NEw HIRE CHECKLIST
GOVERNOR’'S OFFICE OF ELDERLY AFFAIRS

A. - FORMS TO BE COMPLETED BY EMPLOYEE - MANDATORY

Application for LASERS retirement system {Optional if transferring from another state agency; enter “NO CHANGE” on form
and sign.)

Lasers Beneficiary Form

Lasers Benefit Forfeiture

Appointment affidavit SF-13

Deferred Compensation enrollment (optional)

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

Emergency contact information

Employment eligibility verification I-8 form. MUST HAVE COPIES OF DOCUMENTS ATTACHED.

Tax form W-4 federal taxes (Optional if transferring from other state agency. Can write “NO CHANGE” on form.)
Flexible spending accounts enrallment form {optional)

Insurance - Office of Group Benefits enrollment/change form MUST BE COMPLETED BY ALL NEW HIRES.

+ If not already enrolled in Group Benefits, OBG will request proof of coverage for PORTABILITY.

» |F NO COVERAGE 1S SELECTED, COMPLETE SECTION I. WAIVER OF COVERAGE. Employee keeps gold copy.
Louisiana Second Injury Fund E-2 form. Employee must complete and place in sealed envelope marked “CONFIDENTIAL.”
Medicare tax eligibility form
Planned working time change notification _

Prior state service verification. Employee must review and sign EMPLOYEE NOTIFICATION FORM and CS02 to verify.
Recoupment of Overpayments

Tax form -4 state taxes (Optional if transferring from other state agency. Can write “NO CHANGE” on form.)
Statement Concerning Your Employment in a Job Not Covered by Social Security

Statement of Agreement RE: Compensation for Overtime Work

Driver Authorization Form -

Transcript

Review overtime Rule 21.12( Check with transferring agency to make sure leave is canceled or paid out before transfer)
Newly Hired Employee Offer of Coverage

Online W-2 Selection

OTS User Agreement

Galvez Parking Garage Access Form

GOEA Telework Agreement Form

'B. . INFORMATION TO REVIEW WITH NEW EMPLOYEE |
Change in information to be reported to HR

Check issuance

Dress code

Earning of annual/sick/compensatory {K) leave

Holidays

LEO self-service

Performance Adjustments increase

Parking

3/31/2023



Performance Evaluation (PES) system
Personnel manual (have employee sign acknowledgement form and send it to HR.)
Political Activity policy (employee must receive copy)

Position title and starting salary
Probationary period {If transferring in from another state agency with permanent status, this does not apply.)

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

3/31/2023



SF-13 (R5-03) APPOINTMENT AFFI DAVITS

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

[APEOINTER AGENCY JOVISION
PRESENT 8 TRER] ADDRESS PLAGE OF EMPLOYRENT
VI SIATEZE DATE OF BIRTH

A. SINCE YOU FILED THE APPLICATION RESULTING IN YOUR APPOINTMENT, HAVE YOU BEEN INDICTED
OR CONVIGTED OF ANY LAW VIOLATION {excludes minor iraffic violations)?  [] YES {Ino
IFYES, GIVE DETAILS: )

DATE LOCATION GHARGE

{ DISPOSITION

B. SINCE YOU FILED THE APPLICATION RESULTING IN YOUR APPOINTMENT, HAVE YOU RESIGNED OR
BEEN DISCHARGED AS ARESULT OF MISCONDUCT? E1¥ES [ NO

IF YES, GIVE DETAILS:

C. DG YOU NOW HOLD OR AREYOU A CAND!D)\TE FOR AN ELECTIVE PUBLIC OFFICE? [JYES [ NO

B. AS REQUIRED BY LOUISIANA REVISED STATUE 42:52

Do you solemnly swear {or affirm} to support the Constituflon and Jaws of the United Siates and Consiitution and Jaws
of this State, and faithfully and impartially discharge and perfosm alf of the dities ineumbent upon you as a Stale
emplovee acnording fo the hest of your ability and understanding? [1YES [TINO

TEE SIGNATURE OF APPOINTEE SOCIAL SECURITY HO,




B REVISION
0 NEW REQUEST

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

Employes Name -

Ermployee Personnel Number

¥ request fo set my plapned working tim Date:
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0 APPRODVED WITH CHANGES

DATE

*  Tacknowledge that T am aware that changes to working times or seliedules shill be submitted at the end of each quarter
{March, June, September, or December,) Requests based on medical necds may be submilted atany thme although
additional documentation will be regulred,

DATE

Employee’s Bignature

HR¥ 1020
Revised 05/2021
PAF 1024



MEDICARE TAX ETIGIBELITY FORM

Effective April 1, 1086, il new state employees will be subject to pay 1.45% of their
gross salary for the Medicare tax. This will be in addition to their other deductions
such as yefiverent and federal and staie tax.

Thave regd the infermation above and understand that sinee:

1have been continwously employed i state government since

priorto Apri 1, 1986, Xam notreguived fo pay this tax.

T have not been contiononsly employed in state government
since April 1, 1986._X am vequived fo pay this fax.

Employee Signature . ' Date



Social Security Administration

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

Emplcyee 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 yvau do, and you are also entitled {o a benefit
from Social Security based on either your own wark or the work of your husband or wife, or former hushand or
wife, your pension may affect the amount of the Social Security benefit you receive. Your Medicare benefits,
however, will not be affected. Under the Social Security law, there are two ways your 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 entitled to a pension from a job where you did not pay Social Security tax.
As a result, you will receive a lower Sogcial Security benefit than if you were not entitled to a pension from this
job. For examiple, if you are age 62 In 2013, the maximurm monthly reduction in vour Social Security benefit as
a result of this provision is $385.50. This amount is updated annually. This provision reduces, but does not
totally eliminate, your Social Security benefit. For additional information, please refer to 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 or local government pension based on work
where you did not pay Social Security iax. The offset reduces the amount of your Social Security spouse or
widow(er) benefit by two-thirds of the amount of your pension.

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

For More Information
Social Security publications and additional information, including information about exceptions to each

provision, are available at www.soclalsecuriiy.gov, You may also cafl 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.

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

Signature of Employee Date

Form SS8A-1945 (01-2013)
Destroy Prior Editions



Govefn.or’s Office of Elderly Affaivs
PRIOR STATE SERVICE QUESTIONNAIRE INFORMATION

The putpose ofthis form is to obtain information for determining the specific amount of State service to your credit.
This information is needed for several reasons:
\

o One exanple ofits use is that the amonnt of sick and annval leave that you accraeds determined by your length
of State service.

» Another example is that the length of State service is used to deterraine the order of implementation of layoff
and Tayoff avoidance measures.

In order to determine your length of State service, it will be necessary for you to furnish ns with the Information
requested on the attached form. The following information should be helpfid to you whern completing this form.

The following examples axe considersd State service for leave acomel pUrposes:

1

1, Serving in eny efussified position.

2. Serving in any #nclassified position. Examples of creditable unclassified service would be:
2. Employees of state schools: teachers, substitule teachers, teachers’ aides, lunchroom workers
and school bus drivers.
b, All employess of pavish and State school bpards.
c, State board or Comumission members.
d Heads of departments appointed by the Govexnor.
g Students who were employed in accordance with Civil Service Rules 1.5.1 and 4.1(2)2.

These are the Tnost common examples considerad as State service for The-purpose of layoff and léyoff avoidance
measures and ave not all inclusive:

L Al Hime speni o any type of classified appointorent priox to Janoary 1, 1983,

2. All time spent o any type of maclassified appointment priorio January 1, 1983, Seeabove examples
2a-e.

3. Classified State service obtained after 1, 1983, on probational, job and permanent appointments that
were not part-time infenmittent and onresfricted or provisional appointments that were converted to
probational or job appointments and were not part-time Intermittent.

Tt is the policy of the BR. Office to verify and credit to your leave record any prior elassified state service. However,
student or other unclassified employment with 2 public school or state university must be verified by you. Itisyorr
responsibiliiy to provide the HR Qffice with certification fiom the applieable schocl or school board of your total
time worked before credit can be shown on your record, Jf employment was not full-fite, verification mustbe in
- pumber of benrs worked.

When completing the attached questionnaize, list each stafe agency, including this one, where you bave been
enployed and length of service with each agency. Start with your most recent employment and work back.

After completing the questionnaire, please sign it.
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RECOUPMENT OF OVERPAYMENTS:

Tt ghall be the policy of the Governor’s Office of Elderly Affalrs to notify employee (5) when an
overpayment has occurred and recoupment must take place,

‘Wiitten notification will give the reason why the overpaymant oceuared and specxfy how/when
the agency will start the recoupment pmaedure

T have read the ahove statements and understand if an overpaymentis generated in my bi-weekly
pay, recoupment by the agency will tuke place.

NAME

TITLE/ONIT ‘

DATE



.

1 ; understand that agencies of the State of Louistana

have the option of granting compensatory leave for avertime houtss worked.

NON-EXEMPTEMPLOYEES: Invases wherethe Falr Lahor Standards Actapplies, such leave will ba credited
10 nan-exempt emplovess at the rate of one and one-half oty for each hour worked,  For overtime
hours worked during weeks when leave Is taken {with or without pay}, or when holidays are observed,
the agency may opt o use straight-time cash payments or hourfor-hour compensatory leave o
compensata non-exempt employees, in accordance with the Rules of the Department of State Civil

Service.,

EXEMPT EMPLOVEES: Agencies have the opifon of graniing no overiine compensation at all to exempt
employees; but if the agency thooses to compensate exempt employees for overtime, the agency may
choose o compensate such employees with compensatory leave ratherthan cash payment.

PAYMENT OF COMPENSATORY LEAVE UPDN SEPARATION:

* NON-EXEMPT EMPIOYEES: | also understand that non-exempt employees shall be pald upon

" separation for any time and one-haif compensatory leave earmed for overtime, as required by the
Fale Labor Standards Act, Other straight, howr-for-hour compensatoty Jeave shall be paid upon
separation In accordance with Civil Service Rule 21,12, ) ’

»  EXEMPT EMPLOYEES: Compensatory leave credited to exefopt etuployses may or may not be
paid upon sepsration in a2ccordance with the applicable Civil -Service Rules. Any such
compensatoty Ieave that is not paid, shall be cancelled, in accordance with the applicable Ciwil
Service Rules.

I have read the above and agree fo accept compensatory leave as compensation for overtime work.

Printed or Typed Nama:

Signatura; Date




GOEA Employee Emergency Notification

Date:

New Revised ____

Employee Name:

Title:

Address:

City:
Zip Code:

Home Phone:

Cell Phone:

Employee Supervisor:

Name:

Title:

Contact Number:

For emergency putposes only, please list alternate staff:

Staff Name/fTitle Contact Number

'Work Phane:

Loulistana Govemor's Office of Elderly Affairs
(Galvez Building

602 North 5ih Street, 4th Floor

Baten Rouge, Louisiana 70802

Phone; 225-342-7100

Fax 225-342-7133

weny GOEA Lovisiana Gov

Person to Nofify in Case of Emergency

Natne ()

Address:

State;

Home Phone:

Celi Phone:

Relationship:

Name (2)

Address:

State:

Home Phone:

Work Phone:

Gell Phones

Relationship:

Other Information:

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

Yes No

PAF 2018
Revised 7/18/2022



OSUPRFI2A

R.Q1/p5/2011
STATE OF LOUISIANA,
LAGOV ERP-HUMAN CAPITAT, MANAGEMENT
DIRECT DEPOSIT ENROLLMENT AUTHORIZATION
MAIN BANK (PRIMARY ACCOUNT)

EMPLOYEE 83N DEPARTMENT/OFFICE QR AGENCY

ACTION TYBE (¥ ong}
] NEW [] CHANGE [ TERMINATE THIS OPTION

- PRIMARY ACCOUNT INFORMATION

: . - (MeinBank) - - 0 " - -
DEPOSIT AMOUNT TO THIS ACCOUNY WILL BE EQUAL TO NET PAY LESS ANY DEPOSITS TQ SECONDARY ACCOUNTS,

FINANCIAL TNSTITUTION NAME FINANCIAL INS HTL/TION ROU TING (ABA) NUMBER. (Banf. Kep)
BANK ACCOUNT NUMBER ACCOUNT MAME * {Ex; Mr. and Mrs, John Daoe, John ar Jane Brog, John Dos)
ACCOUNTTYTE (v one} (Bowk Control Key ** Aceount verification or completion of enroliment form by

financial institution will assure the accuracy of account data:
1 #*CHECKING
{provide voided cheek oraccount vertfination ) Signature From institutions

[ ] **SAVINGS i
{obtain sceount# & ABA ¥ from financial institulion) Effective Date PAYDAY
Phione numbrer:
(Priot fuil opme}
X althorize and request the State of Louisiana to direct my net pay

check o the account at the financial instiiution 1 designated above.

It is my responsibility to notify wy Employee Administration Office, as appropriate, should any changes occur to account
specified, Considering all shove conditions are met, this authorization remains in full effect unfil a written, signed
notification to terminate, or another signed form (OSUP/F124) indicating fermination of this option is received from me
and the Slate of Loulsiana has had reasonable opportunily to act wn the tenpination. However, 1 undetstand and
acknowledge that I am responsible for any account information indicated on this form as well as any account information
that T add or any changes that I make to my accounts through Louisiana Employees Online (LEO).

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

I affirm that the entire amount of the payroll direct deposits sent fo my account at the financial institution
designated above will nof subsequently be forwarded to a foreign financial fnstitution.
[_] I'affirm that the entite 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 numiber where you can be reached
between 8:00 am and 4:30 pm
*Deposits can only be made to accounts that belong to you. Exceptions: Deposits can be made fo the accounts of dependents or a
parent/gnardian when tlie employce is & dependent of the parent/guardian.
**Agency requirements may vary. Contact your Emplayee Administration office if you heve any questlons.

TO BE COMPLETED BY EMPLOYEE ADMINISTRATION OFFICE:
MARBANK - G

T FINANCIAL TNSTITUTION ROUTING (ABAJ NG, (1 nict provided 2bove)

TERSONNEL AREA NUMEER T PERSONNEL NUMBER EET VALDITY DATE

[1 CHECK HERE IF SECONDARY ACCOUNT FORMS ARE ATTACHED



Employment Eligibility Verification . USCIS

Department of Homelapd Securify 7 omf g??sf;iow
U.8. Citizenship and Immigration Services Expires 10/3172022

N R e e

WSTART HERE: Read instrustions carefully before completing this form. The Instructions must be availabla, ejther in paper or elsctronically,
during complation of this form, Employers are Hable for errors In the compiction of this farm.

ANTL-DISCRININATION NOTICE: It Is flegal fo diseriminate against work-autherized Individuals. Employers CANNOT speclfy which desument(s) an
employee may present to establish employment authorizalion and identity, The refusal fo hire or cortinue fo employ an individual because the
re expifalion dale meay also constifute llegal diserimination.

eI S T
HeIoeECceenlig:

First Name (Given Name} Middle Initiat Other Last Mames Used {iFamy
Address (Sireef Number and Name) Apl. Number | Gity ar Town State ZIP Code
Date of Bifh fmm/ddiy) 1.8, Scclal Securily Mumber Employes's £-mall Address Employee's Telephone Number

Iam aware {hat federal Taw provides for imprisohment endfor fines for false siafements or use of false documants in
counection with the completion of this form.

