New HIRE CHECKLIST- CLASSIFIED WAE
GOVERNOR’S OFFICE OF ELDERLY AFFAIRS

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

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

Emergency contact information

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

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

Medicare tax eligibility form

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

Deferred Compensation enrollment {optional)

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

OTS User Agreement

Newly Hired Employee Offer of Coverage

Planned working time change notification

'INFORMATION TO REVIEW WITH NEW EMPLOYEE @
Change in information to be réported fo HR
Check issuance
Dress code
Holidays
LEO self-service
Parking
Personnel manual (have employee sign acknowledgement form and send it to HR.)
Political Activity policy (employee must receive copy)
Position title and starting salary
Safety manual (have employee sign acknowledgement form and send it to HR.)
E-VERIFY



Employee Name: | Agency/Section/Unit:

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

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

[1 Classified WAE Appointment L1 Unclassified WAE Appointment

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

[1 Job Appointment

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

| have read the above and agree to accept this temporary, non-permanent appointment. 1 further
understand that as long as | remain employed in such a temporary, non-permanent capacity, the
aforementioned conditions apply.

Employee Signature: Date

HR Representative: _ ' Date

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




Fom 102 LASERS

. Loudsiana State Employees’
PRINT ALL INFORMATION Retirement System

www.lasersonline.org

P.O. Box 44213, Baton Rouge, LA 70804-4213
2259220600 - Toll-Free 1.800.256.3000
Fax 225.935.2856

Re-employment of Retiree

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

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

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

estimated earnings for your period of employment. Upon termination, depending on the option chosen, Form 10-02B Re-employed Retiree Option
3 Certification at End of Employment, or Form 10-02C Re-employed Retiree Option 1A or 1B Certification at End of Employment must be completed and
returned ta LASERS.

Member's Mailing Address City State Zip Code

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

Rehired Date Position Tifle

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

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

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

10-2 RO50117 CONTINUE ON NEXT PAGE ERBER37 Page1 of2



Social Security Number

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

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

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

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

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

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

I on the amount of my earnings and there is no limit on the amount of my eamnings. I I work at least 36 months, a supplemental retirement
benefit will be calculated based on this period of service and the average compensation. If I work less than 36 months, I will receive a
refund of my contributions, without interest, When 1 subsequently retire, my suspended benefit will be restored.

Thereby certify that the employment information stated above is correct to the best of my knowledge. If I select Option 1A, X understand
that it is my responsibility to monitor my earnings to ensure that I do not exceed the limifation. Iunderstand that this choice i§ irrevocable

for the full term of my re-employment,

Member's Signature Date

Name of Personnel Officer Title

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

Signature of Personnel Officer Date

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

- Reset Forin_ |

10-2 RO50117 ' RETAIN A COPY FOR YOUR RECORDS ERBERS3Y7 Page 2 of 2



OSUP/FI12A

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

ACTION TYPE (v one)
[l NEW [J] CHANGE [7] TERMINATE THIS OPTION

PRIMARY ACCOUNT INFORMATION

(Muain Bank)
DEPOSIT AMOUNT TO THIS ACCOUNT WILL BE EQUAL TO NET PAY LESS ANY DEPOSITS TO SECONDARY ACCOUNTS,

FINANCIAL INSTITUTION NAME FINANCIAL INSTITUTION ROUTING (ABAj NUMBER (Bank Key)
BANK ACCOUNT NOMBER ACCOUNT NAME * (Ex: Mr, and Mus. John Doe, Joln or Jane Doe, John Dog)
ACCOUNTTYPE (" one) (Bank Conirol Key) **Account verification or completion of enrollment form by

financial institution will assure the aceuracy of account data;
] **CHECKING

(provide voided check or account verification ) Sienature from institation:
fed :

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

check to the account at the financial institution 1 designated above.

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

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

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

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

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

TO BE COMPLETED BY EMPLOYEE ADMINISTRATION OFFICE:

MAINBANK . ., .~ - .. - . [ FINANCIAL INSTITUTION ROUTING (ABA} NO. (ifrot provided 2bove)
PERSONNEL AREA NUMBER FERSONNEL NUMBER " EFT VALIDITY DATE

[] CHECK HERE IF SECONDARY ACCOUNT FORMS ARE ATTACHED



GOEA Employee Emergency Notification

Date:

Employee Name:
Title:

Address:

City:

Zip Code:

Home Phone:

Cell Phone:

Employee Supervisor:
Name:

Title:

Contact Number:

New ____

Revised

For emergency purposes only, please list alternate staff:

Staff Name/Title

Contact Number

Person to Notify in Case of Emergency

Name (1)
Address:
State:

Home Phone:
Work Phone:
Cell Phone:

Relationship:

Name (2)
Address:
State:

Home Phone:
Work Phone:
Cell Phone:

Relationship:

Other Information:

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

Yes

No

Louisiana Governor's Office of Elderly Affairs
Galvez Building

602 North 5th Street, 4th Floor

Baton Rouge, Louisiana 70802

Phone; 225-342-7100

Fax: 225-342-7133
www.GOEA . Louisiana.Gov

PAF 2016
Revised 7/18/2022




Employment Eligibility Verification USCIS
Form 1-9
OMB No.1615-0047
Hxpires 07/31/2026

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

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

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form 1-8. Employers cannot ask
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or
Supplement B, Reverification and Rehire. Treating employees differently based on thelir citizenship, immigration status, or national origin may be illegal.

Section 1. Emp!oyee Information and Attestatlon Employees must complete and sxgn Sect:on 1-of Form 9 no later than the first
day of employment. but not before accepting a job offer.

Last Name (Family Name) First Name (Given Name) 7 Miédle Initial (if any) | Other Last Names Used (if any}

Address (Strest Number and Name) Apt. Number (if any) | City or Town State ZIP Code

Date of Birth (mm/dd/yyyy) U.5. Social Security Number Employee's Email Address Empioyee's Telephone Number
3 |

| am aware that federal law Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.):

provides for imprisonment and/or - .
fines for false statements, or the | [] 1 Acitizen ofthe United States

use of false documents, in [:] 2. Anoncitizen national of the United States (See Instructions.)
cqnnfecﬁonl with the cgmpletioln of I:] 3. Alawful permanent resident (Enter USCIS or A-Number.) ]
g}ize?jmj;}, tﬁ;etﬁsuigfg:rﬁsgsr? [] 4. Anoncitizen (other than ltem Numbers 2. and 3. above) authorized to work until (exp. date, if any)
including my selection of the box
attesting to my citizenship or

i you check Hem Number 4., enter one of these:

immigration status, is frue and USCIS A-Number Form 1-94 Admission Number oR Foreign Passport Number and Country of Issuance
correct. OR
Signature of Employee Today's Date (mm/ddlyyyy)

If & preparer and/or translator assisted you in completing Section 1, that person MUST complets the

parer and/or Transiator Certification on Page 3.

Section 2 Employer Review and Verification: Employers or their authorized representatrve must complete and sign Section 2 Within three
husiness days after the emplc?/ee s first-day-of employment and must.physicallyexamine orexamine consistant with an alternative procedure
 authorized by the: Secretary of DHS; documentation ffom'List A OR a combmaﬂon of dacumentatlon from Llst B.and List C.  Enter any additional.

Ldocumentation in the Additional Ihformation box; see Instriictions

List A i..!st B AND List C

Dr:mumentiTiAtlu
Additional Information -

'lssuinngqtﬁbrity
Dncument',Nf" “ber (i,férfy) : I
Explratlon Date 'f any)’ 3
Dacument Tlﬂ,d 3 (1f any)
Document Number (it any)
VE‘xpirationj'Qaté {ifany).. [[] check here if you used an alternative procedure authorized by DHS to examine documents,
Ceartification: 1attest, under penalty of perjury, that (1) | have examined the documentation presented by the above-named first /gc?/y of E.mployment
employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the mm/ddlyyyy):
best of my knowledge, the employee is authorized to work in the United States.
L.ast Narne, First Name and Title of Employer or Authorized Representative Signature of Emplayer or Authorized Representative Today's Date (mm/ddiyyyy)
Employer's Business or Organization Name Employer's Business or Organization Addrass, City or Town, State, ZIP Code

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




LISTS OF ACCEPTABLE DOCUMENTS

All documents containing an expiration date must be unexpired.
* Documents extended by the issuing authority are 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).

LISTA LISTB LISTC
Documents that Establish Both Identity . . Documents that Establish Employment
and Employment Authorization OR Documents that Establish Identity AND Authorization
o . 1. A Social Security Account Number card,
1. U.S. Passport or U.8. Passport Card 1. Driver's license or ID card issued by a State or unless the card includes one of the following
outlying possession of the United States restrictions:
2. Permanent Resident Card or Alien provided it contains a photograph or ’
Registration Receipt Card (Form 1-551) information such as name, date of birth, {1} NOT VALID FOR EMPLOYMENT
der, height, eye color, and address
3. Foreign passport that contains a gender, heidht, ey {2) VALID FOR WORK ONLY WITH
temporary 1-551 stamp or temporary 2. 1D card issued by federal, state or local INS AUTHORIZATION
;ez%1a§{énf;?n?§::§?\?|§; a machine govemmem agencies or e:mmes, prov&ded it (3} VALID FOR WORK ONLY WITH
contains a photograph or information such as DHS AUTHORIZATION

name, date of birth, gender, height, eye color,

4, Employment Authorization Document
poy and address

that contains a photograph (Form |-766)

2. Certification of report of birth issued by the

; Department of State (Forms D$-1350,
§, For an individual temporarily authorized 3. School 1D card with a photograph ngaﬁng-gm)a e
to work for a specific employer because 4. Voter istrati d :
of his or her status or parole: - Voter's registration car 3. Original or certified copy of birth certificate

issued by a State, county, municipal

a. Foreign passport; and 5. U.S. Military card or draft record authority, or territory of the United States
b. Form 1-84 or Form 1-94A that has 6. Military dependent's ID card bearing an official seal
the following: 4. Native American tribal document

7. U.8. Coast Guard Merchant Mariner Card

{1} The same name as the

. ) 5. U.8. Citizen I Card (Form 1197

passport; and 8. Native American tribal document ( )

(2} An endorsement of the e - - 6. ldentification Card for Use of Resident
individual's status or parole as 9. Driver's license issued by a Canadian Citizen in the United States (Form 1-179)
long as that period of government authority

endorsement has not yet
expired and the proposed

7. Employment authorization document

For persons under age 18 who are issued by the Department of Homeland

employment is not in conflict unable to present a document Security

with any restrictions or listed above: .

limitations identified on the form. For examples, see Section 7 and

16, School record or report card Section 13 of the M-274 on
6. Passport from the Federated States of - uscis.govli-3-central.

