Employment Eligibility Verification USCIS
Form 1-9
OMB No.1613-0047
Expires 05/31/2027

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

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

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation lo present for Form |-9. Employers cannot ask
employees for documentation to venfy 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 their citizenship, immigration status, or national origin may be illegal.

Section 1. Employee Information and Attestation: Employees must complete and sign Section 1 of Form I-9 no later than the first
day of employment, but not before accepting a job offer.

Last Name (Family Name) | First Name (Given Name) Middle Initial (if any) | Other Last Names Usad (if any)

— 1 -
Address (Street Number and Name) Apt. Number (if any) | City or Town i State ZIP Code
Date of Birth (mm/ddlyyyy) U.S. Social Security Number Employee's Email Address Employee’s Telephone Number

{ |

Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions. ):

I am aware that federal law

provides for imprisonment and/or g 5

fines for false statements, or the [] 1. Acilizen of the United States

use of false documents, in L 2. Anoncitizen national of the United States (See Instructions.)

co_““ﬂclicn with the completion of : 3. Alawful parmanent resident (Enter USCIS or A-Number.) |

this form. | attest, under penalty - - ‘

of perjury, that this information, L_| 4. Analien authorized to work until (exp. date, if any)

including my selection of the box

attesting to my citizenship or I you check Item Number 4., enter one of these:

immigration status, is true and USCIS A-Number = Form 1-94 Admission Number R] Foreign Passport Number and Country of Issuance
correct, o & E

Signature of Employee l Today's Date {mm/dd/yyyy)

]
If a preparer and/or translator assisted you in completing Section 1, that person MUST complete the Preparer and/or Translator Certification on Page 3.

Section 2. Emglo er Review and Verification: Employers or their authorized representative must complele and sign Section 2 within three
business days after the emplotyee's first day of employment, and must physically examine, or examine consistent with an alternative procedure
authorized by the Secretary of DHS, documentation from List A OR a combination of documentation from List B and List G. Enter any additional
documentation in the Additional Informaticn box: see Instructions.

List A -5 SIDi ListB AND ListC
Document Title 1
Issuing Authority
Document Number (if any)
Expiration Date (if any)
Document Title 2 (if any) Additional Information |
Issuing Authority | '
Document Number (if any)
Expiration Date (if any)
Document Title 3 (if any)
Issuing Authority !
Document Number (if any)
Expiration Date (if any) [ Check here if you used an alternative procedure authorized by DHS to examine documents.
Certification: | attost, under penalty of parjury, that (1) | have examined the documentation presented by the above-named I First Day of gﬁploymenl
employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the | (mmiddyyyy)
best of my knowledge, the employee is autharized to work in the United States.
Last Name, First Name and Title of Employer or Authorized Reprasentative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy)
Employer's Business or Organization Name | Employer's Business or Organization Address, City or Town. State. ZIP Code

1
For reverification or rehire, complete Supplement B, Raverification and Rehire on Page 4.

Form -9 Edition 01 20/23 Page | of' 4




... j@j@j@jG
LISTS OF ACCEPTABLE DOCUMENTS

All documents containing an expiration date must be unexpired.
" Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a
combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274).

Documents that Establish Both Identity

LISTA

and Employment Authorization

LISTB

Documents that Establish Identity

AND

]

LISTC

Documents that Establish Employment

Authorization

1.

U.S. Passport or U.S. Passport Card

2

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

. Foreign passport that contains a

temporary 1-551 stamp or temporary
1-551 printed notation on a machine-
readable immigrant visa

. Employment Authorization Document

that contains a photograph (Form 1-766)

. For an individual temporarily authorized

to work for a specific employer because
of his or her status or parole:

a. Foreign passporl; and

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

(1) The same name as the
passport; and

(2) An endorsement of the
individual's status or parole as
long as that period of
endorsement has not yet
expired and the proposed
employment is not in conflict
with any restrictions or
limitations identified on the form.

. Passport from the Federated States of

Micronesia (FSM) or the Republic of the
Marshall Islands (RMI) with Form 1-94 or
Form I-94A indicating nonimmigrant
admission under the Compact of Free
Association Between the Uniled States
and the FSM or RMI

1. Driver's license or ID card issued by a State or

autlying possession of the United States
provided it contains a photograph or
information such as name, date of birth,
sex, height, eye color, and address

2. 1D card issued by federal, state or lacal

governmenl agencies or entities, provided it
contains a photograph or information such as
name, date of birth, sex, height, eye color,

and address

1. A Social Security Account Number card,
unless the card includes one of the following
reslriclions:

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

3. School ID card with a photograph

4. Voter's registration card

. Certification of report of birth issued by the

Department of State (Forms D3-1350,
F3-545, FS-240)

5. U.S. Military card or draft record

6. Military dependent's ID card

. Original or certified copy of birth certificate

issued by a State, county, municipal
authority, or territory of the United States
bearing an official seal

7. U.S. Coast Guard Merchant Mariner Card

. Mative American tribal document

8. Native American tribal document

. U.S. Citizen ID Card (Form 1-197)

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

. Identification Card for Use of Resident

Citizen in the United States (Form |-179)

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

listed above:

10. School record or report card

11. Clinic, doctor, or hespital record

12. Day-care or nursery schoal record

. Employment authorization document

issued by the Department of Homeland
Security

For examples, see Section 7 and
Section 13 of the M-274 on
uscis.gov/i-3-central,

The Form 1-786, Employment
Authorization Document, is a List A, ltem
Number 4. document, not a List C
document.