I atfest, under penalty of perjury, that i am {check one of the following hoxes):

{1 1. Acitizen ofthe United States -
{1 2. A noncitizen natioral of the Uniled States (See fnstructions)

] 3. Alawhid permanest resident  (Allen Regisiralion Mumber/USCIS Number):

D 4, An allen authorized lo work  unlll (expialion dale, if appicable, mmic/nay):
Same aliens may wiile "N in the expirafion date field. {Ses lnstructions}

Alfens adtfiorized to work must provide only one of the following doeument numbers to complele Fomi -8 mg?ﬁ%i]:-;ﬁ'xfg;m
An Alfen Registration Numbei/USCIS Number OR Form 194 Admission Number OR Foreign Passport Numbar.

1. Alien Regisiration MumberUSCIS Number:
OR

2. Form 194 Admission Number:

OR
2, Foreign Passport Number:

Ceounltry of Issuance:

Signature of Employee Today's Dafe (mm/ddiyy)

Taffest,
knowlstge the information is frue and comect,
Signature of Freparer ot Transtalor Today's Date fmmaddieyy)
Uost Name (Family Name) First Name {Given Name}
y
Address (Street Numbor and Narme) Chiy or Town Stale  |ZIP Code

Form 19 10/21/2019 Prge 1 of3



Employment Eligibility Verification USCIS
Department of Homeland Security Form E9

e . NP 4 OMR Na. 16150047
U.8. Citizenship and Immigration Services ﬁxp;ﬁs 10/31/2022

Employeo lafo from Soction 1 Last Nar;':e ff-amhjy Namsj First Name (Given Narme) M. | Cllizenshipiimmigralion Siams -
ListA OR ListB AND ListC

Identity and Employment Authorization Identiy - . Employment Authorlzation
Document Title ? Document Tille Document Tille
Issuing Autherity ‘f’ Issuing Authorily - Issuing Authority
Documant Number -;,iz‘ Uacument Numbar Document Number
Expiration Date (# any) nm/dddyyy) }’é Expiration Date (Famy} {mmiddiyyyy) Expiration Dale (7 any} {mmildiyyyy)
Bocument Tille g
TSSUing AUoHy 5 Additional Information BN Y e vas
Document Number 2

Expiration Dale {if any) (mm/ddfyyyy)

Bocument Tille

Issuing Autfionty

Documeant Number

Explration Date {If any) (mm/ddfyvyyy)

R R R e D RA L

Gentification: | attest, under penalty of perjury, that {1) | have examined the document{s} presented by ihie above-named employee,
{2} the above-listed decument(s) appear to he genuine and to relate to the employee named, and (3) to the bast of my knowledge the
amployes Is authorizad to work in the United States.

The employee’s first day of employment {rmm/ddfyyy): {See instructions for exempiions)

Signature of Employer or Authorized Representalive Today's Date (mm/ddfyyyy)  §Title of Employer or Aulthiorized Represantativa

Last Name of Employer or Aulhosized Representallve | First Mame of Employer or Authodzed Represeniaive | Employer's Bosiness or Organization Mame

Emgloyer's Business or Organization Address (Sireet Number and Name) | Cily or Tawn Slale  |2IP Code

A Néifv Naime (7 appliable) .. | B. Dale Ot Rehle (I apllcable)
Last Name (Family Vame) First Name (Shen Name) Mtdcile Initial [ Date fmm/ddinyy)

G, If thg employee’s previols grant of employment authoifzalion has expTreti pi‘ovlria €] [nforruaﬁoﬂ 'for ihe do
coRtinaling efployment Authorzation In the Space provided el 3t -7 o o

Docursent Title Document Number Expiration Daie {rfany) (mm/da'/wyy)

elpi that establlshas

1 aitest, under penalty of parjury, that fo the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented document(s}, the document{s} | have examined appear to be genuine and fo relate {o the individoal.

Slgnalure of Employer or Authorized Representalive | Today’s Date (ma/ddAgyyy) Mama of Employer or Authorized Representalive

Torm -9 1072512019 Pape 2 of 3
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LISTS OF ACCEPTABLE DOCUMENTS
All documentis must he UNEXPIRED

Ernplayees may present one selection from st A
or a combination of one selection from List B and one selection from List C.

Employment Authorization

LIST A LISTE LsTe
Documenis that Establish Documents that Establish Deoeuments that Esfablish
Bofh Identity and Identity Employment Authorization

AND

1. U8, Passport or U.8. Passport Card

2. Permanent Resident Card or Alian

Regisiration Receipt Card {(Form J-551)2

3, Foreign passport that confains a

. Driver's license orID card issued by a
State or quilying possession of the
United States provided if confains a
photograph or information stch as
name, date of birth, gender, height, eye
color, and address

4, Employment Authorization Document
{hat confains a photograph (Form
1-766)

provided it contains a phofograph or .
information such as name, dafe ofbirth,
gender, height, eye color, and address

temnporary 1-651 stamp or temporary INS AUTHORIZATION
I-551 printed notation on a machine- ., 10 card issued by federal, stale orncal
readable inmigrant visa govemment agencies or enfities, © gﬁgigg&gg&iﬁggﬁ VITH

A Soclal Security Account Number
card, unfess tha card includes one of
the following restrictions:

(1} NOT VALID FOR EMPLOYMENT
(2} VALID FOR WORK ONLY WITH

§. For a nonimmigrant alien authorized
to work for & specific employer
beealse of his or her status:

a. Farelgn passport; and
b. Form [-94 or Form 1-84A that has

ihat period of endorsement has
not yet expired and the
proposed employment Is ot in
conflict with any restrictions or

School 1D card with a photograph

2

Geriification of report of birth isstied
by the Depariment of Stale (Forms
DE-1380, FS-B4b, FS-240)

Voter's registration card

» U.S. Miitary card or draft record

6. Military dependeni’s ID card

Qriginal or cerdified copy of birth
certificale issued by a State,
caunty, municipal authority, or
territory of he Uniled States
bearing ah officlal seal

government authority

limilations identified on the form. |3

8. Passporifrom the Federated States
of Wicronesia (FSM) or the Republic
of the Marshall Islands (RMI) with
Form 124 or Form 1-24A hdicating
nonimmigrant admission under the

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

the following: U, Coagt Guard Merchant Marifier ‘4, Nalive American tribat document
) Th; same name as the passpory Card 5, U.S. Citizen 1D Card {Form 14197}
an
8. Native Amsrican tribal document e
{2) An endorsement of the alfen’s 6. Identification Card for Use of
nenimmigrant status as fong as 9. Dilver's license issued by a Canadlan Resident Citizen in the United

States {Form 1-179)

10. School record or report card

11. Clinic, doctor, or hospital record

Compact of Free Association Belween |5
the United Stales and the FSM or RMI B

12, Day-care or nursery schoof record

7.

Employment authorization
document issued by the
Bepartment of Homeland Security

Examples\ of many of these documents appear in the Handbook for Employers (M-274).

Refer to ¢he instructions for more information about accepiable receipts.

Form1-9 106/21/2019

Page 30f3



PERSONNEL HANDROOK

Cffice of Elderly Affairs
Personnel Manual
CONFIRMATION FORM

CONEIRMATION AND CONSENT FORIVE

QFFICE OF ELDERLY AFFAIRS

Having received a copy of the current Office of Elderly Affairs Personnel Manual, |
state that | have read and understand the contents.

Signature Pate

SAFETY MIANUAL

! certify that | have been trained on the following OEA Safety Policies:
Blood horne Pathogens, Viclence In the Workplace, Drugs Free Workplace, Sexual
Harassment, Defensive Driving, General Safety Procedures and
Safety Responsibilities and Asslgnment of Responsibilities

Name

Bate

Revised Sepiember 2014
110



GOVERNOR?S OFFICE OF ELDERLY AFFAIRS
POLICY PROFIBITING SEXTUAL HARASSVENT

ACKNOWLEDGEMENT AND CERTIRICATION

* My signaturs imracn acImcwIedges that‘
1) Ereceiveda copy of GOEA’s Polzc}' Prohlbﬁmg Sexval Harassment, )
2) Tread this Pohcy; ' -
3) Tunderstand the confent of this Polley;
4) Tagrec fo abide by the terres and provisions of this Policy;
5 Tvunderstand thet complxance with this Pelicy Is a conditffon of employruent; and

6} Tunderstand that disciphnaiy action, mcludmg the possibility of dismissal, will be Impcsed
on, those who vislate the terms and provisions of this Policy,

EMELOYEE SIGNATURE DATE

EMELOYEE NAME (PRINT)

AR AR R A N E RN E A EE R RN AN K E AN KA KR NN TN E R EA XA AN N A KNI AR EA R XA N MRS

. HIMAN BESOQUCES CERTYRYCATION

——

My sigue{ture hereon adkmowledges that:

. 5 1 personatly difenssed In detail GOBA’s Polfoy Prohibiting Sexual Harassment with the
emplovee idemified above; s

2 I answered this emylnyee’s guesiions :egarding this Policy;

3) T confirmed this employee s completion uf the online fraining on sexual harassment
provided throngh CPTP; and

4y Tinformed the smployes of the conseguences of violafing this Policy.

TR SIGNATURE - DATE

HUMAN RESOURCES NAME (PRINT)

XA ARLIIENNRANREL X R EX LENX wxnEN LLEREALEE RIS RS ERERNENALEAERERESEREESTE SRS 1s2 s et ]

*
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DRIVING
AUTHORIZATION
FORM




BTATE OF LOUISIANA
DRIVER AUTHORIZATION FORM

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

Ageney:

Employes Name: Employee Number:

Immediaie Supanisor: Criver Training Course (MM/DDIYY);
Drivers License Numbear State of Issuanoce:

AGENCY HEAD OR DESJGNEE AUTHORIZATION

By execuiing ihis document, | have reviewed the Official Driving Record and Drjver Training Course dates and have
confimnet theInformation to be curent and In accordance with the ORM Loss Preverition requirements.

My ?;?nature authorizes the aforementioned amiloyes to drive the Tollawing on state business as required {check all that
appiyie

STATE VEHICLE
RENTAL VEHIGLE
PERSONAL VEHICLE

AGENCY HEAD - DATE DF AUTHORIZATION
{or designated individuah)

EMPLOYEE ACKNOWLEDGEMENT/AUTHORIZATION

This is fo cerfify that, as a condition of and I authorized io'dri\.re my personal vehicle on siate business, | have and will
maintain at least e minimum abiliy covarage as required by LA, R.8. 32:300 (B) (2. ’

i undersgang ihat the use of my vehide on sfate business requires prior written authorization from my supervisoer or
agency head. .

Further, by slgning this document, | agres fo nolily my dgency in writing sheuld any of the following change on oy license;
Drivers License No., State of Issuance, Class of License or Driving Resticfions,

| authorize my agency fo obfzin access o my Official Driving Record (ODR} as necsssary to comply with the Stafe’s Loss
Prevention Program. .

| affirmatively acknowledge and understand that operafing a siate-owned, stafe-tented or state- |.
leased vehicle while infoxicated as set forth in RS8. 1488 and 14:98.1 is striclly prohibited,
unauthorized, and expressly violates both the terms and cenditions of ry use of said vehicle, and
ray smployer’s instructions. It the event such operation results in my being convicted of, pleading
nolo contendere o, or pleading guilty fo, driving while intuxicated under R.S. 14:88 or 14:88.1, |
acknowledge and understahd that such would constitute evidence of (1) my violating the terms

v anerlifeme oF metr canet AF Al srahdela 70 s Ldadndiac Sl Alreedianm F met e et B s PRSP B L= A Qvies

My signature on this document shall remain in effect unill revoked by the agency oF untif a new form is executed.

EMPLOYEE SIGNATURE DATE

07/01/2012
DA 2054




"ANNUAL SUPPLEMENTAL SIGNATURE PAGE

EMPLOYEE NAME:
- DRIVERS LIGENSE NUMBER:
DEPARTMENT/AGENCY:

AGENGY HEAD OR DESIGNEE STATEMENT

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

Official Driving Record
Drivers Training Courses

Further, my signature allows the aforementioned employes to drive a state vehicle, rental vehicle or
personal vehicle on siate business. .

Agency Headf Date of Authorization
. {or designated individual) A

Ageney Head . . Date of Auathorization
for designated individual} ' .

© Agency FHead Dafte of Authorization
(or designated individual) .

Agengy Head . Date of Authorizafion
(or designated incifvidua}

Agency Head ‘ Date of Aufhorization ;
{or designafed individual) g

Agency Head ] Dafe of Authorizafion
{or designafed individual)

¥

Agency Head A Date of Authorizafion
{or desfgnated Individual) )

(PUPLICATE SUPPLEMENTAL SIGNATURE PAGE AS NEEDED)

Q7i01/201
DA 2054
Supp.-1
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Form w-4

Department of the Treasury
Internal Revenue Service

Employee’s Withholding Certificate OME 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 IRS.

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

Information

name on your social security
card? If rot, to ensure you get

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

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

(e)

D Single or Married filing separately
[:] Married filing jointly or Qualifying surviving spouse
[ Head of housshald (Check only if you're unmarried and pay mare than haif 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 exemption 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 jor 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 total, you may check this box. Do the same on Form W-4 for the other job. This
option is generally more accurate than (b) if pay at the lower paying job is more than half of the pay at the
higher paying job. Otherwise, (b} is more accurate

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 dependentstby $500 . . . . . $
Credits Add the amounts above for qualifying children and other dependents. You may add to
this the amount of any other credits. Enterthe totalhere . . . . . . . . . . 3 |8
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 . . . . . . . . [4@&}$
Adjustments (b) Deductions. If you expect to claim deductions other than the standard deduction and
want to reduce your withholding, use the Deductions Worksheet on page 3 and enter
theresult hBre . . . . & . v v e e e e e e e e e e e e e e MBS
{c) Extra withholding. Enter any additional tax you want withheld each pay period . . [4{c)|$
Step 5; Under penalties of perjury, | declare that this certificate, 1o the best of my knowledge and belief, is true, correct, and complets.
Sign
Here
Employee's signature (This form is not valid unless you sign it.) Date
Employers | Employer's name and address First clate of Employer identification
Only . employmeni number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 2023



Form W-4 {2023)

Page 2

General Instructions

Section references are to the Internal Revenue Code.

Future Developments

For the latest information about developments related to
Form W-4, such as legislation enacted after it was pubhshed
go to www.irs.gov/Form\W4,

Purpose of Form

Complete Form W-4 so that your employer can withhold the
correct federal income tax from your pay. If toa little is
withheld, you will generally owe tax when you file your tax
return and may owe a penally. If ioo much is withheld, you
will generally be due a refund. Complete a new Form W-4
when changes to your personal or financial situation would
change the entries on the form. For more information on
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 2023 if you meet both of the following
conditions: you had no federal income tax liability in 2022
and you expect to have no federal income tax liability in
2023, You had no federal income tax liability in 2022 if (1)
your total tax on line 24 on your 2022 Form 1040 or 1040-SR
is zero (or less than the sum of lines 27, 28, and 29}, or (2)
you were not required to file a return because your income
was below the filing threshold for your correct filing status. If
you claim exemption, you will have no income tax withheld
from your paycheck and may owe taxes and penalties when
you file your 2023 tax return. To claim exemption from
withholding, certify that you meet both of the donditions
above by writing “Exempt” on Form W-4 in the space below
Step 4{c}. Then, complete Steps 1(a), i(b), and 5. Do not
complete any other steps. You will need to submit a hew
Form W-4 by February 15, 2024,

Your privacy. If you have concerns with Step 2(c), you may
choose Step 2(b); if you have concerns with Step 4(a), you
may enter an additional amount you want withheld per pay
period in Step 4(c}.