Micronesia (FSM) or the _Republic of the 41. Clinie, doctor, or hospital record The Form 1766, Employment
I\_/larsha!l isie_md_s (RM') W't.h Fo_rm 94 or 2. D hool Authorization Document, is a List A, ltem
Form 1-94A indicating nonimmigrant - Day-care or nursery school record Number 4. document, not a List G

admission under the Compact of Free
Association Between the United States
and the FSM or RMI

document.

Acceptable Receipts
May be presented in lieu of a document listed above for a temporary period.
For receipt validity dates, see the M-274,

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

Receipt for a replacement of a lost, stolen, or Receipt for a replacement of a lost, stolen, or

OR damaged List B document, damaged List C document.

« Form 1-94 issued to a lawful
permanent resident that contains an
1551 stamp and a photograph of the
individual.

e Form 1-94 with “RE” notation or
refugee stamp issued to a refugee.

*Refer to the Employment Authorization Extensions page on 118 Central for more information.

Form I-9 Edition 08/01/23 Page 2 of 4



Supplement A, USCIS

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

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

must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's
completed Form 1-9.

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

Signature of Preparer or Translator Date (mm/ddfyyyy)
Last Name (Family Name) First Name (Given Name) Middie Initial (f any)
Address (Streef Number and Name) City or Town State ZIP Code

{ attest, under penalty of perjury, that | have assisted in the completion of 8ection 1 of this form and that to the best of my
knowledge the information is true and correct.

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

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

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

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

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

Form 1.9 Edition 08/01/23 Page 3 of 4



Supplement B, USCIS

Reverification and Rehire (formerly Section 3)  Form 19
: Supplement B
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026
Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle tnitial (if any) from Section 1.

Instructions: This supplement replaces Section 3 on the previous version of Form 1-9. Only use this page if your employee requires
reverification, is rehired within three years of the date the original Form 1-8 was completed, or provides proof of a legal name change. Enter
the employee’s name in the fields above. Use a new section for sach reverification or rehire. Review the Form 19 instructions before
completing this page. Keep this page as part of the employee's Form -8 record. Additional guidance can be found in the_

Date (mm/ddfyyyy) First Name (Given Name} Middle initial

e

Document Number (if any)

7ﬁocument Title (mm/iddiyyyy

Expiration Date (if any)

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

Name of Emplover or Authorized Reprasentative Signature of Employer or Authorized Representative Today's Date (mm/ddlyyyy}

Additional Information (Initial and date sach notation,) Check here if you used an

|:| alternative procedure authorized
by DHS to examine documents.

Daie,ofReh&iref {if-applicable):
Date (mum/dd/yyyy)

New:Name (if applicable) . . -

Last Name (Family Name) First Name (Given Name)

Middle Initial

Document Title

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

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

Name of Employer or Authorized Representative Signatura of Employer or Authorized Representative Today's Date (mm/dd/yyyy)

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

D alternative procedure authorized
by DHS to examine documents.

- Date of Rehire (If applicable)- |New:-Name (it applicable) =+ - = . - . - : . : -
Date (mm/ddlyyyy) Last Name (Family Namea) First Name (Given Name) Middle Initia)

Docurnent Title Document Number {if any) Expiration Date (if any) (mmiddiyyyy)

| attest, 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 | examined appears to he genuine and to relate o the individual who presented it.

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

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

] atternative procedure authorized
by DHS to examine documents,

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



o W=

Department of the Treasury
Internal Revenue Service

Employee’s Withholding Certificate OMB No. 1545-0074

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

Give Form W-4 to your employer. 2@24

Your withholding is subject to review by the IRS.

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

Information

name on your social security
card? If not, to ensure you get

Gity or town, state, and ZIP code credit for your earnings,

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

()

D Single or Married filing separately
|:| Married filing jointly or Qualifying surviving spouse
[] Head of household (Gheck only if you're unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual)

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

Step 2:

Multiple Jobs
or Spouse
Works

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

also works. The correct amount of withholding depends on income earned from all of these jobs.

Do only one of the following.

{a) Use the estimator at www.irs.gov/W4App for 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 Worksheet on page 3 and enter the result in Step 4(c) below; or

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

Complete Steps 3-4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will

be most accurate if

you complete Steps 3-4(b) on the Form W-4 for the highest paying job.)

Step 3: If your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000 $
Dependent .
and Other Muttiply the number of other dependents by $500 . . . . . §
Credits Add the amounts above for qualifying children and other dependents. You may add to
this the amount of any other credits. Enter the totalhere . . . . . . . . . . 3 i3

Step 4 (a) Other income (not from jobs). if you want tax withheld for other income you
(optional): expect this year that won't have withholding, enter the amount of other income here.

This may include interest, dividends, and retirementincome . . . . . . . . |4a}|$
Other
Adjustments {b) Deductions. If you expect to claim deductions other than the standard deduction and

want to reduce your withholding, use the Deductions Worksheet on page 3 and enter

theresulthere . . . . . . . . . . . . . . . o . s A8

{c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4(c}|$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here
Employee’s signature (This form is not valid unless you sign it.) Date

Emp|oyers Employer's name and address First date of Employer identification
Only employment number (EIN)

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



Form W-4 (2024)

Page 2

General Instructions

Section references are to the Internal Revenue Code.

Future Developments

For the latest information about developments related to
Form W-4, such as legislation enacted after it was published,
go to www.irs.gov/FormWA4.

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

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

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

1. Expect to work only part of the year;

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

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

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

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

Specific Instructions

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

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

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

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

Multiple jobs. Complete Steps 3 through 4(b) on only
A § one Form W-4. Withholding will be most accurate if
Ci

B you do this on the Form W-4 for the highest paying job.

Step 3. This step provides instructions for determining the
amount of the child tax credit and the credit for other
dependents that you may be able to claim when you file your
tax return. To qualify for the child tax credit, the child must
be under age 17 as of December 31, must be your
dependent who generally lives with you for more than half
the year, and must have the required social security number.
You may be able to claim a credit for other dependents for
whom a child tax credit can’t be claimed, such as an older
child or a qualifying relative. For additional eligibility
requirements for these credits, see Pub. 501, Dependents,
Standard Deduction, and Filing information. You can also
include other tax credits for which you are eligible in this
step, such as the foreign tax credit and the education tax
credits. To do so, add an estimate of the amount for the year
to your credits for dependents and enter the total amount in
Step 3. Including these credits 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 estimated tax
rather than having tax on other income withheld from your
paycheck, see Form 1040-ES, Estimated Tax for Individuals.

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

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



Form W-4 (2024)
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Step 2(b)—Multiple Jobs Worksheet (Keep for your records.) ﬂ

If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only

ONE Form W-4. Withholding will be most accurate if you complete th

e 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 Job” row and the
“|_ower Paying Job” column, find the value at the intersection of the two household salaries and enter

that value on line 1. Then, skip to line 3 . 1§
2 Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and
2¢ below. Otherwise, skip to 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 household salaries
and enter that value on line 2a . 2a $
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 2h §
¢ Add the amounts from lines 2a and 2b and enter the result on line2c . . . . . .« .« o < 2c &
3 Enter the number of pay periods per year for the highest paying job. For example, if that job pay
weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc. . . . . . 3
4 Divide the annual amount on fine 1 or line 2c by the number of pay periods on fine 3. Enter this
amount here and in Step 4(c) of Form W-4 for the highest paying job {along with any other additional
amount you want withheld) e e e e 4 $
Step 4(b)—Deductions Worksheet (Keep for your records.) m
1 Enter an estimate of your 2024 itemized deductions (from Schedule A (Form 1040)). Such deductions
may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to
$10,000), and medical expenses in excess of 7.5% of yourincome . . . . . . o« . . . . 13
« $29,200 if you're married filing jointly or a qualifying surviving spouse
2 Enter « $21,900 if you're head of household 2 $
» $14,600 if you're single or married filing separately
3 If line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater
than line 1, enter “-0-" 3 3
4 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other
adjustments (from Part Il of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4 $
5  Add lines 3 and 4. Enter the result here and in Step 4(b} of Form W-4 . . L s e 5

Privacy Act and Paperwork Reduction Act Notice. We ask for the information
on this form to carry out the Internal Revenue laws of the United States. Internal
Revenue Code sections 3402(7(2) and 6109 and their regulations require you to
provide this information; your employer uses it to determine your federal income
tax withholding. Failure to provide a properly completed form will result in your
being treated as a single person with no other entries on the form; providing
fraudulent information may subject you to penalties. Routine uses of this
information include giving it to the Department of Justice for civil and criminai
litigation; to cities, states, the District of Columbia, and U.S. commonwealths and
territories for use in administering their tax laws; and to the Department of Health
and Human Services for use in the National Directory of New Hires. We may also
disclose this information to other countries under a tax treaty, to federal and state
agencies to enforce federal nontax criminal laws, or to federal law enforcement
and intelligence agencies to combat terrorism.

