NEW HIRE CRECKLIST
(GOVERNOR'S QFFICE OF ELDERLY AFFAIRS

-——

App[icaﬂun for LASERS retlrement system (Optlonai If transfarring fram another state agency; enter “NO CHANGE” on form
and sign.)

Lasers Beneficlary Form

Lasers Benefii Forfeitura
Appointment afffdavit SF-13

___ Deferred Compensation enrollment {optional)

i

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

.Emergency contact information

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

Tax form W-4 {ederal taxes (Optiohal if transferring from other state agency. Can write “NO CHANGE” on form. }
Flexible spending accounts enrollment form {optional)

Hl!lH

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

« [fnotalready enrolled in Group Benefits, OBG will request proof of coverage for PORTABILITY.

e IF NO COVERAGE IS SELECTED, COMPLETE SECTION . WAIVER OF COVERAGE, Employee keeps gold copy.
Louisiana Second [njury Fund €-2 form. Employee must eomplete and place in sealed envelope marked “CONFIDENTIAL”
Medicare tax eliglbility form
Planned working time change notificatlon
Prior state service verification, Employee must review and sign EM PLOYEE NOTIFICATION FORM and €502 to verify.
Recoupment of Qvarpayments
Tax form L-4 state taxes {Optional If transferring from other state agency. Can write “NO CHANGE” on form.)
Statement Concerning Your Employient In a Job Not Covered by Social Security
Statement of Agreement RE: Compensation for Qvertirne Work
Driver Authorizatian form -

_ Transeript

. Review overtime Rule 21.12( Check with transferring agency to make sure leave Is canceled or pald out before transfer)

_' Newly Hired Employee Offer of Coverage
____ Online W-2 Sefection

_____ OTS User Agreement

___ Galvez Parking Garage Access Form

i [ NE)

o Change in mformatron tobe repnrtad to HR
_____ Checkissuance '

__ Dresscode

_____ Earningof annua!/sicklcompan_satorv (K) leave
___ Holidays

__ LEO selfservice

Performance Adjustments increase
_ Parking '

3/31/2023




Perforimance Evaluation (PES) system

Personnel manual (have employee stgn acknowledgement form and send It to HR.)

Political Activity policy (employes must receive copy)

Posttion title and starting salary

Probationary period {If transferring in from another state agency with permanant status, this doas not apply.)
Safety manual (have employee sign acknowledgement form and send it to HR.)

LT

3/31/2023




P13 {R 505 APPOINTENT AFF DAVITS

IMPORTANT: Please read the followlhg mppointment affidavits. Before swesring to these affidavite, make surs you
understand the fully, It i ihe responsihility of the empleying agency to delerming any change in employment status
sl the applicent filed {he original pre-emplayment applioation, .

AEEDINTES RERENGY TTYIBION
PRESENT 8TREET AUDTES FLACE OF GRFLOTMENT
O BIATEZE DETE OF BIRTH

&, SINCE YOU FILED THE APFLICATION RESULTING IN YOUR APPOINTMERNT, HAVE YOU BEEN INDICTED
OR CONVIGTED OF ANY LAW VIOLATION (sxclitdes rinor raiflc violations)? t'f YEB {INg
IFYES, GIVE DETAILS: -

OATE LOCATION GHARGE

BISEOSTION

B, SINCE YOU FILED THE APFLICATION RESULTING N YUURAPPOINTMEI'\IT, HAVE YO RESIGNED OR
BEEN DISCHARGED AB A RESULT OF MISCONDUCT? [T1YES [ No

I YES, GIVE DRTAILS:

G DG YOU NOWHOLD OR AREYOU A GANDID:’»\TE FOR AN ELECTIVE PUBLIG OFFICE? [JYES [T NO

D, AS REGLIRED BY LOLISIANA REVISED STATYE 41:52

Do you solemnly swear {or atiinm) 16 SUPPOR e Constiuiet ant jaws oF the Unied étatas and Constition and Taws

of this Stafe, end falthfully and Imparfially dischérge and perform il of he dulies neumbent upon you es & Sate

sroployee sosowding ta the hest oi’){fam ability and understanding? [IYES [TINO
TATE : SIENATIRE OF \)FPO]NTEE [ BOIAL SECURITY B0,

w -




N REMSION
[ NEW REQUESY

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

Employee Name

Empioyee Personnel Number

I request to set my plamled working tlme schedule as follow5'

| Optlon 2

Four 10 hour work days
M F

Choose a requested off
day_'and an alternate day.

' #Schedule between 6 am - 7 pm [ -

O Monday

‘0 Friday -

APPROVED

0 Wednesday

Alternate.

Lifective Date:

i T_iﬁl'e'-_l_n

Timé Out_

' -"'."lr_iclud\'e 30 min.ltinch break

APPROVED WITH CHANGES

APPROVED BY MANAGER

DATE

» Jacknowlegde that I am aware that changes to working times or schedules shall be submitted at the end of
each quarter (March, June, September, or December.) Requests based on medical needs may be submitted at

any time although additional documentation will be required.

DATE

Employee's Signature

HRM 1020
Revised 05/2021
PAF 1024




MEDICARE TAX ELIGIBILITY FORM

Effbotive April 1, 1986, allnew state employees will be sibjeot fo pay 145% of thelr
gross salary for the Medicare tzy, Thiswill bein addtiion to thelr other deductions
snoh as retfrement and Bedeval aud statetax,

Thave read the Information above and undessiznd that sihee:

1 have been conthonsly employed. in state governmen sinoe

prlorto April 1, 1986, Lam notrequived fo pay this fax,

Fhave nof heen, continmously employed in state government
since April 1, 1986._X ara venived fo yay this g,

{

———

Hpaployes Bignahure . i Date




Social Security Adminisiration

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

Employea Name Employee |Dif

Employer Name Employer I

Your earnings from this job ars not'covered undsr Soclal Securlty. When you retire, or if you bedome disabled,
you may receive a pension based on sarings fror this job. If vou da, and you &re aleo entitled to a benefl
from Social Securlty based on elther your own wark or the work of your huisband or wife, or former husband or
wife, your pension may affect the amount of the Social Security benefit you recelve. Your Medicare benefits,
however, wili not be affected. Under the Soclal Securlty law, there are two ways your Sooial Security benefit )
amatint may be affectad. ‘ -

Windfali Elimination Provision |

Under the Windfell Efimination Provision, your Soclal Security retirement or disabllity benefit is flgured using a
modified formula when you are also entitied to a pension from a job where you did not pay Secial Sscurity tax.
As a result, you will receive a lower Soclal Security benefit than if you were not entlffed fo a pension from this
job. For example, if you are age 62 in 2013, the maximum monthly reductian in your Socfal Security benefit as
a result of this provislon 1s $385.60. This amount is updated annually, This provision reduces, hut doss not
totally eliminate, your Soclal Security benefit, For additional information, please refer fo Soclal Seourity
Publication, “Windfall Elimination Provision.”

Government Penslon Offset Provision :

Under the Government Penston Offset Provision, any Soclal Seotrity spouse or widow(er) beneflt to which you
hetome entitled will be offset if you also recelve a Federal, State or local government pension based on work
where you did not pay Social Security tax. The offset reduces the amount of your Sacial Securlly spouse or
widow(er) beneflit by two-thirds of the amount of your panslon.

Far example, if you get a monthly pension of $800 based oh earnings that are not covered under Sociei

Security, two-thirds of that amount, $400, Is used to offset your Soclal Security spouse or widow({er) benefit, If .

you ava eligible for a $600 widow(er) beneflt, you will recelve $100 per month from Social Security ($500,
$400=8100). Even if your pension Is high enough to totally offset your spouse or widow(er) Soclal Seourity
benefit, you are still eligible for Medicare af age 85. For addifional information, please refer to Soolal Secuylty
Publication, “Government Fension Offset.”

For More information

Seolal Seourlty publications and addifional information, Including information about exceptions fo each
pravision, are avalable at www.soclalsecurity.gav. You may alsa call toll free 1-800-772-121 3, or for the deaf
or hard of hearing call the TTY number 1-800-325-0778, or contact your local Sactal Security offfce.

] certify that I have recelved Form $8A-1945 that contains information about the possible effects of the

Windfall Blimination Provision and the Government Pension Offset Provision on my potential future
Social Security Benefits,

Signatura of Employee Date

Form S8A«1945 (01-2013)
Dastroy Prior Editions



Goveﬁor’a Office of Elderly Affaivs
PRIOR STATL SERVICE QUESTIONNATRE INFORMATION

The purpose of this form is fo obtain infortmation for deterrining fhe spectfic amount of State servics to yone oredit,
This Information is needed for several reasons;
\
¢ Ono example offts use iy that the awount of sick and anoval Jeave that you acorne 3 determined by your lengths
of State service.
+ Another example Is that the length of State servics is used to determine the order ofnnplemenfaﬁon of fayofl
and Tayeif avoldance mensures.

In. order to determine your length of Siate seryice, it will be necessazy for you to ﬁ:.rmsh ug with fhe Information
8 questad ot the attached forr. The following fnformution should be helpfid to you when. completing this fomm,

The foHowmg examples ao cons;dazed State sexvice for leave acomal purposes:

’ 1. Sewinginagy elussified position.
: 2. Serving fn any anclossified posifion. Exam;ﬂes ofereditable mclassified service would be:
a. Employess ofstate schools: teachers, substitnieteachers, feachers” sides, hnchroom workers
and school bus didvers.
b, All employess of parish and State schoal boards.
c, Biate board or Commdssion members. .
d.  Heads of dapartments appomted by-the Governor. ’
& Students who were smployed fn acoordanve with Civil Servics Rules 1.5.1 and 4. 1(&)2:

These ars the-most comenon, sxamplos considered as State servic& forthe. purpose of layoﬁ and 1ayo£f avoidance
meastres and avenot afl inclusive;

1. Alliime spont on any fype of classified appointment pilox to Jemveary 1, 1983.

2 Al thme spent on any type ai“uxmlassiﬁaﬂ sppointment priorio Jannaty 1, 1983, Sse abovesgamples
2o,

3 Classified State servios dbtained after 1, 1983, on probations], joband permanent appointraents that
were notpark-time fnfermittent and onyesfrioted or pravisional appointnents that were converted to
probativnal or job appolntments and were nof park-fime intermittent, .

Ttis the pdlicy af the FIR Offios to verify and creditio your leave reooxd any prior elussified state service. However,
stiudent or other unclassified employment with 2. public school or state wmiversity must beverifred by you. Tisponr
responsibility to provide the HR Qffive with certifontion fom the applicable schon] ox sohoof, board of your total
thee worked before crafit oan be shown on your xeeord, IF emplopment was uot fuil-fisme, vevification st be In
© nvmber of lronrs worked,

When oonpleting the attached questionnaire, Hat sach stats agency, Inolading this one, whers you have been
employed and length of service with cach agency. Start with yourmost recent amplﬁymaﬂt and work baok,

Afier completing the questionnaire, please sipn 3,
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RECOUPMENT OF OVERPAYMENTS:

I shall be the policy of the Governor’s Office of Bldexly Affals to notify sxoployes (5) whenan
overpayment has o ncurred and yeconpment st talce place,

“Witten. notifieation will give the reason why tha overpagment ocovzved and spee:ﬁv how/when.
the agency will start the reconpment pro nadm:a. ‘

Thave read the dhove statements and vnderstand i a overpayment is peneraled in oy bisweekly
pay, Tecoupment by the agency will ke ploos,

NAME

TITLR/UNIT o

BATE




T

k » Indeystand that agehries of the State of Loulslang

have the optioh of granting compensatory leave furcmrﬂma hottys wopkad,

NON-EXEMPTEMPLOYEES: Incaseswhersthe Faanahnr Standards Actappiies, such leave will bacredited
1o nan-exempt employess at the rate of one and ote-kalf hour for gach houe worket,  For overtime
hours worked during weeks when leave T tuken {with or withont pay), or when holidays are chserverd,
the agenty may opt to use straighttime cash payments o hourfor-hour eompensatory leava fo
LOWI pEnEsta nonnaxempt amployeas, n accordancs with tha Rules of the Depariment of State Chil
Service.

EXEMPT EMPLOVEES: Agentles have the option of granting no overtime compensetlot at all to exatnit
employees; but if the ageney thonses to compensate exempt employees for overiime, tha agency may
choose o compansata such employees with compensatory leave ratherthan cash payment.

PAYMENT OF COMPENSATORY LEAVE UPON SEEARATION:

*  NON-EXEMPT EMPLOYEES: | also undarstand that non-exempt employess shall be pald upon
separation for any time and ong-heif compansatory [eave earped for overtime, as required by the
Feli Latgr Standards Act, Othey straight, hour-forhour campensamw letve shall be paid upon
separation in aacardance With Civil Setvice Ritle 23,42,

*  EXEMET EMBLOVBES: Compehsajory leave cradited 10 exempt amployees may of inay yiok be -

puid upon sepsration in accordanve with the applivebls Ciufl -Service Rules. Awy stch
compensetory feave Hiak s not pald, shad ki gancelled, T accordatia w!th the applicable Civil
Servics Rules.

Fhave vead the abova and agres fu secapt compensatory feave as compensation for ovartime work,

Printed ar Typed Nama:

Sipnatuys; . Date




GOEA Employee Emergency Notification

Date: ) ! ‘ Lowilsfara Governor's Offee of Elderly Afals
Gajvez Building )

New ___ Revised 602 Narth 5th Siraet, 4th Floor |

- Baton Rouge, Loulsfana 70802 i

Phone: 226-242-7400 ;

Faxr 426-362-7133

were, GOBA L oulstane, Gov ;
Employee Name: N
Title:
Address:
Clty: - Parson to Hotify in Caga of Bmergency
Zp Corles Natne £1) : j
Addross:
Home Phono: Flate! .
Cail Phone: ‘ Home Phone:
‘Work Phonet
Employae Supeiv!sor: Oell Fhane:
Name; Relafionship:
Tltle:
Contact Number: . Name {2)
_ ' . Address: 7
For emergerey purpnsey only, please list alternate stafi: State:
Staft NameiTitle Coptact Number Home Phone:
. . Work Phone:
Gelt Phone:
Retationship:
. Other Information
Will you need assistance nolng down stalis during an smergency af tha Gaivez Bulliing?
Yes_..  HNo....
. PAF 2018
. Revised 7M6/2022 !
I
T 1




QSURFI2A

ROLAD5/2011
: STATE OF LOUISIANA,
LAGOY ERP-HUMAN CAPITAL MANAGEMENT
DIRECT DEPOSIT ENROLLMENT AUTHORIZATION
MAIN BANK (PRIMARY ACCOUNT)
" EMELOYER SoH TRPARIMENT/OFFICE OR AGENGY

ACTIONTYRE (v onn}
] NBW 7] CHANGE [T} TERMINATE THIS CPTION

| PRIMARY ACCOUNT INFORMATION

‘ oL e T (MumBank) - - 0 -t o
DEROSIF AMOUNT I THIS ACCOUNT WILL BE EQUALTONET PAY LESS ANY DEPOSITS TO SECONDARY ACCOUNTS,
N ARCIAL TS IO TION NAME FRVATCEAL, TNETTTUTION ROL NG (ASA) NUMBER fan i) 1
BAN ACCOURT NUMBER ACCOUNTNAME * (Ex: Mr.and Mrs, John Dan, Johear Jane Dos, John Dos)
| ACCOUNT TYPE (v one) (Bank Contal Ne) #Account verification or completion of enroTimient Jorm by

finaneclal institution will assure the aveuracy of sccount datay
[] *CHECKING _ Y
{provide volded cheole or acaount vestfinalion } Sienature fom instiintions

[] +*8AVINGS
(sbtaln aocomd # 8 ABAZ ftom Enaneinl insthtution) Effeotlye Date - I?AYDAY
' FPhone numbar:
{Print full onrmo) ) B .
I autthotize and request the Stafe of Tanfsiana to divect my net, pay

oheck to the account af the financial nstittiicn | designated above,

It fs oy responsibility to notify my Fopluyee Administation Office, as appropriate, should any changes oooty to aovount
speoified, Copsidering o1l aboye conditions are mef, fhis aufhorization remains in foll effect until & wiltten, signed
notification to terminate, or another signed form (OSUP/K124) indicating termdnation of this option is received from me
and the Siale of Loulbiana hay had 1eascumble uppurtunity 1 ack on fhe ternitation, However, 1 understand and
acknowledge that I am responsible for any acoount information fndjoated on this form as well as any actount fnformation
that T add or any changes that T make to my accounts fhrough Lowisiana Employees Online (LEO).

For diveot deposits that are affected by the International ACH Transaction. (IAT) rules cheok opes, .
1 affitm that the enfire amount of the paywoll direct deposits sent to my aceout of the financial instittion
esigneted ahove will nof subsetuently be forwerded fo a fotelgn financial Instiution.
1 affirm that the entire amourt of the payrull divect deposits sent to my account at the financial Ingtitution
designated above yill subsequently be forwarded to a forelgh financial instittion,

Sigmatire Date Phone numberwhere you aan ke reached
betwezn 8:00 am and 4:30 pm
*Dieposits can omly be made fo asoniods fhat befong to you. Execptionst Depesits ean be made to fho necounts of dejendends ov a
pavent/gnardion when fie cinployes iz o dependest nf the praventfpuardian,
**Ageney requirements may vary. Contact your Employer Administration office ifyon have any questlons.

TORE CDMPL'EI‘ED BY EMPLOYER ADMINISTRATION OFRICE:
MBI R

.
.

ST Ty | TRNANCIAL INSTIT0 TION ROUING (ABAYND, (ot provivad sbave)
H R o e )

~FRERGCNIEL ALEA NOMEER BRSO NUMBER BRI A

[l CHECK HERE IF SECONDARY ACCOUNT FORMS ARE ATTACHED



Employment Eligibility Verification
Departmont of Homeland Security
11.8. Citizenship and Immigration Ssrvices

UBCIS
Form J-9
OMB No.1615-D047
Expiras 07/31/2026

BTART HERE: Employers must ensure the form Instructions are avallable fo smployees when completing this form. Emplovers are liable for
falling to comply with the requirements for completing this form. See below and the Instructions.

ANTE-DISCRIMINATION NOTICE: All employess can choose which accepable documentation to prasant far Form 19, Employers annot ask
employaes for documentation to verlly information in Section 1, or specy which acceptable docymentation employees must present for Section Z or

Supplement 2, Reverifloation and Rehire. Trealing smployees differantly based on thelr citizenship, Im

pjoyiment

A

l.ast Nama (Family Nams)

Firsl Nama {Qiven Narms}) Middla [nllial (if any}  Other Last Name

3 Usad {ifany}

Address {Streel Numbar and Nama)

Apt, Number {If any)

Gily or Town

Slale

ZIP Cade

Deta of Blrth {mavddfyyyy)

1.3, Seclal Seourity Number

Employ;e's Emall Adgress

Employee's Telephong Numbar

:!'-i{!

! am aware that federal law
provides for imprisonment andlor
fines for false statements, or the
uge of false documants, in
connection with the completion of
this form. [ aftest, under penalty
of perjury, that this information,
fncluding my selection of the box
attesting to my oitizenship or

Checl one of the fulluwing boxes ko attes! Lo your citizenship or fnmigration stalus (See page 2 and 3 of tha Instruclions.):

4, A ditizen of the Uniied Siales
2, Anontilizen national of the United States (Sea Instruations.)

L__] 3, Alawhil permanant rasldant {Enter USCLS or A-Number,) |

IFyou check lism Number 4., enter ona of thase:

i I 4, Anonciiizen (other than ltem Numbers 2. and 3, abova) autharized ta work untl] {exp. date, it any)

iminigration status, is true and USCIS A-Numbar Form [-94 Adimisslon Number Farelgn Passport Number and Country of Issuance
corragt. R oR
Signaiure of Emplovee Taday's Date (mm/ddfyyyy}

1y preprase andfor translator assisted you In completing Sactipn 1,

— .

that person MUST complete the Preparer andior Translator Gertiflcation on Page 3.

‘ Emglo gresdnta

SEEss Ay 1%&; V& Smpiiya Eve) i

aultionebd By e Seerefan of DHE, u&ﬁﬂ%’ el
et n-..,fnafara%taﬁfﬁng:_‘ﬁmnﬁaubﬁ%"

List A

['j Check here If you used an allernative pracedura authorzed by DHS la examlne doouments.