Self-employment. Generally, you will owe both income and
seli-employment taxes on any self-employment income you
receive separate from the wages you receive as an
employee. If you want to pay income and self-employment
taxes through withholding from your wages, you should
enter the self-employment income on Step 4(a). Then
compute your self-employment tax, divide that tax by the
number of pay periods remaining in the year, and include
that resulting amount per pay period on Step 4(c). You can
also add half of the annual amount of seif-employment tax to
Step 4(b) as a deduction. To calculate self-employment tax,
you generally muitiply the self-employment income by
14.13% (this rate is a guick way to figure your seli-
employment tax and equals the sum of the 12.4% social .
security tax and the 2.2% Medicare tax multiplied by
0.9235). See Pub, 505 for more information, especially if the
sum of self-employment income multiplied by 0.9235 and
wages exceeds $160,200 for a given individual.

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.

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 roughly 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.

ﬂ Multiple jobs. Complete Steps 3 through 4(b) on only
one Form W-4. Withholding will be most accurate if
=S vou 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 {ax credit can’t be claimed, such as an oider
child or a qualifying relative. For additional eligibility
requirements for these credits, see Pub. 501, Dependents,
Standard Deduction, and Filing Information. You can also
inciude other tax credits for which you are eligible in this
step, such as the foreign tax credit and the education tax
credits. To do so, add an estimate of the amount for the year
to your credits for dependents and enter the total amount in
Step 3. Including these credits will increase your paycheck
and redlce the amount of any refund you may receive when
you file your tax return.

Step 4 (optional).

Step 4(a). Enter in this step the total of your other
estimated income for the year, if any, You 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 thé basic standard deduction on your
2023 tax return and want to reduce your withholding to
account for these deductions. This includes both itemized
deductions and other deductions such as for student loan
interest and IRAs.

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



Form W-4 (2023}

Page 3

Step 2(b)—Multiple Jobs Worksheet (Keep for your records.) ﬂ

If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only
ONE Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest
paying job. To be accurate, submit a new Form W-4 for all other jobs if you have not updated your withholding since 2018,

Note: If more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional

tables. -

1 Two jobs. If you have two jobs or you're married filing jointly and you and your spouse each have one
job, find the amount from the apptopriate 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, skiptoline 3 .

13

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

2¢ below. Otherwise, skip to line 3,

a Find the amount from the appropriate table on page 4 using the annual wages from the highest

paying job in the *Highef Paying Job™ row and the annual wages for your next highest paying job

"in the "Lower Paying Job” column. Find the value at the intersection of the two household salaries

and enter that value on line 2a .

0 .

b Add the annual wages of the two highest paying jobs from line 2a togsether and use the totai as the

wages in the “Higher Paying Job" row and use the annual wages for your third job in the “Lower
Paying Job" column to find the amount from the appropriaié table on page 4 and enter this amount

2a

onlne2b . . . . . . . . .. 2b $
¢ Add the amounts from lines 2a and 2b and enter the resuit on line 2¢ . e e e e e 2c $
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 monthly, enter 12, etc. . . . 3
4 Divide the annual amount 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 hlghest paying ]Ob (along with any other additionai
amount you want withheld) . e . . 4 %
Step 4(b}~Deductions Worksheet (Keep for your records.) m
1 Enter an estimate of your 2023 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%
» $27,700 if you're married filing jointly or a qualifying surviving spouse
2  Enter « $20,800 if you're head of household . 2§
. » $13,850 if you’re single or married filing separately
3 If ine 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-" e e e e e 3 5
4  Enter an estimate of your student loan interest, deductible IRA contributions, and certain other
adjustments (from Part Il of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4 §

5  Add lines 3 and 4. Enter the result here and in Step 4{b) of 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. internal
Revenue Code sections 3402(f){2} and 6109 and their regulations require you to
provide this Information; your employer uses it o determine your federal income
tax withholding. Failure to provide a properly completed form will result in your
being treated as a single person with ne other entries on the form; providing
fraudutent information may subject you to penaities. Routine uses of this
information include giving it to the Department of Justice for civil and criminat
litigation; to cities, states, the District of Columbia, and U.8. commonwealths and
territories for use in administering their tax laws; and to the Department of Heaith
and Human Setvices for use in the National Directory of New Hires. We may also
disclose this information to other couniries under a tax treaty, to federal and state
agencies to enforce federal nontax criminal laws, or to federaf taw enforcement
and intelligence agencies to combat tarrorism.

You are not required to provide the information requested on a form that is
subject to the Paperwork Reduction Act unless the form displays a valid OMB

control number. Books or records relating to a form or its instructions must be

retained as long as their contents may become material in the administration of
any Internat Revenue law, Generally, tax retuns and return information are
confidential, as required by Code section 6103,

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

If you have suggestions for making this form simpler, we would be happy to hear

from you. See the instructions for your income tax return,



Form W-4 {2023} Paged
Married Filing Jointly or Qualifying Surviving Spouse
Higher Paying Joh Lower Paying Joh Annual Taxable Wage & Salary
Annual Taxable 30-  |$10,000 -|$20,000 - | $30,000 -{$40,000 - | $50,000 - | $60,000 -|$70,000 -| $80,000 - | $90,00C - |$100,000 -|$110,000 -
Wage & Salary | 9,898 | 19,099 | 29,999 | 39,999 | 49,999 | 59,909 | 69,999 | 79,099 | 89,999 | 99,999 | 108,999 | 120,000
$0- 09,999 $0 %0 $850 $350 | $1,000 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,870
$10,000 - 19,990 0 930 1,850 | 2,000 | 2,200 2,220 2220 | 2,220-| 2220 2,220 3,200 | 4,070
$20,000 - 29,999 850 1,850 2,920 | 3,20 | 3,320 3,340 | 3,340 | 3,340 | 3,340 4,320 5,320 6,190
$30,000 - 39,999 850 2,000 3120 | 3320 | 3520 3540 | 3540 | 3540 | 4,520 5,520 6,520 | 7,390
$40,000 - 49,90¢| 1,000 2,200 3320 | 3,520 | 8,720 3740 | 3740 1 4,720 5,720 6,720 7,720 8,560
$50,000 - 59,999 1,020 2,220 3340 | 3,540 | 3,740 3,760 |- 4,750 5,750 6,750 7,750 | 8750 | 9,810
$60,000 - 69,998| 1,020 2,220 3,340 | 3,540 | 3,740 4,750 5,750 6,750 7,750 8,750 9,750 | 10,610
$70,000- 79,998| 1,020 2,220 3,340 | 3,540 | 4,720 5,750 6,750 7,750 8,750 9,750 | 10,750 | 11,610
$80,000 - 99,898F 1,020 2,220 4,170 | 5,370 6,570 7,600 8,600 8,600 | 10,600 | 11,600 | 12,600 | 13,460
$100,000 - 149,999] 1,870 4,070 6,190 7,390 8,590 9,610 | 10,610 | 11,680 | 12,860 | 14,060 | 15260 | 16,330
$150,000 - 239,999] 2,040 4,440 6,760 | 8,160 | 9,560 | 10,780 | 11,880 | 13,180 | 14,380 | 15,580 | 16,780 | 17,850
$240,000 - 259,990] 2,040 4,440 6,760 8160 | 9,560 | 10,780 | 11,980 | 13,180 | 14,380 | 15,580 | 16,780 | 17,850
$260,000 - 279,089] 2,040 4,440 6,760 8,160 | 9,560 | 10,780 | 11,980 | 13,180 | 14,380 | 15,580 | 16,780 | 18,140
$280,000 - 299,009] 2,040 4,440 6,760 | 8,160 | 9,560 | 10,780 | 11,980 | 13,180 | 14,380 | 15,870 | 17,870 | 19,740
$300,000 - 319,999 2,040 4,440 8,760 8180 | 9,560 | 10,780 | 11,880 | 13,470 | 15470 | 17,470 | 19,470 | 21,340
$320,000 - 364,990 2,040 4,440 6,760 8,550 | 10,750 | 12,770 | 14,770 | 16,770 | 18,770 | 20,770 | 22,770 | 24,640
$365,000 - 524,999 2,970 6,470 9,800 | 12,300 | 14,800 | 17,220 | 19,520 | 21,820 | 24,120 | 26,420 | 28,720 | 30,880
$525,000 and over | 3,140 6,840 | 10,480 | 13,180 | 15,880 | 18390 | 20,880 | 23,390 | 25,890 | 28,390 | 30,890 | 33,250
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable $0-  {$10,000 -|$20,000 - | $30,000 - |$40,000 - | $50,000 - | $60,000 -|$70,000 - | $80,000 - | $90,000 - |$100,000 -|$110,000 -
Wage & Salary | 9,999 | 19,999 | 29,299 | 30,899 | 49,998 | 59,999 | 69,999 | 79,999 | 89,999 | 99,089 | 108,999 | 120,000
$0- 9,999 $310 $890 | $1,020 | $1,020 | $1,020 | $1,880 | $1,870 | $1,870 | $1,870 | $1,870 | $2,030 | $2,040
$10,000- 19,999 890 1,630 1,750 1,750 | 2,600 3,600 3,600 | 3,600 | 3,600 3,760 | @980 | 3,970
$20,000- 29,999| 1,020 1,750 1,880 | 2720} 3,790 4,720 4730 | 4,730 | 4,800 50001 5200 | 5300
$30,000 - 39,999 1,020 1,750 2,720 3,720 | 4,720 5720 5,730 8,800 6,090 6,200 | 6,490 6,500
$40,000 - 59,999 1,710 3,450 4,570 5570 | 6570 7,700 7.810 8,110 8,310 8,510 8710 | 8720
$60,000 - 70,909 1,870 3,600 4,730 5,860 | 7,080 8,260 8,460 8,660 8,860 8,060 | 9,260 | 9,280
$80,000 - 99,999 1,870 3,730 5,060 6,260 | 7,480 8,660 8,860 9,060 | 9,260 2460 | 10,430 | 11,240
$100,000 - 124,999] 2,040 3,970 5300| 6,500 | 7,700 8,900 9,110 8610 | 10,610 | 11,640 | 12,610 ¢ 13,430
$125,000 - 140,000| 2,040 3,970 5,300 6,500 7,700 9,610 | 10,610 | 11,610 | 12,610 | 13,610 | 14900 | 15,020
$150,000- 174,998 2,040 | 3,070 5,610 7610 | 9610 | 11610 | 12,610 | 13,750 | 15,050 | 16,350 | 17,650 | 18,770
$175,000- 199,999 2,720 5,450 7,580 9,580 | 11,580 | 13,870 | 15,180 | 16,480 | 17,780 | 19,080 | 20,380 | 21,490
$200,000 - 249,909| 2,900 | 5,930 8360 | 10,660 | 12,960 | 15,260 | 16,570 | 17,870 | 19,170 | 20,470 | 21,770 | 22,880
$250,000 - 399,999| 2,970 6,010 8,440 | 10,740 | 13,040 | 15340 | 16,640 | 17,040 | 19,240 | 20,540 | 21,840 | 22,960
$400,000 - 449,999 2,870 6,010 | 8,440 | 10,740 | 13,040 | 15340 | 16,640 | 17,940 | 19,240 | 20,540 | 21,840 | 22,960
$450,000 and over | 2,140 8,380 9,010 | 11,510 | 14,010 | 16510 | 18,010 | 19,510 | 21,010 | 22,510 | 24,010 | 25,330
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 -] $70,000 -] $80,000 - |$90,000 ~{$100,000 -|$110,000 -
Wage & Salary | 9,990 | 19,909 | 29,080 | 39,999 | 49,909 | 59,999 | 69,999 | 79,999 | §9,999 | 99,869 | 169,899 | 120,000
$0- 9,999 30 $620 $860 | $1,020 | $1,020 | $1,020 | $1,020 | $1,650 | $1,870 | $1,870 | $1,890 | $2,040
$10,000- 19,999 620 1,630 2,060 | 2,220 2,220 2220 | 2,850 | 8,850 | 4,070 | 4,090 | 4,290 | 4,440
$20,000- 29,999 860 | 2,080 2490 | 2650 | 2,650 3,280 4,280 | 5,280 | 5,520 5,720 5920 | 6,070
$30,000 - 39,999 1,020 2,220 2,650 2,810 | 3,440 4,440 5,440 6,460 6,880 7,080 | 7,280 | 7,430
$40,000 - 59,909 1,020 2,220 3,130 4,290 | 5,200 6,200 7,480 8,680 | 9,100 8300 | 9,500 | 9,650
$60,000 - 79,909F 1,500 | 3,700 5,130 6,200 7,480 8,680 0,880 | 11,080 | 11,500 | 11,700 | 11,900 | 12,050
$80,000- 99,999 1,870 4,070 5,690 7,050 8,250 9,450 | 10,650 | 11,850 | 12,260 | 12,460 | 12,870 | 183,820
$100,000 - 124,999 2,040 | 4,440 6,070 7,430 8,630 9,830 | 11,030 | 12,230 | 43,190 | 14,190 | 15,190 | 16,150
$125,000 - 149,090 2,040 4,440 5,070 7,430 8,630 9,980 | 11,980 | 13,980 | 15,190 | 16490 | 17,270 | 18,630
$150,000 - 174,999] 2,040 4,440 6,070 | 7,980 9,980 | 1,980 | 13,980 | 15,980 | 17,420 | 18,720 | 20,020 | 21,280
$175,000- 199,999 2,190 5,390 7,820 9,980 | 11,880 | 14,080 | 16,380 | 18,860 | 20,170 | 21,470 | 22,770 | 24,030
$200,000 - 249,999 2,720 6,190 8,020 | 11,380 | 13,680 | 15,980 | 18,280 | 20,580 | 22,000 | 23,300 | 24,600 | 25950
$250,000 - 449,999 2,970 6,470 8,200 | 11,660 { 13,860 | 18,280 | 18,560 | 20,860 | 22,380 | 23,680 | 24,980 | 25,230
$450,000 and over | 3,140 6,840 9,770 | 12,430 | 14,930 | 17,430 | 19,930 | 22,430 | 24,150 | 25,650 | 27,150 | 28,600




R-1300 (4ri 1}

s

Gunibategee b iy | Lovislana Depariment of Revenue

Purpose: Complete form L4 so that vaur emplovar ¢an withhold 1he canrec! amaunt of state incorne 1ax fram your salary:
lustiostions. Employess wio ata subjoet 1o stale withholding should cemplate the parsonal allowatices wotkshael Inalealing the humber of wilhboldhg
personal exemplions in Block A and ke number of dependency credits i Blogk B.

+ Employees must flle a nevr withholding exempllan carfilleate within 10 daysif the fumber of their exemptions decredses, exceptifihe change is the result
, oftihe death of a spouse ara dependent.

« Employass may fila anew cerfiflcate any hme (he numbar of thelr exempllons incraases.

= Ling B shauld ba used (o intrease or decrense the tex wihheld for each pry patind, Deorases should be Indicated as a negative amount,

Penallies will be Imposed {or witfully supplying fakse Infornation or willful fallure to supply information that would reduce the withholding exemption,

This form mustba filed with your smployer. If an employee falls to complete this withholding exemption cerlificate, the employer must withkold Laulslana
lncome tax frum the employae’s wages withouf exemption.