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

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

if you have suggestions for making this form simpler, we would be happy to hear
from you. See the instructions for your income tax return.
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Married Filing Jointly or Qualifying Surviving Spouse
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable $0-  |$10,000 -|$20,000 - |$30,000 - |$40,000 - | $50,000 - | $60,000 -|$70,000 - $80,000 - |$90,000 - |$100,000 -|$110,000 -
Wage & Salary | 9999 | 19,999 | 29,999 | 39,999 | 49,999 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $0 $0 $780 $850 $940 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 $1,020 | $1,370
$10,000 - 19,999 0 780 1,780 1,940 2,140 2,220 2220 | 2,220 | 2220 2,220 2,570 3,570
$20,000 - 29,999 780 1,780 2,870 3,140 3,340 3,420 3,420 | 3,420 3,420 3,770 4,770 5,770
$30,000 - 39,999 850 1,940 3,140 3,410 3,610 3,600 3,600 | 3,690 | 4,040 5,040 6,040 7,040
$40,000 - 49,999 940 2,140 3,340 3,610 3,810 3,800 3,890 4,240 5,240 6,240 7,240 8,240
$50,000 - 59,999] 1,020 2,220 3,420 3,690 3,890 3,970 4,320 5320 | 6,320 7,320 8,320 9,320
$60,000 - 69,999] 1,020 2,220 3,420 3,690 3,890 4,320 5,320 6,320 7,320 8,320 9,320 | 10,320
$70,000 - 79,999] 1,020 2,220 3,420 3,690 4,240 5,320 6,320 7,320 8,320 9,320 | 10,320 | 11,320
$80,000 - 99,999| 1,020 2,220 3,620 4,890 6,090 7,170 8,170 9,170 | 10,470 | 11,170 | 12,170 | 13,170
$100,000 - 149,998 1,870 4,070 6,270 7,540 8,740 9820 | 10,820 | 11,820 | 12,830 | 14,080 | 15230 | 16,430
$150,000 - 239,999] 1,960 4,360 6,760 8,230 9630 | 10,910 | 12,110 | 13310 | 14,510 | 15710 | 16910 18,110
$240,000 - 259,998 2,040 4,440 6,840 8,310 9710 | 10,990 | 12,190 | 13,390 | 14,590 | 15,790 ) 16,990 18,190
$260,000 - 279,999 2,040 4,440 5,840 8,310 9710 | 10,990 | 12,190 | 13,390 | 14,590 | 15,790 | 16,990 18,190
$280,000 - 299,999] 2,040 4,440 6,840 8,310 9710 | 10,990 | 12,190 | 13,390 | 14,590 | 15,790 | 16,990 18,380
$300,000 - 319,999 2,040 4,440 6,840 8,310 9710 | 10,990 | 12,190 | 13,390 | 14,500 | 15,980 | 17,980 19,080
$320,000 - 364,999 2,040 4,440 6,840 8,310 9710 | 11,280 | 13,280 | 15280 | 17,280 | 19,280 | 21,280 23,280
$365,000 - 524,999| 2,720 6,010 9510 | 12,080 | 14,580 | 16,950 | 19,250 | 21,550 | 23,850 26,150 | 28,450 | 30,750
$525,000 and over | 3,140 6840 | 10,540 | 13,310 | 16,010 | 18,580 | 21,090 | 23,590 26,090 | 28,590 | 31,090 | 33,590
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable $0- |$10,000 -|$20,000 -|$30,000 - | $40,000 - | $50,000 - | $60,000 - $70,000 - | $80,000 - | $90,000 - |$100,000 ~|$110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 69.099 | 79,999 | 89,999 | 99,999 | 108,999 | 120,000
$0- 9,999 $240 $870 | $1,020 | $1,020 | $1,020 | $1,540 | $1,870 | $1,870 $1,870 | $1,870 | $1,910 | $2,040
$10,000 - 19,999 870 1,680 1,830 1,830 2,350 3,350 | - 3,680 3,680 3,680 3,720 3,920 4,050
$20,000 - 29,999| 1,020 1,830 1,980 2,510 3,510 4,510 4,830 4,830 4,870 5,070 5,270 5,400
$30,000 - 39,999 1,020 1,830 2,510 3,510 4,510 5,510 5,830 5,870 6,070 6,270 6,470 6,600
$40,000 - 59,999 1,390 3,200 4,360 5,360 6,360 7,370 7,890 8,090 8,200 8,490 8,690 8,820
$60,000 - 79,999] 1,870 3,680 4,830 5,840 7,040 8,240 8,770 8,970 9,170 9,370 9,570 9,700
$80,000 - 99,999] 1,870 3,690 5,040 6,240 7,440 8,640 9,170 9,370 9,570 9,770 9,970 | 10810
$100,000 - 124,999 2,040 4,050 5,400 6,600 7,800 9,000 9,530 9,730 | 10,180 | 11,180 | 12,180 | 13,120
$125,000 - 149,999] 2,040 4,050 5,400 6,600 7,800 9,000 | 10,180 | 11,180 | 12,180 | 13,180 | 14,180 | 15310
$150,000 - 174,9991 2,040 4,050 5,400 6,860 8,860 | 10,860 | 12,180 | 13,180 | 14,230 | 15530 | 16,830 | 18,060
$175,000 - 199,999] 2,040 4710 6,860 8,860 | 10,860 | 12,860 | 14,380 | 15680 | 16,980 | 18,280 19,580 | 20,810
$200,000 - 249,999] 2,720 5,610 8,060 | 10,360 | 12,660 | 14,960 | 16,590 | 17,890 | 19,190 20,490 | 21,790 | 23,020
$250,000 - 399,999) 2,970 6,080 8,640 | 10,840 | 13,140 | 15,440 | 17,060 | 18,360 | 19,660 20,960 | 22,260 | 23,500
$400,000 - 449,999] 2,970 6,080 8,540 | 10,840 | 13,140 | 15440 | 17,060 | 18,360 | 19,660 20,960 | 22,260 | 23,500
$450,000 and over | 3,140 6,450 9410 | 11,610 | 14,410 | 16,610 | 18430 | 19,930 | 21,430 22930 | 24,430 | 25,870
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- |$10,000 -|$20,000 - | $30,000 - {$40,000 - |$50,000 - | $60,000 -| $70,000 -} $80,000 - $90,000 - |$100,000 -1$110,000 -
Wage & Salary | 9,999 | 19,909 | 29,999 | 39,899 | 49,999 | 59,999 69999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $0 $510 $850 | $4,020 | $1,020 | $1,020 | $1,020 | $1,220 | $1,870 $1,870 | $1,870 | $1,960
$10,000 - 19,999 510 1,510 2,020 2,220 2,220 2,220 2,420 3,420 4,070 4070 | 4,160 | 4,360
420,000 - 29,999 850 2,020 2,560 2,760 2,760 2,960 3,960 4,960 5,610 5,700 5,000 | 6,100
$30,000 - 39,999 1,020 2,220 2,760 2,960 3,160 4,160 5,160 6,160 6,900 7400 | 7,300 | 7,500
$40,000 - 59,999 1,020 2,220 2,810 4,010 5,010 6,010 7,070 8,270 9,120 9,320 | 9,520 | 9,720
$60,000 - 79,999] 1,070 3,270 4,810 6,010 7,070 8,270 0470 | 10,670 | 11,520 | 11,720 | 11,820 | 12,120
480,000 - 99,999] 1,870 4,070 5,670 7,070 8,270 9,470 | 10,670 | 11,870 | 12,720 | 12,920 | 13,120 | 13,450
$100,000 - 124,999| 2,020 4,420 6,160 7,560 8,760 9,960 | 11,160 | 12,360 | 13,210 | 13,880 | 14,880 15880
$125,000 - 149,999 2,040 4,440 6,180 7,580 8,780 9980 | 11,250 | 13,250 | 14,900 | 15,900 | 16,900 | 17,900
$150,000 - 174,999| 2,040 4,440 6,180 7,580 9250 | 11,250 | 18,250 | 15,250 | 16,900 | 18,030 | 19,330 20,630
$175,000 - 199,999| 2,040 4,510 7,050 9250 | 11,250 | 13,250 | 15250 | 17,530 | 19,480 | 20,780 22,080 | 23,380
$200,000 - 249,999{ 2,720 5,920 8620 | 11,120 | 13,420 | 15720 | 18,020 | 20,320 | 22,270 23,670 | 24,870 | 26,170
$250,000 - 449,998 2,970 6,470 9,310 | 11,810 | 14,110 [ 16410 | 18710 | 21,010 | 22,960 24,260 | 25,560 | 26,860
$450,000 and over | 3,140 6,840 9,880 | 12,580 | 15,080 | 17,580 | 20,080 | 22,580 | 24,730 26,230 | 27,730 | 29,230




RECOUPMENT OF OVERPAYMENTS:

If shall be the policy of the Govemor's Office of Elderly Affairs to notify employee () when an
overpayment has occnrred and recoupment must take place.

Written notification will give the reason why the overp aymant ocourred and specify how/when
the agency will start the recoupment pronedurs

I have read the above statements and wnderstand if an overpayment is generated in my bi~weekly
pay, recoupment by the agency will take place,

~

NAME

TITLE/UNIT

DATE



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

gross salary for the Medicare tax. This will be in addition to their other deducticns
suiely as refirement and federal and state tax,

X have read the information sbove and naderstand that sinee:

X have been, continuously employed in state govemment since

priorto April 1, 1986, I amnot requived to pay, this tax.

I have not been continously employed in state govermment

sinoe Apzil 1, 1986. L am xaqudved to pay this tax.

Employee Siguaiure Date



R-1800 {4111}
ST

DR

Conshulagres beereelly oSt | | guisiana Deparment of Revenua

Purpose: Gomplele form L4 so Lhat your employer gan withhold the corect amonnt of slate income lax from your salary.
tustroctions, Bnployees who ate sublect o slale eiilholdlng should complate the parsonal allowanges worksheed indluating the humber of withhinlding
personal exemplinns in Block A and the number of dependeney credits in Block B.

* Emplayess must fils a new withholding exemption certificate within 16 days f the rumber of their exemptions deoreases, exoept if the changs is the result
of the death of a spolise or a dependent.

« Eroployaes may fils a naw cerliffcate any fima the number of thelr exemptlons Incraases.
* Line 8 should be used fo inorgase or decrease the fax withheld for each pay peried. Decreases should be indicated as a negative amount,

Penalties will be imposed for williully supplying false information or willful failure ta supply information that would reduce-the withholding exemption,

‘This farm st be filed with your smployer. If an employee fails 1o complete this withholding exemplion cerlifioate, the employer must withhold Loulsiana
Income tax fram the employee’s wages without exempifon.

Note to Empioyer: Keepihis certifcate vith your reconds. If you befieve that an employes has Improperly clalmed foo many axampions o depentency credits, please
Torward acopy of thaemployee's sigaed LHorm withan explanation as to why yoirbefievs that the e mployesimproperly completed fis formand any othersupporting dopu-
mentalion, The infomation shodid ba sant fo the Lotlslina Depariment of Revenue, Criminal Investipations Division, RO Box 2389, Baton Rougs, LA 709212389,

Block &
= Enter*0" to claim heithar yoliself nor your spause, and chedk “No exemplions or dependents cleimed under aumber 3 below.
You may enter 0" if you are marrad, and have 4 working spouse armora than ana Job 1o aveid having top litle tax withheld, A,

= Enter*1™to olafm yourmelf, and check “Single™ under nurber & balow. it you did niat claim this exemption in cannadtion with other
employment, or if yotr spouse fas notolaimed your exemplion, Erter“1*te olaim one personal exemption i you willfil2 as head
af household, and chaek “Single? under rnumber 3 helow.

s Enler“2” lo claim yourseif and your spouse, and check "Marrad® under number 8 balow,
Block B

« Entet{ha number of dependdents, notincluding yourself oryour spouse, whom you will clalm o yourtax return, If no dependents
are dlaimed, enter ‘0.’ . R .

.