Gertifleation: 1 attest, Unter penalty of perjury, that {1 | have examined tha documentatlon presented by the above-named F"f;g:y of Emplayment
employee, (2} the above-isted dastimentation appaars to ba genuine and to ralate to the employos named, and [3) 1o the mmiddlyyyyy:

hast of my knowladge, the employes ts authotized fa work In the Unlted States,

Last Name, First Name and Tille of Emplayer or Authorizod Represeniative Signature of Bmplayer or Authorized Representsiive Tedsy's Date {mmlddiyyyy)

Employer's Business or Organlzatior Nama Employer's Business or Organization Address, Clly ar Town, Stale, 219 Goda

For reverificatlon o rehire, complete Supvlement B, Reverlflaation and Rehira on Page 4.
Form 19 Edition 08/01/23

Page 1 of' 4




LISTS OF ACCEPTABLE DOCUMENTS

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

LIST A

Documents that Esfablish Both identity
and Employment Authorlzation

OR

LIET B

Dosuments that Establish idantity AND

LISTC

Dosuments that Establish Employment
Authorization

1. U.8, Pasepertor .8, Pessport Card

2. Parmanent Resident Card or Alien
Registration Recelpt Card {Farm 1-561)

3. Forelgn passport that eontains a
temporary 1-551 stamp of temparary
I-661 printad notation on a machine-
readabla lmmigrant visa

4. Employment Authorization Dosument
that oontains a phatograph (Form §-766}

8, For an Individual temporarily authorlzed
to wosk for a specific employer bagsause
of hlg of her status or parole;

a. Forelgn passport; and

b, Form -84 or Form -94A that has
fhe following:

{1) The sama name as fhe
passpord; and

(2] An endersament of the
individual's status or parole as
long \s that peried of
endorsement has not yet
expired and the proposad
employment is not in conflict
with any resirictions or
imltations identiflad on the form,

§. Passportfrom the Fadersted Sfates of
Micrenesia {FSM) ar the Republic of the

Form 1-94A indicating nonirnigrant
admisslon under the Compact of Free
Associaljion Belween the United States
and the F&M or RMI

tdarshall Islands (RM1) with Form -84 or §

1. Driver's license or |D card lssued by a Stata or
ouflying possesslon ¢f (he Unitad Stales
provided it contalng a phofograph or
information such as name, date of birh,
gender, height, eve color, and address

2

tD card issued by federal, state or loeal
government agencles or entilles, pravided It
condalps a photograph or information such as
name, date of birth, gender, height, eye color,

1. A Soclal Security Account Number card,

unfess the card includes ohe of the follewing
restrictions;

(1} NOT VALID FOR EMPLOYMENT

(2} VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3} VALID FOR WORK QONLY WITH
DHE AUTHORIZATION

and atldress

L

Sohool 1D card with a photograph

2, Certiifcation of report of birth Isaued by the
Dapartment of State (Forms D8-13650,
F8-645, F5-240) ’

£

. Voter's reglstration card

5. U.8. Military card or craft record

6. MBitary dependant's 1D vard

3. Criginal or gertifiad copy of birth cerlificate
issted by a State, counly, municipal
authatity, or territory of the United Statea
bearing an cfficlal seal

7. U.8_ Coast Guard Merchant Mariner Card

4, Native Amerlcan tribal document

=

Native Amerizan fribal document

8. U.8. Citizen ID Card (larm -197)

h

8. Driver's llcense issued by a Canadlan
governiment authority

ox
h

Idarfification Gard for Use of Resident
Clilzen In the Unlled Staies (Form 1-179)

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

10. School record ar report card

14. Clinfe, doctor, or hoapital record

12. Day-cara or aursery sshool vecord

=
-

Employment authgeization document
issued by the Dapartment of Homeland
Security

For examples, see Section ¥ and
Section 13 of the M-274 an
uscia.gavii-3-gentral.

TFhe Form 1-766, Employment
Authoslzation Docurnent, i a List A, Hem
Number 4. document, nota List G
doeument,

Acceptable Receipts

For receipt validity dates, see the M-274,

May be presented In lleu of a document listed above for & temporary period,

= Raeeipt for a replacement of a lost,
sloler, or damaged List A dooument.

s Form {-94 issued to a lawful
parmaneam resident thet containg an
1551 stamp and a photagraph of the
individual,

= Form [-94 wiih “RE" notation or
refugea stamp issued o a refugge.

aRr

Reocsipt for a replacement of a lost, stolan, or
damaged Llst B desument.

Recalpt for a replacement of a last, stolen, or
dameged List C decument,

*Refer to the Employment Authorlzation Extensions page on 1.9 Gentyal for mare information.

Porm .9 Edition 08/01/23

Page 2 of 4




Supplement A, USCIS

Preparer and/or Translator Certification for Section 1 Form I-9
Supplement A
Department of Homeland Security QMBPEQ, 1615-0047

U.S, Citizenship and Tmmigration Services Bxpires 07/31/2026

Last Name (Family Name) from Seetlon 1. First Nama {Gfven Natrie) from Seotion 4, Middle inftlat {if any) from Ssctlon 1.

Instrustions: This supplement must be completed by any preparer and/or translator who assists an employes in completing Section 1
of Form |-9. The preparer andfer translator must enter the employesa's name I the spaces provided ahove. Each preparer or transglator

must comglete, sign, and date a separate certification area. Employers must retain complated supplement sheets with the employes's
completed Farm -8,

I attest, under penalty of perjury, that 1 have assisted in the completion of Section 1 of this form and that to the best of my
knowletge the Information is true and cortect,

Signature of Preparer or Transfator Date (mm/ddyyyy)
Last Mame (Family Name} First Name (Given Nemas) Middle Initial (i any)
Addrass (Streef Number and Nama) City or Tawn Ste ZIP Code

| attest, under penaity of petjury, that | have agsisted In the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Bignatura of Prapater or Translator Date (mmdddinwy)
Last Name (Family Nams) First Name (Given Name) Mididle Initial (if ey
Addrass (Sfresf Number and Name) ChHly or Town State ZIP Code

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

Signature of Preparer or Translatar Date (mm/ddivyyy)
Last Name (Family Narme) First Name (Given Name) Middle Initiat gf any)
Addraas (Street Number and Name) City or Tawn Btate ZIP Caode

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

Signature of Preparer or Transkator Date fmumn/ddivyvy)
Lasl Mame (Famfly Name) First Name (Glven Name) Middle Initiat {f any)
Address {Slreet Number and Name} City or Town State ZIP Code

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




Supplement B, USCIS

Reverification and Rehire (formerly Section 3) Sug;;‘;?n f;’t 5
Department of Homeland Security OMB No. 1615-0047

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

Last Name {Farmlly Narne) from Section 1. Firat Name (Glven Natrie) from Sectlon 4, Middle Initial (if any) from Setfion 1.

insfructions: This supplement replaces Section 3 on the pravious version of Form 19, Only use this page If your eniployee ratuires
reverification, is rehlred within three years of the date the original Form [-2 was vompleted, or provides proof of a legal name changs. Enter
the employee's nama in the fields above. Use a now seetlon for sach reverification or rehira. Review the Form 1§ instructions befora
completing this page. Koep this pzge ag part of the employes's Farmi 19 racord. Additional guidance can be feund in the_

Handbook for Emplovers: Guidance for Coemplating Form k@ (M-274)

Pate st Retlreieannlieabisl] Now Name:
Dale (mmiiddyyyy)

Deourment Number (if any) Explralion Date (If any) (mmd!yyyy)‘

I attest, under panalty of perjury, that to the bast of my knowledge, this employee is authorized to work In the United States, and if the
amployee presonted documentation, the documentation [ examined appears ta be genuine and to refate to the individual who presented it.

Narma af Employar or Authorlzed Reprezentative Slgnature of Employer or Authorized Representative Taday's Date (mm/ddiyyy)

Additlonal information (Inifial and date each nofalion,} Chedk here If you usad an

alternative procedura authorized
by DHS to examine decuments,

Do of Relire
Dale {rm/dulyyy)

b
Z

First Name {Given Name)

Dacument Numbaor (If any} Expiration Date (il any} (mmiddigyyy)

Vattest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to worl in the United States, and if the
employee presented documentation, the documentation 1 examined appears to be genuine and to relate to the individual who presented it.

Namie of Emplayer or Authorized Representalive Signature of Employer or Authorizad Representative Todey's Date (rm/diiryyy)

Additienal information (Initla) and date each notation,) Cheaok here if you used an

alternative procedurs authorized
by DHE to examine documents,

S

I o s
Docuiment Numbar (if any) Expiration Date (# any) (mm/ddiyyyy)

i attest, uncler penalty of parjury, that 1o the best of my knowledge, this emplayes is authorized to work in the United States, and if the
employee presentad documeantation, the documentation 1 examined appeats to be genuine and fo relate te the individual who presented it.

Nama of Employer or Authorized Representativa Signaiure of Employar or Authorized Represantailve Today's Dale (mmfddivyyy)

Additioss] information (Initial and date each notation.) Ghack Here if you used an

alternative pronedurs suthorlzed
by BHS to examine dosumeants,

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




PERSONNEL HANDBOOK

Qffios of Elderly Affuirs
Personnel Menual
CONFIRMATION FORM

CONEIR MIRTIGH AND CONSENT FORM
OFFICE OF ELDERLY AFFAIRS

Having recelvad a copy of the gureent Offles of Elderly Affalrs Personnel Manua), |
state that | have read and understand the contents,

Signattira . Bai:é

SAFETY MANLAL

T

[ certify that | hava hean tralned on the folfowing OEA Safety Policies:
. Blood bome Pathogens, Violence in the Waorkplace, Drugs Free Workplace, Sexual
Harassment, Defensive Driving, General Safety Procedures and
Safety Responalbiliiies and Assignment of Responsibillties

Name

Pate

Revised Septentber 2014
110




GOVERNORS OFRICE OF ELDERLY ARTAIRS
. POEICY PROMIBIVING SEXUAL HARASUMENT

ACKNOWLBNGEMENT ANVD CERTIRICATION
* My signatuve ﬁm@nxz ackng wle&ges ﬂaai:
1 Yxecelved ae,o);y of GGEA.’S Poliay Prchlbiﬁng 8 exuaIHaraasment, .
2 Imadﬂ:zs?ehcy; ' X
%) Tunderstand the contsnt of this Pollay;
4 Tagrooto ahide by the tecras and provisions of this Poliey;
5 Iunderstund e complisnse with fis Polfoy 3 & ponditon nf erapoymbnt; snd

8)  Xunderstend et disciplmaiy aotion, neluding the possibility of dissatssal, with bc:tmpussﬂ
o those who visks thetenns aadprovisions of this Bolisy,

. BMPLOYER SIGNATURE . DATE

ks
EMELOYEE NAME (PRINT)
v Lo
HARPRTRFIRKEREOEEA SRR B EEAR KRN ANRM AR K AL KR R SR N S MRS R oMM IR 0 B R RS 3 W N W 2 RS
+ HUMANRESOTCES CERTISCATION
' .

¥ +

MMy aigua'mresherean avkinowiedges that .

-

- B Iposonally disonssed in detait GDE&’SJ?olmy:?rohibmngEemalIIarassmanthﬂﬂ. he
. employes identt¥ed above, S

2 Taosweredfhis sm_g}.oyae s questions m&gazdmgﬁzs Polipy;
3) T eonfinned this emplayea‘s completion ofthe online fefming on sexwl harassmnt

wrovided thvongh, CRTR; aud
4 Tinformer the swployes of the ounsemmmes ofvic!aﬁng this Pcloy.
TR SIGNATURS - DATE ' —,
PMAN BREGOURCE NAME (BRINT)

n!:ll!lx:kt:l:wl!ktukﬁn:uxll!liluaxuhltk#hrukahlﬂwa:Ntu:ﬂﬂKﬁnxunwﬁuxtn:txnull:t:;ugu
B .
v

L . A =
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“ AUTHORIZATION
FORM




¥ 3 . 1 . ~ + . “e sna

BTATE OF LouisiaNa
DRIVER AUTHORIZATION FORM

, TOBE COMPLETED ANNUALLY, UPON CHANGE OF 8TATE OF ISSUANCE, CLASS OF LICENSE, ANIYOR DRIVING

RESTRICTION OHANGE
Agenioy: |
Employes Narne! Employes Nurber:
lnenediaie Buparyfson Driver Traing Gourss (MMWDD/YY);
Brivers Lioense Numbar Giate of lasltanoe:

AGENCY HEAD OR DESIGNEE AUTHORIZATION

By executing this dooument, | have reviswsd the Ofifcial Driving Record and Didver Tradning Course dates and bave
vonitmen e nformetlon to be currentantl in aceotdance with the ORM Loss Preverition requirements,

My ?}?natura authorizes the aforementioned striloyee to drive the following on state business as reouited (sheck o that
appLy). :

STATE VEHICLE
RENTAL VEMICLE : .
———. PERBONAL VEHICLE
LGENGT OEAD ‘ T TIATE OF AUTHORZATION

{or deslgnated individezl) - .

-

EWFLOYEE ACRNOWLED GEMENTIAL THORIZATION . L

This 1 1o certfly that, 2e a condltion of and IF anthorlzad to drive iy personsl vehicls on stats Buainess, | have and will
rmainteln atleast the minlmu Thilly coverage as requirad by L4, B8, 32000 (8) (2), :

| undawf]tang 1hst the use of my vehice on skte business requires prior wiltten autherization from my supsrvisat o
#gjerioy head, .

Furiher, by signing this document, { agree fo notfy my geney T williag sheuld any of the following change on roy lickiee:
Privers License No,, State of lssuanoe, Olass of Livenss or Driving Restictions,

[ authorize my ageney o obiain access b my Official Diiving Revord (ODIR) as necessany o comply with the Stafe’y Loss
Pravenfion Frogran. .

I affinnatively acknowledge and understand thet operating a state-owned, state-rented or stefe- |:
leased vehivle whils Infodnated &y get forth in R8. 1498 and 14:98.1 fs airletly prohibited,
unauthorized, and expressly violafes both the ferms and condiffons of my use of said vehiole, and
riy smployer’s insiruclions. In the event such operation results In my belny convicted of, pleading
nole confehdere to, ot pleading guilly fo, diving while Intoxioated under RS, 14:08 or 14:98.1, |
acknowledge and anderstahd that such would consfitute svidense of: (1) my violating the terms

el mmredifednm mdllue tanrs nF cetd senddedae 2RY navs 1tadatine S A efioan A rvrts catreialad e sard 234 ey

My signature on this dooument shall remain in effect unfll revoked by the agency or uniita new form Is execuied.

-
+

ERELOVES SINATORS , DA

D7/miENd2
DA 2054




£

"ANNUAL SUPPLEMENTAL SIGNATURE PAGE

EMPLOYEE NANE:

: DRIVERS LICENSE NUMEER:
PEPARTMENT/AGENCY:

AGENGY HEAD OR DESIGNEE STATEMENT

By executing this dectment, | have reviewed the following and have nonfirmed the information fo hé
ourrent and In accordancs wih the ORM §oss Prevention requirements:

Offteial Driving Record
Driva;'s Training Corse

Further, my sighaiure alfows the aforementioned employes fo ditve a atale veehisle, renfal vehlcle.or
personal vehiole on state business. .

r

Agency Head Date of Anthormation
. {or designated ndividuel)

[

Agency Head | . Dats o Adorizalion
{or desfgnated individual) - .

" Agency Head Dafe of Authorization
(or desfghated indiviciial) .

Agericy Hoad ' Date of Authorization
(or designated Indvidua)

Agency Head ' Date of Authorization r
{or tiesignated individuai) -

Agerey Head . Rata of Amthiorization
(or designated ndividual)

Ed

Agrency Head . “Date of Auihonzation
(or designated ndividual) _ '

(PUPLICATE SUPFLEMENTAL SIGNATURE PAGE AS NEEDED)

Q71O 1204
DA 2054
Sﬂppn-‘!




TAXES




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

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

Department of the Treasury Give Form W-4 to your employer. 2@25

Internal Ravenua Sarvice Your withholding |s subject to review by the IRS,

St ep 1: (@) Flrst name and middle inltial Last name {b) Social security number

Enter Address ‘ Does your name match the

Personal nam?) ulafn your social security
i card? If not, to ensure you get

Information Clty of town, state, and ZIP code credit for your eamirgs,

contact SSA at 800-772-1213
or go 1o www.ssa.gov.

{c) [:I Single or Married filing separately
[[] Marrled filtng Jointly or Qualifylng surviving spouse
|:| Head of household (Check only if yau're unmarrled and pay more than hslf the costs of keeping up a home for yourself and a quallfying individual.)

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

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more informatlon on each step, who can
claim exemption from withholding, and when to use the estimator at www.irs.govw/W4App.

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

oF Spouse Do enly one of the following.

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

you or your spouse have self-employment income, use this option; or
{b} Use the Multiple Jobs Workshest on page 8 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
aption is generally more aceurate than (o) if pay at the lower paying job is more than half of the pay at the
higher paying job. Otherwise, (b) Is more accurate e e

Complete Steps 3-4{b) on Form W-4 for only ONE of these [obs. |eave 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 wlill be $200,000 or less ($400,000 or less If married filing jointly):
Claim Multiply the numibber of qualifying children under age 17 by $2,000 §
Dependent
and Other Multiply the number of other dependents by $300 . . . . . §
Credits Add the amounts above for qualifying children and other dependents. You may add to
this the amount of any other crediis, Enter thetotalhere . . . . . . . . . . 3|8
Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you
(opticnal): expect this year that won’t have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirement income . . . . . . . . |4a}|$
Adjustments (b} Deductions. If you expect to claim deductions other than the standard deduction and
want to reduce your withholding, use the Deductions Worksheet on page 3 and enter
theresulthere . . . . . . . . « . . . . e e e e e e e . 4B S
(c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4ic}|$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and beliet, is true, correct, and complete.
Sign
Here
Employee’s signature {This form is not valid unless you sign it.) Date
Employers | Employer's name and address First date of Emplayer Identification
Only employment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat, No. 10220Q Form W=4 (2025)




Form W-4 {2025)

Page 2

General Instructions

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

Future Developments

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

Purpose of Form

Complete Form W-4 so that your employer can withhold the
correct federal income tax from your pay. If too little is withheld,
you will generally owe tax when you file your tax return and may
owe a penalty. If too much is withheld, you will generally be due
a refund., Complete a new Form W-4 when changes to your
personal or financial situation would change the entries on the
form. For more information on 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 2025 if you meet both of the following
conditlons: you had no federal income tax liability in 2024 and
you expect to have no federal income tax liabllity in 2025. You
had no federal income tax liability in 2024 if (1) your total tax on
line 24 on your 2024 Form 1040 cr 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 flling threshold
for your correct filing status. If you claim exemption, you will
have no income tax withheld from your paycheck and may owe
taxes and penalties when you file your 2025 tax return. To claim
exemption from withholding, certify that you mest both of the
conditions above by writing “Exempt” on Form W-4 in the space
below Step 4(c). Then, complete Steps 1(g), 1(b), and 5. Do not
complete any other steps. You will need to submit a new Form
W-4 by February 17, 2026.

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

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

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

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

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

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

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

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

Nonresident alien. If you're a nonresident alien, see Notice
1392, Supplemental Form W-4 Instructions for Nonresident
Aliens, before compleating 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. Submit a separate Form W-4 for each job,

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

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

Muliiple jobs. Complate Steps 3 through 4(b) on only
A one Form W-4. Withholding will be most accurate if you
LUMA o 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 securlty humber, You may be able to
claim a credit for other dependents for whom a child tax credit
can't be claimed, such as an older child or a qualifying relative,
For additional eligibility requirements for these credits, see Pub.
501, Dependents, Standard Deduction, and Filing Information,
You can also Include other tax credits for which you are eligible
in this step, such as the foreign tax credit and the education tax
credits. To do so, add an estimate of the amount for the year 1o
your cradits for dependents and enter the total amount in Step
3. Including these credits will increase your paycheck and
reduce the amount of any refund you may receive when you file
your tax 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 sstimated 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
Workshest, line 5, if you expect to claim deductions other than
the basic standard deduction on your 2025 tax return and want
to reduce your withholding to account for these deducticons.
This includes both ltemized deductions and other deductions
such as for student |oan interest and [RAs.

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




Form W-4 {2025)

Page 3

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

If you choose the option in Step 2{(b) on Form W-4, complete this worksheet {which calculates the total extra tax for all jobs) on only
ONE Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest

paying job. To be accurate, submit a new Form W-4 for all other jobs if you have not updated your withholding since 2019.

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

1

Two jobs. If you have two Jobs or you're married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 4. Using the “Higher Paying Jok" row and the
“Lower Paying Job" column, find the value at the Intersection of the two household salaties and enter
that value on line 1. Then, skip to line 3 .

Three jobs. If you and/or your spouss have thres jobs at the same time, complete linas 2a, 2b, and
2c below, Otherwlse, 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 “Higher Paying Job” row and the annual wages for your next highest paying job
in the “"Lower Paying Job" column. Find the value at the intersection of the two househuold salaries
and enter thatvalueonline2a. . . . . . . + + . « .+ o o o+ o .