Note 1o Employer Keep this certiicate it your resordks, Ifyou beFeve that an employee has Improperty dlalmed too many exampiions of depandancy credits, tdease
forwarda sopy of the empkyveds signed L4 formwithan explanabion as towhy yoirbefeve thatihe employes impropeny compieled thisfomand any olier supoaring dhacy-
mentation. Tha Infarmation showld be sent tn the Lotstna Bepariment of Revenus, Crimsinal kvaglizations Division, PO Box 2389, Balon Reuge, LA 708212339,

Block &

= Enfer*0"to taim naither yourself nor your spause, and cheek "No exemplions or dependents olaimed™ under number 3 below,
You may entey 0" if you are marrled, and have a working spovse or morea than ane job fo avoid having oo iile tex withheld, A,

= Enter*i"io alaim yourse¥, and check “Single™ under number3 balow. i you did netclaim this exempiion In connection vtk other
employment, orif vour spouse fias not olaimed your exemplon. Enter®1™ o slaim one personal exemption if youwili file as head
of hotsehiold, and check *Single” under number 3 belaw:

;3 IEn;gr“z‘ lo claim yourself and yourspouse, and check "Mardad” under number 2 balow,
ock B

« Enterthe number of dependents, nolincluding youmelf oryour spouse, whom you will taim on your iex returm, If no dependents
are claimed, enter 00

5?-

Gut here and give the bottom porifon of certificale fo your employen Keep the top povtinn for your records,
Form L4
ouiskna Employee’s Withholding Allowance Cerlificate
Hevenue
1, Type or prnt first name and middle initial Lastname
2. Socizl Security Number 3. Selectone

L1 Mo examplions of dependents claited  DSingle 3 Marfed

4. Home address {aumbear and streel or sural roule)

5. Clly Slate 2P
&, Tolal number of exernptions elalmed in Block A [
7 Total rumber of dependents clalmed In Black 8 7

8. Inerezse or deczase n Ie amaunt tr be vithheld eash pay perfod, Decreases shiould be Indicsled as a nagalivedmount. { 8,

| decfareunderthe penalties imposed for filng {afse raponis thatthe number ofexemptions and dependenay oradits elaimed on tiis carlificats do not axeasd
he aumbet to which | am entitied,

Employee’s signature Dafa

The follawing is to be complated by emplover.
9. Employer’s nama and address 10, Employer’s slate withholding aecount nismiar




Sitafte of Pouigiang
QIFICE OF THE GOVERNOR.

@ifice of Elverly Difairs

John Bel Edwards

Govetnor

The Office of Stafe Uniform Fayroll (OSUP) offers active employees the option to self-view and print
their W-2 in Lotisiana Employes On-Line Services (LEO) in lisu of receiving a paper W-2 form via the
United States Postal Service (USPS). OSUP Is reminding acfive employees who have not elected the
selfwiew and print option, fo do so by December 31,

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

Parficipation is eptional for all active emplovees:

If you are actively emiployed and wish o take advantage of the W.2 on-line self-view and print
option you must provide consent in LEQ by Deceniber 31, W-2s will be available in LEC for
viewing and prinfing by mid-January.

if you do not provide consent by the requived deadline, you revoke your consent, or you do not
wish to use this service you will continue fo receive a paper W-2 Form through the USPS. All
paper W-2 Forms will be mafled January 31 or the next business day if January 31 fallson a
weekend. . :

Once comsent is given, it will remain for all future reporting periods unless you revoke the
decision or separate from ermployment. To revoke your censent, you must do so in LEO by the
December 31 deadiine for the ctirent regorting year.

Employees who separate from stafe service do nof have the opfion of receiving their W-2 on-line
but will receive a paper W-2 through the USPS. Paper W-2 Forms will be mailed Janwvary 31 or
the next business day if January 31 falls on & weekenhd.

Parfigipation is fast, easy and no cost fo your

&

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

To view and print your W-2 you will need an infetnet connection, web browser, actess fo LEO
with an aclive password and Adobe Acrobat software,

There Is no cost {o you for this service; however, receiving your W-2 faster may give you a head
start on complefing your annual RS tax filing and, if applicable, any refund may be received
soonet. :
Once the W-Zs are available in LEO (by mid-January), you may view and print your W-2 as
often as needed at no cost {o you.
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Duplicate W-2 Informafion:

»  After providing consent in LED, an employee may still request a paper Form W-2 by contacting
their agency’s EA/MR Depariment and completing the Request for Duplicate W-2 Form,
OSBUPIF3T,

o Duplicate W-2 caples for active employees nof choosing the on-line self-view and print option
will be available in LEO beginning February 1.

e Separated employees needing a duplicate copy of their W2 should contact their EA/HR
Depariment to complete the Request for Duplicate W-2 Form OSUP/F37. Duplicate W2
regquests for separated employees will not be prosessed until mid-February,

You must maintain your current contact information i LEQ or throtgh your EA/HR Depariment. This will
allow for all notices and updates to he provided to you regarding your paper W-2 and W-2 on-fine self
view and print oplions.

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

We encourage you o make your election by the December 31 deadline.

If you have any questions regarding this process, please confact Angela Cathoun at 225-342-8677,

Post Office Box 61 * Baton Rouge, Louisiana 70821 * Phone 225-342-7100 * Fax 225-342-7133 * www.goca.louisiana.gov
“An Bynal Employment Opporunity Agency”
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Name? Prate

Ageney/Department: Posifion:

LOLISIANA SECOND INJURY EUND
POST OFFER, PRE-EXISTING CONDITIONS, INURIES OR LI NESSES
MEDICAL INQUIRY (E«2)

ROTICE TO EMPLOYEES: .

Your employer is committed fo providing Workers' Compensation henghils, in accordance with stafe law, If you
sustain an employment-related injury. This form requests medieal information and will be kept confidential and
separafe from your personnel file. 1L will be used enly in the svent you experlence a work-related injury and
hecome eligible for Workers' GCompensafion bensfits. The employer requires fhat 2] smployees compiete this
questionnaire upon hire and every fwo years thereafier. The mformation is needed because if & work-relaled
injury or disability is caused or made woise by = pre-existing condition, your employer may be able 1o seek
reimbursement of the benefils paid from the Louisiana Second Ihjury Fuod. This reimbursement would nat
reduce your workers' sompensation benefits. in order {o be considered for reimbursement, 2n employer must
show it knowingly hired or knowingly reteined an employee with a pre-existing disabifity, Disslosure of & pre-
exiting condition shall not be used for any diseriminatory purposs, TRE FAILURE 'TO ANSWER
TRUTHFULLY ANY OF THE QUESTIONS ON THIS FORM MAY RESULT IN THE

CORFEFFURE OF WORKERS COMPENSATION RENEFITS UNDER LA. R.S: 23:1208:1.

SECTION 12 DO YDOU HAVE DR HAVEYOU EVER HAD ANY DF FHE FOLLOWING?

Do not leave any biank tnanswered, Please provide explanations for ll "as* responses Under Remarks.

"¥ES HO . ¥YES HNO .
i1 1 Amputation (foot, leg, am, ] 1" LopssofUseofLimbs -
hand, or olal loss therend) | ] Mental Disorders
] ) Ankylosis of Joinks | [ Mental Refardation
0 O Arferlnscierosis O 3 Mulllple Sclerosis
] ] Arthritis [} 0 Muscle, Ligament or yenden Injury
] | Asbeslosls ] B Mussular Dystrophy
] [ Asthing [ m} £ Nesvous Disorders
o || Back/Neck Froblem O g Numbness of Exiremifies
O [wi Braln Damage ¥ 0 Parkinson’s Risgase
= O Bronchids w} £l Psychoneurotic Disabfily
] & Cancer {following freatment in &
[N] |m Cardiac Disease Tecognized medival or mental
u] [m; Carpal Tunnel Syndrome . Tnstitution)
i} o Cerebral Vascular Accident bl o Reflex Sympathetic Dystrophy
[} la] Chronic Headaches I3 W] Repeiifive Molion njury
el | Chronic Osteomyelitis [ | Residual Disahiliy from Pelio
a | Rheumatism
o] 3 Compressed Alr Sequelae | O Rotator CUi Injury
O 0 Diabetes 0 0 Ruptured Inferveriebral Disc:
O I DBizziness o [m] Sificosis : '
| n Double Vislon (blurred sight} In| O Spilnal Fusion
o 0 Emphysemza 4 0 Siroke
O 0 Epilepsy 0 ] Sugar in Urine
%] |5} Head Injury I} 0 Surpical Removal of Infervertebral
0 3, Heart Condition Diss .
(] 3 Heavy Metal Poisoning 3 ] Thmmbophlebitis
] o} Hemuophdiia [ | o Thorasie Outlel Syndrome -~
! ) High/Low Blood Prassure | | Thyrold Condition
PAGE1
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Hodghkin's Disease

| 1 a | “Trick” Knee or Ehoulder
0 | Hyperinsulinism 3 O B . Tuberculosis

4 | Hyperfension [N (W] Varicose Veins

] 1N lonizing Radiation Injory

] ] Kighey Risorder

] 4 toss of Heering {more than 75%})

0 o Loss of Sight (of one or both eyes ora pariial loss of uncerrected viston)

REMARKS: [fyou answerad “yes” o any quesfion above, indicate the nature of the Infury/liiness, narme and
address of the treating health care provider, are of specially and approximete dalefyear of the Tinessfinjury.

SECTION 2: PLEASE ANSWER THE FOLLOWING QUESTIONS AND PROVIDE AS MUGH
INFORBATION A8 POSSIBLE. .

4. Has any doctor ever resiicted your activifies due fo injury, disability or medical condiiion?

O YES O NO

Ifyes, please describe the reascn for e resfictions, the fype of restictions, whether the resuictions were femporary or
permanent, and whether you presently have any restriciions on your physical activiies. .

2, Have you ever been assessed any percentage of parmanent disability to any part of your body?
LT YES I NO  {f yes, please explain

1

8, Are you presently or have you ever beeh under the care of a doctoy, chivopracter, or othey health care
provider for any serjous injury, disability or medical condition?

0 YES & ND

iFyes, please list the condilion, injury or iness(s) bing freated, fhe name of the dosion(s), field of specizily, address and
{elephone number, and dales of (reatment.

4, Are you presenfly or have you ever faken any medicatlon for any serious Injury, disability or medical
condifion?®

I¥ YES 1 RO

If yes, please list the name of fype of medication, the medical condifion being eated, and the name, address and
tzlephone number of the physicizn who pressiibed ihe medieation, arez of specially, and dales of freatraent.

PAGEZ
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5. Have you aver hatl surgery {other than cosmetlc} fo any partofyourbody 2 ¥BS . O RO

1f yes, pleass lis! the pari(s) of tha botdy pperated on, the {ype of aperation performed, the date (or approXimate date}, ihe
hospiial, and the name, =ddress, and phone nurmber of the dotior parforming tho surgory {if lnowa).

8, Have you ever recelved freatment for yonr head, negk, back or exiremides {arms, wilsts, legs, knees,
ete.) from 2 dottor, chiropraciot; physteal therapist oy other health care provider?

0 YES 3 NO

If yes, piease list the name, address and phene number of =l decfors, shiropractors, physical Therapisis, and ofher healih
cava praviders who provided st_mh treatment, the dates of e freatmeni and the diagnesis piovided.

7. Are you aware of any physical condition or injury that might Impair.or $irait your ability fo work in this
position? Il YES O NO  .[Fyes, please destribe the condlfien oy injury.

8. Have you ever received workers’ compensaiion bensfits for an Infury that oscurred at wosk?

£ YES O HO

if yes, plesse Tist the name of the employer, the nafure of the Wjury and the defes, and the dafes vou received
compensation, :

| RAVE READ ALL __ PAGES OF THE LOUISIANA SECOND [RIURY FUND POST OFFER OF EWMPLOYMENT
MEDICAL INQUIRY. 7 FULLY UNDERSTAND AND HAVE TRUTHFULLY AND FULLY ANSIWERED ALL OF THE
QUESTIONS, TCTHE BEST OF MY KROWLEDGE, INFORMATION AND BELIER.

{ UNDERSTAND THAT MY FAILURE TO TRUTHFULLY ANSWER ANY OF THE AROVE
GUESTIONS MAY RESULY IN THE FORFEITURE OF WORKERS' COMPENSATION AND
WEDICAL HENEFITS UNPER THE LOUISIANA WORKERS' CONPENSATION STATUTE
LAR.S, 23:1208,1).

SIGHATURE: DATE!

WITNESS: . DATE:

PAGE?3S
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Il

fom2 LASERS [

ENRLINFC
BO NOTEFAXFORM Louisizna State Employees’ '
PRINT ALL INFORMATION Retirement System
www.lasersondine.org

P.0O. Box 44213, Baton Rouge, LA 70804-4213
225.922.0600 - Toll-Free 1.800.256.3000

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

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

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

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

SECTION 1: MEMBER'S INFORMATION

Member's Mailing Address City State Zip Code

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

By accepting this position, T understand that I will be enrolled in the Louisiana State Employees' Retirement System.

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

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

s Public corruption crime that involves sexual contact with a minor with whom I come in contact by virtue of my publicemployment.

Signature of Member Date of Signature

0313 R112012 RETAIN FOR YOUR RECORDS ENRLINFO Page1ofl
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Louisiana State Employses’ Retirement System
P.0. Box 44213, Rafan Ronge, (A 70BDAAZI3 « 2259720600 - TeltFrae 1200:256-3060

I

Membership Registration
{Po not complete if Re-employed Retiren)

DX NOT FAX FORM wawJasersonline.org

PRINT OR TYPE ALL INFORMATION
Member's First Nante

iThis form Is for Employer Use Only and should not be submitied io LASERS. |

T

Taday's Date

sadal Seaurity Number

Middle last {MMIDD/YYY)

IMPORTANT INFORMATION: Complete the entira form. Follow the specific instructions for each section. A member should read the
"Notice of Employees Not Covered by Social Security® disclosing the potental effects of the Govemment Pension Offset (GPO) and the
Windfalt Elimination Provision (WEP}. Public Law 108203, 108th Congress. A member may repay a refund to the systam upon returring

to state service and contributing to the system for eightesn months according 1o La. R.5.11:537 (D).
ot SECTION 3t MENIBER'S INFORMATEON (To be completad by aBBRCant) . 20 . % o oo
A Matling Address {number. street or post office boy) B, Gty

Siate ZiP

€. Pavlime Area Code/Telephone Number - _D.Evening Area CodefTelephone Number £ Member's Birthdate (MM/DD/YYYY) '
-—‘ D Male D Fenmala

¥, Ernall adtress

Designation of Beneficiary{ies}

listing, # [t does not agree with the
SECTION 2: DESIGNATION OF BENERCIARY{IES) &

G, ‘Would ybu likeyour address changéd 1a1he above

address on our racords?

~ Complete Form 1-6 Designation of Beneficiary
_SECTION 3: OPTIONAL MEMBERSHIF {TO BE COMPLETED ONLY IF. AGE 55 OR OVER AND NOT A LASERS REHIRED RETIREE) - .
Check one of the two boxes below: . -

[:} At the time of employmient } was age 60 or older'and 1 elect to {please check option A, B, or Thelow): (OR}

[ Atthetime of employment | was age 55 or older and have at least 40 quarters in Socfal Security, and | elect to {please check option 4, B, or
C below}: [ will submlt a copy of my Sechl Secerity Adminlstration's form, S5A-7005-EarnTnys and Benefits Statement, cartifying
that L have the required 48 qumrters of coverage needed for optional memberskip.

AY[ ] idin the Lovisina State Employess' Retiement System :

tunderstand ¢hat if § joln the retirerent system I must make employee contributions based on my earnings and that | must work a minfmum of 10

yeass to be entitled to 2 monthly refirernent benefit. If ) work less than 10 years, T may make application for iy employee contributions o be

refunded to me without interest, If | Join the retirernent system, and [ am alsa eligible for a banefit from Soctal Securty, the Socia) Sacurity benefit
may be reduced based on the benedit receivad from the retirernent system.