Cut here and give the botiom poriion of sertificate te your employer. Keep the top portion for your records,
Farm L"4
Lotlans | Employee’s Withholding Allowance Certificate
Revenus
% Typs or print fisst name and middle initial Lastnarne
2, Social Seourity Number 3. Select ona

U No exsmptions or dependents claimed  ©38hgle 3 Marded

4. Home address (nutnbar and strest or sural route)

5. Cliy State ZIP
6. Total number of exemptiens olaimead in Blosk A . 6
7. Tatal number of dependenls clalmed In Blosk 8 rA

8. ncrease or decrease in e amaunt to be withheld eash pay perod, Deoreases should be Indieated as a hegative amount. 8

| decfare under the penalties imposed for fling falss mportsthat the number of exemptions and depandenay credits elalmed on this cartificate do not excsad
the number to which-1 am entitled. .

Employas's signature - Date

' The following is to be completed by smployer.
9. Employer's name and address . 10. Employer's slate withholding assount nusmber




Social Security Administration

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

Employee Name ’ Employee ID#

Employer Name Employer ID#

Your earnings from this job are not covered under Social Security. When you retire, or if you become disabled,
you may receive a pension based on earnings from this job. If you do, and you are also entitled to a benefit
from Social Security based on either your own work or the work of your husband or wife, or former husband or
wife, your pension may affect the amount of the Social Security benefit you receive. Your Medicare benefits,
however, will not be affected. Under the Social Security law, there are two ways your Social Security benefit
amount may be affected.

Windfalf Elimination Provision

Under the Windfall Elimination Provision, your Social Security retirement or disabiiity benefit is figured using a
modified formula when you are also entitled to a pension from a job where you did not pay Social Security tax.
As a result, you will receive a lower Social Security benefit than if you were not entitled to a pension from this
job. For example, if you are age 62 in 2013, the maximum monthly reduction In your Social Security benefit as
a result of this provision is $395.50. This amount is updated annually. This provision reduces, but does not
totally eliminate, your Social Security benefit. For additional information, please refer to Social Security
Publication, “Windfall Elimination Provision.”

Government Pension Offset Provision

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

For example, if you get a monthly pension of $600 based on earnings that are not covered under Social
Security, two-thirds of that amount, $400, is used to offset your Social Security spouse or widow(er) benefit. If
you are eligible for a $500 widow(er) benefit, you will receive $100 per month from Social Security {3500 -
$400=$100). Even If your pension is high enough to totally offset your spouse or widow(er) Social Security
benefit, you are still eligible for Medicare at age 65. For additional information, please refer fo Social Security
Publication, “Government Pension Offset.”

For More information

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

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

Signature of Employee Date

Form 58A~1945 (01-2013)
Destroy Prior Editions






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

Hello and welcome to the Deferred Comp Plan!

ONLINE ENROLLMENT

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

www.louisianadcp.com

¢ Select: REGISTER

Select 1 of 2 choices:
0 “I Do Not Have a PIN" - You may calf 800-937-7604 for a Temporary PIN OR you may
- enter the requested personal data.
-0 “l Have a PIN” - You may enter your SSN and.PlN number,

* Choose “Continue” once you have advanced into the registration.

¢ Create a USER ID and password.

» Follow the prompts and choose your contribution amount,

» NOTE: Your contributions wifl default into a Target Date Fund {with a 6% contribution rate)
| based on your date of birth. Alternatively, you may choose your own investments by clicking on

“Customize Enroliment”. If you are interested in having your investments managed, you may

request a ane-on-one phone appointment for assistance in customizing a risk strategy of your

retirement goals.

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



THE LOUISIANA PUBLIC EMPLOYEES 457(8) DEFERRED COMPENSATION PLAN (PLAN) IS A POWERFUL TOOL TO HELP YOU
REAGH YOUR RETIREMENT DREAMS, AS A SUPPLEMENT T OTHER RETIREMENT RENERITS OR SAVINGS THAT YOU MAY
HAVE, THIS VOLUNTARY PLAN ALLOWS YOU TO SAVE AND INVEST EXTRA WMIGNEY FOR RETIREMENT—TAX DEFERRED!

Not only will you defer taxes Immediately, but you may alse bulld extra savings consistently and automeatically,
select from a varfety of investment options, and learn more about saving and investing for your financial future,

Read these highlights 1o [earn more about your Plan and how simple tt is to envoll, if there are any discrepancies
between thiis document and the Plan Document, the Plan Document will govern.

RETTING STARTED

WHAT IS A 457 DEFERRED COMPENSATION PLAN? |

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

plan that allows eligible employess to supplement any
existing retirernent and pension benefits by saving and
investing pretex and/or aftertax Roth dollars through
a voluntaty salary contribution. Ceontributions and

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

WHY SHOULD | PARTICIPATE 1M THE PLAN?

You may want 1o participate If you are interested
in saving and Investing additional money for
refirement and/or reducing the amount of current

state and federal income tax you pay each year.

The Plan can be an excellent tool 1o help make
your future more comiortable,

You rnay also qualify for g federal income tax credit

-by participating in this Plan.
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For more information about this tax credit, please
contact an Empower Retirement representative in
your area,’

I8 THERE ANY REASON WHY | SHOULD NOT FARTICIPATE
I THE PLAN? :

Participation may not be advantagecus if you ave
experiencing financial diffculties, have excesslve
debt or do not have an adequate emergency fund
{typically in an easy-to-access account).

WHO IS ELIGIBLE TO ENROLL?

Al current full-time and pari-time Loufsiana public
employess are immediately eligible o participate
in the Plan.

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

HOW B0 | ENROEL?
You may enroll through any of the following methods:

1, Complete the appropriate envollment forms,
available through your Retirement Plan Counselor.,

2. Complete the appropriate fonms, avallable on the
participant website under the Enrolf Now ieb.



8. lfyou are a LA Gov HOM employes, you
may enroll on the participant website
with a link under the Enrolfl Now tab.

Indicate the amount you wish to
gontribute, your investment option
selection(s) and your bensficiary
designation(s). Please return the form(s) o
youlr Rellrement Plan Counsslor, fax to the
Baton Rougs office at {225) 296-6832 or
mail io Loulsiana Defered Comy Plan at
9100 Bluebonnet Centre Bivd. Sulte 203,
Baten Rouge, LA 70808.

WHAT TYPES OF CONTRIBUTIONS CAN | MAKES
Traditional 457

» Contributions are macde with before-
{ax dollars.

» Any potential earnings on your
contributions grow tax-free, and your
distribution is faxable.

» |t lowers your current taxable income
because you postpone paying taxes on.
contributions to the Plan,

Roth 467

» Confributions are made with after-
e dollars.

» Any Roth monay,. inoluding contributions
and potential earnings, will grow tax-
free in your account.

» Your distribution is Income tax-free if
you are eligible for a distribution from
your Plan, and you withdraw your
Roth contributions and any earnings
after holding the account for af least
five tax years. '

» [t does not change your current
faxable income,

If the Roth option is right for you,

make the appropriate changes to your
acoount by completing a Salary Deferral
Agreement form. i you are a LA Gov
HCM employes, you may make changes
via LouisianaBCP.com or the voice
response system at {800) 70182585,

—————
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WHAT ABE THE CONTRIBUTION LIVETS?

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

Participants in the Plan have two different opportunities to catch
up and contribute more during the final years of their career, The
"Special Calch-up” allows participants in the three calendar years
prior to normal refirernent age to contribute more to the Plan (up
1o double the annual contribution [imit—$36,000 in 2017). The
additionaf amount that you may be able to coniribute under the
Special Catch-up option will depend upon the amounts that you
wera efigible to contribute in previous years but did not.

Also, participants turning age 50 or older in 2017 rmay contribute an
adiditional $8,000. You may not use the Special Catch-Up provision
and the Age 50+ Catch-up provision In the same calendar vear
Please contact the Baton Rouge office at (225) 926-8082 for
assistance with Special Catch-up if yau think you qualify.

VIHAT ARE MY INVESTMENT OPTIONS?

A llneup of core Investment options is available through your
Plan. Investment option information is avallable through the
wehsite at LovistanaDCP.com and the voice response system
foll free at {800) 701-8255. The websiie and voice response
system are avallable to you 24 hours a day, seven days a week.

If you enroll for the first ime but don™ choose any investment
options, you will be defaulied into & BlackRook LifePath Fund?
based on your date of birth (see the chart below). Target dafe
funds are & diversified mix of underlying funds whose asset
allocations change over time o becorne more consenvative as
you near retirement,

L N N S e T Y LT X I T

BlackBock LifePath Index Retirement Fund J

LT

e e

R S

WAy i
Blaokroek LifePath Index 2050 Fund J g 000198
SN e e s e T
BlackRock LifePath Index 2060 Fund J 1995 or later

P T T P Ty LR Ty L Y R PRV TS TV AT



The Investments in the farget date funds will
gradually shift from more aggressive to more
conservative as the target date approaches. The
funds are designed to provide an age-appropriate
mix of long-term appreciation and capital
preservation and are adjusted based on the number
of years left until the funds’ target date,

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

ot et

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

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

Welghted %

Years Afeor

Years fnfoce Retimmnny l
. Retlresmant

Tarqme
Ratlmmen Dawe

FORILLUSTRATIVE PURPOSES ONLY, Intantad to ilustrate possilie
investrment portiolio allocations that represent an investment steategy
based on rigk and raturs. This Is not Inlended as nanclal planning or
investment ackvice.

Flease consider the investment objectives, risks,

fees and expenses carefully before investing. For

this and other important information, you may obtain
prospectuses for mutual funds, any applicable
annuity corract and the annufty's underlying funds,
and/or disclosure documents from your registered
representalive, For prospeciuses refaled to
investrnents in your Selff-Directed Brokerage Account
(SDBA), contact TD Ameriirade at (866} 766-4075.
Head prospeciuses carefully befora investing.
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SELF-DIRECTED BROKERAGE

in addition 1o the core investment options, a self-
directed brokerage account (SDBA) is available
through TD Ameritrade. The SDBA allows you o
select from numerous mutual funds for an additional
annual administrative fee of $60 per parson,
deducted from your account at $15 quarterly {plus
any additional trading and {ransaction {ees).

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

The 8DBA is intended for knowledgeable investors
who aclkrowledge and understand the risks assoclated
with the investments contained in the SDBA.

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

Review the SDBA Frequently Asked Questions
{(FAQs) on the participant website, i
LouistanalCP.com, for more information.

Go 1o the nvestment Information tab, then click the
Seif-Directed Brokerage link.



MANAGING YOUR ACCOUNT

HOW DO § KEEP TRAGK OF MV AGEDUNT?