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

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

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

Divide the annual amount on line 1 or line 2c 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 job (along with any other addltional
amount you want withheld) . .o e e

T $

2a §

2b $
2¢ §

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

5

Enter an estimate of your 2025 jtemized deductions (from Schedule A (Form 1040)). Such deductions
may include quallfylng home mortgage Interest, charitable contributions, state and local taxes {up to
$10,000), and medical expenses in exgess of 7.56% of yourincome . . . . . . . . . . . .

« $30,000 if you're married filing jointly or a qualifying surviving spouse
Enter: * $22,500 if you're head of household
« $15,000 if you're single or married filing separately

If line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater
thanline 1, enter"-0-" . . . . . . . . . oL

Enter an estimate of your student loah Interest, deductible IRA contributions, and certain other
adjustments (from Part Il of Scheduls 1 {Form 1040)}. See Pub. 505 for more information

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

5

Privacy Act and Paperwork Reduciion Act Notine. Wae ask for the Information

You are not regulred to provide the information requested on a form thai is

aon this form to carry out the Internal Revenue laws of the United States. Internal
Revenue Code sections 3402(f)(2) and 6109 and thalr regulations require you to
provide this information; your employer uses it fo determine your federal income
tax withheolding, Failure to provide a properly complated form will result in your
heing treated as & sihgle person with no cther entries on the farm; providing
fraudulant informatich may subject you to penalties. Routine uses of this
infermation include giving i to the Department of Justice for civil and criminal
litigation; to cities, states, the Distrlct of Columbla, and U.S. commonwealths and
territories for use In administering thelr tax laws; and to the Department of Health
and Human Services for use in the Natlonal Directory of New Hires. We may also
dis¢lose this information to other countries under a tax ireaty, to federal and state
agencies to enforce federal nontax criminal laws, or to federal law enforcement
and intelligence agencies to combat terrorism,

subject to the Paperwork Reduction Act unless the form displays a valid OMB
centrol number. Books or records relating to a form or its instructions must be
retained as long as thelr contents may become material in the admmistration of
any Internal Revenue law, Generally, tax returns and return information are
confidentlal, as required by Code section 6103.

The average time and expenses required to complete and file this form will vary
depending cn individual circumstances. For estimated averages, sea the
Instructions for your income tax return.

If you have suggsstions for making this form simpler, we would be happy to hear
from you. See the Instructions for your income tax return.
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Page 4

Married Filing Jointly or Qualifying Surviving Spouse

Higher Paying Job Lower Paying Job Anhual Taxable Wage X Salary
Annual Taxable | gp. [$10,000 -|$20,000 -|$30,000 -|$40,000 -| $50,000 -|$60,000 - | $70,000 - |$80,000 - | $90,000 - |$100,000-{$110,000~
Wage & Salary | 9,000 | 19,990 | 29,9909 | 39,999 | 49,098 | 59,999 | 69,999 | 79,999 | 89,800 | 09,500 | 109,999 | 120,000
$0- 9,999 $0 80 $700 $860 %910 | $1,020 | $1,020 | $1,020 | $1,020 [ $1,620 | $1,020 | $1,020
$10,000 - 19,099 0 700 1,700 1,910 2,110 2,020 | 2,220 2200 | 2220 | 2220 | 2220 3,220
$20,000 - 26,009 700 1,700 | 2,760 3,110 3,310 8,420 | 8,420 3420 | 3420 | 3,420 | 4,420 5,420
$30,000 - 35,009 850 1,910 | 3,110 3,460 | 3,860 3,770 | 3,770 3770 1 3,770 | 4,770 | 5,770 8,770
$40,000 - 48,999 a10 2,110 | 3,310 3,660 | 3,860 3,970 | 3,970 3,070 | 4970 | 5970 | 6,870 7,870
$50,000 - 58,909] 1,020 2,220 | 3,420 3,770 | 3,970 4080 | 4,080 5080 | 6080 | 7,080 | 8,080 9,080
$60,000 - 68,999! 1,020 2,220 | 3,420 5770 | 3,970 4,080 | 5,080 6,080 7,080 | 8,080 | 9,080 | 10,080
$70,000 - 79,808| 1,020 2,200 | 3,420 3,770 3,870 | 5,080 6,080 7,080 8,080 | 9,080 | 10,080 | 11,080
$80,000 - 99,999| 1,020 2,220 | 3,420 4,620 5,820 6,830 7,930 8,930 | 9930 [ 10,930 | 11,930 | 12,930
$100,000 - 149,958| 1,870 4,070 | 6,270 7,620 8,820 9,980 | 10,830 | 11,930 | 12,980 | 14,010 | 15,210 | 16,410
$160,000 - 239,999 1,870 | 4,240 | 6,640 8,190 0,500 | 10,880 | 12,090 | 13,290 | 14,490 | 15,600 | 16,800 | 18,090
$240,000 - 259,099 2,040 | 4,440 | 6,840 8,390 9,790 | 11,100 | 12,300 | 18,500 | 14,700 | 15,800 | 17,100 | 18,300
$260,000 - 279,999 2,040 | 4,440 | 6,840 8,300 9,790 | 11,100 | 12,300 | 13,500 | 14,700 | 15,800 | 17,100 | 18,300
$280,000 - 299,909 2,040 | 4,440 | 6,840 8,390 8,790 | 14,100 | 12,300 | 13,500 | 14,700 | 15,800 | 17,100 | 18,300
$300,000 - 319,909| 2,040 | 4440 | 6,840 8,390 8,790 | 11,100 | 12,300 | 13,500 | 14,700 | 15,800 | 17,170 | 19,170
$320,000 - 364,909 2,040 4440 | 6,840 | B3390 9,790 | 11,100 | 12,470 | 14,470 | 16,470 | 18,470 | 20,470 | 22,470
$365,000 - 524,909| 2,780 6,200 | 9,790 | 12,440 | 14,940 | 17,350 | 19,660 | 21,950 | 24,250 | 26,550 | 28,850 | 31,150
$525,000 and over { 3,140 6,840 | 10,540 | 13,300 | 16,000 | 18,700 | 21,200 | 23,700 | 26,200 | 28,700 | 31,200 | 33,700
Single or Married Filing Separately
Higher Paying Job Lower Paying JJob 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 | 9,905 | 19,900 | 29,999 | 39,099 | 49,999 | 59,999 | 69,989 | 79,908 | 80,909 | 99,508 | 109,999 | 120,000
$0- 9999 %200 5850 | $1,020 | $1,020 | $1,020 | $1,370 | $1,870 | $1,870 | $1,870 | $1.870 | $1,870 | $2,040
$10,000 - 19,908 850 1,700 1,870 1,870 | 2,220 3,220 | 3,720 3,720 | 3,720 | 3,720 | 3,880 4,080
$20,000 - 29,989| 1,020 1,870 | 2,040 2,390 | 3,390 4,300 | 4,800 4800 | 4890 | 5060 | 5260 5,460
$30,000- 39,990| 1,020 1,870 | 2,390 3,300 | 4,380 5300 | 5,800 5800 | 6060 | 6,260 | 6460 6,660
$40,000 - 59,999| 1,220 3,070 | 4,240 5,240 | 6,240 7,240 | 7,880 8,080 | 8280 | 8,280 | 8,680 8,880
$60,000 - 79,999| 1,870 3,720 | 4,890 5,890 7,030 8,230 | 8,930 9,130 | 9,330 | 9,530 | 9,730 9,930
$80,000 - 99,999 1,870 3,720 | 5,030 6,230 7,430 8,630 8,330 9,530 | 9,730 | 9,930 | 10,130 | 10,580
$100,000 - 124,999| 2,040 4,090 | 5,480 6,660 7,860 9,060 0,760 9,960 | 10,160 | 10,950 | 11,950 | 12,850
$125,000 - 149,909| 2,040 | 4,000 | 5,460 6,660 7,860 9,060 9,950 | 10,950 | 11,950 | 12,950 | 13,850 | 14,950
$150,000 - 174,909 2,040 | 4,000 | 5,480 6,660 8,450 | 10450 | 11,950 | 42,050 | 13,050 | 15,080 | 16,380 | 17,680
$175,000 - 199,999 2,040 | 4,200 | 6,450 8,450 | 10,480 | 12,480 | 13,950 | 15,230 | 16,530 | 17.830 | 19,130 | 20,430
$200,000 - 249,909) 2,720 | 5570 | 7,900 | 10,200 | 12,500 | 14,800 | 16,600 | 17,900 | 19,200 | 20,500 | 21,800 | 23,100
$250,000 - 399,999 2,970 6,120 | 8,500 | 10,880 | 13,180 | 5400 | 17,290 | 18,500 | 19,800 | 21,190 | 22,480 | 23,790
$400,000 - 448,889 2,870 6,120 | 8590 | 10,800 | 13,190 | 15490 | 17,290 | 18,590 | 19,800 | 21,190 | 22,480 | 23,790
$450,000 and over | 3,140 6,490 | 9,160 | 11,660 | 14,160 | 16,660 | 18,680 | 20,160 | 21,660 | 23,160 | 24,660 | 26,160
Head of Household
Higher Paying Job l.ower 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 | 20,099 | 30,099 | 49,999 | 59,909 | 69,999 | 79,990 | 89,999 | 99,000 | 109,909 | 120,000
80- 9,000 $0 $450 $850 | %1,000 | $1,020 | $1,020 | $1,020 | $1,020 | $1,870 | $1,870 | $1,870 | $1,800
$10,000 - 19,899 450 1,450 | 2,000 | 2,200 2,220 2,290 | 2,220 3,180 | 4,070 | 4,070 | 4,000 4,200
$20,000 - 29,090 850 2,000 | 2,600 | 2,800 2,820 2,620 | 3,780 4,780 | 5870 | 5,600 | 5,800 6,080
$30,000 - 36,9080 1,000 2,200 | 2,800 3,000 3,020 3,980 | 4,980 5,080 | 6800 | 7,000 7200 7,490
$40,000 - 59,9%8| 1,020 2,220 | 2,820 3,830 | 4,850 5,850 | 6,850 8,050 | 9,130 | 9,330 | 9,530 9,730
$60,000 - 79,988 1,020 3,030 | 4,630 5,830 6,850 8,050 | 9250 | 10,450 | 11,530 | 11,730 | 11,830 | 12,130
$80,000 - 99,908| 1,870 4070 | 5670 7,060 8,280 9,480 | 10,680 | 11,880 | 12970 | 13,170 | 13,370 | 13,570
$100,000- 124,998 1,950 4,350 | 6,150 7,560 8,770 9,070 | 11,170 | 12,370 | 13,450 | 13,650 | 14,850 | 15,650
$125,000 - 149,999 2,040 4,440 | 6,240 7,640 8,860 | 10,080 | 11,260 | 12,860 | 14,740 | 15,740 | 16,740 | 17,740
$150,000 - 174,099 2,040 4,440 | 6,240 7,640 8,880 | 10,860 | 12,860 | 14,860 | 16,740 | 17,740 | 18,940 | 20,240
$175,000 - 129,099 2,040 4,440 | 6,640 8,840 | 10,860 | 12,880 | 14,860 | 16,810 | 19,000 | 20,390 i 21,690 | 22,990
$200,000 - 249,999 2,720 5020 | 8520 | 10,080 | 13,280 | 15580 | 17,880 | 20,180 | 22,360 | 23,660 | 24,960 | 26,260
$250,000 - 449,999 2,970 6,470 | 9,370 | 11,870 | 14,190 | 16,400 | 18,790 | 21,000 | 23,280 | 24,580 | 25,880 | 27,180
$450,000 and over | 3,140 6,840 | 9,040 | 12,640 | 15160 | 17,660 | 20,160 | 22,660 | 25,050 | 26,550 | 28,050 | 29,550
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Purpose: Gornplate fome L4 sa that your amplover can wihhield the corest smaunt of stale incame tax frami Your salury
{ustruptinne. Bmployees who ate subject to state sitihntdiig shotld somplete the personal aliowandes v ksheart Tndlealing the tmber of wifbeldng
pumsonal exeriphions I Block A and e number of dependenty aredits i Blotk B,

» Employess migst (e & hewr willhclding eversption sactiffeate wiikin 10 daysif e number of their exempllions dedreases, sxestif e shangs is 4B cesult
, ofthe death of & spouse ora dependent.

« Empiloyaas may fila s new carliiloals sy tine the aumber of thelt exemptlons Incraases,
« Lino B shuold ba used (o intreash or deorepse he tax vilheld for eavh poy period, Deoreasss should be Indicated as.a negafive amount,

Penallies will be mposed for willily supplying false Infommation orwilliut fallure to supply taformalion that wouli retics the Withiliing sxempRion,

Thils forie mbish o Sld with your smployer, If an smployee fails to complete thiy withtohiing exesrytion cenlifoate, the employer must withod Lotlstans
innoRie 1y Trom the smplovaeswagas withouf exempifon.

Npte to Employar: Keep tls corilioato viti yaur regesds, Syoubetaws that an employee has nproperty stalmed oo many examplions of depantncy oecits, please
Torwania copyolthasimpioysely Ledionmwithen eplonationasiowhyvou befethat he amployeaimpropetly edfisformandany olharapponing docu-
mentigiion. Tha infamaton sheedd ba sant by the Letlslkang Depatttasnt of Revenis, Grindnal imsastinations Divislon, B0 Bok 2349, Bator Reuge, LA TIRR1-288G,

Bluak s

= Enler*0"to rdahn netheryourself nor your spatiss, and chaul "o exemptions or dlependenis ohvmed” under nomber $helow,
Your iy enter 0" Fyon 2tn trardad, and have a Working spousa of mora than one job to aveid bawing oo e s wilbheld, A,

o Eptai®i"io dlaln ycuréeif. aid cheack“Single* yndernumbar S balow. incu'did nokalaim this exernpiion fn cannectipn wilk ather
employment, or If yotu spoyse Hesnotclagimed your exemption. Hoter®1"th slalm ane personst examplion 3f you willfite as head
. of housatiold, and check Single under umber 8 balove

;3 Fn;srﬂ“z‘ {o-clalm yourself and your spouse, and chetk "Merlad® under nwinbera helow,
Qo

= Enterthe number of depandenis; netimiuding yoursalf ryourspouse, wheors you will dlaim on your tsx return, If ne dependents
are dfalviad, enter "y

o ;
Cut here and giva the bottom pariion of cestifente fo youremployen Keep the {op portion for your regords.

Form Lnd
lotidans Employes’s Withholding Allawanice Ceriificate
Reownlle
3 “yps o print st name and middtes Tz} Lastnome
2, Social Seourily Number 3. Selectone

. i No exsmpilons o degendents daitied  -C1Singie  £3 Mavded

2, Home addiss Mbtnber st sliest or vural onts)

&, Ohy Slele 2r
. Total nutmber of exernptions slalmadin Bloole s 6a
7 Totnl rumber of dependents elalmed In Block & %

5, Iroreassi of tet:ast in e amount 4 be villield each pay peifod, Deansioos should be Indioatet 25 negative dmaxrk | 8.

w

1 devlare tmder the penalties Imposadfor filng izl mperiaihat the number otaxemplions and dependancy Sediie slaimed on this oaritiimte do not eicsed

hedumberto whioh | am enfitied,

Employads signalure Dﬁta

The following isto e sumploted By erployer,

8. Eniployer's nata ang address 10 Employar’s statewiibholding aazonnt nombay
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The Ofifce of State Uniform Payroll (OSUP) offers active employees the option 1o seliview and print
fhelr W-2 i Louislana Employes On-Line Servioes (LEQ) In lieu of recelving & paper W-2 fotm via the
United States Postal Satvice (USPS), OSUP Is reminding agiiye smployeess who have not slected fie
self-view and print opdion, fo do so by December 81,

¥ you are an active amployes and have afveady opled to self-view and print your W-2, nio aotion Is
ngeded, K i, however, resommended that you teviow your record in LEQ, fo snsure your
slection was revorded and seved for foture calendar years.

Parficipation is optiongl for ai active emplovess:

o [Fyou are aclively smployed and wish fo take ardvantage of the W2 onine selfview and print
option you must provide consant in LED by December 31. We2s will be avaflable in LEO for
viewing and prinfing by midJahuavy,

« If you do not provide asnsent by the required deadline, you reveke your consent, or you do not
wish e uee this sernvice you wiil continve 1 recelve & paper W-2 Form through the USPS, All
paper W2 Forms will be mailed January 31 of fhe next busihess day if January 31 falls on a
weekend, : . '

o  Onee nonsent Is given, it will remain for alt future reporiing periods tnless you revoks the
decision or separafe from employment. To yevoke your consent, you must do so In LEO by the
Decamber 81 deadline for the ctrrent reporting year.

v Employees who separate from state savice do sof have fhe opflon of ranaiving theiv W2 on-fine
but wil recelve a paper W=2 through the USPS, Paper W2 Forrae will be mallad January 31 or
the next business day if January 31 falls on a weekend. ‘

Particination |s fast, ensy and o sost fo vou;

*  To provide eonsent, revoke consent, and view and print vour W-2 you simply have ta sign on o
LEO uging vouraciive passward, Follow the step-by-step guidelines provided to you in LEG,

« To view and print your W-2 you will need an Infernet connention, web browser, aosess to LEO
with an active password and Adobe Acrobat sofiware,

» There Is no cost to you for this service; however, recelving your W-2 faster may give you a head
start on complefing vour annual IRS 1e filing end, If applicable, any refund mey be received
SOo0net, . '

«  Once the W-ds are avaiizble in LEO (by mid-January), you may view and print your W2 as
often as nesded af no cost fo you,




Fagez

Duplicate W-2 Informafion:

»  After providing consent In LED, an amployee may still request a paper Form W2 by contacting
thelr agency's EA/MR Depariment and complating fie Request for Duplicate W2 Form,
OBUPFET,

s Luplicate W2 coples for astive emplovees not chooging the onvline selfview and print option
will be available in LEO baginning February 1, :

e Separated employess nesding & duplioate copy of thelr We2 should sonteot thelr BA/MR
Deparfment to complete the Requast for Duplicate W-2 Form QSUP/EST. Duplicate W2
raquests for separatad employess will not be processed tntll mid-February, N

You must maintain your otrrent confect Information in LEO or thratigh your EA/HR Department, This will
allow for all notlose and updates to bs provided to you regarding your paper Wi2 end W2 on-ling self-
view and print opliohs,

The Division of Administration wiil contiate fo Inform you, throuph your agenoy, of all required
information regarding the W2 an-lne self-view and print optlan, deadlines, andlor contact nfurmetion
changes,

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

If you fave any guestions regarding this prooess, plesse contaet Angala Callioun at 226-342-0677,

Past Qffice Box 61 * Baton Rovge, Loulsiana 70821 * Fhone 2253427100 * Fag 225-342-7133 # wryw,poonlovisiang. gov
An Bqral Employment Qpporiunity Agency”™
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LOUISIANA WORKERS’ COVIPENSATION SECOND INJURY BOARD
POST-HIRE/CONDITIONAL JOB OFFER KNOWLEDGE QUESTIONNAIRE

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

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

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

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

EMPLOYEE WARNING

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

Employee Signature: Date:

Employer Representative Signature; Date:

Employer Name:

Employee Name:

Date of Birth (mfn/dd/yyyy); Male; O Female: [
Soc. Sac. # {last 4 digits only):

Home Address:

Telephone Number:( )

U Under La. R.S. 23:1371(A), the purpose of the Second injury Board is to encourage the employment, re-
employment, or retention of employees who have a permanent partial disabillty.
PAGE1OF &
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Pisgase and Other Medical Conditions you currently have or have ever had.
For all conditions that you check yes, write a hrief explanation on the Explanation Page.

[Please check the appropriate box next to each. Every illness/injury requiras a Yes (Y) or No (N) answer.]

