
closely monitored. Individuals with priviieged user accounts may not use those accounts to modify, alter, or
destroy monitoring log data, except as required by their position responsibility as it relates to log rotation.

EE == P et

bﬁf&éﬁffé&hﬁéi'é'gg}'gé?ﬁ'i'égsmm T mm—— “Data Classification Leval: Public




e Information Sat:unty Pohcy Appendix Diwslcn O'fAdmfmSl.i‘a‘tan
/ End User Agreement T " office of Technology Services

= Individuals with privileged user accounts, and their supervisor or manager, will notify the Information Security
Team when the privileged user account is no longer required to perform that individual’s job function.

Unaceeptable Use

The following activities are, in generzl, prohibited. To the extent a State User needs to be exempted fromone ofthe |
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 disrupting production services), that State User will be provided express
authorization from the Information Security Tearm. The activities below are by na means exhaustive, but attempt to
provide a framework for actlvities which fall into the category of unacceptable nse.

Systemt and Network Activities
The following activities are strictly prohibited, with no exceptions:

¢ Engaging in any ackivity that s iflegal under local, federal, or international law.

* Violations of the rights of any person or company protected by copyright, trade secret, patent or other
intellectual property, or similar laws or regulations, including the installation or distribution 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 distribotion 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 ficense is strictly prohibited. The use of any
recording device, including digital cameras, video cameras, and cell phone cameras, within the premises of any

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

+ Connecting network devices such as wireless access points o personal laptops into the State’s network
environment without proper authorization from thi Information Security Team (1ST). ot

» [ntentional introduction of malicious programs into the network ar server {e.g., viruses, worms, Trojan horses, e~
mail bombs, ete.)

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

* Using an Agency computing assetto actively engage in procuring or transmitting material that is in violation of
sexual harassment or hostile workplace faws in the user's local jurisdiction,

# Making fraudulent offers of products, iterns, or services ariginating from any State issued user accourt.

» Effecting security breaches or disruptions of network communication. Security breaches Include accessing data
of which the individual is notan intended recipient or logging into 5 server or account that the Individual is not
expressly authorized to access, unless these duties are within the scope of regular duties, For purposes of this
section, “disruption” includes degrading the performance, deprwmg authorized access, disabling or degrading
security configurations,

¢ Portscanning or security scanning is expressly prohibited unless prior approval is granted by the Information
Security Team.

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

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

Interfering with or denying service to any Usef {e.g., denial of service attack].

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

Utilizing unauthorized software, hardware, proxy avoidance websites or services, or any other means to access
to any internetresource o website that has been intentionaily blocked or filtered by the State, Agency, or IST,

¢ &= 2 & @
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Email and Communications Activities

Sending non-business related unsolicited emait messages, text messages, instant messages, or voice mail,
including the sending of “junk mall” or other advertising matena[ to individuals who did not specifically request
such material (email spam). '

Engaging in any form of harassment or discritnination through emeil or other electronic means.

Use of personal email account from the State networks.

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

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

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

Posting non—busmess—re[ated messagestoa Iarge nurabers of Usenet newsgroups (newsgraup spam).

E-mail may not be stored on personal devices {e.g., home computers, personal laptops, PDA’s, Smartphones,
ete.} except as authorized by the information Security Team (IST).

Text messages should notto be used for business discussions. Confidential and Restricted Data shall not be
commuinicated over fext messaging.

Users of Confidential and Restricted lnformation

By sighing this Agreement, Users acknowledge that they are aware of and understand the State’s policies
regarding the privacy and security of individually identifiable health, financial, eriminal and other personal
infarmation of individuals and employees, mc[udmg the policies and procedures relating to the use, coliection,
disclosure, storage, and destruction of Confidential and Restricted Data. =

'In consideration of Users’ employment or association with the State and asan mtegrai part of the terms ancl

cenditions of such employmant or association, Users covenant, warrant, and agree that they shail notatany
time, during their emplayment, ontract, assoclatlon, or appointment with the State or after the cessation of
suich employment, contract, assoclation, or sppointment, access or tise Confidentia) or Restricted Data except as
ray be required In the course and scope of their duties and responsibilities and in accordance with applicable
law and corporate and departmental policies governing the proper use and release of Confidential or Restricted
Data,

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

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

Users further acknawledge that by virtue of their employment, contract, association, or appointment with the
State, they may be afforded access to Confidential Information concerning the operations and practices of a
State Agancy, which shall specifically Include, but shall not be limited to inventions and improvements, ideas,
plans, processes, financial information, techniques, technology, trade secrets, manuals, or other information
developed, in ‘the possession of, or acquired by or on behalf of the State, which relates to or affects any aspact
of Sate’s aperations and affairs {(“Confidential Information”). Users agree that they will not use, disclose, or
distribute Confidential Information or information derived therefrom except for the exclusive benefit of the
State Agency,

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

e ofTachnoIogySe_erés r———— T
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Enforcement '

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

ate pipyee Contractor

Name:
Title:
Agency:
Phone:
Email:
Signature:
Date:
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Biate of Louisiana—~Office of State Uniform Payroli
Affordable Care Act (ACA}
Newly Hired Employee Offer of Coverage Worksheet