Empower Retirement will mail a quarterly account
staternent to you, showing your account batance
and activity. You can also check your account
balance and move money among investment
options via the website at LouisianaDCP.com

or the voice response system at {800) 701-8255,

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

HOW DO [ MAKE INVESTMENT OPTION GHANGES?

Use your username and passcode to access

the websiie, or you can use your Soclal Security
number and passcode to access the voice
response system.® You can move all or a portion of
your existing balances among investment options
(subject to Plan rules) and change how your payroll
conitibutions are invested.?

HOW DO E MARE GONTRIBUTION CHANGES?

Download the Salary Deferral Agreement form from
LouisianaDCP.com or call the local Empower
Retirernent office in Baton Rouge. A fiiendly and
helpiul representative will assist you in getting the
current form. If you are a LA Gov HCM employes,
you may log into your account and make the
contribution changes.

ROLLOVERS

WAY | ROLL OVER MY ACCOUNT FROM MY FORMER
EMPLOYER'S PLAN?

Yes. However, only approved balances fom an
eliglble governmental 457 (o), 401(K), 403(t} or 401{g)
plan or an Individual Retirement Account (IRA)} may
be rolled over to the Plan.*
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MAY ] ROLL OVER MY ACCOUNT IF § LEAVE EMPLOYMENT
WITH MY CURRENT EVIPLOYER?"

I you sever employment with your current employer,
you ray roll ever your account balance to another
eligible governmental 457{b), 401(k), 403(0) or
401(a) plan If your new employer’s plan accepts
such rollovers. You may also roll over your account
balance 1o an IRA. No taxes will be withheld from
your transfer amount.

Please keep in mind that if you rolt over your Plan
balance to a 401(k}, 403(b) or 401{g) planor IRA,
distributions taken before age 59% may also be
subject to the 10% early withdrawal federal tax
penafty. Please contact your Empower Refirement
represeniative for more information.?

VESTING
WHER A | VESTER IN THE PLAN?

‘Vesting refers to the percentage of your account -

you are entitled fo receive from the Plan upon

the ocourrence of a.distributable event. Your
contributions 1o the Plan and any earnings they
generate are always 100% vested (including rollovers
from previaus employers),

DISTRIBUTIONS

WHEN CAN I RECEIVE A DISTRIBUTION FROM MY AGCOUNT?

Thare is no 10% early withdrawal penalty for a

qualifving dlistribution event. Qualifying distribution

aventis are as follows:

» Retirerment

» Unforesesable emergancy

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

» Attainment of age 70%

» Death (your beneficlary recaives your benefits)

» In-saervice transfer fo purchase service credit

» In-gservice de rrinimls '

Each distribuiion is subject to ordinary incorne
tax excepnt for an in-service fransfer to purchase
service credit.

" Yau are epcouraged to discliss rolling rmoney from one aocount to another with your financial advisor/plannsy, considerfng any potential fees and/or

limitation of investrnent options,



NO EARLY WITHDBAWAL PENALTIES

Early distribution penalties clo not apply to 457

deferred compensation plans for eligible withdrawals

of 457 money. Any withdrawals will be taxed as
ordinary ncome and will be subject to a 20%
mandatory withholding. Loulslana state income tax
will also be withheld,

WHAT ARE MV DISTRIBUTION OPTIONS?

1. Leave the value of your acoount in the Plan until
afuture date.

2. You may be able {0 recelve payment inthe
following form:

» Petiodic payments

» Fixed annuity payments

> Partial lump sum

» Alurnp sum

~

«

an

3. Rol over your account bralance to an eligible
. governmental 467(b), 401{k}
orto an IRA*

WHAT HAPPENS TO MY AGCOUNT WHEN | DIE?

Your designated beneficiary{es) will recelve the
remaining value of your account, if any. Your
heneficiary(ies) must contact the Plan admlmstrator
to request a distribution.

FEES

ARE THERE ANY RECORDKEEPING OR ADMINISTRATIVE
FEES 70 PABTIGIPATE it§ THE PLAN?

The Plan will assess an adminisirative fee, based
on the following schedule, which will be assessed
quarterly and will be disclosed on the Transaction
Detaif section of your quarterly statement under the
Witharawafs/Expenses heading.

The annual fee is 0.18% of the first $50,000 in your
account, with a minimum fee of $10 per year and a
raximum of $80. Every quarter, all participants will
be assessad $2,50 up 10 a balance of $5,655,88,
with 0.045% charged on balances from $5,5558.57
up to $50,000,

+ 408(0) or 401(g) plen
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The rinimurmn quarterly fee is $2.50; the maximum
quarterly fee Is $22.50. If your balance excesds
$50,000, you are charged the maximurm fee of $80
per year, or $22.50 per quarter, but you will pay
rniothing onthe balance of $50,000.01 and above,

EXAMPLES
For a $10,000 balanse:

» You'll be charged $2.50 every quarter on the
balances Up to $5,555.56. The remaining
84,444.44 will be charged a fee of 0.045%, or 82
(Bd,444.44 x 0.00045 = $2),

» The fotal charged on the $10,000 balance wilf be
%4.50 per quarter.

For a $100,000 balance:

» You'll be charged $2.50 every quarter on the
balances Lp 1o $5,565.56. Additionally, $44,444.44
will be charged a fee of 0.045%, or $20 ($44.444.44
X 0,00045 = $20). There is no fes for the portion crf
the halance above $50,000.

» The total charged on the $1 00 000 balance wil be
$22.80 per quarter.

ARE THERE ANY FEES FOR THE INVESTMENT GPTIONS?

All loads (sales charges) on purchase transactions ere
walved on core investment options within the Plan.

Each investment option has an expense ratio that
varies by investment option. These fees are deducted
by each investment options management company
before the daily price or performance is calculated,
Fees pay for investment management expenses,
fund operating expenses, and revenue sharing.

These expense ratios are ligied under the nvestiment
Information 1ak then lnvesiment Perfarmance link

at LouisianaDCPR.com, For sxample, a $5,000
halance In a fund with & 0.88% expense ratio would
be assessed a fee of $12 per quarter. This impliclt
fea Is built into or included In the share price of the
invesiment option,



Funds may impose redemption fees on certain
ransfers, redernptions or exchanges, Asset
allocation funds may be subject 1o a fund operating
expense at the fund level, as well as prorated

fund operating expenses of each underlying fund -
in which they invest. For more information on &l
applicable fees, please refer to the fund prospectus.
Prospeciuses ars avallable under the lnvestment
[nfarmation {ab at LouisianaDCP.com,

ARE THEEE ANY DISTRIBUTION FEES?
There are currently ne distribution fees for the Plan.

LOANS

MAY | TAKE A LOBN FROM MY AGGOUNT?

Your Plan alfows you 1o borrow the lesser of $50,000
or 50% of your total account balance, The minimum
loan amount is $1,000, and you have up to five vears
to repay your Joan~up to 15 years if the money is
usad to purchase your primary residence;

Participants may have a maximum of ong
outstanding loan at any time. There is a $50
origination fee for each toan, plus an ongoing
quarterly maintenance fee of $6.25. The oan
orlgination fee Is deducted from the principal balance
of the loan proceeds. All loan payments are payroll
deducted. [f your employer opts out of this process,
vou will not be eligible for a loan,

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

rate for the loan Is 2% over the Frime Rate as
published in The Wall Street Journal on the first
business day of the month before the loan is
originated. For more informatlon on loans, contact
the Louisiana Deferred Cornpensation Plan office at
{225) 926-8082 or {800} 837-7604,

Important note: In the event you pay off a foan,
there is & 80-day walting pericd before another foan
request can be processed.
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HOW DOES MY PARTICIPATION IN THE PLAN AFFEGT
¥ TAXES?

Because traditional 457 conirlbutions are taken out
of your paycheck before taxes are calculated, you
pay less in current income tax,

You do not report any current earnings or losses

on your account on your current income tax returm
gither. Your account is tax-deferred untll you
withdraw money, which is usually during retirement,

Distributions from the Plan are texable as ordinery
income during the vears In which they are distribufed
or made available to you or vour beneficiary(es).t

INVESTMENT AGSISTANGE

CAN 1 GET HELP WITH MY INVESTMENT DECISIONS?

Employees of the State of Louisiana and Empower
cannot give investment advice. There are financial -
calculators and tools on the websiie that can help
you defermine which investment options might be
best for you if you would like to construct your Plan
account yourself.

HOW CANT GET HELP CHOOSING MY
INVESTMENT OPTIONS?

Your Plan offers a suiie of services called
Empower Retirement Advisory Services (Advisory
Services), offered by Advised Assets Group,

LILC (AAG), aregistered Investment adviser. As a
participant, you may select the Managed Acoount
service, which has AAG, a registered investment
adviser, manage your Plan account for you, If you
prefer to manage your retirement account on your
own, you may select any investment option or
optlens, and you may use the Cnline Inveastment
Guldance and/or Online Investment Advice tools.
These services provide a personalized retirement
strategy for you based on your Investment goals,
time horizon and risk tolerance.



For more detalled information, please visit your Plan's
website at LouisianaDCP.com or ¢all the voice
response system toll free at (800} 701-8255 to speak
with an AAG Investment adviser representative.

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

WHAT FEES DO I PAY T0 PARTIGIPATE IN
ADVISORY SERVICES?

Three levels of service are available with Advisory Services:
» Cnline Investment Guidance: No additional fee.

» Online Investment Advice: A $26 annual fes assessed
to your accaunt at $8.25 quarterly.

» Managed Account service; if you choose fo have AAG
manage your account for you, the annual Managed
Account service fee will automatically be deducted
from your account balance quarterly based on a

“percentage of your account balance, as the table
below shows.
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the maximum annual fee will be 0.45%, or 0,1126%
per quarter, which equates to $225 annually, or
$56.25 quarterly.

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

to a maximum fee of 0.45% annually, or 0.1126%
quarterly, and the next $25,000 will be subject to a
maximum annual fee of 0,35%, or 0.0875% cquarterly.

$100,000 X 0.1125% =%112.50 quatterly




 Representatives of Empower Retirement do not offer or provide investment, fiduelary, financlal, legal or tax advice or act in a fidugiary capacity for
any clisnt unless explichly described in writing, Please conault with your Investment advisor, attorney and/or tax advisor as needed.

2 Asset allocation and balanced invastment optlons and models are subjact to the rigks of the underlying funds, which can be a mix of stocks/stonk
funds and bonds/bond funds. For more informition, see the prospectys andfor disclosure documents.

8 The account owner s responsible for keeping their PliN/passcode confidential, Please contact Cllent Services Immediately if you suspect any
unauthorized use. :

Gore securlifes, when offerad, are offered through GWFS Equifies, Inc, andfor other broker-dealers,
GWFS Equitles, Ing,, Member FINRA/SIPC, is a wholly owned subsidiary of Great-West Life & Annulty Insurance Company.