YN YN YN YN
O O Diabetes 00 [ Cerebral Palay 1 O Arthritls O O Heart Disease/Heart Attack
B 03 Silicosis 3 & Tuberculosis O O Parkinson’s [T 7 Congestive Heart Failure

O LI Varicose Veins
O [ Asbestosls

[ [ Hyperinsulinism
O O Alzheimer's
O O Emphysema
[J O Hearing l.ass
O O copd

[ [ Hypertension
[ [ Head Injury
0 O Epllepsy

O 3 Stroke

3 00 Multiple Sclerosis
[ [ Post Traumatic Stress
I O Osteomyelitis

O O Nervous Disorder

O I Muscuiar Dystrophy
[0 3 Migraine Headaches
O O Mental Retardation
2 B Kidney Disorder

0 3 Loss of Use of Limh
0 O Selzure Disorder

[J [J Sickle Calf Disease

1 I Brain Damage

O O Asthma

[0 O Dementia

1 23 Thrombophlebitis
O O Arterlogclerosis
O O Hodgkin's

O [1 Cancer

O O Double Vision

O O Mental Disorders
0O O Hemophilia

1 O Bleeding Disorder

0 I Vislon Loss, one or both eyes
O O Disability from Polio

O O Psychoneurotic Disahility
1 [J Ruptured or Herniated Disc
0 O Ankylosis or Joint Stiffening
! O High/Low Blood Pressure
[J [0 Carpal Tunnel Syndrome

F1 3 Compressed Alr Sequelae
0 [ Disease of the Lung

{0 [ Coronary Artery Disease

O O Heavy Metal Poisoning

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

Y N
[l [ Spinal Disc Surgery

Year (approximate if unsure)___
1 ] Spinal Fusion Surgery Year (approximate if unsure)

O I Amputated Foot Left 1 Right O  Year {approx. if unsure)

[ [ Amputated Leg Left £1 Right [ Year (approx. if unsure)
O 1 Amputated Arm Left 0 Right [  Year (approx. if unsure)
£1 1 Amputated Hand left [0 Right [J  Year {approx. if unsure)
[ [0 Knee Replacement Left 1 Right [1  Year (approx. if unsure)
"] 1 Hip Replacement Left [J Right LI  Year {(approx. if unsure)
i1 [ Other Joint Replacement Joint Year ’
[ [ Other Surgical Procedure Procedure Year

[ [J Other Surgical Procedure Procedure Year

[T [T Other Surgical Procedure Procedure Year

[] [} Other Surgical Procedure Procedure _ Year
Employee Signature: Date:
Elmpfoyer Represantative: Date:

PAGE 2 OF &
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EXPLANATION PAGE

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

CONBITION: Year Diagnosed {approx):
Are you still treating for this condition? YesI1 No[d

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

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

Brief Explanation:

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

Are you taking medication for this condition? Yes[l] Nol]

Do you have any permanent restrictions for this condition? YesI1 No[J

Brief Explanation:

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

Are you taking medication for this condition? Yesi] Noll

Do you have any permanent restrictions for this condition? Yes[J NoO

Brief Explanation: |

CONDITION: Year Diagnosed {approx):
Are you still freating for this condition? Yes[J Noll

Are you taking medicetion for this condition? Yes[1 No[d

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

Brlef Explanation:

Empleyee Signature:

Date:

Employer Representative:

Daie:

PAGE 3 OF 6
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Please answer the following questions,

1

Employee Signature: Date:

Employer Representative: Date:

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

What s the medical condition for which you have restrictions?

Are you presently treating with a doctor, chiropractor, psychiatrist, psychologist or other health-care
provider?  Yes [J No {J

Please list the medical condition belng treated:

Doctor’s Name: Specialty:

Doctor's Address:

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

Medication: Prascribing Doctor:

Madication; Prescribing Doctor:

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

How long were you on compensation?

Namte of Employer:

Has a doctor recommended a surgical procedure, which has not been completed prior to this date,
including but not limited to knee, hip or shoulder replacement? Yes 1 No [
If you answered YES, please provide:

Recommended surgery:

Approximate date of recommendation:

Doctor's Name: Specialty:

Doctor's Address:

PAGE4 OF G
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TO BE COMPLETED BY EMPLOVEE

EMPLOYEE WARNING

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

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

Employee Signature: Date:

Emplayee Printad Name:

PAGE5 OF 6
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TO BE COMPLETED BY EMPLOYER REPRESENTATIVE

EMPLOYER WARNING

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

You must certlfy the following:

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

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

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

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

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

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

Employer Representative Signature: Date:

Employer Representative Printed Name:

Title:

PAGEG OF 6
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BENEFITS
INFORMATION




seoe o LASERS [y

DO NOT BAX FORM Louisiana State Employees’
PRINT ALL ]NFORMA'I‘ZDN Retirement System
www.lasetsonline org

P.0.Box 44213, Baton Rouge, LA 70804-4213
226,922,500 + Toll-Free 1.800.256.3000

Benefit Forfeilure
(For Employer Use Only » Do Not Retiurn fo LASERS) . 5

Member's Fixst Name Middie Name Lagt Nama Today's Date  Sodal Sertity Number

%

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

This form will be completed upon employment of LASERS sligible members Ired on or after January 1, 2013. The employing sgency will keep
the form for thelr xecorda.

Member's Mailing Address City State Zip Coda
Daytine Area Code/Fhone Number  Evening Avea Code/Phone Number ~ Emuil Address Member's Birth Date

By accepting this position, Tunderstand thet T will be enrolled in the Louisiana State Broployees' Retirement Syster.

I fuzther understand that my retirement benefiis and the benefits payable to my spouse or children may be forfeited i ] am convicked of s public
corruption erime of either of the following types:

» Public coxruption erfme resulting in financlal gain or attempted financial gain for mysel€ or é'tiﬁrdparby. !

» Public corruption ecime that tnvolves sexal contact with a minor with whom I come in contact by virtue of my public employment.

Signutore of Member . Date of Bignature

01-13 R112012 | RETAIN FOR YOUR RECORDS - ENRLINYO Page 1 of 1-



fom o1 LASERS M

Louistans State Employees
PRINT ALL INFORMATION Retirement Systam

www.lasersenline,org
P.0. Box 44213, Baton Rouge, LA 70804-4213
225.922.0600 - Toll-Free 1.800.256.3000
Fax 225,935.3856
Membership Registration

(For Employex Use Only - Do Not Return to LASERS)

Membex's First Name Middia Name Last Name Today's Date  Social Security Number

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

SECTION: MEMBER!

EE T e L L

iember's Mailing Address . City : State Zip Code

-

Daytime Area Code/Phone Number  Bvening Area Code/Phone Number  Bmail Address Membex's Birth Date

At the time of employment X was age 55 ox older and have at least 40 quarters in Social Security and I elect to {please check opilon A or B
[7] belew): I will submit a copy of my Social Security Administration's form, 88A-7005-Eamings and Beneflts Statement, cortifying that
I have the required 40 quarters of coverage needed for optional membership, .

Join the Louislana State Employees’ Retirement System (LASERS). I'understand that if 1 join the xetivement system 1 must make

N [ employee contributions based on my earnings. Imay make application for my employee contributions to be refunded to me, without
interest, if I terminate employment for at least 30 days. If1join the retirernent system and I am also eligible for a berefit from Social
Security, the Social Security benefit may be reduced hased on the benefit recelved from the retirement system,

B {7 Join FICA (Medicare included), or join/maintain the Louisiana Deferred Compensation Plan (eligibility and rate depend on employee
status), or in sore cages, employee may not be required o join efther,

If you were at any time a member of LASERS or another Loulsiana public retirement systerm,
give the name of that system umder which the membership was reportec: From (MM/DD/YY) To (MM/DD/YY)

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

o Lelect to join LASERS: I shall pay employee contributions and expect to work enough years to be entifled
[ Xelect NOT to join LASERS  [] to amonthly benefit; otherwise, 1 will only be eligible to reftmd my contributions,

Member's Signature Date

1-01 R122015 CONTINUE ON NEXT PAGE ER1 Pagelof3




Social Security Number

SERVICE HISTORY

] New - first time enrolled in LASERS. Regular members hired on or after july 1, 2015, will have a contribution rate of 8.0 percent in the
Regular £ Plan,

New - first tine enxolled In LASERS and enrolled in a Hazardous Duty Plan {(HAZ Plan} position or o after Janvary 1, 2011 HAZ Plan
[ members must be enrolled in the FIAZ Plan and will contribute at 9.5 percent.

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

D Regular member who is a former member of LASERS prior to July 3, 2006, DID NOT refund contributions and will congribute
at 7.5 percent in the Regunlar 1 Plan,

' N Regular member whe is a former member of LASERS on or after July 1, 2006, and befors Jarwary 1, 2011, DID NOT refund
contributions and will contribute at 8.0 percent in the Regular 2 Plan.

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

[:, Regular member who is a former member of LASERS, DID refund contributions and will contribute at 8.0 pervent in the
Regnlar 4 Plan,

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

Transfer from anather agency on or after January 1, 2013, and erwolled in & HAZ Plen position - transferzing from any plan othet than the
[} HAZ Plan may elect to ramain in that plan or join the HAZ Plan, ¥orm 2-18: Huzardous Dufy Services Plan Election moust be subrnitted to
LASERS. Form 1-11: Certification of Prior Employment in @ Hazardous Dufy Posftion should be submitted, if applicable,

Trarwfer from another Louisiana state retirernent system on or after July 1, 2015, and DID NOT refund - transferring from Teachers

1 Retiternent System of Louisiana, Louisiana School Empioyees' Retirement Systemn, or State Police Pension & Retirement System must
submit Porm 01-10: Certification of Membership in a State System Prior to July 1, 2015, and must be enrolled in the retirement plan in place at
the earliest date making the mewber eligible for membership.

Transfer from another Louisiana state retirement system on or after January 1, 2011, and DD NOT refund, and employed in a HAZ Plan
[] posttion - trangferring from Teachers Retlrepient System of Louisiane, Loisiana School Employees' Retirernent System, or State Police
Pension & Retirement System may elect fo remain in that system if eligible, or may elect to join the HAZ Plan,

Dual emplayee ~ currently a metaber of LASERS under one reporting agency and now erwolling with a second reporiing agency. (Usualty
[1 inwvolvey part-time employment, but not necessazily.} Contributions are based on employment with all reporting agencies and are
mendatory,

TYTE OF EMPLOYMENT

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

Types of Employeas not Eligible (La, R.S, 11:413{3)} - except those employees who have ten ox mozre years of creditable service in the system
or are rebning to work as a re-employed retivee:
‘ 1. Job appointments {employment for a fixed period not to exceed two years)

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

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

4. Seasonal employees (employees who wark less than five monthg in a year)

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

Types of Bmployees Bligible

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

1-01 R122015 CONTINUED ON NEXT PAGE ER1Page2 0f3




Social Security Numbex

EMPLOYER I RMATION

Employee Position Title Hire Date (MM/DD/YY) [] Classified [} Perrnanent employee
[] Unclassified [7] Temporary employee

[[] Pull-time; Full-time status equals hours per day || Paxt-time: The employee will work houra per week

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

EARNINGS REPORTING:  Tnis employee’s earnings will be yeported as; [ 9months [ ] 10 months [ ]12 months

[have checked the PA20 and C502 in 1515 and LASERS Bmployer Self-Service YES 7] NO []
for previous vefiremant status,

Is thiz member a LASERS retires from this or any other state agericy? YES 7] NO []

If yes, see Liaison Memos 12-21 and 13-23 to follow the proper rehired retiree envollment procedures, Failure to propexly enroll reltived
retivaes may result in a cost to the member and agency. If this is a yehived retivae, form 10-2 Re-employment of Rehired Retivee must be submitted
to LASERS within 45 days of the employmant date, If it is not, the member will be rehired under the provisions of re-employed retiree

Cptlon 3.

Name of Personnel Officer Name of Agency Title
Personnel Gificer's Email Address Daytime Avea CodefFhone Number
Signature of Personnel Officer Date Agency 3 Digit Number

1-01 R122015 RETAIN FORM FOR YOUR RECORIS ER1FPage3of 3




ENRLINFQ

Lo 02 LASERS TR

DO NOT FAX FORM Louisiana $tate Employees'
PRINT ALL INFORMATION Retirement System
wwiv.lavarsonlineorg ’ ’
PO, Box 44213, Baton Rouge, LA 70804-4213
225.922.0600 + Toll-Free 1.800.255.3000
Benefit Forfeiture
(For Employer Use Only - Do Not Return to LASERS)
Member's Firat 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 Jannary 1, 2013. The erploying agency will keep
thie form: for their records,

=

Member's Mailing Addvress ) City State Zip Code

Daytime Area Code/Thone Number  Bvening Aréa Code/Phone Number  Email Address Member's Birth Date

AND CERTIFICA

By accepting this position, Tunderstand that I will be envolled in the Louisiana State Employees' Retitement System.,

1 further understand that my retirement benefits and the benefits payable to my spouse or chifdren may be forfeitec i 7 am convicted of a publc
corguption crirne of either of the follewing types:

* Public corruption crime resulting in financial gain or attempted financial gain for myself or a third patty,

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

Signature of Mamber Date of Signature

01-13 R112012 RETAIN FOR YOUR RECORDS " ENRLINFO Pagelofl




Fom 10 LASERS R

Lovisiana State Employess’

PRINT ALL INFORMATION Retirement System

www.lasersonline,org

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

Designation of Beneficiary

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

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

Member's Mailing Address City Stata Zip Coda
Daytime Arsa Code/Phone Number  Evening Area Code/Phone Number  Fmail Address Member's Birth Date

SECHION2: GENERAEINFORMATIO!

53 e LT T

This designation supersedes all prior designations. You must include ALL beneficiaries that you wish to designate, If percentages are not
provided, any amounts payable will be divided equally among all beneficiaries, Primary and contingent beneficiaries must separately total
100%. The number of primary or contingent beneficiaries that you may narae is not limited (attach an additional sheet if necessary),
"Contingent' beneficiaries are eligible for payment only if all primary beneficlaries die before the member does, 1f you are not the member, you

must submit a Certifled copy of a "Powes of Attorney" or other legal documents with this form. A COPY OF THE SOCIAL SECURITY CARD
AND BIRTH CERTIFICATE FOR EACH BENEFICIARY 1S REQUIRED,

et L LU TR Py P £

on-retized member of LASERS, Named beneficaries will receive a lump sum of any employea

contributions not directed by statute. Do not complete this section if you are completing paperwork to retire and are naming your retirement
beneficiarles.

PRIMARY BENEFICIARIES' PERCENTAGES MUST TOTAY 100%

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

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

Primary Beneficiary's Name Relation, Trust, Bstate  Bixth Date Percentage ™| Male  Social Security Number
[] Pamale

Primary Beneficiary's Name Relation, Trust, Bstata  Birth Date Percentage [™]Male  Social Becurity Number
[[] Female

01-06 R102013 CONTINUE ON NEXT PAGE ERBER14 Pagelof3




Social Security Number

CONTINGENT BENEFICIARIES' PERCENTAGES MUST TOTAL 100%

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

Contingent Beneficiaty's Name {optional) Relatinm, Trust, Estate  Birth Date Percentage [“|Male  Social Security Number
[] Female

3, DROP, or Disabih'ty Retiremet application, or

This section should only be completed if you are submitting a Retirement, Retirement wi
if you are updating your current Maximum or Option 1 monthly retirement beneficlary(ies).

PRIMARY BENEFICIARIES' PERCENTAGES MUST TOTAL 100%

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

Privoary Beneficiary's Name Relation, Trust, Bstate Birth Date Percentage D Male Social Securlty Numbex
[] ¥emale

Primary Beneficiary's Name Relation, Trust, Estate  Bixth Date Percentage [} Male Social Secuyity Number
[(] Remale

Primary Beneficiary's Name Relation, Trust, Bstate  Birth Date Percentage [7] Male Social Security Number
[[] Female

CONTINGENT BENEFICIARIES' PERCENTAGES MUST TOTAL 100%

Contingent Beneficiary’s Name (optional) Relation, Trust, Estate  Birth Date Percentage [7] Male Social Security Number
[} Pemale

Contingent Beneficiaxy's Name {optional) Relaton, Trust, Betate Bixth Date Percentage B Male  Social Secnrity Number
] Female

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

PRIMARY BENEFICIARIES' PERCENTAGES MUST TOTAL 100%

Primary Beneficiary's Mame Relation, Trust, Estate  Birth Date Pexcentape [:J Male  Social Secuxity Number
[} Female

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

01-06 R102018 CONTINUE ON NBXT PAGE ERBER14 Page 2 0f 3




Social Sacurity Number

Primary Beneficiary's Name Relation, Trust, Bstate  Birth Date Percentage [[Male So cial Security Number
[} Femala

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

CONTINGENT BENEFICIARIES' PERCENTAGES MUST TOTAL 200%

Contingent Beneficlary's Name (optional}) Relation, Trust, Estaté  Birth Date Percentage [ ]Male  Social Security Number
[ | Female

Contingent Beneficiary's Name (optional) Relation, Trust, Batate  Birth Date Percentage [T|Male  Social Security Number
. [[] Pemale

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

Member's Signature ‘ Date

01-06 R102013 RETAIN A COPY FOR YOUR RECORDS ERBER14 Page 3 0f 3




QEUPIFI00
Q7rs

Stafe of Louisiana—itice of State Uniforin Payroil
Affordable Gare Act (ACA}
Newly Hired Employee Offer of Coverage Worksheet

[“This wprkeneet 1s used to dottment e LaGoy HCM Paid Agenoy’s fsasonsble expectations tegarding the ‘fulltime”
stalui of & newly hiredfransferrad employee. A copy of this completed orm shouid he malntained In the
R A R A e B I R R S I AR

emplayee's file.

4, Personnel Ares NumberMName 2, FEmployes Name

3. Persontef Number i ' 14 Dale of Hire

S. Pxpecied Lengih of Empioyient

B. Did the nawly hiredftransferred employee wWark {or any LaGov HOM pald agency Ih the Jast {2 monthe?

ol YES-Prooeedio?
0 NQ-Proceadto 9

7. Was he hewly hiradfransferred employes in & standard or Inff=) meastrarment perlod af any agency?

1 YES ~Proceadio 8
[ NO-Procsediod

If your are anstire, confack the prior emploving agency or sxecule the ACA report (ZP136).

B 7o The nowly biredliransterred employes In e current sty of nifial Blabiity, perlod &t any agency?

3 YES— Employess continues to be eligible for health coverage. Make appropriate enfifes it LaGov HOM.
1 NO~Proceedio 8

Note: A break in service only ends the stabilily perfod ¥l was: (1) af least a 13 week hreak in service, OR (2} a break i
sevios of at leastfour (4} weeks but fongfer than the prior perfod of employment.

4

9, Does the agency expect the newly hred/ransierrad employee to work at least 30 hours per week at the fime of
hireltranster?

N YES~The offer of health covarage must be made in accordance with 0GB guldalines. Bnier applicable
Information in eEnrollimentiLaGov HOW, Document the offer {EB-01) and keep copy for flle.

[ NO-Provesd to10

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

10. Ts The newiy hived/fransferred empinyse replaciiy & full-tme (af lesst 30 hours) position? Exarnple: the aiviployee
Is filling i for a permanent position whils the employes holding the posltion s out on save.

T YES —The offer of haslth voverage must be rade In aecordance with OGB guidelines, Enter applicable
Information in sEnrolmentiLaGov HOM, Deswment the offer (G8-01) and keep copy for file.

I NO-Prosesedio 11

IMPORTANT: ‘The offerof coverage must be documented aid fled In the employes's s,

11, 1s The newly hired/iransferred employee @ variable hour smployee? A varsble hour employee is defined as an
employee Jorwhom the agency cannok reasonebly determine based on the facts end cireumstances upon the date

of hire whether the new hite will work on averade of lsast 30 hours per week,




OBUPIF10D
(718

8tafe of Louislana—Offlcs of State Uniform Payroll
Affordable Care Act (ATA)
Newly Hired Employee Offer of Coverags Worksheet

Exersple: The employee will worlk 35 hours one waek, 27 haurs the next weel, and 25 hours the following week,
. N\

0 YLG — The zgency will measire the smploves over the 24 pay period futlal measuremant {fook-back) period,
Enter spplivable information In eEnrolimentLaGov HCM. Utilize the ACA reporf (ZF138) pariodically to frack
h?rf.ﬂ'ﬁ ;mrkad. This report must be ron af the end of the IMP to determine If emiployes mesis the ACA definition
e e,

I NO--Employee k eotigidersd apa:f;ﬂma pmployes (works ess than 30 howrs par week) and [s not eligible for
health coverage. Uilize the ACA teport (Z01:38) perfodically to track hours worked. This raport must be run at
the end of the IMP fo deferming if smployee meets the ACA. definition of full §me,

Fomn Gompleled by (Print Mame) Titls ) Date

Dlefinitions

I‘-’_ullwﬁme--“rﬁa emploves is expected to worl af least an average of 80 o mora howrs per week '
Paré#Hme—The employes Is expactad i work Jess thar an averags of 80 hours pérweslk,

Variable--- It tannot he determined atihe dafe of hire If the smployes will work an average of 30 hours perweek,




STATE OF LOUISIANA - OFFICE OF GROUP BENEFITS - ENROLLMENT/CHANGE FORM (Page 1 of 2)

Agency Number AgencyName Ptimary Plan Patticipant/Employee Name Data of Hire

Name Flrst L33 Lost Soclal Security Number Date of Birth
Home Phone number Work/Alt Phone Number Email Address® {3eq Tootnote below] Gender

[:j Male D Famala
Malling Address (Street o7 D, Box) Clty State, Zipade Country
Physleal Address (street) Clty Stale Zip Code Country

When a retlree with OGB coverage returns o benefits-eligible employment, the hiring agency must notify OGB within 30 days of reemployment and the hiring agency must beglin te pay the
employer portlon of tha Re-employed Retlree premium from the date of hire. Upon resuming retirement status, premiums will revert to the applicable retiree rates (f.e, Retiree without Medicare,
Retiree with 1 Medlcare, Retirae with 2 Medlcare}, At that time, the agency from which the retiree originally retired will resume payment of the employer portion of the premium. The employer
portlon of the prem(um wilt be the percentage set at the retiree’s inltial retifement. For axample, an agency paying 19% of a retiree’s premium upon retirament will pay 15% of the retiree’s
premium when the retires resumes retirement, Retlress who have malntained thelr QGB health coverage in retirement MAY NOT waive coverage when returning to benefits-eligible employment.