B} [] Join FICA {7.65 parcent Medicare included)

which the membership was reported.

i youwere atang time 2 member of LASERS, give the namea under

Q) [} Join/maintain the Louisiana Defeed Compansation (at the minimum rate | would pay as a LASERS member)

SECTION 4: PREVIOUS ENROLLMIENT

From (MM/DD/YYY)

To {MI/DDAYYY])

which the membershlp was reported.

¥ you are riow, or at any ime have been a member (ncluding retiree) of
another Lovistana public retifemant system, please give the name under

From {MIM/DDYYYY)

To (MM/BDIYYYY}

My current status with the Lotisfana public retirement system listed above is:

I:]ch ]:]No .

{See La, R.S. 11:22 B for the list of Lowsiana state retirement systems.)
1€ your status Is REVIRED from 2 Louiisiana public retirernent system OTHER than LASERS, please chieck one;
[ Felect NOT 1o join LASERS {1 JOIN LASERS: 1 shall pay employee contributions and work a minimum of 10 years to be entitled to a monthly

1-1 RO2DE

benefit; otherwise, 1 will only be eligible to refund rmy contibutions.
HUMAN RESOURCES DERTIFICATION NEEDED ON REVERSE SIDE

1 Acive [ inactive [ Refimded [ ] Retired

Fagetof2



Human Resoure Instructions Checklist - Membership Reglstration
T SECTION 5 AGENCY CERTIFIGATION = Certifiad True and Co
ENROLLMENT STATIS ~ CHECK

1. SERVICE HISTO RY ALL THAT APE LY.
New - first tirae ervolled in the Louisiana State Emplovess' Refirament System. Regular ¢lass members Hred on or after July 1,

2006, will have a contribuiion rate of 8 percentwith a retirement eligibility of fen years or more service at age 60 ar thereafter (At75,
2006 Legislative Session). '

Return to service — pravious member of LASERS, whether refunded or not, with a break in service.
{7 Regular class member wha s a former member of LASERS, DID NOT refund contributions and will conilribute at 7.5 percent.
[ Reguilar class membar who is a former member of LASERS, DI refund contibutions and wilt contribuie at 8,0 parcent.

[:f Transfer from another agericy ~ transferdng from one reporting agency to another within LASERS whthott & brask it service.

E[ Dual employes - currently a meniber of LASERS under one veporting agency and now enrolling with second reporiing agency-
{Usually involves parttime employment, but not necessarily.) Contibutions are hased on eligife employment with all reporting agencies
and are mandatons .

2. TYPE OF EMPLOYMENT
A, Classes of Employees not Eligible {La. RS. 11413 {3} axcept those emplayess who have fen or more years of creditable service in the

system.
1. Parkirne employea— {26 CER) works 20 hours or less pev waek
a. Under La. B.S. 11:408 (20) any employee who s a pan-ime, seasonal, or femporary ernployes
b. Can be on a Job Apptintment:
32, Interrittent - {La, RS. 11:403 (14)) working anindefinite schedula o an "as neaded™ basls
a. Can beon 3 WAE
3. Temporary - (26 CFR} working 2 years or less
a. Restricted — (Cuil Service Rule 8.10) working niot to exceed a cumulativa total of six months in & @lendar year
b, Job Appointent .
4, Energency - {Civif Service Rule 8:10) for work of 2 temporery nature to addrass an emergency or work overload situstion
5. Job Appointment-— (La. R5, 11:403 (15)) working or a fixed period not to excead two yesrs :
B, Seasonal —{26 CFR) works on a fullime basls lss than five roonths In a year

B, Classas of Employaes Eligible
1. Fulltime ~working ovar 20 hours per week
2. Job Appointment - warking two years and eneday oF fonger

1 Fullies  Folitimestatus equdls [::l hours pey day

1 paretiine:  This employee will work iours pat week

[ xob Appointment working Z years or lss D Joh Appoirtraent working 2 yesrs amd one day orfanger |
3. || permanentemployee | | Temporaryemployes

3. EARNINGS REPORTING
This employee’s eamings will be reporied as: ] gmonths [ 10months 1 12 months

4. CURRENT HIRE DATE
This i the first day with employment compansation as it applies to thisagency.
Employes Fosition Tile Hire Date [MM/DDYYYY)
: B Classified D tinglassited
5, NON-151S AGENCY

Attacha copy of the Sodit Security card and Birth Certificate.
THIS FORM IS A MULTI-PAGE DOCUMENT, AND I HAVE READ AND UNDERSTAND THIS FORM.

Certified Tree snd Correch Authorized Agency Representativasignature  Print Authorized Agency fepresentative Nase Tie

Full Aency tarne Slgnlng a_gglrasenkaﬁvésarez cadvftelephone number  LASERS 2-diqit Agency Number

11 y - ER1
RO806 RETAIN COPY FOR YOUR RECORDS Reset Form: Page2 of 2




for 0 LASERS i

I

e, TRET
DO NOYFAXFORM - Lonislana State Employaes’ FRERRT4
PRINT ALL INFORMATION Ratirament 59$tqm
wwwilazersonline.org
RO, Box 44213, Baton Rouge LA, FUBDE4218
225,922.0600 - Toll-Free 1.800.2563050
Designation of Beneficiary
Membec's First Name Middle Name East Name Today’sDale  Soclal Securlly Nuwmber

P

IMPORTANY: Complete the entive form, Follow the speclfe Institteons for each seciion. All dates shovld bein MM/DDAYYY format,

SECTION T:MEMBER'S INFORMATION .~ 50 oo i oo e o

Member's Mailing Address Cigy State = ZipCode
Daytime Avea CodefPhone MNinmber  Bvening Area CofdefPhone Number — Eanafl Address Member's Bixth Date
Checkztlenstone:  [7] Active Member [ JSingle [ Mamied i:[ Divoreed [ ] Widowed

] Betired Membar - Retivement Benefit
[ ] Retired Member - DROEABO Account

SECTION z GE?\!ERAL INFORMATION

Thds desigr designation suparsedes all prior desxgnahuns Ynumustmdude ALLheneﬁaan% that youmsh to des:gnate. I.Epercentages arsnot
provided, any amounts unpaid upor death will bedivided equelly among all benefidaries, Pmnary and contingent beneficiaries must
separately total 100%. The number of primaxy or contingent beneficiaries that yon muy name is not Fmited (attedh an sdditional sheetit
niecessary). “Contingent! means ifall of the designated privary beneficiasles die before the mendber does, any ordinary Geath benefit paydble
on themember's behalf, shalibe paid to the contingent baneBelury(les), Iyou have a "Power of Attorney” or other legal docoments, you must
submit & Certiffed copy. A COPY OF THE SQUIAL SECUTITY CARD FOR EACHBEN‘EEZCEAI{Y ISREQU]RI\D.

SECTION 3: DESIGNATION OF BENEFICIARY

FRIMARY BENEFICIARY'S PERCENTAGES MUST TOTAL 100%

Primary Beneficiarys Name {reguired)  Relation, Trust, Estate  BlxthDate . Percentage []Male  Social Secaxity Number
. [] Female

Pdmary Benefdary's Name Relation, Trust, Esfate  Bixth Date Fercontage [iafe S0 ¢ial Secudty Number
[ [Female

Primary Beneficiary’s Name ReieHon, Trust, Esfate  BirthDate Percentage [ Wisde Social Securlty Niustber
' M Female

1-86 ROB2010 CONTINUE ON NEXT PAGE ERBERI4 Pagelof2



Social Seqwrity Number

CONTINGENT BENGEICIARY'S PERCENTA GRS MUBT TOTAL100%

Confingent Banefidazy's Name (opHonal}

Relatfan, Teusk, Eptafe Bith Date Perceniage [ Mate Sodal Seeuxily Nromber

{7} Female

Contingent Beneficiary's Wame {opHeonal)

Relation, Trusk, Bstate  _ Bizth Date Prrceniage [[] ¥ale Social Seaurity Number

' [] Fextale

Contingent Benefidary’s Mame {optonal)

Relation, Trust, Estale  BiIdthDate FPerceniage [Cndate Social Security Number

[ Bemale

EMBER SIGNATURE

I h&eby request that my benefidary(ies) be designated as shove. Tunderstand that the beneficiasy(es) designated on this form will receive my
contributions to the ratizement system, wnloss Thave qualifylag streivors {spouse; children) entitled o 2 rmonthly sucvivor's benefit,

Member's Signature

Date

1-06 3082010

| ResetForm "{

KETAIN A COFYFOR YOUR RECORDS ERBERI4Page 2 0f2
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State of Louisiana—Office of State Uniform Payroll
Affordable Care Act (ACA)
Newly Hired Employee Offer of Coverage Worksheet

Thls worksheet is used to docurnent the LaGov HCM Paid Agency's reasonable expectations regarding the."fuli-time™
status of a newly hlredltransferred emp[oyee A copy of ﬁus compfeted form shouid he mamtamed :n the
employee’s file. - ARG

1. Personnel Area Number/Mame 2. Employes Name

3. Persennet Number 4, Daie of Hire

S, Expected Length of Employment

B. Did the newly hiredftransferred employee wark for any LaGov HCGM paid agency in the last 12 months?

1 YES-—Proceedin?
0 NO—Proceedio®

7. Was the newly hiredfiransferred employee in a standard or initial measuremant perlod at any agehcy?

0 YES~Procesdio 9
I NO—Proceedin 8

If you are unsure, confact the pricr employing agency or exectie the ACA report (Z2P138).

8. s the newly hired/fransferred employee in @ clrrent stability or initial stability period at any agency?

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

Note: A break in service only ends the stability period if it was: (1) at least a 13 week break in service, OR (2} a break in
service of af least four (4} weeks but fonger than the prior period of employment.

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

B YES -~ The offer of health coverage must be made in accordance with OGB guidelines. Enfer applicakle
information in eEnrolimentiLaGov HCWL Document the offer {GB-0) and keep copy for file.

I NCO-Proceedio10

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

10. Is the newly hiredftransferred employee replacing a full-time (af least 30 hours} position? Examnple: the employee
is filling in for 2 permanent position while the employee holding the position is out on feave.

I YES--The offer of health coverage must be made in accordance with 0GB guldslines. Enter applicable
information in eEnroliment/LaGov HCM. Document the offer (GB—M) and keep copy for file.

O NO-—~Procsedio 11

IMPORTANT: The offer of coverage must be documented and filéd in the employes’s file.

11. Is the newly hiredftransferred employee a variable hour employee? A variable hour employee is defined as an
employee for whom the agency cannot reasonably determine based on tha facts and circumstances upen the date
of hire whether the new hire will work o average af least 30 hours perwesk,




OSUPIF100
07115

State of Louisiana—Office of State Uniform Payroll
Affordable Care Act (ACA}
Newly Hired Emiployee Offer of Coverage Worksheet

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

O YLS - The agency will meastye the employes ovar the 24 pay period intial measurement {fook-back) period,
Enter applicable information in eEnroliment/LaGov HCM. Utilize the ACA report {(ZP136) periodically to frack
hours worked. This repork must be run at the end of the IMP to determine if employse meets the ACA definition
of full time.

0 NO -Employee is considered a part-time smployee (warks less than 30 hours per week) and is not eligible for
health coverage. Utilize the ACA report (ZP136) periodically to track hours worked. This report must be run at
the end of the IMP fo determine if employee meets the ACA definition of full fime.,

Fomrn Compleled by (Print Name) Title Date

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

Variable— [t cannot be determined at the date of hire If the employes will work an average of 30 holuss per week.
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f(é\}é}j!)) STATE OF LOUISIANA - OFFICE OF GROUP BENEFITS - ENROLLMENT/CHANGE FORM (Page 1 of 2)

&

E¥ g,
Dl
B
L

Agency Number

Agency Name Primary Plan Participant/Emgloyee Hame Date of Hire

Name st ML Last Seciat Securlty Number Date of Birth
Home Phone numbsr York/Alt PRone Number Email Addrass® {See footnte beluwd Gender

e O semae
Maillng Address {Stieet o+ FQ Bon) Clry State Zip Code Countey
Physicat Address [sticat} City State Zip Cade Country

When a retiree with OGB coveraga returns to benefits-aligible empleyment, the hiring agency must notify OGB within 36 days of reemployment and the hiring agency must begin to pay the emgloyer
portion of the Re-employed Retiree premium from the date of hire. Upon resuming retirement status, premiums will ravert to the applicable retiree rates (i.e. Retiree without Medicare, Retiree with

1 Medicare, Retiree with 2 Medicare}. At that time, the agency from which the retires originally retired will resume payment of the emplayer portion of the premium. The employer portion of the
premitsm wiil be the percentage set at the retiree’s initial retirement. For examnpfe, an agency paying 19% of a retiree’s premium upon retirement will pay 19% of the retiree’s premium when the retiree
resumes retirement. Retirees who have maintained their QGB health coverage in retirement MAY NOT waive coverage when returning to benefits-eligible employment.

AGENCY RETIRED FRCM RETIREMENT DATE (MM/DD/YYYY)

EEVEL OF HEALTH AND LIFE COVERAGE - FOR PLAN SELECTION SEE SECTIONS 4 AND 5
For each dependent, employee must check the box in section 3 if they wish that dependent te have health and/ar life coverage. For life insurance, employee must also check the apprapriate box of
saction 5. If adding more than 4 dependents, amployee must complete, sign and submit a second GB-01 farm.

DErnp%oyee Only D Employee -+ Child{ren} l:] Employee + Spouse D Famity

ST, mtlr.ﬁ,wmi INIALS RELATIONSHEP SEX Blfﬂ;i?v.?;lf A?E.’;EE— SOCIAL SECURETY NUMBER HEALTH DEP.LIFE
sPoUsE e O ae= -
D ¥ |:| DELETE D = a "
CHEFRDENT D": g D:Ei: 1 v O ws
O e
CEPRIDENT E“: g ni:'jrs O v O ws
DEFEIERT g:‘ E n::rs O w O s
CEPERDLNT ’ O~ ] see
B Clonien [ we [ s

COMPLETE THE APPLICABLE SECTION BELOW, SELECT ONLY ONE HEALTH PLAN

1 Pelican HRA1000 {Administered by Blue Cross) ] Magnclia Local {Limited Provider Network - Administered by Blue Cross)

{1 Magnolia Local Plus {Administered by 8lue Cross) [0 Magnoliz Open Access {Administered by Blue Cross)

[ palican HSA775" (Actives Only - Administered by Blue Cross) 3 LSU First Option 1 {for eligible LSU Active Employees/ Non-Medicare Retirees cnly)
5 monthly dedction

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

0GB Secondary Plans:
[t Pelican HRA1G00 {Administered by Blue Cross) [[IMagnelia Local {Limited Provider Network - Administered by Blue Cross)
[7] Magnolia Local Plus (Administered by Blue Cross) ["]LSU First Option 3 (for eligibie LSU Retirees only)

[ Magnalia Open Access (Administered by Blue Cross)
Optional: Retiree 10¢

[ Employee Only [ Dependent Only [ Employee + 1 Dependent MEDICARE VERIEICATION
0GB Sponsored Madicare Advantage Plans:
[TJPeoples Health Medicare Advantage Plan O No Coverage 0O o Coverage
[]Blue Advantaga HMO OHospital (Part A) U Hospital (Part A)
T JHumana Medicare Advantage Employar HMO Plan E Medical (Part B} O medical (Part B)
Via Benefits (Please call 1-855-663-3228 or visit my ViaBenchits.com/ogb to enroll) | L Drugs (Part D) Cf Drugs (Part D}
A COPY OF MEDICARE CARD MUST BE ATTACHED

‘Note to FSA Enrolfees: By providing an email address, you may receive certain benefits-related correspondence through emaif unfess you contact Optum Financial to receive paper notices. You are responsible
to provide us with your current emoif address and to promptly notify us of any changes to your email address by calling customer service at 1-800-272-8451.
GB-01 REV.9/2023 Agency- Continue Completing foron puge 2
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STATE OF LOUISIANA - OFFICE OF GROUP BENEFITS - ENROLLMENT/CHANGE FORM (Page 2 of 2)

e

e

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

BB

LIFE INSURANCE {check one only) OGB FLEXIBLE BENEFITS (check all that appiy}
[[J DECLINE LIFE INSURANCE COVERAGE

BASIC BASIC PLUS SUPPLEMENTAL
[Jemployee/No Dependent Coverage [ Employee/No Dependent Coverage
[ Employee/Dependent Coverage [() Employee/Dependent Coverage
Eligible Spouse $1,000 Eligibte Child $500 Eligible Spouse $2,000 Ehgible Child 51,000
[[Jemployee/Dependent Coverage () Employee/Dependent Coverage
Eligible Spouse $2,000 Eligible Child $1,000 Eligible Spouse $4,000 Eligible Child $2,000
Annual Salary Date of Last Salary increase Face Life

FLEXIBLE BENEFITS (ACTIVE EMPLOYEES ONLY)

[] Decline flexible spending account
[T My agency does not participate in OGB's flexible benefits plan
]! do want to participate and acknowledge that | have completed the flexible spending arrangement form.