Brokerage semvices provided by 712 Ameritrada Ine., member FINFA/SIPC/MNFA. TD Amedrade s a frademark jolntly owned by TD Ameritrade 1P
Company, Ine. and The Torentn-Dominiyn Bank, All dghts reserved, Used with permission, Additional information can he oblained by caling TD
Ametitrade at (866) 766-4015. TD Ameritrade and GWFS Equities, Inc. are separate and unaffiliated.

Empawer Retirernent Advisory Services aré offered by Advisedt Assats Group, LLG, a regislered invesiment adviser and wholly owngd subsidiary of Great-
Wesl Life & Anrwity Insurance Company,

Sripower Retirement refers to the produets and senvices offerad in the refirement markets by Great-West Life & Annutty Insurance Company, Corporate
Headquarters; Greanwood Vilage, CO; Great-Wast Liie & Anntity Ineurance Company of New Yorl, Horne Offios: NY, NY, and thelr subsidianies and affiiiates.
Thetrademartes, Iogos, sarvica marks ard deslgn elemenlsused are owned by thelr respective owners snd are used by permission. ©2017 Greak\Wes! Lile &
Annuity Insurance Oompany. Al rights reserved, 88298-01-BRO-2761-1703 AMH00158-0237
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Name: Date

Agency/Department: Position:

LOUISIANA SECOND INJURY FUND
POST OFFER, PRE-EXISTING CONDITIONS, INJURIES OR ILLNESSES
MEDICAL INQUIRY (E-~2)

Your employer is committed to providing Workers’ Compensation benefits, In accordance with state law, if you
sustain an employment-related injury. This form requests medical information and will be kept confidential and
separate from your personnel file. 1t will be used only in the avent you experience a work-related injury and
bacome eligible for Workers’ Compensation benefits. The employer requires that all employees complete this
questionnaire upon hire and every iwo years thereafter, The information is needed because if & work-related
injury or disabllity Is caused or made worse by a pre-existing condition, your employer may be able to seek
reimbursement of the benefits paid from the Loulsiana Second Injury Fund. This reimbursement would not
reduce your workers' compensation beneflts. In order o be considered for reimbursement, an employer must
show it knowingly hired or knowingly retained an employee with 2 pre-existing disability. Disclosure of a pre-
existing condition shall not be used for any discriminatory purpose. THE FAILLURE TO ANSWER
TRUTHFULLY ANY OF THE QUESTIONS ON THIS FORM MAY RESULT IN THE

FORFEITURE OF WORKERS' COMPENSATION BENEFITS UNDER LA. R.S. 23:1208.1.

SECTION 1: DO YOU HAVE OR HAVE YOU EVER HAD ANY OF THE FOLLOWING?

Do not leave any blank unanswered. Please provide explanations for all "yes” responses under Remarks,

YES NO YES NO
) It} Amputation {foot, leg, arm, [} j Loss of Use of Limbs
hand, of total loss thereof) | |2 Mental Disorders

] a Ankylosis of Joints ] m] Mental Retardation
0 o Arieriosclerosls (W] 1 Multiple Scierosis
| [/ Arthritis a 0 Muscle, Ligarment or Tendon Injury
I | Asbestosis a O Muscutar Dystrophy
W a Asthrna n} N Nervous Disorders
] | Back/Neck Problem o m| Numbness of Exiremities
I | Brain Damage £ O Parkinson's Disease
W] O Bronchitis [m 0 ~ Psychoneurofic Disability
] | Cancer {foliowing treatment in &
I3 0 Cardiac Disease recognized medical or mental
I 0 Carpal Tunne! Syndrome institution)
inj W] Cerebral Vascular Accident O 0 Reflex Sympathetic Dystrophy
O (] Chronic Headathes N] i Repetitive Motion Injury
[} (m Chronic Osteomyelitis 11 0 Residual Disability from Polio

: 3| a Rheumatism '
i} 0 Compressed Alr Sequelae 0 | Rotator Cuff injury
W | Digbetes £ | Ruptured intervertebral Disc
] | Dizziness a W] Silicosis ' '
] I Double Vision {blurred sight) O ] Spinal Fusion
ju O Emphysema | [ Stroke
i (i} Epilepsy 0 [ Sugar in Urine
0 o Head Irjury W} 0 Surgical Removal of Intervertebral
(] . Heart Condltion Disc .
0 rl Heavy Metal Poisoning ] 0 Thrombophlebifis
0 a Hemophilia a o Thoragic Outlel Syndrome -
O I} High/Low Blood Pressure N 0 Thyroid Condition
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Loss of Hearing {(more than 75%)
Loss of Sight {of one or both eyes or a partial loss of uncorrected visien)

3 I Hodgkin's Disease O ] “Trick” Knee or Shoulder
0 a Hyperinsulinism O 1 . Tuberculosis

(| O Hyperiension I 0 Varicose Veins

| 0 lonizing Radiation Injury

i [ Kidney Disorder

[ o

] i}

REMARKS: If you answerad "yes” fo any question above, Indicate the nature of the injury/iliness, name and
address of the treating health care provider, area of specialty and approximale date/vesr of the iliness/injury.

SECTION 2: PLEASE ANSWER THE FOLLOWING QUESTIONS AND PROVIDE AS MUCH
INFORMATION AS POSSIBLE,

1. Has any doctor ever restricted your activities due fo Injury, disability or medical condition?
[J YES O NO

if yes, please describe the reason for the restrictions, the iype of restiictions, whether the restrictions were temporary or
permanent, and whether you presently have any restrictions on your physical activities.

2, Have you ever been assessed any percentage of permanent disability to any part of your hody?
O YES [1 NO  [f yes, piease explain: ‘

3. Are you presently or have you ever been under the care of a doctor, chiropractor, or other health care
provider for any serious injury, disability or medical condition?

O YES O NO

If yes, please list the condition, injury or finess(s} being freated, the name of the doctor(s), field of specialty, address and
telephone number, and dates of treatment.

4. Are you presently or have you ever taken any medication for any serious injury, disability or medical
condifion?

I} YES 01 NO

If yes, plesse list the name or type of medication, the medical condition being treated, and the name, address and
telephone number of the physician who prescribed the medication, arez of spacialty, and deies of treatment.
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5. Have you ever had surgery {other than cosmetic) to any partof yourbody 210 YES . O NO

If yes, please list the part(s) of the body operated en, the ype of operation performed, the date (or approXimate daie), the
hospital, and the name, address, and phone number of the doctor performing the surgery (if known),

6. Héve you ever received treatment for your head, neck, back or extremities (arms, wrists, legs, knees,
etc.) from a doctor, chiropractor, physical therapist or other heailth care provider?

B YES [I NO

If yes, please list the name, address and phone number of all doctors, chiropractors, physical therapists, and other health
care providers who provided such freatment, the dates of the freatment and the diagnosis provided.

7. Are you aware of any physical condition or injury that might impair.or fimit your ability to work in this
position? [1 YES 3 NO  Ifyes, please describe the condiiion or injury.

8. Have you ever received workers’ compensation benefits for an injury that occurred at work?

1 YES [3 NO

If yes, please list the name of the employer, the naiure of the injury and the dates, and the dates you received
compensation,

| HAVE READ ALL __ PAGES OF THE LOWISIANA SECOND INJURY FUND POST OFFER OF EMPLOYMENT
MEDICAL INQUIRY. | FULLY UNDERSTAND AND HAVE TRUTHFULLY AND FULLY ANSWERED ALL OF THE
QUESTIONS, TO THE BEST OF MY KNOWLEDGE, INFORMATION AND BELIEF. '

] UNDERSTAND THAT MY FAILURE TO TRUTHFULLY ANSWER ANY OF THE ABOQVE
QUESTIONS MAY RESULT IN THE FORFEITURE OF WORKERS' CONMPENSATION AND
MEDICAL BENEFITS UNDER THE LOUISIANA WORKERS' COMPENSATION STATUTE
{(LA.R.S. 23:1208.1).

SIGNATURE: DATE:

WITNESS: . DATE:
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State of Louigiana
OIFICE OF THE GOVERNOR.

®ifice of Eluerly ifairs

John Bel Edwards

Governor

The Office of State Uniform Payroll {OSUP) offers acfive employees the option to seiffview and print
thelr W-2 In Louislana Employee On-Line Services (LEO) in lisu of receiving a paper W-2 form via the
United States Postal Service (USPS). OSUP s reminding aetive employees who have not elected the
seif-view and print option, to do so by December 31,

If you.are an active employee and have already opted fo self-view and print your W-2, no action is
negded. I is, however, recommended that you review your record in LEQ, to ensure your
election was recorded and saved for future calendar years.

Participafion is optional for all active employees:

If you are actively employed and wish fo {ake advantage of the W-2 on-fine selfview and print
option you must provide consent in LEQ by December 31, W-2s will be available in LEO for
viewing and prinfing by pid-Jangary.

If you do not provide consent by the required deadline, yau revoke yaur consent, or you do not
wish {o use this service you wil continue to reseive a paper W-2 Form through the USPS, Al
paper W-2 Forms will be malled January 31 or the next business day if January 31 fallson a
weekend. . - . s .

Onee consent s given, it will remain for all fulure reporting perlods unless you revoke the
declsion or separate from employment. To tevoke your consent, you must do so In LEO by the
December 81 deadline for the current reporting year.

Employees who separate fiom state service do hot have the optian of raceiving their W-2 on-fine

-but will recelve a paper W-2 through the USPS, Paper W-2 Forms will be malled January 31 or

the next business day if January 31 falls on a weekend.

Participation js fast, sasy and no cost fo you:

&

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

To view and print your W-2 you will need an infernet connection, web browser, access fo LED
with an active passward and Adobe Acrobat software.

There is 1o cost fo yotus for this service; however, receiving your W-2 faster may give you a head
start on completing your annual IRS tax filing and, if applicable, any refund may be recsived
SODREF. _

Onee the W-2s are avallable in LEQ (by mid~January}, you may view and print your W-2 as
often as needed af no cost o you.
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Duplicate W-2 Informaftion:

»  After providing consent In LED, an employes may stil request & paper Form W-2 by cantacting
their agency’s EA/MR Depariment and complefing the Request for Duplicate W-2 Form,
OSUPIF37.

e Duplicate W2 copies for aotive employees not choosing the on-line self-view and print opfion
will be available in LEO beginning February 1. '

¢ Separated employees needing a duplicate copy of their W-2 should contact their EA/HR
Depariment to complete the Request for Duplicate W-2 Formi OSUP/F37. Duplicate W.2
requests for separated employees will not be processed until mid-February, ‘

You must maintain your current contact information in LEO or through your EA/HR Department, This will
allow for all notices and updates to be provided to you regarding your paper W-2 and W-2 on-line self-
view and print opiions. _

'The Division of Administration will continue to infarm you, through your agency, of all requited
information regarding the W-2 on-line self-view and print option, deadlines, andfor contact information
changes.