AGENCY RETIRED FROM RETIREMENT DATE (MM/CDAYYYY)

LEVEL QF HEALTH AND LIFE COVERAGE - FOR PLAN SELECTION SEE SECTIONS 4 AND 5
For each dependent, employee must chack the box in section 3 if they wish that dependent to have health and/or life coverage. For life insurance, employee must also check the appropriate box
of sectlon 5. Ifadding more than 4 dependents, employee must complate, sign and submit a second GB-01 foerm.

E:I Employee Only |:| Employee + Child{ren} l: Employee + Spouse L-:l Farmnily
NAME RELATIONSHIP GENDER BIRTH DATE ADD/DELETE SOCIAL SECURITY HEALTH | DEP.LIFE
(LAST, FIRST, MIDEILE IMITInLY MDA NUMBER

seous [ [Qano
I [Jower: O [

DEPENDENT v oo
|:| F D DELETE D s El Y

DEPENTENT [Ou [aoe
gr [Joetere [lwes Clves

LEPENENT [ [Jamm
OF [ ook s [

BERENDENT [Cm ["a0o
P [Qoeer O s

3%

Active Employees and Non-Medicare Retirees

[ Pellcan HRA1800 {Adminlstered by Blue Cross) 1 Magnolia Local {Limited Provider Network - Administerad by Blue Cross)

[] Magnolia Local Plus (Atdministerad by Blue Cross) {] Magnolia Open Access {Administered by Blue Cross)

[] Pelican H5A?75" {Actives Only - Administered by Blue Cross} ] LSU First Qption 1 (for eliglble LSU Actlve Emplayees/ Non-Medicare Retireas only)
$ menthly deduction

'If you select the Pelican HSA775 plan, you must complete the GB-78 form to open a Health Savings Account in your name with a minimum deposit of $200 provided.
Tax implications may apply for certain members.

Medicare Retirees

QGB Secohcary Plans:
[drelican HRA1000 {Administered by Blue Cross} [ Magnolla Local (Limited Pravider Network - Adminlstered by Blue Cross)
Omagnalia Laeal Plus {Administered by Blue Cress) [JJLSU First Option 3 (for eligfble LSU Retirees only)

DMagnoIia Cpen Access {Adminlistered by Blue Cross)

Optional: Retiree 100 MEDICARE VERIFICATION

[ Employes Only CIDepandant only [JEmployee + 1 Dependent PLAN MEMBER SPOUSE
0GB Sponsorad Medicare Advantage Plans: [ No Coverage [0 No Coverage
[ Peoples Health Medicare Advantage Flan [OHospital (Part A) [l Hospital (Part A)
["]Blue Advantage HMO O Medical {Part B} [J Medical (Part B)
[ Humana Medicare Advantaga Employat HMO Plan [ Drugs (Part D) [3 Drugs (Part B)

Via Benefits (Mlaase call 1-855-663-4228 or visit my.VIaBenefits.com/ogh o enroll)

A COPY OF MEDICARE CARD MUST BE ATTACHED

‘Note tn FSA Enrollees: By providing an email address, yout may receive certain benefits-related correspendence through emall unless you contact TASC to recelve paper hotices. You are responsible ta provide
us with your current emali address and te promptiy notify us of any changes to your email address by calling customer service at 1-800-272-8451.

GB-01 REV.05/2034 Agency- Continine Camplating o1 page?



STATE OF LOUISIANA - OFFICE OF GROUP BENEFITS - ENROLLMENT/CHANGE FORM (Page 2 of 2)

Agency Number Agency Nama Primary Plan Parllcipani/Employee Name Sotiel Secutlty Number

LIFE INSURANCE (check one only) OGR FLEXIBLE BENEFITS {check all that apply}
[l pECLINE LIFE INSURANCE COVERAGE

BASIC ENHANCED BASIC
[ Em ployee/No Dependent Coverage [l Employee/No Dependent Coverage
[ Employee/Dependent Coverage [] Employee/Dependent Coverage
{Eligible Spouse $1,000 Eligible Child $500} (Eligible Spouse $1,000 Eligible Child $500)
[] Employee/Dependent Coverage o Employee/Dependent Coverage
{Eligible Spouse 52,000 Eligible Child $1,000) (Eligible Spouse $2,000 Eligible Child 51,000}
BASIC PLUS SUPPLEMENTAL

[ Employee/No Dependent Coverage
[] Employee/Dependent Coverage

{Eliglbfe Spouse 52,000 Eligible Child $1,000)
(W] Employee/Dependent Coverage

{Eligible Spouse 54,000 Eligible Child $2,000)

Annual Salary . Date of Last Salary Increase . Facelife

[l pectine flexible spending account
[I My agency does not participate in OGB's flexible benefits plan
[[] 1 do want to particlpate and acknowledge that | have completed the flexible spending arrangement form,

ACKNOWLEDGE OFFER AND DECLINE HEALTH INSURANCE COVERAGE (ACTIVE EMPLOYEES ONLY)

11 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 only enroll for health coverage during annual enrollment or as otherwise specified in the OGB plan decument in
the event |, or my eligible dependents have a Plan Recognized Qualified Life Event.

Reason for Declining Health Coverage Offer:
{1 Other Group Health Coverage (would Include belng covered as a dependent under an OGB plan)

O other individual Health Caverage

[] Medicare, Medicaid, Other, Explain:

[ 1am not enrolled in any health coverage and | do not accept this offer of health coverage

[Z1 1 do not wish to disclose

NOTE TO AGENCY REPRESENTATIVE; If the employee daclines health coverage, he or she must acknowledge the offer of coverage by completing the GB-01 ferm, 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 allowed by law and the employee subsequently declined the offer of coverage.

ke

CERYIFY THE FOLLOWING:

i T & X P rlorah
BY SIGNING THIS APPLICATION, | ACKNOWLEDGE AND
(Please check each box)

[ I, Primary Plan Participant, acknowledge that ] have provided appropriate documents to OGB to verify my ellgibillty and the eligibility of my covered dependent(s) and
these documents are included with this application.

By 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.
0 lacknowledge and authorize deductions from my earnings or retirement check to pay for Insurance for myself and my dependents, If applicable,

[T 1 acknowledge and certify that the Information provided on this form Is true and correct | understand that if [ provide false, misleading or incomplete information on
this form, it may result in dental or rescission of coverage retroactive to the initial day of coverage.

[T 1 accept that this acknowledgment and certification will become a part of my application far coverage and that a cony of my signature is as valid as the eriginal,

O tacknowledge that any dis-enrallment from an OGB plan of benefits will result in dis-enrollment from both medical and pharmacy benefits, including, but not limited
to, Medicare Part .

Signatuie

FOR AGENCY USE _

Quakficd lifz event dala AddDrep/Ruhnstete Coverage

gl Ecore or qualificd ife evant doscription

[[] add D Drop [ |Refnstate Coverage

|, Agency Representative, cartify that the documentation presented Is appropriate and supports the occurrence of the OGB plan-recognized qualified life event referenced abova,
|f the QLE referenced above [s for retlrerment, | further certify that the individual meets the retiree eligibllity requirements sef forth in OGE's rules

Slgnatura al Agency Representative Data

Printad Name of Agency Reprasentative Date

GB-01 (REV. 05/2024) 2082




(# Prudential

ENROLLMENT FORM — State of Louisiana Agency #
All Eligible Active or Retired Employees Including Members of Boards and Commissions Control # 33624
Eﬁbqué@_ﬁenélj@]' information | Effective Date of Coverage (for office use only) / /
Last Name First Name ] Emall Address Phone Number
Address City State Zip Coda
Your Annual Eamings Socia{ Security Number Date of Birth {Month/Day/Year) Date Employed (Month/Day/Year)
3 - - / / / {
| Marital Status Spause Date of Birth (Manth/Day/Year)
E] Slngle [J Mamied  [J Divorced [ Widowed / !

EI No caverage chosen

Enmllment in Empluyee AD&D coverage is automahc when electmg Basic Plus Suppiemental Term Lsie coverage.
[ Coverage amount chosen: $ [] Me coverage chossn

You must be enrolled for Basle Term Life to slzct Basic Dependent Term Life coverage for your dependants. Spotise coverage cannot ereesd
100% of your Basic Term Life coverage amount. Child(ren) coverage cannat exesed 100% of your Sasic Term Life coverage amount.

Spause/Children (73 Mo coverage chasen
[71 Coverage amount chosen: $1,000/Children $500
[ Coverage amount chosen: Spouse $2,000/Children $1,000

‘Basic Plus Supplemental Degendent Term L

A

You must be enrolled for Basic Plus Supplemental Term Life fo elect Basic Plus Svpplemental Dependent Term Life coverage for your
| depandents, Spouse coverage canmot excesd 100% of your Basic Plug Supplemental Term Life coverage amount. Child{ren) coverage cannot
excead 100% of your Basic Plus Supplemental Term Life coverage amount,

Spouse/Children [ Mo coverage chosan
[0 Coverage amount chosen: Spouse $2,000/Children $1,000
[[] Coverage amount chosen: Spowse $4,000/Children $2,000

You must also complete a separate heneficiary designation form. If you have any questions, please see Human Resolrsss for details,

(1.2017.010 The Prudential |nsurance Sempany of Amerfca, 751 Broad Streat, Newark, New Jersey 07102 1-877-232-3618  Ed. 07/2018  Pape 1 of4
Exp. 0542025




@?) Prudential

ENROLLMENT FORM — State of Louisiana Agency

All Eligible Active or Retired Employees Including Members of Boards and Commissions Cortrol # 33624
Employge General Information S e R T T
Last Nama First Name Middle initial Last 4 digits of Social Security No.
KKK

Acceptance or Waiver of Goverage . i il Dot e e v RS A

CJ 1 am enrolling for caverage and | authorize my employar to deduct from my earnings until further notics my contributions for fnstrance
under a contract issued by The Prudentfal Insurance Company of America, | understand that If 1 desire to increase the amount of my
insurange or add dependent coverage hereafter, 1 may be requirad o furnish evidence of insurabllity for mysslf and/or my dependents, To
the best of my krowledge and belief, | declare the statement abovs is true and understand it is the basls for determining the contribution
for coverage. | also understand that for coverage to become effective, I must be actively at work during the enrollment period and on the
effactive date of the piar, If 1 apply for an amount that requires evidence of Instrabllity satisfactory ta The Prudential Insurance Company
of America, | must be actively at wark on the date of approval for the amaunt requiring satisfactory evidence of insurability,

[J 1 do not wish to enreli for any of the above optional coverages. | certify that | have been given the opportunity by my above named employer
to enrol for coverage, | undarstand that i | desire to enrol! hereafter, | may ba required to furnish satisfactory evidence of insurability to
The Prudential Insurance Company of Amarica for myself and/or my dependents.

FLOREEA RESIDENTS — Any persen who knowingly and with intant to injure, defrand, or deceive any Insurer fites a statement of ¢laim
or an applicatien containing false, incomplete, or misleadlng information is guilty of a fafony of the third degree.

NEW YORK RESIDENTS - Any parson wha knowingly and with éntent to defraud any insurance company er other parson flles an application for
insurance or statement of claim containieg any materlally false information, or conceals for the purpose of misleading, information concerning
any fact material thersto, commits a fraudulent insurange act, which is a crime, and shall also be subject o a civil panalty not to sxceed five
thousand dollass and the stated vaiue of the claim for each such violation, This warning ONLY applies to aceident and disability coverage.

| have read and wnderstand the terms and requiremants of the fraud warnings Included as part of this form.
The policy/certificate provides limited benefits. Review your certificate carefully.

Employae Signature Date Signed (Month/Day/Year)

306

FER [NSUREDS WHO RESIRE IN MICHIGAN OR MINNESOTA ONLY -~ if you wish to entoll your Spouse, and/or eligible child 18 years of age or

older for Dependent Life and/or Actidental Death and Dismemberment Insurance coverage, your Spouse, and/or each of your eligible children
age 18 yeats or older must consent to such coverage by signing and dating this consent in the appropriate space(s) below.

Coverage on your Spotse and chifd(ren) age 18 or wlder vill not become effective unless and until the requisite consant is provided.

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

GL.2017.010 Ed. 07/2018  Exp. 0572028 Page 2 of 4




@r Prudential

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

Employee General Information - coiny D R e e L
Last Name First Name Middle nitial | Last 4 digits of Social Security No.
W=~

Important Notiges' - .© S NS T R g
For residents of all states and jurisdictions excepf Alabama, Alaska, Arizona, Arkansas, California, Colorado, Dolaware, the District of Columbia,
Florida, tdahe, Indiana, Kentucky, Louisiana, Malne, Maryland, Minnesota, New Rampshire, New Jersey, New Mexico, New York, North Caralina,
Chio, Oklahoma, Dregon, Peansylvania, Puerto Rico, Rhode (sland, Tennessae, Texas, Utah, Vermost, Yirginia, Washington and West Virginia:
WARNING: Any person who knowingly and with intent toinjure, defraud, or deceive anyinsurance company or nthar person, or knowing that he or she Is
fagilitating conmission of a fravd, submsits lacomplete, falss, fraudulent, deceptive or miskzading facts or information whea filing an insurance
application ar a statement of clalm for payment of a foss or bensflt commlts a fraudutent insurance act, ls/maybe guiltyof acrime and maybe -
prosscuted and punished under state law, Penaltles may include fines, civil damagas and eriminal penaitiss, incloding confinement (n prison. tn
addition, aninsurer may deny insirrance henafits if false information materially related to a claim was provided by the applicant or if the applicant
conceals, forthe purpose of misleeding, Information concerning any fact material thereto.

ALABANA RESIBENTS - Any person who knowlngly presents a false or fraudulent clatm for payemont of a loss ar beneflt or who khowingly presents
false information in an application for insurancals gullty of a crime and may be subject io restitution fines or confinement in prison, or any
combination thereof.

ALASKA RESIDENTS — A person who knowingly and with intent to injure, dafrautd, or decelve an insurance company fils a claim containing false,
incomplete, or misleading information may be prosecuted under state law.

ARIZONA RESIDENTS - For your protaction Arizona law requives the following statement fo appear on this form. Any person
who.knowingly presents a faise or fraudutent claim for payment of a foss Is subject to criminal and civil penalties,

ARKANSAS, RISTRICT OF CELUMBIA, LOUISIANA, MASSACHUSETTS, REODE ISLAND, AND WEST VIRGIXIA RESIDENTS - Any person who knowingly
presents a false or fraudulent claim for paymant of a loss or benefit o knowingly prasents fzlse Information In an application for insurance is gulliy of 2
crime and may be subjectto fines and confinsment in prison,

CALIFORNEA AND TEXRS RESIDENTS - For your protection, California and Texas law requires the following to appear on this form. Any person who
knowingty presents false or fraudulent information to obtain or amend [nsurance coverage vr to make a clalm for the payment of a loss is guilty of
& crime and may e sublect to fines and confinernent in state prison,

COLORADD RESIDENTS - it Is untawful to knowingly provide false, incomplete, or misleading facts or infermation to an insurance company for the
purpose of defrauding or attempting to defraud the company, Penalties may include imprisenment, fines, deaial of insurancs, and civil damages.
Any insurancs company or agent of an insurance compary who knowingly providas false, Incompfate, ar misleading facts or information to a
palicyhalder or clzimant for the purpose of defranding or attempting ta defraud the pollcyhobder or claimant with regard to a settlement or award
payahie from insurance proceeds shall te reportad to the Golorado division of insurance withiz the department of regulatory 2gencies,

BELAWARE RESIDENTS - Any person who knowingly, and with Intent to injure, defraud or deceiva any insurer, files a statement of claim containing
any false, incomplete or mislezding information is gulity of a falony.

IDAHO RESIBENTS - Any person who knowingly, and with intent to defraud or deceive any insurance company, files a statement containing any
Talse, Incomplete; or misleading informatian is guilty of a felony.

INTHANA RESIDENTS - A persen who knowingly and with intent to defraud an insurer files a statement of claim centaining any false, incomplete, or
misleading information commits 2 falony, '

KENTUEKY RESIR ENTS —Any person who knowingly and with infent to defraud any tasurance company or other parson files an application for
insurance containing any materally false information or conceals, for tha purpose of misleading, Information concerning any fact material thereto
commits afrandulant insurance act, which is a cime,

MAIRE, TENNESSEE, VIRGINIA, WASHINGTON RESIDENTS — It Is a crime to knowingly provide false, incomplete er misleading Infermation to an
insurante company for the purpose of defrauding the company. Penaltles ineluds imprisonment, fines and denial of insurance henefits.
MARYLAND RESIDENTS — Any payson who kaowingly or willfully presents a false or franduient claim for payment of a loss or berefit or who knowingly
orvllifully presents fafse information In ar applization for insurance is guilty of a crime and may be subfect tofines and confingment in prison,

MENNESOTA RESIDENTS - A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crima.

GL2017.080 Ed. G7/2018  Bxp.05/2025  Page3of 4




A Prudential

ENROLLMENT FORM — State of Louisiana : : Agency

All Eligible Active or Retired Employees Including Members of Boards and Commissions Control # 33624

Employee General Information ST e T s

Last Name First Name Middie Initial Last 4 digits of Social Securliy No.
KRN X

Important Notices - 0 BT T L T (i
NEW HAMPSHIRE RESIDENTS - Any persan who, with a purposetainjure, defraud, or deceive anyinsurance company, files a statement of claim
containing anyfalse, incomplats, or misleading Informatlon is subjest to prosecution and punishmant for insurance fraud, as provided in RSA 638.20.

NEW JERSEY RESIDENTS —Any person who includes any false or misieading information on an application for an insurance policy is subject to
stiminal and eivil penalties,

NEW MEXICO RESIBENTS - ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR
KNOWINGLY PRESENTS FALSE IRFORMATION IN AN APPLICATION FOR INSURANCE 1S GUILTY OF A CRIME AND MAY BE SUBJECT TO CIVIL FINES AND
CRIMINAL PEMALTIES. : - :

NORTH CARDLINA RESIDENTS — Any person wha, with the Intent i injure, defraud, or decefve an insurer or insurance claimant, knowlng that the
statement containg fafse information concerning a fack or matter material to the claim may be guilty of a class H felony,

OHID RESIDENTS - Any porson who, with Intent to defraud or knowing that he is facllitating a fraud against an insurer, submits an application or
filas a clalm containing a false or deceplive statement is guilty of inserance fraug.

OKLARDNA RESTIENTS - WARNING: Any person who knowingly, and with intent to injure, defraud or dacaive any Insurer, makes any claim for tha
proceeds of an Insurance policy contalning any false, incomplete, or misleading infarmation is guilty of a felony.

OREGON RESIDENTS - Any person who, with intent te defraud or knowing that he is facilitating a fraud against an insurance company, submits an
epplication o files a claim containing a fa)se or deceptive statement may be gullty of insurance fraud,

PENNSYLVANIA and UTAH RESIDENTS - Any person who knowingly and with intent fo defraud anyinsurance company or other person flles an
appiication for insurance or statement of clain containing any matarially false information or conceals for the purpese of misleading, information
goncerning any material fact thereto commits a fraudulent insusance act, which is a crime and subjects such person to criminal and eivil panalties,
PUERTO RIGG RESIDENTS — Any person who knowingly and with the infention of defrauding presents false information in an insurance application,
or presents, helps, or causes the presentation of a fraudulent claim for the paymeat of a loss or any other benefit, or presents more than one clalm
for the same damage of loss, shall incur a felony and, upon conviction, shall be sanckioned for each violation by a fine of not less than five
thousand dollars {$5,000) and not more than ten thousand dollars ($10,000), or 4 fixed term of imprisonment for three (3) years, or koth panalties,
Shotid aggravating cireumstances [hei presert, the penalfy thes established may be increased to 2 maximur of five (5) years, if extenuating
circumstances are present, it may be reduced te a mintmum of two (2) years, '

VERMGNT RESIDENTS ~ Any person who knowingly presents a false or fraudulent claim far payment of a loss or knowingly makes a false statement
1n an application for insurance may be guilly of a criminal offense under state law.