ACKNOWLEDGE OFFER AND DECLENE HEAETH INSURANCE COVERAGE {ACTIVE EMPLOYEES ONLY)
| have been offered health coverage for myself and my eligible dependents. | have veluntarily elected to decline the coverage as indicated below. If | choose to apply for
health coverage at a later date, | understand that | may anly enroll for health coverage during annual enroliment or as otherwise specified in the OGB plan document in the
event |, or my eligible dependents have a Plan Recognized Qualified Life Event.

Reason for Declining Health Coverage Offer:
[CJGther Group Health Coverage (would include being covered as a dependent under an OGE plan}

Ol Gther Individual Health Coverage

[ Medicare, Medicaid, Other, Explain:

[ tam not enrolled in any health coverage and | do not accept this offer of health coverage

[1tdo not wish to disclose

NOTE TO AGENCY REPRESENTATIVE: If the employee declines heaith coverage, he or she must acknowledge the offer of coverage by completing the GB-01 form. The

acknowledgment must be sent to OGB and a copy retained by the agency participating employer as evidence that the employee was offered health coverage within the
time-frames altowed by faw and the employee subsequently declined the offer of coverage

By T ek noWioddn Rratio

BY SIGNING THIS APPLICATION, | ACKNOWLEDGE AND CERTIFY THE FOLLOWING:
{Piease check each box)

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

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

Y acknowledge and autherize deductions from my earnings or retirement check to pay for insurance for myself and my dependents, if applicable.

[I 1 acknowiedge and certify that the information provided an this form is true and correct | understand that if | provide false, misteading or incomplete information on
this form, it may result in denial or rescission of coverage retroactive to the initial day of coverage.

[C1 1 accept that this acknowledgment and certification will become a part of my application for coverage and that a copy of my signature is as valid as the original,

[0 I acknowledge that any dis-enrollment from an QGB plan of benefits will result in dis-enrollment from both medical and pharmacy benefits, including, but not limited
to, Medicare Part D.

Sgastuce Pate

FOR AGENCY USE

AL/ Arintitn Covaaga

U add
D Drop

D Reinstate Coverage

I, Agency Representative, certify that the documentation presented is appropriate and supports the occurrence of the OGB plan-recognized guzlified life event
referenced above.

Signature of Agency Representative Date

Printed Name of Agency Representative Date

GB-01 (REV. 09/2023) 20F2




@ Prudential

IMPORTANT INFORMATION ABOUT BENEFICIARY DESIGNATIONS

Use this form to designate or make changes to the beneficiary(ies) of your Group Insurance death praceeds. The information on this farm will replace
any prior beneficiary designation. You may name anyone or any entity as your beneficiary and you may change your beneficiary at any time by completing
a new Group Insurance Beneficiary Designation/Change form. Common designations include individuals, estates, corporation/organizations and trusts.

Payment will be made to the named beneficiary. If there is no named beneficiary, or the named heneficiary predeceased the insured, settiement
will be made in accordance with the terms of your Group Contract.

DEFINITIONS
You may find the following definitions helpful in completing this form:

Primary Beneficiary(ies) — the person(s) or entity you choose to receive your life insurance proceeds, Payment will be made in equal shares unless
otherwise spacified. In the event that a designated primary beneficiary predeceases the insured, the proceeds will be paid to the remaining primary
heneficiaries in equal shares or all to the sole remaining primary beneficiary.

Contingent Beneficiary(ies) — the person(s) or entity you choose te receive your [ife insurance proceeds if the primary beneficiary(ies) die {or the entity
dissolves) before you die. Payment will be made in equal shares unless otherwise specified. In the event that a designated contingent beneficiary predeceasas
the insured, the proceeds will be paid to the remaining contingent beneficiaries in equal shares or ail to the sole remaining centingent beneficiary.

INSTRUCTIONS FOR DESIGNATING A PRIMARY OR CONTINGENT BENEFICIARY

1. EMPLOYEE INFORMATION ‘

o All information in this section is required.

* Unless otherwise indicated in Section 1, the information supplied on the form will apply te ALL coverages offered under the employer's group plan.
» Unless otherwise indicated in Section 2, the information supplied on the form will apply to all the Group Life coverage(s) issued by The Prudential
Insurance Company of America to the group cun’gr@ct holder.

2. BENEFICIARY DESIGNATION

» You may name more than one primary and more than one contingent beneficiary. This form allows you to name up to four primary and four
contingent beneficiaries. i you need additional space, please attach a separate sheet of paper.

# Please indicate the percentage share designated to each primary beneficiary. The total for all primary beneficiaries must equal 100%. If no
percentages are specified, the proceeds will be split evenly among those named. Payment will be made to the named beneficiary. If there is
no named beneficiary, or the named baneficiary predeceased the insured, settlement will be made in accordance with the terms of your Group
Contract, If designating percentages for contingent heneficiaries, the percentage for alt contingent beneficiaries must also equal 100%.

* You can name an individual, corporation/organization, trust, or an estate as a beneficiary. The following examples may be helptul in designating
beneficiaries:

Individual: “Mary A. Doe”

= Each name should be listed as first name, middle initial, last name (“Mary A. Doe,” not “Mrs. M. Doe"}

* Include the address, telephone numbsr, social security number, relationship and Date of Birth for each individual listed,

» Indicate the percentage to be assigned to each individual.

Estate: “Estate of the Insurad”

 Select “Other” as the Beneficiary Description and write “Estate” in the blank space provided.

» Indicate the percentage to be assigned to the Estate of the Insured.

Gorporation/Organization: “ABG Charitable Organization”

» Select "Corporation/Organization” as the Beneficiary Description.

» Write the legal name of the corporation or organization in the space for the Beneficiary's First Name.

» Include the address, city and state, telephone number and tax ID number of operation for each organization or corporation fisted.
* |ndicate the percentage to be assigned to the corporation or erganization.

Trust: “The John Doe Trust. A Trust with a trust agreement dated 1/1/99 whose Trustee is Jane Smith.”
» Select “Trust” as the Beneficiary Description,

» |ndicate the parcentage to be assigned to the trust.

o Complete Section 3, Trust Designation.

3. TRUST DESIGNATION
» Complete this section if you have named a trust as a primary ar contingent beneficiary in Section 2. Fill in the name and address for each trustee.
= Fill in the title and date of the Trust Agreement in the space provided. . L

4. AUTHORIZATION/SIGNATURE

o The employee must read, sign and date the authorization.
= Submit the completed form to your Benefits Administrator or Human Resources (as directed by your employer) and keep a copy for your records.

GL.2001.169 Ed. 0172020 Page 1 of 3
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@ Prudential

Group Insurance Beneficiary Designation/Change

4. AUTHORIZATION/SIGNATURE | authorize my plan administrator to record and consider the individuals/institutions that 1 have named on this form as beneficiaries
for henefits urdar the applicable employee benefit plans. i designating a trust as a beneficiary, | understand Prudential assumes na obligation as to the validity
or sufficiency of any executed Trust Agreement and does not pass on its legality. [» making payment to any Trustee(s), Prudential has the right to assume that the
Trustee(s) is acting in a fiduciary capacity until notice to the contrary is received by Prudential at its Group Life Claim office. | agree that if Prudential makes any
payment(s) to the Trustee(s) befare natice is received, Prudential will not make payment(s) again.

Employee's Signature X i Date Signed

The employee must sign and date this form, The signature date must be the date the employee actually signed the form.

Group Life coverage(s) are issued by The Prudential insurance Company of America, a New Jersey company, 751 Broad Street, Newark, NJ 07102. Group Variabla
Universal Life Insurance is distributed by Prudential lnvestment Management Services LLC, 655 Broad Street, 19TH Floor, Newark, N 07102, a registered broker/
dealer and a Prudential Financial company. Please refer to the Booklet-Certificate, which is made a part of the Group Contract, for all plan detalls, including
any exclusions, fimitations and restrictions which may apply. Contract provisions may vary by state. Centract series: 83500 (Term Life), 89579 (Group Variable
Universal Life), 96945 (Group Universal Life),

©2020 Prudential Financial, Inc. and its related entities.
Prudential, the Prudential logo and the Rock symbol are service marks of Prudential Financial, Inc. and its related entities, registered in many jurisdictions worldwide.

GL.2001.169 Ed. 01/2020 9032282 Page 3 of 3
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State of Loulslana 2ues
Office of Group Benefits - Flexible Benefits Plan
Flexible Spending Arrangement Enrollment/Stop Form

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

Note to FSA Enrollees: By providing an email address, you may receive certain benefits-related correspondence through emafl unless you contact Optum Financial to
receive paper notices. You are responisible to provide us with your current email address and to promptly notify us of any changes to your email address by calling customer
service at 1-855-687-2021.

Social Security Number Emait Address Payroll System Agency Number
Last Name (Print) First Name Middle Initial
Horag Address City State Zip
Home Phone Caytime Phone Date of Hire Mumber of Pay Perlods Date of Birth Annual Salary B Paer“ Use iny
Effective Date First Payroll Date
EMROLLMENT STATUS (CHECK ONE)
CHANGE IN STATUS ANMUAL ENROLLMENT NEW HIRE

Indicate the amount you wish to set aside via tax-free salary deduction by comgleting the sactions below. Complete the worksheets provided in the Flexible Spending

Arrangement {(FSA) Handbook before deciding on the amount.

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

. In Box #2, indicate the number of regular payroll checks you expect to receive during the plan year (9, 10,12, 18, 242>

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

. In Box #4, indicate the annual FSA fee amount (12 months = $23.52). **

. In Box #5, indicate the FSA fee pe‘r pay period (paid biweekly is 50.98; paid monthly is $1.96). ¥

*f you are a new employee anrclling after the plan year begins, divide by the number of pay periods remaining in the plan year.

Dollar Number of Regular | Deduction Amount | Annual FSA Fee | FSA Fee per Pay

7 .
ype Amount Payroll Checks' per Paycheck Amount” Period™

General-Purpose Health Care FSA (GPFSA)

For eligible medical expenses incurred by you, your family members, ar both (3600 minimum contribution; $3,050 maximum contribution)
Limited-Purpose Health Care FSA (LPFSA} | |

For eligible dental and vision expenses only incurred by you, your family members, or both\. For employees who want to participate inan FSAand a
Health Savings Account. ($600 minimum contribution: $3,050 maximum contribution)

Dependent Care FSA (DCFSA)

For eligible dependent care expenses of ary eligible dependent while you work (600 minimum ribution)
TAXEJLING STATUS - CHECKONE: || Married, filing separ_aﬁfmaximum $2,500) Married, filing jointly (maximum $5,000)
Married with incapacitated spouse (maximum $5,000) Single head of household (maximtim $5,000) Single (maximum $2,500)

IMPORTANT: SALARY REDUCTION AGREEMENT

1. L heraby authorize my employer to reduce my gross salary (before federal and state income taxes are calculated) by the total deduction amount per pay period as
indicated abova. If applicable, | understand that this salary reduction might produce lower Soclal Security benefits,

2.l agree to file IRS Form 2441 regarding my Dependent Care FSA,

3.1 understand that any amount remaining in any FSA not used during this plan year will be forfeited since it cannot be carried forward to the next plan year (due to the
RS "use-or-lose” rule).

4, Lunderstand that funds in one FSA cannot be used to reimburse expenses covered by another FSA.

5.} understand that expenses for which | am reimbursed cannot be deducted on my income tax retum.

6.1 understand that funds in any FSA can only be paid out for reimbursement of eligibie expenses actually incurred during my pericd of coverage for the applicable plan
year.

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

8. | understand that the salary deduction amount wilf include the items specified 2bove and will continue in effect unless | terminate employment of file an approved
GB-01 form with the Human Resources office of my employer.

9,1 understand and agree that my employer, the Office of Group Benefits and the Flexible Benefits Plan administrator will not incur any fiability resulting from either my
participation in any FSA or my failure to sign or accurately complete this enroliment form. | further understand that if | elect not to participate in salary debuction with
respect to the benefits listed above, | hereby farege my right to participate during the upcoming plan year.

Employce Stgnature Agency or Payroll System Name Date Signed

Payroll Officer/Benefits Admintstrater Phone Mumber OGB Agency Numbe: Date Signed

R — T T



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

Hello and welcome to the Deferred Comp Plant

ONLINE ENROLLMENT

To enroll in the LA Deferred Compensation Plan, simply access the Plan website and follow the
prompis.

www.louisianadcp.com

o Select: REGISTER
» Select 1 of 2 cholces:
o “ Do Not Have a PIN” - You may call 800-837-7604 for a Temporary PIN OR you may
enter the requested personal data.
o "I Have a PIN” - You may enter your SSN and PIN number.
s Choose “Continue” once you have advanced into the registratfon.
s Create a USER ID and password.
» Follow the prompts and choose your contribution amount.

s NOTE: Your contributions will defaulft into a Target Date Fund {with a 6% contribution rate)

based on vour date of birth, Alternatively, you may choose your own investments by clicking on

“Customize Enrollment”. Ifyou are interested In having your investments managed, you may
request a one-on-one phone appeintment for assistance in customizing a risk strategy of your

retirement goals,

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



L

THE LOUISIANA PUBLIC EMPLOYEES 457(3) DEFERRED COMPENSATION PLAN (PLAN) IS A POWERFUL TOOL TQ RELP YOU
REAGH YOUR RETIREMENT DREAMS, AS A SUPPLEMENT TO OTHER RETIREMENT BENEFITS OR SAVINGS THAT YOU MAY
HAVE, THIS VOLUNTARY PLAN ALLOWS YOU TO SAVE AND RVEST EXTRA MONEY FOR RETIREMENT—TAX DEFERRBED!

Not only will you defer taxes Immediately, but yout may also bulld exira savings consistently and automatically,
selsct fromt a varlety of investment options, and learn more about saving and investing for your financial future.

Read these highlights 1o learn more about your Plan and how simple itis to enroll, f there are any discrepancies
betwesen this document and the Plan Document, the Plan Document will govern.

. GETTING STARTED

WHAT I8 A 457 DEFERRED COMPENSATION PLAN?

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

plan that allows eligible employees to supplement any

existing retirement and pension beneiits by saving and
investing pretax and/or aftertax Roth dollars through
a voluntary salary contribution. Confithutions and

any eamings on contribufions are tax-deferred until
money is withdrawn. Distribuilons are usually taken
during refirement, when many participants are typically
teceiving less income and may be in alower income
1ax bracket than while working. Distribulicns are
subject to ordinary incorme tax.