This worksheet Is used to document the LaGav HCM Paid Agency's feasonable expectations regarding the “full-fime”.
Siglus of a newly hiredfransferred employee. A copy of this completed form should he maintained in the

employee’s file,

1. Personnel Areg Number/Name 2. Employee Name

3. Personnal Number 4, Dats of Hire

5. Bxpected Langth of Bmployment

8. Did the newly hired/transferred employee work for any LaGov HCM pald agency in the last 12 months?

O YES—Proceedio 7
b NO—Proczed to 8

7. Was the newly hivedfiransferred employee in a stendard or initiel measurement period a2t any agency?

O YES—~Proceedin 8
O NO-~Proceedio8

if you are unsure, contact the prior employing agency or execule the AGA report (ZP136).

" {8, Isthe newly hireditransferred empioyee in @ current stability or mnitial glability psriod at any agency?

0O YES ~Employses contintiea to be eligible for health coveraﬁe. Make appropriate entries in LaGov HOM.
0 NO-Proceediod

Note: A break in service only ends the stabilify period i it was: (1) at least a 13 week break in servics, OR (2} a break In
| service of at lsast four (4) weeks but fonger than the prior period of employment. :

9. Does the agency expect the newly hiredfiransferred employee to work at least 30 hours per week at the time of
fnireftransfer? .

I3 YES~—The offer of health coverége must be made in accordance with OGB guidelines, Enter applicakle
information in eEnroliment/LaGov HCM. Document the offer (GB-01) and keep copy for file.

[T NO - Proceedto 10 -

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

10. Is the newly hired/transferred employee replacing a full-fime (at feast 30 fiours) posifion? Example; the employes
: is filling in for & permanent position while the employee halding the position s out on feave. :

O YES —The offer of health coverage must be made in accordance with OGB guidelines. Enter applicablie
information in eEnroliment/LaGov HCM. Document the offer {GB-01) and keep copy forfile.

8  NOC~ Proceed to 11

IMPORTANT: The offer of coverage must be documented and filed in the empfoyeéis file.

1. 5 e newly hired/transferred employee a variable hour employee? A variable hour employes is defined as an
employee for whor the agency cannot reasonably determine based on the facts and circumstances upon the date
qf hire whether the new hire will work on average at least 30 hours perwesk.




Rev. 8/2022
Office of the State Americans with Disabilities Act Coordinator (OSADAC)

VOLUNTARY SELF-IDENTIFICATION OF DISABILITY FORM

Employee Name: Personnel #.

As an executive branch state agency, the [Office of Elderly 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 fo 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.

Identifying yourself as an individual with a disability is voluntary, and we hope that you will
choose to do so (if applicable). Your answer will be maintained confidentially and will not be
seen by hiring officials or anyone else involved in making personnel decisions. Completing the
form will not negatively impact you in any way. For more information about this form or the
Americans with Disabilities Act, visit the Office of the State Americans with Disabilities Act
(ADA) Coordinator’'s website at hitps://www.doa.la.gov/office-of-state-ada-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 e 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 HIV/AIDS « Gastrointestinal disorders, for Sclerosis (MS)
» Blind or low vision example, Crohn’s disease, or « Psychiatric condition, for
e Cancer irritable bowel syndrome example, bipolar disorder,
» Cardiovascular or heart o Intellectual disability schizophrenia, Post
disease e Missing limbs or partially Traumatic Stress Disorder
s Celiac disease missing limbs (PTSD) or major depression

s Cerebral palsy

L1 YES, | have adisability ~ [] NO, | do not have a disability []1do not wish to answer

You are encouraged to carefully
review our agency’s policy
specific to the Ameritans with
Disabilities Act and/or 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 personnef file.



O  REVISION
0  NEW REQUEST

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

Employee Name

Employee Personnel Number

O APPROVED O APPROVED WITH CHANGES

DATE

* Ilacknowledge that I am aware that changes to working times or schedules shall be submitted at the end of each quarter
{March, June, September, or December.) Requests based on medical needs may be submitted at any time althoungh
additional docurentation will be required.

DATE

Employee’s Signature

HRM 1020
fRevised 05/202}




PERSONNEL HANDEDOOK

Office of Blderly Affais
TPersonnel Manual
CONFIRMATION FORM

CONFIRMATION AND CONSENT FORNM

OFFICE OF ELDERLY AFFAIRS

Having received a copy of the currant Office of Elderly Affairs PersonneiManual, |
state that | have read and understand the contents,

Signature, : Date

SAFETY MANUAL

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

fame

Bate

Revised September 2014
116



GOVERNOR’S OFFICE OF ELDERLY AFFAIRS
POLICY :I’ROH_IBITING SEXUAY, BARASSMENT

ACKI\TQWL’EBGEMENT AND CERTIFICATION
" My signature izcrean ack&owlec‘fges ﬂza’c-
1 Ireceiveda 2 00py of GOBA’s Palm}r Prothmng Sexual I-Iarassment, .
2 Trcadthis Policgs _ '
3} Tunderstand the content of this Policy;
4) Laprez to abide by the tevrus and provisions of this Policy;
5 Tunderstend thet comp!ianca with this Poliny is a condition of e.mplnyinmt' and