Employses and/or Depentdents may be ineligible for group Insurance coverage while on active duty in the armed forces

Accalerated Death Benefit Option is & feature that is made available to group life insurance participants. It is not a health, nursing home, or
fong-term care insurance benefit and is not designed {o eliminate the need for those types of insurance coverage, The death benefit is reduced
by the amount of the accelerated death benefit paid. Thers is no adminisirative fee to accelerate benedits, Receipt of accelerated death henafits
may affect eliglhility for public assistance and may be taxable, The federal income tax treatment of paymants made under this rider depends
upan whether the insured is the recipient of the benefits and is considered terminally ill or chronicatly tll, You may wish to seek professional tax
advice before exercising this option,

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

Bastc Term Life, Aceldentn) Death & Dismembarment, (iptional Ter Life, Dependent Temm Life, Lang-Term Disability, Short-Term Disabflity Insurance roverages are issuad by

The Prudential Insurance Company of Ameriua, 751 Broad Strest, Newark, N.J 07102, Life Claims: 1-B00-524-0542 and Disability Support 1-800-842-1718, The Bonklet-Cerlificats
coniains it details, inciuding any palicy axclustans, limitations, and restrictions, which may apply, If thers Iz a diserepanty belween tiis document and the Booklet-CeriHicate/
Grovp Centract issued by Prodenitial, the terms of the Graup Contract will gevarn, Cantrect provisions may vary by state. Califoraia COA #1179, NAICSBHZA1, Contract Sextas: 83500,

(©2023 Prudzntiat Financlal, Ing. and its related entities. .
Prudermiial, the Prudential lago and the Ruck symbol are senvice marks of Prudentlal Financfel, Inc. and its related entities, ragistered in many jurisdict{ons worldwide,

GL2017.010 Ed. 07/2018  Exp.05/202%5 Pagedofd




Control# 33624

Last Name

gir

S5

Please ﬂeslgnate

accordance with

atls

the terms of vour Group Contract,

ast.one primary beneflclary. Use a sepavate sheet If you want to name
Estate, or Cerporation, pleasa complete the corresponding felds. Do notname a heneficiary for Dependent Term Life Coverage; these benefits are pald to you
while living, If more than one primary benefclary is designatad, settlement will be made In aqual shares to the destgnatod boneficiaries (or beneficiary) who
are thes still living, unless their shares are specified. If thers is no nzmed beneficlary, or no beneficary survives the insured, settlement will be made in

Sbcfal. Security No.

fhis

mbre than two primary beneficiaries. [f designeting a Trust,

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

Last Name First Name - Mi Telephone Number
Soclal Security Number Date of Bitth e Relationship Percentags
Street Address City % State Zip
RNy NI

Telephone Number Perceniage
Streat Address Gity State Zip
Last Nzme First Name e M1 Telephone Numbar
Social Security Number Date of Birth ’ﬁ Relationship Percentage
Street Address Clty e State Zip

il 5 TR

Creation/Incorporation/Fortaation Date

Telephone Numper

Percentage

Stroet Address

ity

State

Zp

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

= Daath benefits will ba paid to the conlingent beneficiartes if the primary beneficiary(les) s not alive, Use a seplarate sheet if you want to name inorg than

Ewo contingent beneficiaries, If desipnating a Trost, Estate, or Corporation, please complete the corresponding elds,
Last Mamg First Name Ml . Telephone Number
Soctal Security Number Date of Birth il Retatlanship Percentape
Street Address Cily B State Zip
. [

Lreation/Incorporation/Formation Date Téléphunc Number Percentage
Street Address City State Zig
Last Name fiirst Name Ml Telephone Number
Social Securiy Number Date of Birth &7 | Relationship Percentage
Street Address City B | Stale Zip

(Pa = B A,

" fig ! rRod ATt Zio
TaxID #/Tax Exempt £ Craation/Incorporation/Formation Date Telephone Number Parceninge
Street Address City State Zip

0-48835
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Employee Signature Date (mm/dd/yyy)

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

Group Insurance coverages are issued by The Prudential Insurance Company of America, a Prudential Financlal
company, Newarl, NJ 07102, Life Clalms: 800-524-0542, Disability Support: 800-842-1718. This brochure is
intended to be a summary of your benefits and does nof Include all plan provisions, exclusions and limitations.
Please refer to the Booklet-Ceriiflcate, which is made a pait of the Group Contract, for all plan details, Including any
exclusions, mitations and restrictions which may apply. If there is a discrepancy between this decument and the
Booklet-Certificale/Group Contract issued by The Prudertial Insurance Company of America, the Group Contract
will govern, Confract provisions may vary by state. Confract Series:83500. Callfiornia COA # 1179 NAIC #68241

© 2020 Prudenttal Financlal, Inc., and its relatad eniities.

Prudentlal, the Prudential [ogo, the Rock symbaol and Bring Your Challenges are service marks of Prudenflal
Financial, Inc., and its related entities, registered In many jurisdictions worldwide.

7 Prudential

(3L..2005.288 0-48826
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State of Louisiana 2025

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 certaln benefits-related correspondence through emall unless you contact TASC to receive paper
notlces, You are responsible 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,

Soclal Security Number Ernall Address Payrol} System Agency Number
Last Name {Print) First Name Middle Inttial
Home Address City State ZIp
Heme Phone Daytime Phone Dste of Hire Number of Pay Perlods Date of Birth Annual Salary Payroll Use only
Effective Date First Payroll Date
ENROLLMENT STATUS (CHECK ONE}
CHANGE IN STATUS ANNUAL ENROLLMENT NEW HIRE

Indicate the amount you wish to set aside via tax-free salary deduction by completing the sections below. Complete the worksheets provided in the Flexlble 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 vear {9, 10, 12, 18, 24).*
In Box i3, Indlcate the deductlon 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 recelve the number of paychecks listed in Box #2.)
. In Box #4, indicate the annual FSA fee amount {12 months == $24.00). **
iy Box #5, indicate the FSA fae per pay perlod {paid biweekly is $1.00; paid monthly is $2.00), ***
*If you are a new employee enrolling after the plan year begins, divide by the number of pay perlods remaining in the plan year,

e Dollar Number of Regular | Deduction Amount | Annual FSA Fee | FSA Fee per Pay
P Amount Payroll Checks” per Paycheck Amount™ Period™

General-Purpose Health Care FSA (GPFSA)
For eligible medical expenses incuired by you, your family members, or both ($600 minimum contribution; $3,200 maximum contribution)

Limited-Purpose Health Care FSA (LPFSA) | | | I
For eligible dental and vision expenses enly incurred by you, your family members, or both\. For employees who want to parficipate in an FSA and o
Health Savings Account, ($600 minimum contribution; $3,200 maximum contribution)

Dependent Care FSA (DCFSA) | ‘ | . | |

For eligible dependent care expenses of an ellgible dependent while you work (5600 minkmum contribution)

TAX FILING STATUS - CHECK ONE: Married, filing separately (maximum 52,500) Married, filing jointly (maximum 55,000}
Married with incapacitated spouse (maximum $5,000) Single head of household (maximum $5,000) Single fmaximum 52,500)

IMPORTANT: SALARY REDUCTION AGREEMENT
1.1 hereby authorlze 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 above. If applicable, | understand that this salary reduction might produce kower Social Security benefits.

2.1 agree tofile 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 forfefted since it cannot be carried forward to the next plan year (due to the
IRS “use-or-lose” rule).

4. 1 understand that funds in one FSA cannot be used to reimburse expenses cavered by another FSA.

5.l understand that expenses for which | am relmbursed cannot be deducted on my income tax return,
6. | understand that funds in any FSA can only be pald out for reimbursement of eligible expenses actually incurred during my period of coverage for the applicable plan

year.
7.lunderstand that Improper payments (inaligible expenses) may be withheld from my paycheck or reported as taxable income on my W-2,

8.l understand that the salary deduction amount will include the items specified above and will continue in effect unless 1 terminate employment or file an approved

GB-01 form with the Human Resources office of my employer.
9. understand and agree that my employer, the Office of Group Benefits and the Flexible Benefits Plan administrator will not incur any liability resulting from either my

participation In any FSA or my faflure to sign or accurately complete this enrollment form. | further understand that if | elect not to participate in salary deduction with
respect to the benefits listed above, | hereby forego my right to participate during the upcoming plan year.

Empleyea Slgnajure Agency of Payroll System Name Date Sighed
Payrall Officar/Benefits Adainistiator Phong Number 0GH Agancy Number Date Signer
Revised 09/2024

GB-02




¥S

OFFICE OF GROUP BENEFITS
OFFICIAL SCHREDULE OF MONTHLY PREMIUM RATES

PARISH & CITY SCHOOL BOARDS ONLY

Rotes effective Junuary 1, 2025 (75% employer participotion level}
For a complete list of premium rates ot olf employer purticipation levels please visit info.grouphbenefits.org.

. MagnoliaOpen Access ~ ' Magnoliatocal . Magnolialocal Plus . . “Pelican HSA7TS .  Pelican HRA1000

Administered by Blue Cross Adrinistered by Blue Cross . Administered by Blue Cross - * - Administered by Blue Cross - Administered by Blue Cross

State Employee - Total State Ethployee Tetal State Employes Fotal State Fmployea .  Total State Employee  Total

Share Share Premium Shire Share Premium Share Share Premium Shard Share Premium Share Share ‘Premium

ENROLLEE ONLY 5724.52 $241.56 $966.48 $591.04 5196.96 WQ.NN..QQ 569732 $232.40 5925.72 523.96 533596 $516.30 $172.06 $588.36

ENROLLEE + 1 [SPOUSE) $1,268.18 578484 $2,053.02  $1,033.8% $635.90 5167378  $1,21986 575480  51,974.66 S440.92 $5272.86 $713.78 %903.14 $558.04 5146208
ENROLLEE + 1 (CHILD}) 3831.08 $347.75 5117834 %677.54 $283.48 5961.02 5799.38 $334.46  $1,133.34 $289.00 $121.00 $410.00 $592.02 S247.80 $835.82
ENROLLEE + CHILDREN $831.08 $347.76 51,178.84 $67754 528348 $951.02 $799.38 $334.46  51,133.84 $289.00 $121.00 $410.00 $592.02 $247.80 $830.82

FAMILY $1,324.28 $84090 5216518  $3,079.64 $685.66  $1,76530  51,273.85 $808.74  $2,082.54 546034 $292.28 $75262 $943.06 S598.8C 5154186

RETIREE WITHOUT MEDICARE & RE-EMPLOYED RETIREE

ENROLLEE GNLY 51,556.64 324156 $1,798.20

%$1,269.12 $195.96 mu,ﬁmbm $1,502.82 mwuu.& $908.75 m.._.bwo.wm

$172.06
ENROLLEE + 1 (SPOUSE) $2,390.52 §784.84  $3,17536  $1,94830 $633.90  $2,588.80  $2,308.12 4754.80 N/A N/A N/A $1,431.32 547710  $1,908.42
ENROLLEE + 1 {CHILD} $1,655.20 $347.76 5200286  51,34854 $283.48 5163302 3150844 $334.46  $1,93290 NfA N/A N/A $856.48 $247.80  $1,204.28
ENROLLEE + CHILDREN $1,655.20 $347.76  52,002.86  $1,34554 $283.48  $1,633.02  31,598.44 4334456  $1,93290 N/A N/A NfA $556.48 $247.80  $1,20428

EAMILY $2,369.96 743,98 $3,150.54 51,932.20 $644.06 $2,576.25 $2,286.92 $762.32 53,045.24 NfA N/A N/A 51,424.22 aﬁ.ﬂhhb $1,898.96

18

RETIREE WITH 1 MEDICARE
mzwo.r._-Wmolgw B

543856 4146 $58474  $35752  $119.20  S$47672  §43056  $14350  S57A06 £263.60 %351.48

$87.88
ENROLLEE + 1 (SPOUSE} $1,620.46 $540.10  4$2,160.56  $1,321.14 844034  $1,76148  $1,57354 $52454  $2,098.08 N/A N/A N/A 3973.00 $32450  51,298.50
ENROLLEE + 1 {CHILD) $759.08 4253.084  $1,012.12 $618.82 4206.28 5825.16 374058 $246.90 $987.48 N/A N/A N/A $456.44 $152.08 $608.52
ENROLLEE + CHILDREN $759.08 $253.04  $1,012.12 561888 $206.28 582515 5740.58 5246.90 508748 N/A N/A N/A $456.44 $152.08 5608.52
$1,760.28

FAMILY $2,159.10 %719.54 $2,878.74 $586.74 $2,094.46 $698.14 $2,792.60 N/A N/A N/A $1,297.50 %432.50 $1,730.00

$2,347.02

5631.76
5782.12

$157.90
$185.54

47385
N/A /A NfA $586.58

$85698  S77L78  $257.24
$1,061.08  $95554 531850

$642.76  S214.22
$79584 $265.24

4788.40 $26274  $1,051.14
$976.08 537536 51,301.44

ENROLLEE + 1 {SPOUSE}
FAMILY

ENROLLEE ONEY $9R5.82  5085.82 S863.74

5000  S70212  S702.42

$948.34 $342.70

$548.34

$803.74 $342.70
ENROLLEE + 1 (SPOUSE} S2,084.06  52,094.06 $0.00  $£707328  $1,707.28 000 $2,01412 $2,014.32 $6.00 $723.02 $728.02 5000 5149130  $1,491i3@
ENROLLEE + 1 (CHILD} $1,20240  $1,202.40 $0.00 458024 498024 30.00  $1,15654  $1,155.54 $6.00 541220 $418.20 $0.00 $856.52 $856.62
ENROLLEE + CHILDREN $1,202.40  51,202.40 $0.00 $580.24 $98C.24 $0.00 3115654  $1,15654 $0.00 $418.20 541820 s0.00 $856.62 $856.62

FAMILY $2,208.46 $2,208.48 52,124.14 $2,124.14

51,800.58

$767.68

$1,800.58 $767.68 $1,57270  $L572.70

$c.00

DISABILITY R
ENROLLEE ONLY . 5000 $1,449.74

51,448.74 $0.00 51,182.00 $1,182.00 $0.00 $1,354.58 .mn.on.. 5503.96 $503.96 mo.c.o . w..rcwm.m# $1,022.54

$1,384.58
ENROLLEE + 1 (SPOUSE) $0,00  $3,07952  43,079.52 5006 $2,510.70  $2,510.70 50.00  $2,962.02  $2,962.02 50.00 5107068  51,670.58 $0.00 52,1932 . 52,193.12
ENROLLEE + 1 [CHELD} $0.08  $1,768.26 5176826 $0.00 5144154 5144154 $000  $1,700.76  $1,700.76 $0,00 $615.00 $615.00 $0.00 5125074 5125874
ENROLLEE + CHILDREN $0.00  $1,76826  $1768.26 $0.00  $1,84154  $1,44154 $0.06  $1,70076 5170076 $0.00 £615.00 $615.00 3080  $1,259.74  51,259.74
FAMILY S000  53,247.80  33,247.30 5000  5$2,64794  $2,647.94 $0.08  $3,123.80 5322380 - $0.06  $1,12806  $1,128.96 $0.00  $2,312.80  %$2,312.80

NOTE: 1) Yhe breakdawn hetween the State Shore and Employee Share amounts shown for retiress without Medicare coverage is determined based upon
the requirements of LA RS, 42:8514C)(3), which supersedas the requirements of LA R.S. 42:851{E){1}.
2} Alt plan members who retired on or after luly 1, 1897 must have Medicare Part A and Part B to quakify for reduced premium rates.

3} Monthly premium rates shown apply to charter schools that participate in the OGS program and are under the jurisdiction of a city or parish
school board.



LIFE INSURANCE INFORMATION

BASIC LIFE

Employee - 55,000 Employee  $5,000
Spouse 51,000 ~ Spouse $2,000
Eachchild  $500 Eachchild  $1,000

| Dependent Employee pays Dependent Employee pays
| life 51.36/month life 52.72/month
ENHANCED BASIC LIFE

Employee $15,000 ' “Employee  $15,000

| Spouse 51,000 Spouse $2,000
Each child  $500 Eachchild = $1,000
mﬁpendent Employee pays Dependent  Employee pays
| iffe $1.36/month life §2.72/month

Us TAL PLAN

Employee Scheduleto amax Employee  Schedule to a max
of $50,000* of $50,000*

*Amount based on empl&:&y&e s *Amount based on employee’s

| annuat salary . ~ annual salary

| Spouse 52,000 Spouse 54,000

| Each child  $1,000 -~ "Eachchild 52,000
Dependent Employee paya Dependent  Employee pays
life §2.72/month life 55.44/month




STATE OF LOVISTANA 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 Defarred Comp Plan!

ONLINE ENROLLMENT

To entoll In the LA Deferred Compensation Plan, simply access the Plap webslte and follow the
prompis. ' :

wwnw lguistanaden.com

&®

Select; REGISTER
Select 1 of 2 choices:
o Do Not Have a PIN" - You may call 800-937-7604 for a Temporary PIN DR you may
enter the raquested parsonal data.
¢ “l Have s IN” - You may enter your SSN and PIN number.
Choosa “Cantinue” onece you have advanced inta the registrat'i’on. ‘
Create a USER D and password. '
Follow the protapts and choose your eontribution amaunt,
NOTE: Your contributions wilf default into o Target Dute Fund (with o 8% contribution rate)
busg&' on vour date of hirth, Alternatively, you may choose your own ihvestments by clicking on
"Customize Enroliment”. If you 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
retivemant goals.

Please let us know if you have any questions or heed further assistance.
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THE LOUISTANA PUBLIC EMPLOVEES 457(B) BEFERRED COMPENSATION PLAN (PLAN) 18 & POWERFUL TOOL TG HELE YCU
REAGH YOUR RETIREMENT DREAMS, A3 A SUFFLEVET TO BTHER RETIREVENT REMEFTS OB 8AVINGS THAT YOU MAY
HAVE, THIS VDLUNTARY PLAN ALLOWS YGU TO SAVE AND RIVEST EXTRA MONEY FOR RETIREMENT--TAX DEFERBED!

Not only will you defier texes Immediatsly, but you may alsa bulld exira savings conglstently and autematioally,
select from a varlety of investment optlons, and lestn more about saving and lnvesting for your financel future,

Read thess highlighls to leam more anut your Flan and how sitnple itis to envoll, if thers are any dlacrepancies
between this docutnent and the Plan Dooument, the Plan Document will govern.

GETTING STARTED

WHAT IS & 457 DEZERRED COMPENSATION PLAN?

Tha Flan Is & governmenial 457 deferrett
sompensation plan, which is a refirement savings
planihatallows elighle smployass 1o supplemsnt any
existing retirement and pension beneiits by saving and
invesiing prefex end/or efterdax Roth dollars through
avoluntary salary cortribution. Contributions and

eny eamings on ¢ontributions are tax-tefered unti
noney s withdrawr. Diskibutions ate usually taken
durlng refirernent, when meny peaticipants aretypiosly
recelving less income and roay be In alower income
tax bracket than whils working, Distributions ara
subject to ordinary Income tax.

WHY SHOULD T PARTICIFATE iN THE FLANZ

You may want 1o participate If you are Inferested
in saving and investing additional monsy for
refirament and/or teduging the amount of clirrent
state and fecleral incorme tax you pay eath year,
The Plan can be an exosilent tool fo help meks
your fuitire more comiortable,

You insy afso qualliy for & federal income text oredit
by parficlpating in this Plan,

For mote information about this tax credit; please
oontact an Empower Retirement representative in
youlr area.’

(5 THERE ANY BEASON WHY | SHOULD NOT PARTICIPATE
it THE PLAN?

Parilclpafion may not be advantageous If you are
experlencing fnancial difieuliies, heve excessive
dlebt or do not have an adequate smargency fund
ftypioally In en easy-to-acoess account),

WHO 1S ELGEHYLE TO ENROLLYT

All ourrent full-time end part-time Loulslana public
employees are fimmediately sllgible o participate
in the Plan.