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

If you have any questions regarding this process, please contact Angela Calhoun at 225-342-9677.

Post Qffice Box 61 * Baton Rouge, Lovisiana 70821 * Phone 2253427100 * Fax 225-342-7133 % www.gooa.lonisiana.gov
“An Bqual Employment Opportunity Agency”
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Qverview

The State of Loulsiana is entrusted with sensitive, proprietary and confidential information, including Protectad Health
Information (PHI), Federal Tax Information {FTI}, Ciiminal Justice Information {C1}, and Personally ldentifiable
Information {Pll) and acknowledges that it should take steps to protect that information, One such step s to confirm
that users of the State's information take responsibility for the protection and appropriate use of the State’s information
in accordance with the State’s Information Security policies and procedures. Effective protection of such information
requires the participation and support of every State employee, independent contractor and third party affiliate
(“Users”}. It Is the responsibllity of every User to acknowledge and follow the guidelines in this Polley,

Purpose

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

Applicability

This policy applies to all Users, including State emplayees, independent contractors and all other workers at an Agency,
including all personnel affiliated with third parties, This policy applies to all computing systems, electronic madia and
printad materfals 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 regarding use of State resources in accordance with State’s
Information Security policles and procedures. The State’s resources may not be.used for any unlawful purpose. If you
have a question regarding the proper use of technical rescurces, contact the [nformation Security Hotline toll free at
(844) 692-8019, ‘

All state systems, including handheld or mobile devices, computing devices, aperating systems, applications, storage
media, network accounts, Internet, Intranet, Extranet, and remote access are the property of State, These systems are
to be used for business purposes in serving the interests of State, and of Agency clients and customers in the course of
normatl operations.

Any persohal device used In serving the interests of State, must be approved by applicable Agency leadership and the
Information Security Team (IST).

Any data created or storad on Agency computing systems remains the property of the Agerncy. Any personhal use of the
Agency systems, including any documents or emails, are also the property of the Agency and the State makes no
guarantee as to the confidentiality of personal use of Agency systems.

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

User Accounts

The: State’s Users are responsihle for the seeurity of data, accounts, and systems under their control.

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

Providing access to another individual, either deliberately or through failure to secure its access, is a viclation of this
Foliey. : 4 :

if you believe that you have been granted access to systems or data outside the scope of your employment
respansibilities or job function, please contact the Information Security Hotline toll free at (844) 692-8019.

. Ty
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Computing Systems

Users are responsible for ensuring the protection of assighed computing devices, including any electronic devices such
as laptops, PDAS, mobile devices, and slectronic media,

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

State Employees using thelr vehicles to fransport the State’s Computing Systems should exercise the utmost caution to
safeguard the privacy of and acress to such devices, At no time should such equipment be left on car seats, in plain view,
in unlocked vehlcles or stored In vehicles overnight.

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

Users of Agency Computing Systems must promptly report any theft or [oss 1o tha End User Support Services,

Security and Access Requirements

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

Users shall not create new passwords that are similar to passwords that have been previously used; create passwards
that contain any reference to the State inany form (i.e., Petican, Saints, etc. ); create passwords that contain any
personal data such as any portion of the user ID or name, a spouse’s naine, or a pet’s name; or cr eate passwords that
appear in the dictlonary.

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

Users must use due care when transmitting orstoring sensitive information. Communications outside of an Agency
Network should use mechanisms approved by the Information Security Team {IST} for protecting Confidential or
Restricted Data {@.g., encryption).

Portable computers are especially vulherable and will be protected by a current Antivirus selution and Personal
Firewalls, ihstalled or approved by OTS, and may not be disabled or modified by Users.
Users must use extreme caution when accessing electronic media received from outside the State.

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

Known incidents or infectiohs from a virus, malware, or other malicious software should he immediztely reported to the
Information Security Team.

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

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

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

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

Office of Technology Services " Data Classification Level: Public




D!V[sxon of Admi mlstratton
 Office of Teohnoiogy Servmes

T o L D IR Dl T T T A e L e ot e

Newsroorms, Social Media Sites, and Social Networking Sites

Postings by State Employees regarding Agency business information or news to nawsgroups, chatrooms, Internet Relay
Chat (IRC), Facebook, Myspace, or other sacial networking or soclal media sites is strictly prohibited unless expressly
approved in writing by the Agency Communication Diractor or Executive Leadership. [f the User identifies himself or
herself as employee or agent of the Agency on any Internet site, any postings o such sttes must contain a clear
discfaimer that the opinions expressed are solely those of the author and do not represent the views of the Agency or
the State of Loulsiana.

Virtual Private Network (VPN) Usage

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

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

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

Physical Security

A State issued Identification badge must be worn on your person in a visible locatlon at al| fimes within a State facility.
The identification badge must be properly secured and a lost badge must he Immediately reported to the Information
Security Team {IST}).

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

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

Individuals with access to Confidential or Restricted Data should maintain a clean desk, pickup printéd materials in a
tirely manner and appropriately secure paper based documents when they are not in use.

Privileged User Accounts

Users with privileged user accounts (e.g., administrator or super-user accounts) must agree to the following:
= Individuzls with Privileged User Accounts understand it Is their responsibllity to comply with alf security
rmeasures necessary and assist in enforcing the Informatian Security Policy.

» Privileged User Accounts may only be used for valid business functions that require privileged access. Privileged
account users must still abide by the least privilege principal and must not access or alier data for which they
have no valid busingss reason to do so,

» Individuals will fogin to an Agency environment using standard user credentials and thenloginto a speciﬂc
privileged account, except when logging directly into a system interface console,

¢ Privileged user accounts may not he used to modify the individual’s standard user account,

e Privileged user accounis must comply with requirements of the Information Security Policy prior to modifying
any system or user account,

» Individuals with privileged user accounts understand and acknowledge that all priwleged user account activity is
closaly monitored. Individuals with privileged user accounts may not use those accounts to madify, alter, or
destroy monitoring log data, except as required by their position responsibility as it relates te log rotation.

OfftceofTechnaloéyServlces O H*f)étaC]as‘sfﬁca’uonLeve]Puhl{c
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Individuals with privileged user accounts, and their supervisor or manager, will notify the information Security
Taam when the privileged user account is ho longer required to perform that individual’s job function.

Unacceptable Use

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

System and Network Activities

The following activities are strictly prohibited, with no exceptions:

o & % & »

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

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

Unauthorized copying of copyrighted materfal including digitization and distribution of photographs from
magazines, books or other copyrighted sources, copyrighted music, and the installation of any copyrighted
software for which the State or the end user does not have an active license is strictly prohibited. The use of any
recording deviee, including digital cameras, video cameras, and cell phone cameras, within the premises of any

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

Connecting network devices such as wireless access points or personal laptops into the State’s network
environment without proper authorization from the Information Security Tearn (IST). o

Intentional Introduction of malicious programs Into the network or server (e.g., viruses, worms, Trojan horses, @~
mail bombs, etc.},

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

Using an Agency computing assetto actively engage ih procuring or transmitiing material that is in violation of
sexual harassment or hostile workplace laws in the user's local jurisdiction.

Making fraudulent offers of products, items, or services originating from any State Issued user secount,
Effecting security breaches or disruptions of network communication. Security breaches Include accessing data
of which the Individual is not an intended recipient or logging into a server or account that the Individual is not
expressly authorized to access, unless these duties are within the scope of regular duties. For purposes of this
section, "disruption” includes degrading the performance, depnvmg authorized access, disabling or degrading
security configurations.

Port scanning or security scanning is expressly prohibited unless priar approval is granted by the information
Security Team.

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

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

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

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

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

Office of Technology Services ~  Data Classification Level: Public
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Email and Communications Activities

Sending non-business related unsolicited email messages, text massages, instant messages, or voice mall,
including the sending of “junk mall” or other advertising materlal to individuals who did not specifically request
such material {email spatn).

Engaging In any form of harassment or discrienination through emnail or other electronic means.
Use of personal email account from the State networks.

Forging, misrepresenting, obscuring, suppressing, or replacing a user identity on any electrenic communication
to mislead the reciplent about the sender.

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

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

Pasting non-husiness-related messages toa Iarge nurabers of Usenet newsgroups (newsgroup spam),

E-mail may not be stored on personal devices (e.g., home computers, personal laptaps, PDA’s, Smartphones,
efc.} except as authorized by the Information Sscurity Team (1ST).

Text messages should not to be used for business discussions, Confidential and Restricted Data shall not be
communicated overtext messaging.

Users of Confidential and Restricted Information

a

By signing this Agreement, Users acknowledge that they are aware of and understand the State’s policies
regarding the privacy and security of individually identifiable health, financial, criminal and other personal
information of individuals and employees, including the policies and pmcedures relating to the use, collec:tlon,
disclosure, storage, and destruction of Confidential and Restvicted Data, -

In consideration of Users” employment or association with the State and asan mtegral part of the ferms and

conditions of such employment or assoclation, Users covenant, warrant, and agree that they shall not at any
time, during their employment, contract, assaciation, or appointment with the State or after the cessation of
such employment, contract, assoclation, or appointment, access or use Confidential or Restricted Data except as
may be required In the course and scope of their duties and responsibilities and in accordance with applicable
law and corporate and departmental policies governing the proper use and release of Confidential or Restricted
Data.

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

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

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

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

Office of Technology Services” ~~ Data Classification Level; Public




i Information Secunty Pohcy Appendrx

DEV;S:on of Admzmstramon

Fnd User Agreement

Enforcement;

" Office of Technofogy Services

Any User found o have violated this Policy may be subject to disciplinary action, up to and including dismissal, or

griminal or clvil legal actions.

=ERTEI A0} OAVACIS

Name:

Contractor

Title:

Agency:

Phone:

Emaif:

Signature:

Date:

Office of Technology Services
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State of Louisiana—Office of State Uniform Payroll
Affordable Care Act (ACA)
Newly Hired Employee Offer of Coverage Worksheet

This worlsheet is used fo document the LaGov HCM Paid Agency's reasonable expectations regarding the 'full-time”.

stalus of a newly hiredfransferred employee. ‘A copy of this completed form should be waintained in the

employee’s file.