&) Tunderstand that disc1phna13r action, mcludmg the posgibility of dismissal, will bc mpased
on those who viclate the feons aud provistons ofthis Py,

EMFPLOYEE SIGNATURE DATE

——

EMPLOYER NAME (GRIND) |

llsle:!l!kk!kllxl!l:x:xltl:lll!Xl&!K&lKlﬂllxtl#llxxllﬂkﬂ%#xnlxHﬂxli‘ln‘ﬂﬂﬂh!ﬁll#!t#

« BUMAN RESOUCES CERTIRYCATION

My sign ature hereon acknowledees that:

- I persomaily &iscnssedm detail GORA’s Policy Prohibiting Sesmal Haras sment with the
employee identiffed sbove; .

A I answered this empioyee’s guestions r&ga:ding this Policy;

3) T confirmed this amployee 's completion of the onlins fraining on sexual haxassment
wrovided through CPTPR; and

4 Tinformed the employes of the consequences of viclating this Policy,

HR BIGNATURE DATE

BUMAN RESOURCES NAME (PRINT)

I!Ill!llxﬂllIIIItk!lllltllllxll!!I!#lllxtﬂliuﬂkiltlxIIK!NKKKNHKHKIHHRKHKK!IIITt!I[::

r . R
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BraTE o LOUISIANA
DRIVER AUTHORIZATION FORM

. TO BE COMPLETED ANNUALLY, UPON CHANGE OF STATEOF ISSUANCE, CLASE OF LICENSE, AND/OR DRIVING

RESTRICTION CHANGE
Agency:
Employes Name: Employee Nomber:
lnraediate Supervisor: Driver Training Course (MM/DD/YY);
Drivers Licenss Number Siafe of Issiance:

AGENCY HEAD OR DEBJGNEE AUTHORIZATIDN

By executing this document, | have reviewed the Official Driving Record and Driver Training Gourse dates and have
copfimned the information fo be cuyrent and in accordance with the ORM Loss Prevention regtirements,

My ?}ignature authorizes the aforementioned emgiloyee to drive the follawing on state business as required {check all that
apmyi

STATE VEHICLE
RENTAL VEHICLE
PERSONAL VEHICLE

AGENCY HEAD ) DATE DF AUTHORIZATION
{or designated individual)

EMPLOYEE ACKNOWLEDGENMENT/AUTHORIZATION . . . .

Thig is fo cartify that, as a condition of and ¥ atithorized to drive my personal vehicle on sfate business, [ have and will
tnaintain at least the minimura fability coverage a3 raquired by 14, RS, 32:000 (B 12). )

I inderstand ihat the use of my vehicle on sfafe business requires prior writien authorzation fom Wy supervisoet or
agency head.

Further, by slgnlng this document, | agres fo notify my dgsncy in writing shauld any of the following change on my license:
Drivers License No., State of Issuance, Class of License or Driving Restictions.

| anthorize my ageney fo obiain access o my Official Driving Record (ODR) as necessary fo comply with the Stafe's Loss
Prevention Program. . .

| affirmatively acknowledge and understand that operating a state-owned, stafe-ented or stafe- |
leased vehicle while infoxicated as set forth in R.S. 14:98 and 14:98.1 is strictly prohibited,
unauthorized, and expressly violates both the terms and condifions of my use of said vehicle, and
my employer’s instructions. In the event such operation results In my being convicted of, pleading
nolo confendere to, or pleading guilty fo, driving while Infoxicated under R.S. 14:08 or 14:88.1, |
acknowledge and understand ihat such would constitute evidence of: (1) my violating the terms

rmel A monm m e tinee nE i seahdeda fOY mane veimbndlna S Alrmadine oF meir e lat s arned SN s

My signature on this document shall remain in effect until revoked by the agency or uniif a new form is executed.

ENPLOYEE SIGNATURE DATE

07012012
DA 2054




"ANNUAL SUPPLEMENTAL SIGNATURE PAGE

EMPLOYEE NAWE:
DRIVERS LICENSE NUMBER:
DEPARTHIENT/AGENCY:

AGENGY HEAD OR DESIGNEE STATEMENT

By executing this dectiment, | have reviewed the following and have confirmed the information fo be
current and In accordance with the ORM Loss Prevention requirements:

Official Driving Record
Drivers Training Course

Further, my sighature allows the aforementioned employee fo drive a sfate vehisle, rental vehicle or
personal vehicle on state business. .

Agency Head Date of Authorization
. {or designated individual) .

Agency Head ] , Date of Atfforization
{or designated individual) : .

" Agency Head Dafe of Aufhiorization
(or designated individual} '

Agency Head

Date of Authorization
{or designated individua)

Agency Head

Date of Aufhotization /!
{or designafed individuaf)
Agency Head Pate of Authorization
{or designated individual)
Agency Head Date ofAufhorfza_ffon

(or designated hidividiual)

{(BUPLICATE SUPPLEMENTAL SIGNATURE PAGE AS NEEDED)

07/G1/201
DA 2054
SUpp.-'I