Certaln Inglependertt contractars of the State of
Louisiana amployer may be eligible to pariidpate In the
Plan aswell. Ask your ermployer for more information,

HOW B0 | ENROLL? _
You may enroll through any of the folowing methods:

1. Cormplete the appropriate enroliment forms,
avallable through your Retiremnent Flan Counselor,

2. Complste tha appropriate forms, avallable onthe
particioant webslie under the Enroll Now teb.




3. ff vou are a LA Glov HOM emploves, you
may smoll on tha participant wehslie
with a link under the Girelf Now tab.

Indicata the amount you wish to
contrlbute, your investrnent option
selection(s) and your hensficiery .
designation(s). Flesse return the formig) to
your Retirement Plan Colnselor, fax tothe
Beaton Rouge ofiioe & (226) 295-6832 or
malt to Loulslana Deferrad Gomg Plan &t
2100 Bluebonnet Centre Bivd, Suite 203,
Baten Rouge, LA 70808,

WHAT TYPES OF CONTRIBUTIONS CAN | MAKE?
Tradltional 467

» Contributions are made with before-
tax dollars.

» Any potential earnings onyour
ebniributicns grow tax-fres, and your

. Clistribution I8 texable.

» It lowers your curent taxable income

hecause vou postpona paying faxes on
gontributions to the Pian,

Roth 467

» Contributions are rmade with after-
tax dollars.

» Any Bothroney, including contributions
and potential sarnings, wilf grow tax-
free In your aoccount,

n Your distdoution is income tax-free if
you are eligible for a distribution from
your Plan, and you withdraw your
Roth conbributions eand any earnings
after holding the actcount for af least
iive tax years.

» [t cloes not change your cutrent
taxable Incorne.

[Fihe Roth option is fight for you,

make the appropriate changes to your
aaccourt by compleling a Salary Deforal
Agreermnent form. f youl are a LA Gov
HOM ermployes, youi mey make chenges
via LouwigianabCP.eam orthe voine
response system at (800} 7048258,

¥
¥

-

WHAT ARE THE SONTRIBUTION LIVITS?

Ih 2017, the maximum contifbution amount Is 100% of your
incluciible compensation or $18,000, whichsver Is Jess. [t may
ba indexad n $500 increments aftor 2017, If you Lz baoth
the traciitional and Roth 457 together, they must not exceed the
annual total contribution limit.

Participants in the Plan have two different opportunlties to caleh
g and coniriblite mors during the final years of thelr caresr The
"Special Caich-up” allows participants In the thres celenclar years
priorto normel retiement age to confribute more foihe Plan (up
T double the annual contribution Imit—$38,000 10 2017), The
addidonal smount that you may be able to contribute under the
Speclal Cateh-up option will depend upon the armnournits that you
were ellatbla o contribute in previous years but did not,

Alzo, perficipants turking age 50 or oldar in 2017 may conbibuts an

‘adiditional $6,000, You rhay rot use the Special Catch-up provision

anct the Age 50+ Cateh-up provision In the same oalendar yesn
Please corfact the Baion Bouge office 2t [225) B26-8082 for
assistance with Special Cateh-up ifyau thinkc you cualife

VIHAT ARE MY INVESTMENT OPTHINS?

A Ineup of core investment, options s avallable through your
Plar, Investment option information s avallable through the
websiie at LouisianalDCPRuom atid the voioe response systam
{oll free af {800) 701-8293. The webslte and voloe response
syslem are avallable: to you 24 howrs a day, seven clays a week.

If you enrell for the tirst time but don't choose any Investrment
options, you will be defaulied into a BleckRock LifePath Fund®
based on your date of bitth {see the charf bejow). Targel date
funds ere & diversified mix of underlying funds whose asset
allocations charige overtime to become more consenvative 28
youl hegt retfrement.
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The Investments In the terget date funds wil
graciuafly shift frarn more aggressive o tmore
conservatlve as the target date approaches, The
furids are designed fo provide an age-approprlate
mix of jong-term appreclation and capliel
preservafion and are adiusted hased on the nurnber
of years 1eff untll the funds’ target date,

The funds provide a professlonally sliocated mik from
your fiest days in the Plan all the way through retirement.

SR A LA by Y Y i

This slow transiffon of the funds' asest glosation from
Inore agigressive Investments to more conservative
Investments i often refertad to as the funcls "glide
path.” The date In & farget date fund represents an
approximate date when an investor would expect

te retire. The prindipal value of the funds Is not
guaranteed gt any time, Inclucing &t the target date,

Yielghtedth

&*»
L3 0 2 0 L] 1t @ K| L1
Years Rnloen Ritiramut I Years Afar
. Reifrerment
Tamg
Ratlipintd D

FOR IWLUSTYRATIVE PURPDSES ONLY, Intenidzd tnilustrale possibie
Invastment portinls alincalions that represent an vastment sieategy
based oa rigkand ratin, Thlk s ot Iniendet 45 fnandis) glanting or
investrnent auvics,

Flease consider the investment ohfectives, risks, -
feas and expenses carsfidly before investing. For

this and other impbrtant information, you may obtaln
prospectusys for mutiial funds, any applicable
anntity contract and the annuity's underlying funds,
anofor cisclosure documents from your registerad
reprasentative. For prospeciusas refaled fo
investrnents in your Sef-Diracted Brokerage Acoount
{BRBA), contact TD Amerifrade at (866) 766-4078.
Fead prospeciuses carefully before Investing.

SELF-DIRECTED BROKERAGE

In addifion to the cors investment optlons, a self-
directed brokerage account (SDBA) js available
fhreugh T Ametfirade. The SDBA allows you fo
sefect from numerous mutual funds for an addifonal
annual administrative fae of 80 per person,
deducied from your account at $18 quarerly (plus
any additional tracing and transaciion fees)

You are recuived to malntain a minimum balanoe in
your care account of §2,500,

"The BDBA Is intanded for knowledgeable Investors
who ackrowletige and understand the risks assoclated
with the investments contained in the SDBA.

SDBA accounts are not monitored by the
Cornrrission or investment consultant {o the Plan,
You will renelve a separate statermant of vour
holdings and activity from TD Ametiiracte.

Revisw the SDBA Frecuently Asked Questions
{(FAGE) on the participant webslte,
LouisianaCRoom, for more in_fonnatlon.

Go 1o the hvesiment Inmrméfion tab, then click the
Seli-Directed Brokerage ink. '




MIANABING YOUR ACCOUNT

HOW B0 § KEEP TRAGK OF MY AGBDUNT?

Empower Retirement will mall 2 quarierly ecoount
statement to you, showing your accolint balange
gnd activity, You can slso cheok your aceount
balance and move money among Investment
options via the website of LouisianaDOP.com

or the voice response system at (800} 704-8255,

You will also reosive a separate quarterly statemend

from TD Arnerfirade that will dstail the investment

holdings end activity within your 8DBA, ncluding
eny fees and charges Imposed in conneotion.with
the SOBA.

HOW DG T MAKE INVESTIMENT DPTION CHANGES?

Use your usernarme and passcode fo anoess

the webslle, or you can use your Sools] Seourily
number and passcode to access the voloe
responge system.? You can move all or & portion of
your existing balances among investmant options
{subject ic Plan rules) and change how vour payrol
conitibutions are invested.®

HOVI DO § WAKE DONTRIBUTION CHANBEST

Download the Salay Delerral Agreement form from
LoulsianaDCP.com or call the locel Erapower
Retirament office it Baton Rouge. A fiendly and
hefpful representative witt assist you in gsfiing e
ourrent o, i you ave & LA Gov HOM employes,
you may log Into your agcount and meke the
contribuiion changes.

ROLLOVERS

WIAY J ROLL OWER MY ACDOUNT FROM MY FORVIER
EMPLOYER'S PLAN?

Yes. However, only apbroved delances from an
sliglble governmental 467 (0}, 401{K), 408(b) or 401{z)
plan or an Incividua! Retirement Account (KA} may
be rolted over to the Plan.*

e L bd

MIAY | ROLL OVER MY ACCOUNT IF § LEAVE BWPLOVIVENT
WITH MY SURRENT EPLOYER™

If you sevar smployment with your ctrrent employer,
youl may toll over your acoount belance io another
eligible governmental 457{0), 401(k), 408{) or

4011 {g) plan if your new employet’s plan accepls:
suoh vollovers. You tnay also roll over your account
balatce 1o an IRA. No faxes will bo withheld from
your trarsfer amount,

Ploase keep In mind that if you roll avet your Plan
batanos o a.4G1(k), 408{0) or 401ig) plan or IRA,
distributfons taken befors age 58% may afso be
subjeot to the 10% eatly withdrawal federal tax
penalty. Plaase contect your Ernpower Refirement
representative for more information.?

VESTING

VIHEN AN | VESTER I¥ THE PLAN?

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

ihe oocurrence of 8 distributable event. Your
contributions to the Plan and any earnings they
generate are always 100% vested dncluding rollovers
from pravious errployers),

DISTRIBUTIONS

WHER CAN ¥ REGEIVE A DISTRIBUTIOR FROM MY ABCOUNT?

There is no 10% sarly withdrawal penalty for &

eualifying aistribution svent. Qualifying distribution

events are as follows:

» Fefrement

» Unforesseable emnergenoy

» Severance of employment {as clefined by ‘che
Internal Revenue Code provisions)

» Altalnment of age 7072

» Death (your beneficlary recelves your benefits)

» In-service transfer fo purchase service credit

» [r-genvice de minkmis

Each distribution is subject to ordinary incoms
tax except far an in-service fransfer fo purchase
senvice uredit,

. "oy are encouraged fo disouss rofiing money from one aceount to another with yous finaniis) atvisor/planner, considering any pntantral fees andfor

lirilation of nvestment options,




NO EARLY WITHDRAWAL PENALTIES

Early distribution penalties do riot apoly o 4567
defervect compensation plans for eligible withdrawels
of 457 money. Any withdrawsls will ba taxed as
orcdinary ncomie and will he subject fo & 20%
mandatory withholding, Louisleng. state income tax
will also be withheld,

WHAT ARE MY DIéTHiBUT!ﬂN DETIGNG?

1. Leave the vaiug of your account inths Plen unﬂl
& future date,

2. You may be able to recelve payment in the
Tollowing form:

» Porfodlc payments

" » Fixed annuity payments
» Partial jump sum
» Alurnp sum

3, Roll over your account balance to an eligible

. governmental 487(5), 4014, 403{0) or 401{g} plan

orto an Ra*

WHAT HAPPENS T0 MY ROCOUNT WHEN | DIE?

Your desighated beneficiarv(ies) will recslve the
remaining value of your accourt, if any. Your

- hensiflclarylles) must contact the Plan administrator
to request a distrioution,

FEES

ARE THERE ANY RECORDIEEPING OB ADIGHISTRATIVE
FEES 70 PARTICIPATE IN THE PLAN?

The Plan will assess an administrative fee, based
on the following schedule, which will be assessed
quarierly and will be disclosed on the Transacifon
Datall saction of Your tuarterly statement undler the
Withorawals/Bxpenses heading,

The annuial fee i 0.18% of the first $60,000 in your
account, with a minlmurm fee of §10 par yeat and a
masiniuim of $80. Bvery quartet, all particpants wil
be assessed $2.50 up To a balance of $5,655.56,
with 0.048% charged on balances from §5,565.57
up fo $50,000,

The minirmum cuarterly fee fs $2.50; the maxirnum
guarierly fee ls $22.50. If your belance exvescls
$50,000, you are charged the meximum fee of $90
per year, or $22.50 per quattet, but you wil pay
riothing on the balance of $50,000.01 and above,

EXANPLES
For & $10,000 balanoe:

» You'll ke charged $2.50 every quarter on the
belanoes Up to §5,665.58, The temaining
84 444,44 wiik be charged a fee of D.045%, or %
($4,444,44 X 000045 = 8L},
» The totel charged on the $10,000 balance will be
"B4.50 porquartern

For =2 $1 00,000 balance:

» You'li be charged $2.50 every quarter on the
balances up to 86,655,568, Additionally, $44,444.44
-will be cherged a fes of 0,045%, or $20 ($44,444.44
% 0.000285 = $20). There s no fee for the portion of
{he balanoe above $80,080. |

» The total cherged on the $100,000 balance will be
$22.50 per quarter

ARE THERE ANY FERS FOR THE INVESTMENT OPTIONS?

Al loads (seles oharges) on purchase fransactions e
weivsd on eore Invasiment options within the Plen.

Fach invesiment option has an expense ratlo fhet
varies by investment option. These fees dre deductet!
by each nvestment option’s management cormpeany
before the delly price or periormance [s caloulated.
Fees pay forinvesiment management expenses,
fund operating expenses, and ravenue shating.

These expense railos are listed under the vestmat
inforerition teky then Invesiment Performance link

at LoulsianaBiCP.com. For example, & £5,000
balance in a fund with 2 0.96% expense ratio would
be assessed 5 Te of $12 per quarter, Thls implicit
fee is butlt into or Included In the share prica of the
Investment option.




Funds may impose redemiption fees on certain
fransfers, redemptions or exchangas. Assel
allocation funds may be subject to & fund operating
expanse at the fund level, as well g prorated

fuund opereting expanaes of each undetlying fund

In whigh they inveat. For more informetion on all
appllcable fees, pleass veforto the fund prospesius,
Prospectuses ere avallable under the Investment
Infonmation tab ai LouisianaDCR.eom,

AGE THERE ANY DISTRIBUTION FEES?
There ars currardly no distelbiution fees for the Plan,

LOANS

MBAY 1 TAKE & LOBK FROM WY ACSQUNT?
Your Plan allows vouto borrow the lesser of $50,000

or 80% of your total account balkance, The minfmem .

foarr amournit Is $1,600, and you have up to five vears
10 repay your Joan—up to 18 years i the money is
usad to purchase your primsyy regidence:

Parlicipants may have a maximun of one
outstancing loan at any time, Thete s g 360
orignation fea for each lean, plus an engoing
quarterly malntenance fee of $8.25, The Ioan
oflgination fes I deducied from ihe principal balance
of the loan proceeds. All loan payiments are payrol
deducted. if vour employer opts ouk of this process,
vou will not be eligible for a loan,

The quarterly maintenance fee s assessed agalnst
your remaining account balance. The intersst

rate for the loan s 2% over the Prime Rate as
published in The Wall Sirest Journal on the firet
business day ofthe month before the loan is
originated. For more Information on loans, contact
the Louisians Deferred Compensation Plan office af
(225) B26-B082 or (800} 937-7604.,

Important note: }n the event yotl pay off a foan,
there Is @ 30-clay welting perfod before encther loan
request can be processad,

B B Al Ll e e el Lk ke g P

TAKES

HOW DOES MY RARTICIPATION 1§ THE PLAN AFRECT
Y TAREST '

Because tradlitonal 457 conlributions are taken out
of your paycheck hefore taxes are caloulated, you
pay less in olrrent incoma tex,

You do not feport any otirreht eernings of i088es
on your ageount on your cutrent Income ta return
elther. Your account is tax-cleferred untll vou
withdraw monaey, which Is usually dwing refirement,

Distributlorie from the Plan are texeble as ordinary
incorme euring the years h which they are disiributed
or fmade avallable 1o you or your bensficianies).?

INVESTRMENT ASBISTANGE

CAN 1 GET HELP WHTH M¥ INVESTMENT DECISIONS?

Employees of the Stale of Loulsiana and Empower
cannot give Investment advioe. There are financlal
caleulators and Tools on the website that oan help
you determine witch nvestment optiona might be
best for vou if you would ke to consiruot your Plan
gooount yoursslf,

HOVE CAN BET HELP BHOUSING MY
INVESTIVIENT OPTIONS?

Your Plan offers a sulie of services called
Ermpowsr Retlrement Acdvizory Servises (Advisory
Bervices), offered by Advised Assetls Group,

LLG {AAG), a registersd investment adviser. As a
particinant, you may sslect the Managed Account
servios, which has AAG, a registered nvestment
adviser, manage your Plan account for you, If you
prefar {0 manage your retlrement account on your
own, you may select any nvestimsnt option ot
options, and you may use the Cniine Investment
Guidance and/or Online Investment Acdvice tools.
These services provide a personalized ratlrament
strategy for you based on your Investment goals,
time hotlzon and risk tolerance.




For more detalled Information, please visl your Plan's
weabslte at LoufsianaDCP.com or gall the volos

response system toll free at (800} 7041-8255 o spesk

with an AAG Investrent aciviser representative.

There Is no guarantes that participation in any of
the advisory services will result In a proflt or thet the
acoount will culperform a sel-maneaged portfolio
Invested without aseistance.

WHAT FEES DO 1 PAY TG PARTICIPATE N
ADVISORY SERVICES?

Three levels of satvios are avalisble with Advisory Services:
» Orling Investment Guidanoe; No additional fae,

» Online hvestment Advice: A B25 annual fee assessed
1o your acocunt at $6.25 quartery.

» Managed Acoount sepvics; If you shoose to have AAG
manage your ascount for you, the ahnual Managed
Ascount servics fee will autornaticeally be deducted
from your account balense quartarly hased ona

"parcentage of your aocount balance, as the table
helow showa, :

Bt S b ik e ol iy - e s e B o Bl e ol e s o A A o SO R ot gt

For example, if your account balance je $80,000,
the maximuim annual fee wilk be 0.46%, or 6.1126%

per quarter, which equates to 8228 ennually, or
$86.26 quarterly.

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

o a mesdmum foe of 0.45% ennuelly, or 0.1126%
uearterly, and the next $25,000 will be subject to &
maxdmum annusl Jee of 0,86%, or 0.0875% cuarterly.




1 Represenistives of Empower Retirement do notoffer o provide investrent, fiduolzry, firandial, legal ortax advice or aut i a fiducTary capauity for
anyrelient unless explickly dssoribed in writing, Please consuikwith you investment acvisor, attoraay and/or Lax advisor as needed,

& Asset allocaffon and balanved Investsent opHons and madels eva subject to 1he dsks ofthe undeying funds, which can he a mik of stacksfstosk
funde and bonds/hand Lints: For mors information, swe ie prospecius and/or disslosure documents.

8 ‘The acdaunt ovener is responeible fuor keeplng thelr PIN/passeode aonfidentisl Plsuse aontact Ollznt Servies inmediately (Fyoy suspact any
unanthorizad use, ,

Core seaurlifes, when sffared, are offered through GWES Eyusites, tne andlor other broler-deaters,
GWFS Equities, Ine,, Member FINRASIPG, Is # wholly ovwned subsidiary of Great-West Life 8 Annufty Insurance Company,

Brokerage senfues provided by TO Ameriirada Ino., member FINBA/SIPCANFA. TD Amerliseds 2 a tademak jonfly owned by TO Amerlirads P
Gompany, Ine. nad Tha Tararo-Dominion Bank, M rlghta resarved, Used with perniisaton. Addilonal Information o be ebidined by calling TD
Artieritiade ot (868) 766-9015. TD Amerittadns and GWES Bqutlles, tno. are separate and unalfifated,

Empowier Relirerisnt Addsery Senioes are olfarer by Advisod Assels Group, LLO, 2 regislered fruastment addlser and wholly ownod subsidiary of Girsat-
West Life & Aonulty Insuranes Company.

Brepower Rolremant raks o 1ite produiots and sarviess offered In the reliement riarkets by GraasWestLis & Anaulty insuranoe Compeny, Gorparate
Feadouariers: Greanwrod Vitage, CO; Greal-Wast Vs & Avrdly bsutanoa Gompany of Mew Yoils, Home Ofiest NY, MY, snd thel subgidarias 2nd aliliatas,
Thetradermeirks, loges, tarvies matke and design elamants ustd are owred Ty eirrespacive cwners ot are used by pomission, @27 SreatiVast e &
Anpuily (nsurance Company, Al dghts reserved, 98228 -BROETGIT08 AVHCUISE-D2{7
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% End User Agre&ment Office of Technology Services

Querview

The State of Lowlslana Iy entrustad with sensitive, prapristaty and cotfidential information, including Protected Health
Information (PHY, Faderal Tax Informatton (FT1}, Criminal Justice Information (C1), and Personally Identifiable
Information (PI) and acknowledgas that itshould take steps ta protect that information, One such step s to confirm
that users of the State’s information take responsibllity or the protection and appropriate use of the State’s information
In aceotdance with the State’s Information Security policies and proceciures, Effective protectfon of such information
recuires the particlpation and support of every State employes, independent contractor and third party affiliate
(“Users”}, It1s the responsibliitty of every User to acknowledge and follow tha guldelines in this Pollcy,

Purpose

The purpose of this Policy is to provide guidance for the acteptabla use of computer eguipment and information within
an Agency. Inapproptiate use exposes the State to risks such as daia loss, data corruption, unplanned service outage,
unanthorized access to Agency dats, and potentisl legsl fssues.