WHY SHOULD | PARTICIPATE IM THE PLAN?

You may want to participate if you ars interested
in saving and investing additional monsy for
retirement and/or reducing the amount of current
state and federal income {ax you pay sach year.
The Plan can be an excellent toof 1o help make
your iuttre more comfortable.

You may afso qualify for a federal income tax credit
hy pariicipating in this Plan,

e ey b o od ek i T P [ S e 7t 0 YR e e 8 e e g

bt i b

For more information about this tax credit, please
contact an Empower Retirement representative in
your area,’

IS THERE ANY BEASDN WHY | SHOULD NOT PARTICIPATE
11 THE PLAN?

Participation may not be advantagsous if you are
experiencing financial dificutties, have excessive
debt or do not have an adeguate emergency fund
{typically in an easy-to-access account).

YHO [S ELIGIBLE TO ENROLL?

All current full-time and part-time Louisiana public
employees are imimediately eligible o participate
in the Plan.

Certain independenit contractors of the State of
Louisiena employer may be eligible to pariicipate in the
Plan as well. Ask your employer for more information.

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

1, Complete the appropriate enroliment forms,
availzble throuigh your Retirement Plan Counseior.

2, Complete the appropriate forms, available on the
participant website under the Enroff Now ab.



3. fyou are a LA Gov HOM employee, you
may enroll on the participant website
with a link under the Enroff Now tab.

Indicats the amount you wish to
centiibute, your investment opfion
selection(s) and your beneficiary .
designation(s). Please return the form(s) to
your Retirament Plan Gounselor, fax tothe
Baton Raugs office at (225) 298-6832 or
mall to Loulslang Deferred Cormp Plan &t
9100 Bluebonnet Centre Bivd, Sulie 203,
Baton Rouge, LA 70809.

WHAT TYPES GF CONTRIBUTIONS CAN | MIAKE?
Traditional 457

» Contributions are made with before-
tax dollars.

» Any potential earnings on your
contributfons grow tax-fres, and your
distributlon Is taxable,

» It lowers your current taxable income
because you postpone paying taxes on
contribuiions to the Flan.

Roth 457

» Contributions are made with after-
tax dollars. :

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

» Your distribution Is income tax-free if
you are eligible for a distribution from
your Plan, and you withdraw your
Roth centributions and any earnings
after holding the account for at least
five tax years,

» It does not change your current
taxable incorme. '

if the Roth aption is right or you,

make the appropriate changes to your
accourti by completing a Salary Deferral
Agreement form. i youl are a LA Gov
HCM employee, your may make changes
via LouisianaDCP.com or the voice
response system at (800} 7018258,
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WHAT ARE THE GONTRIBUTION LIVITS?

[ 2017, the maximum contrfoution amount Is 100% of your
includible compensation or $18,000, whichever Is less. [t 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.

Parficipants in the Plan have two different oppariunities to caich
up and contriblte mote during the final years of their career. The
"Special Catch-up"” allows participants In the thres calendar vears
prior to normal retirernent age to contribute more te the Plan (Up
1o double the annual confribution Imit—$236,000 in 2017). The
additionat amount that you ray be able to conirbute under the
Special Cateh-up option will depend upon the amounts that you
were eligible to contribute in previous years but did not.

Also, participants turning age 50 or older in 2017 may contribute an

‘additional $6,000. You rnay not use the Special Catch-up provision

and the Age 50+ Catch-up provision in the same calendar year
Please contact the Baton Rouge ofiice at {225) 926-8082 for
assistance with Special Cateh-up if yqu think you qualify.

WHAT ARE MY INVESTMENT OPTIONS?

A lineup of core investment options is available through your
Plan. Investment option information is available thraugh the
website at LouisianaRCP.com and the voice response system
toll free at {800} 701-8255. The website and voice response
system are avallable to you 24 hours a day, seven days a week,

If you enrall for the first ime but don't choose any investment
optlons, you will be defaulted into & BlackRock LifePath Fund?
based on your date of birthi (see the chart below). Targel dafe
funds are a diversified mix of underlying funds whose asset
allocations change over time to become more conservative as
yol near retirement.
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The Investments In the targei date funds will
gradually shift froim more aggressive to more
conservative as the target date approaches. The
funds are designed 1o provide an age-appropriate
mix of long-term appreciation and capiial
preservation and are adjusted based on the number
of years left until the funds' target date.

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

This slow transiiion of the funds’ asset allocation from
Imore aggressive investments to more conservative
Investments is often referred to as the fund's "glicle
path.” The date in a target date fund represents an
approximate date when an investor would expact

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

Welghted ¥

Years Afar
Redrerment

Years Anfeee Rutiramant 1

Tamme
Reshement Dte

FOR ILLUSTRATIVE PLURPOSES ONLY, Intendad toiltustrale possitia
investment paortiolio 2Rscations that represent an investment strategy
based on rigk and refun, This Is not intended as financial planning or
investment advice,

Flease consider the invesiment objectives, risks,

fees and expenses carefully before investing. For

this and other important informaiion, you may oblain
prospectuses for mutual funds, any applicable
annuify contract and the annuily’s underlying funds,
and/or disclosure docurnenis from your registered
representative, For prospectuses refaied fo
investrnents in your Sefi-Direcied Brokerage Accournt
{SDBA), contact TD Amerifrade at (866) 766-4015.
Read prospeciuses carefully before investing.
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SELF-DIRECTED BROKERAGE

In addition to the core investment options, a self-
directed brokerage account (SDBA) is available
through TD Amstitrade. The SDBA allows you o
select from numerous mutual funds for an additional
annual administrative fee of $60 per person,
deducted from your account at $15 quarterly (plus
any additional trading and transaction fees).

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

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

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

Review the SDBA Frequently Asked Questions
(FAQS) on the partiolpant website,
LouisianaDCP.com, for more information.

3o 1o the Invesiment fnforméz‘ion tah, then click the
Self-Directed Brokerage link.



MAMAGING YOUR ACCOURT

HOW B0 § KEER TRAGHK OF MY AGEDUNT?

Empower Retirement will mail a quarterly account
staiement to you, showing your account balance
and aciivity. You can also check your account
balance and move mengy among invesiment
options via the website at LouisianaDGP.com

or the voice response system &t {800} 704-8255,

You will also receive a separate quartarly statement
irom TD Ameritrade that will detail the invesiment
holdings and activity within your SDBA, including
any Tees and charges imposed in connection with
the SDBA.

HOW DO [ MAKE INVESTMENT OPTION GHANGES?

Use your username and passocode to access

the website, or you can use your Soclal Security
number and passcode to access the voice
response system.® You ¢an move alf or a portion of
your existing balances among investment oplions
{subject fo Plan rules) and change how your payroll
coniiibutions are ihvested.?

HOW DO t MAKE GONTRIBUTION CHANGES?

Download ihe Salary Deferral Agreement form from
LouisianaRCP.com or call the ocal Empower
Retirement office in Baton Rouge. A friendly and
helpful representative will assist you in getting the
current form. If you are a LA Gov HCM employes,
you may log irtto your account and maks the
contribution changes.

ROLLOVERS

MAY ) BOLL OVER MY ACCUUNT FRONM MY FORMER
EMPLOYER'S PLAN?

Yes. However, only approved hatances from an
eligible governmental 457}, 401{k), 408(b) or 401{z}
plan or an [ndividual Retirement Account ([RA) may
be ralted over to the Plan.”
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WIAY } ROLL OVER MY AGCOUNT IF § LEAVE EMPLOYMENT
WITH MY SURRENT EMPLOYER?*

If you sever employment with your current employer,
you rmay roll over your account bafance to another
eligible governmental £457{b}, 401(k), 403(0) or
401(a) plan if your new employer’s plan accepts
such rolfovers, You tnay also roll over your account
balance to an 1RA. No taxes will be withheld from
your transfer amount.

Please keep in mind that if yous rolt over your Plan
balance to a 401K}, 403{b) or 401(g) plan or 1RA,
dlistributions taken before age 59Y2 may also be
subject to the 10% early withdrawal federal tax
penalty. Please contact your Empower Refirement
represeniative for more information.”

VESTING

VWHEN AN | VESTED I THE PLAN?

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

ihe ccourrence of & distributable event. Your
contributions to the Plan and any earnings they
generate are always 100% vested (including roliovers
from previous employers),

DISTRIBUTIONS

WHEN CAIN I RECEVE A DISTRIBUTION FROM MY ACCOUNT?

There is no 10% early withdrawal penalty for a

qualifying distribution event. Qualifying disiribution

events are as follows:

» Retlrement

» Unforeseeable emergency

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

» Altainrnent of age 70%2

» Death {your beneficiary receives your benefits)

» In-senvice fransfer fo purchase service oredit

» n-getvice de minimis

Each distribufion is subject to ordinary income
tax except for an in-service transfer to purchass
sepvice credit.

. *Yau are encouraged o discuss rolling meney from one account to another with your financia) advisor/plannes considering any potential fzes andfor

limitation of investment opfions.



NO EARLY WITHDRAINAL PENALTIES

Early disiribution penalties do not apply 1o 457
deferred compensation plans for efigible withdrawals
of 457 money. Any withdrawals will be taxed as
ordinary ncome and will be subject to a 20%
mandatory withholding. Louisiana state income tax
will also be withhald.

WHAT ARE MY BISTRIBUTION DPTIONS?

1. Leave the value of your account in the Plan unfil
afuitre date.

2. You may be able to receive payment in the
followitig Torrm:

w

» Periodic payments

* » Fixed annuity paymenis
» Partial lump sum

» Alump sum

-

3. Roll over your account Balance 1o an eligible
_ governmental 457(0), 401{k}, 403(b) or 401(a} plan
ortoan lRA*

WHAT HAPPENS TO MY ACCOUNT WHEN | DIE?

Your designeted beneficiary{es) will receive the
remaining valus of your account, if any. Your
beneiiciaryfies) must contact the Plan administrator
to request a distribution.

FEES

ARE THERE ANY RECORDHEEPING OR ADIMINISTRATIVE
FEES Y0 PARTICIPATE IN THE PLAN?

The Plan will assess an adminisirative fee, based
on the following schedule, which will be assessed
guarterly and will be disclosed on the Transaction
Detail section of your quatierly statement 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 pervesr and a
maximurn of $80. Every quarter; all participants will
be assessed $2.50 up o a balance of $5,555.566,
with 0.045% charged on balances from $5,555.57
up to $50,000.
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The minimum quarterly fee is $2.80; the maximum
quarterly fee is $22.50. if your balance exceeds
$50,000, you are charged the maximum fee of $80
ver 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 balance:

» You'll be charged $2.50 every quarter on the
balances up to $5,555.56. The remaining
84,444.44 will be charged a fee of 0.045%, or 82
($4,444.44 X 0.00045 = 32),

» The otal charged on the $10,000 balance wilt be
54,50 per quarier.

For a2 $100,000 balance:

» You'll be charged $2.50 every quarter on the
balances Lp to $5,555.56, Additionally, $44,444.44
will be charged a fee of 0.045%, or $20 ($44.444.44
¥ 0,00045 = §20). There is no fee for the partion of
the balance above $50,080. :

» The iotal charged on the $100,000 balance will be
$22.50 per quarter.

ARE THERE ANY FEES FOR THE INVESTMENT GPTIONS?

All loads {sales charges) on purchase transactions are
waived on core investment options within the Plan.

Each investment opfion has an expense ratio that
varies by Investment option. These fees are deducted
by each nvestiment option’s management cormpany
before the daily price or periormance s calculated.
Fees pay for investment management expenses,
iund operating expenses, and revenue shating.

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

af LouisianaDCP.com. For example, a $5,000
balence in afund with 2 0.96% expense ratio would
he assessed a fee of $12 per quarter. This implicit
fee Is built into or included In the share price of the
investment option.



Funds may impose redemption fees on certain
iransfers, recemptions or exchanges. Assst
allocation funds may be sublect to a fund operating
expense at the fund level, as well as prorated

fund operating expenses of each underlying fund

in which they invest. For more information on all
applicable fees, please refer to the fund prospectus.
Prosnectuses ara available under fihe nvestment
Irforrnation 1ab ai LeuisianaDGR.com.

ARE THERE ANY DISTRIBUTION FEES?
There are currently no distribution fees for the Plan.

LOANS

MAY I TRKE A LOAN FROM MY ACEGUNT?

Your Plan alfows you to borrow the lesser of $60,000
or 50% of your total account balance. The minimum
loan amount Is $1,000, and you have up to five years
{0 repay your Joan—up 1o 15 years if the money is
usad to purchase your orimary residence:

Participants may have a maximum of one
outstanding loan at any time, There is a $50
origination fee for each foan, plus an ongoing
guarterly maintenance fee of $6.28, The ioan
orighation fee is deducted from the principal balance
of the loan proceeds. All loan payments are payroll
deducted. If your employer opts out of this process,
vou will not be eligihle for a loan,

The quarterly maintenance fee is assessed against
your remaining account balance. The interest

rate for the loan is 2% over the Prime Rate as
published in The Wall Sireet Journal on the first
business day of the month before the [oan is
originated. For more informatlon on leans, contact
the Louisiana Deferred Compensation Plan office ai
{225) 826-8082 or {800} 9377604,

Importarit note: In the event you pay off a loan,
there is g 30-day walting perfod before another loan
request can be processed.
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TAXES

HOW DOES MY PARTICIPATION IN THE PLAN AFFECT
iAY TAXES?

Because traditional 457 coniributions are taken out
of your paycheck before texes are caloulated, you
pay less in current income tax.

You do not report any current earnings or losses
on your account on your current income iax retum
either. Your account is tax-deferred until you
withdraw monsy, which Is ugually diring retirement,

Distributions from the Plan are taxable as ordinary
income during the vears in which they are distribuied
or made available to you or vour beneficlary(ies).?

INVESTRIENT ASSISTANCE

GAN I GET HELP WITH MY INVESTMENT BECISIONS?

Employees of the State of Louisiana and Empower
cannct give investment advice, There are financial
calculaiors and fools on the website that can help
you determine which lnvestment options might be
best for you if you would like to construct your Plan
account yourgelf,

HOW GAN1 SET HELP CHOUSING MY
INVESTMENT OPTIONS?

Your Plan offers a suiie of services called
Ermpowsr Retirement Advisory Services (Advisory
Servlces), oifered by Advised Assets Group,

LLC (AAG), a registered investment adviser. As &
participant, you may select the Managed Account
service, which has AAG, a registered investment
adviser, manage your Plan account for you, If you
prefer to manage your reiirement account on your
own, you may select any investiment option or
options, and you may use the Cnline Investmeant
Guidance and/or Online Investment Advice tools.
These services provide a personalized refirement
strategy for you based on your Investment goals,
time horizon and risk folerance.



For more detailed information, please visit your Plan's
website af LouisignabBCP.com or call the volce
response system toll free at (800} 701-8255 fo speak
with an AAG Investrent adviser representative.

There is no guarantee that participaiion in any of
the advisory services will result in a profit or that the
account will outperform a seff-managed portfolio
invested without assistance.

WHAT FEES DO | PAY TO PARTIGIPATE IN
ADVISORY SERVICES?

Three levels of senvice are avaitable with Advisory Services:
» Online Investmeni Guidance: No additional fee.

» Onfine Investment Advice: A $25 annual fee assessed
1o your account at $6.25 quarterly.