1. Personnel Area Number/Name 2. Employee Name

3. Persohnel Number 4, Date of Hire

5 Expected Length of Employment

8. Did the newly hired/transferred employee work for any LaGov HGM paid agency In the last 12 months?

O YES—Proceadio?
O NO-—Proceediod

7. Was the newly hireditransferred employee n a standard or inttial measursment period at any agehcy?

1 YES—Proceedio 8
3 NO~Proceedto8

If you are unsure, contact the prior emplaying agency or execute the ACA report (21°136).

8 Isthe newly hiredfransferred employee in a current stability or initial stability period &t any agency?

O YES ~Employses continues to be eligible for health coverage. Meke appropriate entries in LaGov HCM.
0 NO-Proceedio 9

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

8. Does the ageney expect the newly hiredfiransferred employee fo work at least 30 hours per week at the {ime of
hireftransfer? :

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

I NO-—Proceedto 10 -

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

10. Is the newly hired/transferred employee replacing a full-fime (at least 30 hours) position? Example: the smployse
is filling in for & permanent position while the employee holding the position is out on leave.

00 YES ~The offer of health coverage must be made in accordance with OGB guidelines. Enter applicable
information in eEnroliment/LaGov HCM. Dacurent the offer {(GB-01) and keep copy forfile.

O NO—Proceedto 11

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

1. s fhe newly hiredfransferred empioyee a variable hour employee? A variable hour employee is detined as an
employee for whomn the agency cannot reasonably defermine based on the facts and circumstances upon the date
of hire whether the new hire will work on average at least 30 hours per week.




OSUR/F4100

07115
State of Louisiana—Office of State Uniform Payroll

Affordable Care Act (ACA)
Newly Hired Employee Offer of Coverage Worksheet

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

£ YLS - The agency will measure the employes over the 24 pay period intial measurement (fook-back) perod.
Erter applicable information in eEnroliment/LaGov HCM. Ufiize the ACA report (ZP136) perlodlically to track
hourel. worked. This report must be run at the end of the IMP fo determine f employee meets the ACA definition
of full time.

00 NO-Employee is considered a part-time employee (works less than 30 hours par week) and is not eligible for
health coverage. Utllize the ACA report (ZP136) periadically to track hours worked, This report must be run at
the end of the IMP fo defermine if employee meets the AGA definition of fult fime.

Form Gompleted by (Print Name) Title. Date

Definitions

Full-fime—The employee is expected to work at [east an average of 30 or more hours per week
Part-fime—The employee is expected fo work less than an average of 30 hours per week.

Variable— [t cannot be determined at the date of hire If the employes will work an average of 30 hours per week,
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Office of the State Americans with Disabilities Act Coordinator (OSADAC)

VOLUNTARY SELF-IDENTIFICATION OF DISABILITY FORM

Employee Name: Personnel #:

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

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

Identifying yourself as an individual with a disability is voluntary, and we hope that you will
choose to do so (if applicable). Your answer will be maintained confidentially and will not be
seen by hiring officials or anyone else involved in making personnel decisions. Completing the
form will not negatively impact you in any way. For more information about this form or the
Americans with Disabilities Act, visit the Office of the State Americans with Disabilities Act
(ADA) Coordinator’s website at https://www.doa.la.gov/office-of-state-ada-coordinator/.

You are considered to have a disability if you have a physical or mental impairment that
substantially limits a major life activity, or if you have a history or record of such an impairment.
Disabilities include, but are not limited, to:

e Autism e Deaf or hard of hearing « Nervous system condition,

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

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

e Cancer irritable bowel syndrome example, bipolar disorder,

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

e Celiac disease missing limbs (PTSD) or major depression

e Cerebral palsy

(] YES, I have a disability [_1 NO, 1 do not have a disability ] I do not wish to answer

You are encouraged to carefully
review our agency'’s policy
specific to the Americans with
Disabilities Act and/or Disability
Rights, and to request workplace
accommeodations as may be
needed for your disability.

Employee Signature:
Date:

In accordance with La. R.S. 46:2597, this form shall be confidential and filed in a folder separate from the employee’s personnel file.



O REVISION
[0 NEW REQUEST

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

Employee Name

Employee Personnel Number

I request to set my planned working time schedule as follows  Effective Date:

Optlonz ; - O ';'-Monrdyay : _ TlmeIn i

‘Four 10 hour workdaysM-F | 1 Tuesday .~ | TimeOut -

Choose arequested offday | [ Wednesday e e
~and an alternate day. = 0 Thusday | - *Hclude30min lunch break
-*Schedule between 6 am- - Sao it e e s L T s
Tpm S 0 Friday -~

| - Alternate

“Day. . -

O APPROVED 0 APPROVED WITH CHANGES

DATE

»  lacknowledge 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



PERSONNEL HANDBOOK

Office of Elderly Affairs
Personnel Manual
CONFIRMATION FORM

CONFIRMATION AND CONSENT FORM

OFFICE OF ELDERLY AFFAIRS

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

Signature - Date

SAFETY MANLUAL

tcertify that [ have been tralned on the following OFA Safety Policles:
Blood horne Pathogens, Violence in the Workplace, Drugs Free Workplace, Sexual
Harassment, Defensive Driving, General Safety Procedures and
Safety Responsibilities and Assighment of Responsibilities

Mame

Date

Revised Septermber 2014
110



GOVERNOR’S OFFICE OF BLDERLY AFFAIRS
FOLICY PROBIBITING SEXUAY HARASSMENT

ACKEOWL’EDGEMENT AND CERTIRICATION
* My signatuvs imrecm ac}cuowledges thaf
1) Ireceiveda . Copy of GOBA’s Polm_v Probxbﬂmg Sexval Harassment .
7)) Ircadthis Pohcy; | ‘
3) Tunderstand the content of this Poliey;
4) Lapres to abide by the terms and provisions of this Poliy;
5) Tunderatend thet aomp!iance with this Polizy is a condiifon of ﬁmployinm’c' and

6) Tunderstand that dfscprnaw detion, mcludmg the possibility of dismissal, will bc u:opnsed
on those who violate the teons sud provisions of this Policy,

EMFPLOYEER SIGNATURE DATE

Ty b

EMELOYEE NAME (PRINT)

MER KRR RAK UMK A EE XA NENT ARBMAUXMAMEKAN RN LAEARMNXXARA A AKX NARKE KT RICR KN KH K MW N

. HUMANRESGUCES_. CERTIRICATION

My siguz{mrc hereon acknowledges that:

n I personally disoussed I defa:i GOBA's Policy Prohibiting Sexual I—Iamssmeni with the
emplovee identiffed above; .

2) I answered this employee’s questions regardmg his Policy;

3) T confirmed this amployea s completion of the onfine training on sexusl ha:assment
provided through, CPTP; and

4) Tinformed the employes of the consequences of violating this Palicy.

HR SIGNATURE DATE

HUMANRESOURCES NAME (PRINT)

AEARMARKAXE NN :IilI:Il:llllzllulxln:nsnxullktntuuxnl:t:xmxnKNKKRNHKNM\!N!)&)&KK!!nltklnuut.;:
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BTATE OF LOUISIANA
DRIVER AUTHQRIZATION FORM

. TO BE COMPLETED ANNUALLY, UPON CHANGE OF STATE OF ISSUANCE, CLASS OF LICENSE, ANDIOR DRIVING

RESTRICTION CHANGE
Agency:
Employee Name: Employee Numbey:
Immediate Suparvisor: Driver Training Course (MMW/DD/YY);
Driveis License Number: State of lssuance:

AGENCY HEAD OR DESIGNEE }»XUTHOR!ZAT!ON

By executing this document, | have reviewed the Official Driving Record and Driver Training Gowrse dates and have
confirmen thenformation to be ctrrent and in accordance with the ORM Loss Pravention requirements,

My zi/g;nature authorizes the aforementioned emgioyee to drive the Tollawing on state business as required (cheok all that
apply):

STATE VEKICLE
RENTAL VEHICLE
PERSONAL VEHICLE

@GENGY HEsAD ’ DATE DF AUTKORIZATION
{or designated individual)

EMPFLOYEE ACKNOWLEDGENMENT/AUTHORIZATION . . ‘ -

This is fo cerfify that, as a condition of and If authorized to’drfve my personal vehicle on state business, | have and will
mainfain af least the minimurn fiability coverage as raquired by LA, R 8. 32-000 (B} (2. i

1 undarstang’ ihat the use of my vehicle on stafe business requires priar written authorization from wy supervieor or
agency head,

Further, by slgning this doocument, [ agree fo nofiy my ggency in writing shauld any of the followIny change on v license;
Drivers License No., State of Issuance, Class of Licenss or Driving Restrictions,

[ authorize my agency to obiain acoess b my Qfficial Driving Record (ODR) as necessary fo comply with the State's Loss
Prevenficn Program. . :

I affirmatively acknowledge and understand that operafing a sfate-owned, state-rented or state- |.
leased vehicle while infoxicated as sst forth in RS, 14:98 and 14:88.1 is siriclly prohibited,
unauthorized, and expressly violates both the terms and condifions of my use of sald vehicle, and
my employer's instructions. In the event such operation results in my being convicted of, pleading
nolo contendere to, or pleading guily to, driving while infoxicated under R.8. 14:88 or 14:88.1, |
acknowledge and understand that such would constitute evidence of (1) my violating the ferms

el i eine 8 ety 1t A medd sradiede £AA s Viirdndinee Sl slirembimim mF mate mivasnleg e carned £\ s

My signafure on this document shal§ remain in effect untl revoked by the agency or untif a rew form is executed.

ERPLOYER SIGNATURE DATE

07/01/2012
DA 2054




'‘ANNUAL SUPPLEMENTAL SIGNATURE PAGE

EMPLOYEE NANE:
DRIVERS LIGENSE NUMBER:
PEPARTMENT/AGENCY:

AGENGY HEAD OR DESIGNEE STATEMENT

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

Official Driving Record
Drivers Training Courss

Further, my sighature allows the aforementmned emploveé {o drive a stafe vehisle, rental vehicle or
personal vehicle on state busmess

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

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

" Agency Head Dafe of Authorization
(or designated individual} ‘

Agericy Head ¥ Date of Aathorization
(or designated individua)

Agency Head ' Date of Authorization 2
{or designafed individuai) '

AQE""-‘.V Head . Pate of Authorization
(or designated individual)

Agency Head — Date of Authorizafion
(or designated individual) '

(BUPLICATE SUPPLEMENTAL SIGNATURE PAGE AS NEEDED)

07/01/2011
DA 2084
Sllpp.-1