Applicability

This policy applies to all Users, including State employses, independent contractors and all ather workers at an Agency,
including all personnel affiliated with third parties. This policy applies to alf com puting systams, slectrontc media and
printed materials that are utilized, owned, managed, or leased by an Agency or the Office of Technology Services {OTS)

General Requirements

All Users are responsible for exercising good judgment regerding use of State resouress Ik accordance with State’s
Information Sseurity policies and procadures. The State’s resources may not be used for any unlawful purpose, you
have & guestlon regarding the proper use of technical resolirces, contact tha [nformation Securlty Hotline tolf free at
(344) 692-8019,

All State systems, including hancheld or mobile devicss, camputing devices, operating systems, applications, storage
tnedia, network actounts, Internet, intvanet, Exiranet, and remote access are the property of State, Thate systems are

to be used for business purposes in serving the intat‘es’i:s of State, and of Agency clients and customers n the course of
normal operations.

Any personal davice usad In serving the interests of State, must he approved by applirable Agency leadership and the
Informatlon Securily Team (15T}

Aty data crented or stored on Agency computing systetns remains the property of the Agency. Any personal use of the
Agency systems, inchiding any documaents or emails, are also the praparty of the Agehey and the State makes na
guarantee as o the confidentizlity of perdonal usa of Agency systems,

For security, compliance, and maintenance purposes, authorized parsonnel may monitor and audlt Agancy computing
systems and networks per the Stade’s polides and procedures and to contlem rompliance.

User Accounts

The State’s Users are responsibla for the securtty of data, aceounts, and systems under thelr sontrol.

Keep passwords secura and do not share account or password fnformation with anyone, For example, do hot wiite
passwords down, do hot ermail them and always use complex passwords (eg, at ieasta charatters long using a
combination of lower case, upper case, numbers, atid speclal characters).

Providing sccess to another individual, etther delibarately or through failure to secure its access, is a violation of this
Policy.

if you believe thatyol hava been granted actess to systems or dats outside the seope of your employment
responstblltfes or job function, please contact the Information Security Hotline toll free at (844) 692-8015,

Office of Technolagy Services o Dara Qlassieation Level Publie




g, Information Security Puhw Appendix Division of Administration

L i - P T e e

g QT e Gl i Ty e e e i o ST Aot
it Eﬁd User Aﬁ*‘ eement Offica of Technology Services  /

Computing Systems

Users are rasponsible for ensuring the pratection of assigned computing devices, including any elactronic devices such
as laptops, PDAY, mobile devices, and electronic media.

Users are slso respensibla for ensuring the protection of any personal devices usad in tha interest of the State.

State Employees using their vehicles to trenspart the State's Compuiting Systems should exertise the utmost calition fo
safeguard the privacy of end rocess to such devices, At no fime shotld such aquipment be feft on car seats, Ih plain view,
in unlocked vehlcles or'storer in vehlcles overnight.

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

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

Security and Access Requirements

All State Computer Systams or Agency sppraved parsonal devices used for State business purposes {e.g., PCs, laptops,
worlstations, smartphones, ete.) should he secured with a password-protacted screensaver with the sutomatic
activation feature setat 15 minutes or less,

Users shall not create new passwords that ara similar to passwords that have baen previously used; treste passwords
that contaln any refarenss to the State inany form {Le,, Pelican, Saints, ete.); create passwords that contalnany
parsonal data such as any portien of the vser ID o name, a spouse’s name, ora pet’s nams; or create passwords that:
appear in the dictionary.

Users shoutd secure thelrworkstatfons by logging off or Jocking (controb-alt-delete or Windows Key + 1} the device when
unattended,
.ot R - .ot

Users must use dife care when transmitting or storing sensitive information. Commtmnlcations outside of an Agenty
Network should use mechanisms s pproved by the Ibformation Security Team {157} for proteeiing Confldentlal or
Restricted Data {e.g., encryption).

Portahle somputers are aspactally vulnerable and will be protected by g current Antivivus salution and Personal
Fivawalls, Ihstalled or approved by OTS, and may not be disabled or modified by Users,

Usars must use extrame caution when aceessing electronlc media recelved from outside the State.

Users shall take the necessary and appropriate precautions wheh spening attschments or emalls and shell not open or
dlick on attachments or emails when unsure of the legliimacy of the source or sender,

Known incidants ar Infeciots from & virus, malwars, ot other maliclous software should ba imimedistely reported to the
Information Securlty Team.

Streaming media shaultd only ba accessed for business purposes from trusted commercial sties, Al othey sﬁrﬂammg
media [s ptohihited,

Meeting hosts should veiify that all meeting attendees are authotized access o tnformation shared during meetings
{including online meetings). Remote meetings security features, such as pass codes or passwords, should be used jo
resirict access to the meating to only authorized Individuals. Remote meeting presanters should take cate to close, or
protect, Confidential or Restristad Data while In “désktop sharing” mode.

Users will take reasonable stepsto protect all State property and information from theft, damags, or misuse, This A
includes malntaining and protecting User workspace, equipment, and Information from unatthorized aceess whether
working st Agency Tacilities or offsite,

Users must use only authorfzad Instart Messenger dients; all other forins of Tnstant messenger software are prohibited.

Office of Technology Services ~ Data Classification Leval: Public
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Newsrooms, Soclal Media Sites, and Social Networking Sites

Postings by State Employees regarding Agency business Information or news to newsgroups, chatrooms, [nternek Relay
Chat (IRC), Facebook, Myspace, or other social networking or socfal media sites Is strictly prohibited unless expressly
sppraved in wiiting by the Agency Communicatlon Diractor or Fxacutive Leadarship, IF the User identifies himself or
herself as employee or agent of the Agency on any Internet site, any postings to such sites must contaln a clear
disclalmer thatthe opinions expressed are solely those of the author and do not represent the views of the Agency or
the State of Latlskiz, _

Virtual Private Network (VPN) Usage

Jtisthe responsibility of usars with VPN privileges to protect thelr VPN login and aeeount information.
Conhectlons to State resources via the VRN must originate from Agency authorized End User devices,

Usars understand and acknowladge that by tsing VPN technology the connected computing resource is a de facio
extension of the State’s network, and as such I sublect to the sama rules and regulations that apply as If connected
locally to the netwark,

Connactions to non-State VNS from within a State network must be specifically suthotlzed hy the Information Security
Teaim (IST).

Physical Security

. A State lssued identifieation hadge must he worm o your person in a visible locatioh at all thmes within & State acility.
The ldentification badge must be properly secured and a lost badgs must be Trmediately reported to the Information
Sacurity Team {IST}.

Do not facllitate the entry of non-hadge personnel at any time. Alf visitors must chack fn at the reception ares, dearly
wearthe Visitor badge at all fimas, and remain with thelr designated ascort atall times. Guests are hof allowed inthe
State facilities affer hourg excapt with the specific zuthoerization of Agency [eadership.

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

Individuals with access to Confldentlal or Restricted Data should maintain a clean desk, pickup printed matedals ina
fimely manner and appropriately secure paper based dosuments wher they are not in use,

7

Privileged User Accounis

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

e Individuals with Privileged User Accounts understand it is their responsthility to comply with all securtty
bleasures retessary and assist In enforging the nfarmalion Secinity Policy.

s DPrivileged User Accounts may only ke usad for valid business functions that require privileged access. Privileged
gecount users must stil] abida by the feast privilege principal and must hot access or atter data for which they
hava no valid business reason to do so,

» Individuals will login fo an Agency environment using standard user cradentials and then fog Tn to @ specific
privileged account, except when lopging directly into a system interface console.

.»  Privileged user accouris may nothe used to modify the individual’s standard user account,
Privtieged user accounts must comply with requiirements of the Information Security Policy pﬁor to modifylng
ahy system or uger account,

» [Individuals with privileged user accounts understand and acknowledgs that all privileged user accountactivity is
closely motiltored, lndividuals with privileged user accounts tay not use those accounts to modify, alter, or
destroy monitoring log data, except as required by thelr posttion responsibility as it relates ta log rotation.

Oifice of Technology Services " Data Classification Level: Public
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» - Individusls with privileged user actounts, and thelr supervisor or manager, wilk notify the Information Securlty
Team when the privileged user actountis no longer requirad fo perform that Individual’s job function,

Unaccaptable Use

The follawing activities are, In general, prohibited. To the extenta State User neads to be exempied from one ofthe
following restrictions for legitimate job responistbillties (a.8., systems administration staif may have a neaed to disable the
hetwork access of a host If that host Is disrupting production services), that State User will be provided AXfpress
attharization from the Information Security Team. Tha activities below are by o means exhaustive, but sttermpt to
provide a framawork far activities which falkinto the category of unacceptable use.

System and Network Activities ‘
The followlng activitles ara strictly prohibited, with no exceptions:

o Engaging in any ackivity that s illegal under [ocal, federal, or international law.

» Viplatlons of the rights of any person or company protected by copyright, trade secret, patent ar oither
intellectual propearty, of similar laws or regulntions, including the installztfon or distribution of "plrated" or othet
software products that are not appropriately leensed for use by the State of Louisiana,

»  Unauthorlzad copying of copyrighted matertal including digitization and distribution of photographs from
rmagazines, books or other copyrighted solrees, copyrighted muste, and the nstallation of any copyrighted

,software for which the State or the end user does not have an ackive license Is strictly prohibited, The use of any
recording devices, including digital cameras, vidao cameras, and cell phene cameras, within the premises of any
State properties to copy or record any Internal, Conficdential, or Restrictad Datals prohibited.

v Connecting netwark devices such as wireless access points or personial laptops Into the State’s network
enviromment without proper authorization from thi Information Security Team {I8T). <

e Intentfonal Intraduction of maliclous programs Thio the network or server {2.g., viruses, worms, Trofan horses, e~
mail bombs, ste.). )

& Revealing your account password to others or allowing use of youraccount by others, This includes family and
other household members when work is being dorne at home,

«  Usingan Agency cormputing assetto actively engags In procuving or teansmitting matevial that s in vielstion of
sexual harassment or hostile workplace laws In the uset's local jurisdiction.

Miaking fraudulent offars of products, ltems, or servives originating from any State issued user aceount.

+  Effecting security breaches or dissuptions of network eotrimunication, Security breaches Incloda aczessing data
of which the individual s not an intended recipient or logging into a sarver oF account that the individusl s not
expressly authorlzed o access, unfess these dutias are within the scope of regular dutins, For purpeses of this
section, "disruption” inclutles degrading the performance, deptiving authorized access, disahling or degrading
security configurations.

o Poristanning orsecurity seanningis expressly prohibited unlsss prior ap}umval 1s granted by the Information
Sacurity Team.

» Eecuting any form of network monitaring which will intercept data not Intended for the user's host, unless this
attivity Is g part of the user’s normal Job/duty.

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

Interfaring with or denying servica to ahy Uset [a.g. denlal of service attack),

Intentionafly restrict, disrupt, tmpair, or inhibit any network noda, servics, transmission, or accasslillity.
Utillzing unautherized paer-to-peer networking or peerdo-peer file sharing.

Utilizing unauthorized software, hardware, prosy avoidance websites or services, or any other means to access
to any internat resoures or website that has been intentionally blocked orfiltered by the State, Agancy, or 15T,

v & ¥ 4 =
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Email an-d Commupications Aetivities '

]

Sendlng non-business related unsolicited email messzges, text massages, Instant messages, or voice mafl,
including the sending of “Junk mail” or other advertising materfal to individuals who did not specifically request
such material (emull spam). .

Engaging it any [orm of harassmant or discritnInation through mrmii o ulher electronic means.
Use of personal email account from the State networks.

Forglng, mistepresenting, ohscuring, suppressing, or replacing s user identity on any alactronic communication
o mlslead the reciplent about the sender, N

Soliciting emall for any other email address (2., phishing), other than that of the poster's account, with the
intent to harass or o collect replies,

Creating or forwarding chaln letters, Ponzl or other pyramid schemes io a State User, unless spacifically

- requasted by such State User,

Posting non-husiness-related messages to « large nurabers of Usenet newsgroups (newsgroup spam]

E-mail may notba stored on personaf devices {e.g, home computers, personal laptops, PDAs, Smattphones,
efe.) exvapt as authorized by the Information Secwty Teatn (IST].

Text messages should not to ba used for business discusstons, Confidential and Restricted Data shall notbe
communicated overfext messaging,

Users of Confidential and Restricied Information

By slaning this Agveement, Users acknowledge that they ara aware of and understand the State’s policies
regarding the privacy and sepurity of Individually ideniifiable health, finandial, criminal and other personal
infarmation of individuals and em ployees, including the polfcies and procedures relating to the use, collection,
disclosure, stovage, and destriction of Confidential and Restricted Data, -

In consicleration of Users’ empleynient or association with the State and as an integral part of the terms and

. conditfons of such employment or assoclation, Users covenant, warrant, and agrea that they shall not at any

time, during thelr employment, contract, asgociation, or appointment with the State or after the cessation of
such employment, contract, assocdtion, or appointraent, access or use Confidential or Restrivted Dats except as
may ke reguired n the course and stopé of their duties 2ind responsibiiities and in accordancs with applicable
law arid corporate and departmental policies governing the proper use and release of Confidential or Restricted
Data,

Users must understand and acknowledge their obligations ou‘c}med hereinabove will continue even after the
tarmination of employment, contract, assactation, or appointment with the State.

Users must: also understand that the unauthotized use of disclosura of Restricted Data shall result In disciplinary
aetlon U fo and Thcluding termination of employment, contract, association, orappoinitnent, the institution of
legal action pursuantto applicable state or federal Jaws, and reports to professional regulatory bodjes.

Usars further acknowtedge that by virtue of thelr emplayment, contract, association, or appointment with the
State, they may be afforded acress fo Confidential Information conceming the operations and praciizes of a
State Agancy, which shall specifically includs, but shall not be limitad to inventions and improvements, Ideas,
plans, processes, finandal information, technigues, technology, trade secrets, manuals, or other information
developed, inthe posmsmon of, or acquired by or on hhalf of the Ste, which relatas to or affecis aby aspect
of Bate's operatlons and affairs {(“Confidential Inforrmation”). Users agree that they will not use, disclose, or
dietribute Confldential Information or information derlved therefrom except for the exclusive beneflt of the
State Agency,

Usgers understand, ackrowledge, and agree that nothing ¢ontained hereln shafl be deemed or regarded asan
employment contract of any other guarantes of employment, and shell not otherwise alter or affect User status
s an at-will employee {or where applicable, indepandent contracter) of the State.

Offica of Tachnology Servicess ~ Data Classification Level: Public
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End User Agraement

Enforcement;

Any Lser found to have vielated this Policy may be subjact (o discliplinary actton, up to and Including dismissal, or

cetminal or ¢ivil [egal actions,

Name:

Contractar

Titles

Agenty:

Phone;

Ematl:

Slgnature:

Dartes

TP Tl P e e
Office of Technology Services
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Rev, 672022
Office of the State Americans with Disabillties Act Coordinator (OSADAC)

VOLUNTARY SELF-IDENTIFICATION OF DISABILITY FORM

Employes Name; Personnel #:

| Why are you beinyg asked to complate this form? |

As an executive branch state agency, the [Office of Elderly Affairs Is required by La. R.S.
46:2597 to establish annual strategies and goals related fo employment of Individuals with
disabilities. In order to effectively measure and report ouir progress fo this end, La. R.S.
A8:2597 requires us to ask employses if they have a disabifity or have ever had a disability.
Because a person may become disabled at any time, we ask all of our employees fo update
their information at least every five (5) years.

[dentifying yourself as an Enélividual with & disability is voluntary, and we hope that you wiii
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
Ameticans with Disabilities Act, visit the Office of the Staie Americans with Disabilities Act

" (ADA) Coardinator's website at hitpsy/www.doa Ja.qov/office-of-state-ada-coord Inator/,

l How do you know if you have a disability? Ce ]

You are considered fo have a disabiiity if you have a physical or mental impairment that
substantiaily limits a major life activity, or if you have a hisfory or record of such an impalrment.
Disabilities inclucle, buf are not limited, fo: -

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

» Autcimrmune disorder, » Depression or anxiety for example, migraine
for example, lupus, » Diabefes ' headaches, Parkinson’s .
fibromyalgia, rheumatoid  » Epllepsy disease or Multiple
arthritis, or HV/AIDS + Gastrointestinal disorders, for Sclerosis (MS) .

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

s Cancer irritable bowel syndrome example, bipolar disorder,

» Cardiovascular orheart  « Intellectual disability schizophrenia, Post
disense « Missing limbs or partially Traumatic Stress Disorder

» Cellac disease missing limbs {PTS8D) or major depression

« Cerahral palsy

| .-. i " "-. Please check ONE of the boxes helow:

[T1YES, | have a disability ) NO, 1 do not have a disability [Mtdo ndt wish to answer

You dre sritotraged 1o corafully
revlew aur ageney’s paliey
spacific tetha Amatieans with
Disakilitiey Act sntlfor Disablity
Rights, and to request warkplaca
accommotations as may he
rkeded for your dissilicy,

Employee Signature: |
Date;

n aogordance Wik La. R.S. 468:2597, this form shafl be confidenital and fied In a fbiders gparate from the employes’s personied file,
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GOEA TELEWORK AGREEMENT FCRM

This document is intended to ensure that both the stpervisor and the employes have a clear, shored
understonding of the employee’s tefework erengement, Each telework arrangement is unigue
depending on the naeds of the ugeny, position, supervisor, and gmployee,

This Agreement in no way alters my current employment refationship or my obfigation to ohserve aff
applicable agency rules, policies, and proceduras.. All existing terms and conditions of employment,

Including but not fimited to my position description, salary, benefits, leave, oveitime, ete. remalnt the,_

same as if | worked at the primary worksite,

Emnloves Telework Information

Worksite Address: | Enter Cty, State  Enter Zip Code

Personnel #:
2 raby L

Enter Parish

oA
Aol

{4

Telework Tarms and Conditlons

L

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

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

The amount of thme a teleworker Is expecied to work will not change due to voluntary
participation in a telework-formal or telework-siturtional arrangement. Telework holrs are
rr}agular work hours and may not be used for personal activities. All telewarkers are aXpectad to
rémaln accessible during designatad work hotrs, Just as with regular work hours, telaworkers are
expectad to follow the GOEA Time and Attendance Policy as it relates to raquesting time off. In
the evant that overtime Js enticipated, this must be discussed snd approved in advance with the

suparvisor/manager, just as any overtime schedullng would normally bava to be approved,
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4. Al teleworkers will report to the primary worksite, as necassary, upon directive from
management,

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

Employee Approval
V agree o abide by the terms and conditions set forth in this GOEA Telework Agreement Form and afl
requirements of the GOEA Telework Policy.

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

I understand that falfure to comply with the provisions of this Agreement and the GOEA Telework Policy
way vesult in termination of the Agreement, and/or other appropriate correctiva measures,

lunderstand that my alternative worksite is an extension of my assigned primary worksite. As such, | am
respansible for continuing to comply with all applicable laws, rules, regulations, and polities regarding
riy posttion and my employment at GOEA. '

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

R
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Galvez Parking Garage Access

First Name

Last Name

Email Address

Phone Number

Vehicle 1 Year .

Vehicle 1 Make

Vehicle 1 Model

- | Vehicle 1 Color

Vehicle 1 Liéense Plate Number

Vehicle 1 License Plate State

Vehicle 2 Year

Vehicle 2 Make

_ Vehicle 2 Model

Vehicle 2 Color

- | Vehicle 2 License Plate Number

Vehicle 2 License Plate State

PAF 1050
03/20/2023




Required Courses for New Hire/Rehire

SuccessFactors

www.leo.doa.louisiana.gov/

LA Code of Governmental Ethics (Required Annually by Dec 1%)
SCS CPTP PES Basics (Upon Hire)

LaGov CATS Time Entry (Upon Hire)

SCS CPTP Prohibited Political Activity (Upon Hire)

CPM Basics WBT(Upon Hire)

SCS CPTP Cybersecurity Awareness(Upon Hire)

SCS CPTP Teleworking for Employees(Upon Hire)

SCS CPTP Email Etiquette(Upon Hire)

SCS CPTP ADA Supervisor Training (Supervisor’s Only)

SCS CPTP CPM Planning Process in SuccessFactors WBT (Supervisor’s Only
Upon Hire)

SAFETY

ORM Blood-borne Pathogens (Required every 5 years)

SCS CPTP Preventing Sexual Harassment (Required Annually by Dec. 1%
SCS CPTP Preventing Sexual Harassment for Supervisors (Required
Annually)

ORM Defensive Driving (Required upon hire, every 5 years, and within 90
days of a chargeable incident)
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State of Louisiana
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SEXUAL HARASSMENT
NOTICE OF PERSONAL LIABILITY

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

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

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