» Managed Account sepvice; If you choose {o have AAG
manage your account for you, the annual Managed
Account senvice fee will automatically be deducted
from your account balance quarterly based onia

" percentage of your account balance, as the table
below shows. -
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For example, if your account balance is $50,000,
the maximum annual fee wilt be 0.45%, or 8.1125%
per quarter, which equates to $225 annually, or
$56.25 quarterly.

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

to a maximum fes of 0.45% anhually, or 0.1128%
guarterly, and the next $25,000 will be subject to a
maximum annual fee of 0,35%, or 0.0875% quarterly.

$100,000 X 0.1725% =§112.50 quariedy

bty

Total quarterly fee = $134.28 {or §537.52 yearly)
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1 Representatives of Empower Relirsement do not offer of provide investment, fiduckary, financisl, legal ortax advice or act in a fiductary capacity for
any client unless explichly described in writing, Plesse consulbwith your investment advisor, sttorney andfor tax advisor as needed.

2 Asset allocaiion and balanced investment optons and models ara subject to the risks of the underlyiag funds, which can ba a mix of stocks/stonk
funds and bonds/bond funds, For mare information, see the prospectus and/er disclosure documents.

3 The ascount owner & respongible for keeping their Pil/pasacede sonfidential, Please contact Ollent Services immadiately if you suspect any
unauthorized use. .

Core securlfies, when offerad, are offered through GWFS Equities, Inc. andfor other broker-dealers.
GWFS Equities, Inc,, Member FINRA/SIPC, Is a wholly awned sitbsidiary of Great-West Life & Annully Insuracce Company,

Brokerage sevices provided by TD Amerirada Inc., member FINBA/SIPG/NFA. TD Amedlade is a rademark jolntly owned by TO Amarilrads 1P
Company, e, and The Torento-Dominion Benk, All rights reserved, Used with permission. Additiona! information cen be obiained by calling TD
Arneritrade at (866) 766-4018. TD Ameriivade and GWFS Equitles, Inc. are separate and unaifilated.

Empawer Retirement Advisory Senvices are offarei by Acvisedf Assets Group, LG, 2 tegistersd invashnent aduiser and whally ownad subsidiary of Great-
West Life & Anrwity Insurance Comparny.

Empowat Retirement refers {o the products and serviees offereg in the relirement markets by Great-Wast Life & Annuily Insurance Company, Corporate
Headguarlers: Greenwood Vilage, CO; Great-Wast Ll & Annulty Insurance Compansy of New Yerle, Home Offics: NY, NY, end their subsidiasies and alflites,
Thetrademarks, [ogos, servica marks and design elements used are owrned by their respeciive owners end are used by permission, ©2017 Great-West Life &
Annuity Insurance Cormpany. All dghts reserved, 88228-01-BRO-2761-1703 AMI00158-0247






£ Information Secutity Policy - Appendix Division of Administration

W Frdl User Rgreament T ew of Tosmology Serices

Qverview

The State of Louisiana is entrusted with sensitive, proprietary and confidential information, including Protected Health
Information {PHI), Federal Tax Information (FTi}, Ctiminal Justice Information {Ci1}, and Personally Identifiable
Infatrnation (P) and acknowledges that it should take steps to protect that inforrnation, One such step is to confirm
that users of the State’s information take responsibility for the protection and approptiate use of the State's information
In accordance with the State's Information Security policies and precedures. Effective protection of such information
requires the participation and support of every State erployes, independent contractor and third party affiliate
{"Users"). 1tis the responsibility of every User to acknowledge and follow the guidelines in this Pollcy,

Purpose

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

Applicabllity

This policy applies to all Users, including State employees, independent coniractors and all other workers at an Agency,
including all personnel affiliated with third parties. This policy applies to all com puting systems, electronic media and
printed materials that are utilized, owned, managed, or leased by an Agency or the Office of Technology Services {OTS),

Generzal Requirements

All Users are responsible for exercising good judgment regarding use of State resources in accordance with State’s
Information Security palicies and procedures. The State’s resources may not be used for any unlawful purpose. If you
have a question regarding the proper use of tachnical recources, contact the Information Security Hotline toll free at
(844) 692-8019,

All State systems, including handheld or mokile 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 ctstomers [n the course of
normal operations.

Any personal device used In serving the interests of State, must be approved by applicable Agency leadership and the
Information Security Team {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 emails, are also the proparty of the Agency and the State makes no
guarantee as fo 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,

Keep passwords secure and do not share account or password information with anyone, For example, do not wiite
passwords down, do not emall them and always use complex passwords (e.g., at least 8 characters long using a
combination of fower 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.

If you believe that you have been granted aceess to systems or data outside the scope of your employment
respansiblilities or job function, please contact the Information Security Hotline toll free at {844} 692-8013.
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STNERS: Informatian Security Pﬂhcy Appendm Division of Administration
¥ End User Agreement o " Office of Technology Services  /

Computing Systems

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

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

State Employees using their vehicles to transport the State’s Computing Systems should exercise the utmost caution to
safeguard the privacy of and access 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 Requirements

All State Comnputer Systems or Agency approved personal devices used for State business purposes (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 [ess,

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 (L.e., Pelican, Saints, etc.}; create passwords that contalnany
personal data such as any portion of the user ID or name, a spouse’s name, or a pet’s name; or create passwords that
appear in the dictionary. '

Usars should secure their workstations by logging off or locking (control-ati-delete or Windows Key + L) the device when
unattended. . L. .

Users must use due care when transmitting or storing sensitive information. Communicatioris outside of an Agency
Network should use mechanisms approved by the Information Security Team {IST} for protecting Confidential or

Restricted Data {e.g., encryption).

Portable computers are especially vulnerable and will be protected by a current Antivirus solutfon and Personal
Firewalls, instzlled or approved by OTS, and may not be disabled or modified by Users,

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

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

Known incidents or infeciions from a virus, malware, or ather malicious software should be immediately reported to the
Information Security Team.

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

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

Users will taka reasonable stepsto protect all State property and information from theft, damage, or misuse, This
includes maintaining and protecting User workspace, equipment, and information from unauthorized aceess whether
working at Agency facilities or offsite.

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

Office of Technology Services . DataClassification Level: Public
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" Office of Technology Services

Newsrooms, Social Media Sites, and Social Networking Sites

Postings by State Employees regarding Agency business information or news to newsgroups, chatrooms, Internet Relay
Chat ([RC), Facehook, Myspace, or other social networking or social media sites is strictly prohibited unless expressly
approved in writing by the Agency Communication Director or Execurtive Leadership. If the User identifies himself or
herself as employee or agent of the Agency on anhy 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 Leuistana,

Virtual Private Network (VPN) Usage

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

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

Connections to non-State VPNs from within a State network must he specifically authotized hy the Information Security
Team {157}

Physical Security

. AState issited identification badge must be wormn on your persen in a visible location at all times within a State facility.
The identification badge must be properly secured and a lost badge must be Tmmediately reported to the Information
Security Team {IST}.

Do not facilitate the entry of non-badge parsonnel at any time. Al visitors must chéck in at the reception area, clearly
wear the Visitor badge at all times, and remain with their designated escort atall times. Guests are not allowed in the
State facilities after hours except with the specific authorlzation of Agency leadership.

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

Individuals with access ta Confidential or Restricted Data should mzintain a clean desk, pickup printed materialsina
timely manner ahd appropriaiely secure paper based documents when they are notin use,

Privileged User Accounts

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

» Individuals with Privileged User Accounts understand it is their responsibility to comply with all security
measures necessary and assist in enforcing the Information Security Policy.

« Privileged User Accounts may only he used for valid business functions that require privileged access. Privileged
account users must still abide by the least privilege principal and must hot aceess 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 fog In to a specific
privileged account, except when logging directly into a system interface console,

Privileged user accounts may not be used to modify the individual’s standard user account.
Privileged user accounts must comply with requirements of the information Security Policy prior to modifying
any system or User account.

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

ssbnbuimim
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= Individuals with privileged user accounts, and their supervisor or manager, wilt notify the Information Sacurity
Team when the privileged user account is no Janger required to perform that individual’s job functlion.

Unacceptable Use

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

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

© Engaging in any activity that is illegal under local, federal, or international law.

¢ Violations ofthe rights of any person or company protected hy copyright, trade secret, patent or other
intellectual property, or similar laws or regulations, including the installation or distribution of "pirated” or othar
software products that are not appropriately licensed for use by the State of Louisiana,

« Unauthorized copying of copyrighted material including digitization and distribution of photographs from
magazines, books or other copyrighted sources, copyrighted music, and the installation of any copyrighted
software for which the State or the end user does not have an active licensa is strictly prohibited. The use of any
recording devics, including digital cameras, video cameras, and cell phone cameras, within the premisas of any
State properties to copy or record any Internal, Confidential, or Restricted Data is prohibited.

s Connecting network devices such as wireless access points or personal laptops into the State's network
envirenment without proper authorization from the Information Security Tearn {IST}).

o Intentional Intraduction of malicious programs Into the network or server {e.g., viruses, worims, Trojan horses, e-
mail bumbs, ete.}. )

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

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

» Making fraudulent offers of products, items, or services originating from any Stata issued user account.

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

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

» Bxecuting any form of network monitoting which will intercept data not intended for the uset’s host, unless this
activity is a part of the user’s normal jobfduty.

Circumventing user authenticatlon or security of any host, network oraccount.

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

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

Vtilizing unauthorized software, hardware, proxy avoidance websltes or services, or any other means to access
to any internet resource or website that has been intentionally blocked or filtered by the State, Agency, or IST,

o 4 0 & »




Email and Communications Activities -

i Informatlon Seauritv FOIICV Appendlx Division of Admmlstratlon
- - Office of Technology Services

Sending non-business related unselicited emall messages, text messages, instant messages, or voice mail,
including the sending of “lunk mail” or other advertising material to individuals who did not specifically request
such material (email spam).

Engaging in ary form of harassment o disciirmination through emell 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, Ponzi or other pyramid schemes to a $tate User, unless specifically
requested by such State User.

Posting non-husiness-related messages to a large nurbers of Usenet newsgroups (newsgroup spam)

E-mizil may not be stored on personal devices (e.g., home computers, personal laptops, PDA’s, Smartphahes,
efc.) except as authorized by the Information Security Team {IST).

Text messages should not to be used for business discussions. Confidential and Restricted Data shall notbe
communicated over text messaging.

Users of Confidentlal and Restricted Information

Ry signing this Agreement, Users acknowledge that they are aware of and understand the State s policies
regarding the privacy and security of individually identifiable hesfth, financial, criminaf and other personal
information of individuals and employaes, ~1ncludmg the policies and procedures relating to the use, collection,
disclosure, storage, and destruction of Confidential and Restricted Data. -

In consideration of Users’ employment or association with the State and as an integral part of the terms and
conditions of such employment or association, Users covenant, warrant, and agree that they shall not atany
time, during their employment, contract, assbciation, or appointment with the State or after the cessation of
such employment, contract, assoclation, or appointment, access or use Confidential or Restricted Data except as
may be required in tha course and scope of their duties and responsibilitias and in accordance with applicable
law and corporate and departmental policies governing the proper use and release of Confidential or Restricted
Data.

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

Users must also understand that the unauthorized use or disclosure of Restricted Data shall result in disciplinary
action up to and including tarmination of employment, contract, association, or appoiniment, the institution of
legal action pursuant to applicable state or federal laws, and reporis to professional regulatory bodies.

Users further acknowledge that by virtue of thelr ermplayment, contract, association, or appointment with the
State, they may be afforded access 1o Confidential information concerning the operations and practices of a
State Agency, which shall specifically include, but shail not be limited to inventions and Improvements, ideas,
plans, processes, finandial information, technigues, technology, trade secrets, manuals, or other information
developed, in the possession of, or acquired by or on behaif of the State, which relates o or affects any aspect
of Sate’s operations 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 asan
employment contract or any other giarantee of employment, and shall not otherwise alter or affect User status
as an at-will employee {or where applicable, independent contractor) of the State.
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Enforcement

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

e Hlaves Contractor

Name:
Title:
Agency:
Phone:
Email:
Signature:
Dearte:

e e
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Rev, /2022
Office of the State Americans with Disabilities Act Coardinator (OSADAC)

VOLUNTARY SELF-IDENTIFICATION OF DISABILITY FORM

Employee Name: Personnel #:

Why are you being asked fo complete this form? |

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

Because a person may become disabled at any time, we ask all of our employees to update
their information at least every five (5) years.

[dentifying yourself as an individual with a disability is voluntary, and we hope that you will
choose to do so (if applicable). Your answer will be maintained confidentially and will not be
seen by hiring officials or anyone else involved in making personnel decisions. Completing the
form will not negatively impact you in any way. For more information about this form or the
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/.

How do you know if you have a disability? CL |

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

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

» Autism « Deaf or hard of hearing » Nervous system condition,
« Autoimmune- disorder, ¢ Depression or an}uety 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 e Psychiatric condition, for
» Cancer irritable bowel syndrome example, bipolar disorder,
» Cardiovascularorheart e Intellectual disability schizophrenia, Post
disease « Missing limbs or partially Traumatic Stress Disorder
» Celiac disease missing limbs {(PTSD} or major depression

« Cerebral palsy

. Please check ONE of the boxes below:

L1 YES, | have a disability I NO, I do not have a disability {11 do not wish to answer

You are encouraged ta carefuily
review nur agency's palicy
specific to the Amerfeans with
Disabilities Act 2ndfor Disability
Rights, and to request workplace
accammodations as may be
needed for your disability.

Employee Signature:
Date:

in accordance with La. R.S. 46:2597, this form shall be confideniial and filed in a folder separate from the employes’s personnel file.
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OEA TELEWORK AGREEMENT FORM

e —— T ——

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

This Agreement in no way alters my current employment relationship or my obligation to observe ali

applicable agency rufes, policies, and procedures.. All existing terms and conditions of employment,

including but not limited to my position description, salary, benefits, leave, overtime, etc. remain the
same as if | worked at the primary worksite. ‘

Employee Telework Information
Employee Name:

Alternative | Enter Street Address
Worksite Address: | Enter City, State  Enter Zip Code
Enter Parish

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

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

3. The amount of time a teleworker is expected to work will not change due to voluntary
participation in a telework-formal or telework-situational arrangement. Telework hours are
regular work hours and may not be used for personal activities. All teleworkers are axpected to
remain accessible during designated work hours, Just as with regular work hours, teleworkers are
expected to follow the GOEA Time and Attendance Policy as it relates to requesting time off. In
the event that overtime is anticipated, this must be discussed and approved in advance with the
supervisor/manager, just as any overtime scheduling would narmally have to be approved.

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

S, Allteleworkers shall use the time and attendance system to input telework via the “ZTEL” fime
code.

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

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

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

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

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




Galvez Parking Garage Access

First Name

Last Name

Email Address

Phone Nurﬁber

Vehicle 1 Year -

Vehicle 1 Make

Vehicle 1 Model

- | Vehicle 1 Color

Vehicle 1 Liéense Plate Number

Vehicie 1 License Plate State

Vehicle 2 Year

Vehicle 2 Make

. Vehicle 2 Mode!

Vehicle 2 Color

Vehicle 2 License Plate Number

Vehicle 2 License Plate State
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Required Courses for New
Hire/Rehire

SuccessFactors

www.leo.doa.louisiana.gov/

= LA Code of Governmental Ethics (Required Annually by July 15t)
= SCS CPTP PES Basics (Upon Hire)

= | aGov CATS Time Entry (Upon Hire)

= SCS CPTP Prohibited Political Activity (Upon Hire)

= SCS CPTP Cybersecurity Awareness

= SCS CPTP Teleworking for Employees

SAFETY

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

= SCS CPTP Preventing Sexual Harassment {Required Annually)

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