Acceptable Receipts

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

For receipt validity dates, see the M-274.

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

Form |-94 issued to a lawful
permanent resident that contains an
1-551 stamp and a photograph of the
individual,

Form I-94 with “RE" notation or
refugee slamp issued to a refugee.

Receipt for 2 replacement of a lost, stolen, or

damaged List B documeant.

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

‘Refer to the Employment Autharization Extensions page on 1-9 Central for more information

Form -9 Edition 01 20/23
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Supplement A, USCIS

Preparer and/or Translator Certification for Section 1 Form I-9
Supplement A
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 05/31/2027
Last Name (Femiy Namo) from Soction 1. First Name (Given Name) trom Soction 1. Middle inita) (f eny) 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 |-9. The preparer and/or transiator must enter the employes's name In the spaces provided above. Each preparer or translator
must complete, sign, and date a separate certification area. Employers must retaln completed supplement sheets with the employee's
completed Form |-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 infermation Is true and correct.

Signature of Preparer or Translator Date (mavdd/yyyy)
Last Name (Fam#ly Name) First Name (Given Name) Middle initial (if eny)
Address (Strest 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 comect.

Signature of Praparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) Flrst Namo (Given Name) Middle Initial (if any)
Address (Street Number and Nema) City or Town State | ZIP Cede

| 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/ddiyyyy)
Last Name (Famfly Nams) First Name (Given Name) Middle Initial (i any)
Addross (Streot Number and Nams) City or Town State ZIP Code

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

Signature of Preparer cr Translator Date (mm/dd/yyyy)
Last Name (Famfly Name) First Name (Given Name) Middle Initial (¥ any)
Address (Street Number and Name) City or Town State ZIP Code

Form[-9 Edition 01/20/25 Page 3 of 4



Supplement B, USCIS

o] . . . o =0
Reverification and Rehire (formerly Section 3) Form I-9
Supplement B
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 05/31/2027

| Last Name (Family Name) from Section 1. ' First Name (Givan Name) from Section 1. | Middle initiai (if any) from Section 1.
l ; f

| | |

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 criginal Form I-9 was completed, or provides proof of a legal name change. Enter
the employee's name in the fields above. Use a new section for each reverification or rehire. Review the Form 1-9 instructions before
completing this page. Keep this page as part of the employee's Form I-9 record. Additional guidance can be found in the

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

Date of Rehire (if applicable) |New Name (if applicable)

Date (mmiddiyyyy) Last Nama (Family Name) First Name (Given Name) Middle Initial

Reverification: If the employee requires reverification. your employee can choose to present any acceptable List A or List C documentation to show
continued employment authorization. Enter the document information in the spaces below.

| Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United Statas, 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 Reprasentative Signalure of Employer or Authorized Reprasentative Today's Date (mm/dd/yyyy)

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

alternative procedure authorized
by DHS to examine documents.

Dale of Rehire (if applicable) |New Name (if applicable}
Date (mm/dd/yyyy) Last Name (Family Name) | First Name (Given Name) Middle Initial
| 1
| l
everificalion: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to Show
ontinued employment authorization, Enter the document information in the spaces below.

Document Title Document Number (if any) f Expiration Date (if any) (mm/ddlyyyy)
|

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

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

Additional Information (Initial and date aach notation.) Check hare if you used an

altamative procedure authorized
by DHS to examine documents.

Date of Rehire (if applicable) |New Name (if applicable)

Date (mm/dd/yyyy) | Last Name (Family Name) First Name (Given Name) Middle Initial

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
continued employment authorization. Enter the document information in the spaces below.

Document Title Document Mumber (if any) Expiration Date (if any) (mmidd/yyyy)

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

Name of Employer or Authorized Raprasentative Signature ofl Employer or Authorized Representative Today's Date (mm/ded/yyyy)

|
|

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

[ attemative procedure authorized
by DHS to examine documents, |

Form [-9 Edition 0120/25 Page 4 of 4




Form w-4 Employee’s Withholding Certificate OMB No. 1546-0074

Comptlete Form W-4 so that your omployer can withho!d the correct federal income tax from your pay.

Oepartment of the Treasury Qive Form W-4 to your employer. 2@26
Intemal Rovenus Service Your withholding is subject to revisw by the IRS.
Step 1: {a) First name end middle initial Lagt name (b) Soclal security number
Enter
Address Doos namo match the
Personal mmomwswhlsem
Information | — Ty mgrmy;.u?mmnget
Gty or town, state, contact SSA at 800-772-1213
Or g0 to WWw.552.90V.

{9 []8ingte or Married filing separataly
(] marrtod fiting jointly or Qualifying surviving spouse
Dwdwwmyltyw'mmwmmmmmm&mmdkeepmupahmh’mwNWanMM)
Caution: To cialm certain credits or deductions on your tax retum, you (and/or your spouss if married fiing Jointly) are required to have a soclal security
rumber valld for employment. Sea page 2 for more Information.
TIP: Consider using the estimator at www.rs.gov/W4App to determine the most accurate withholding for the rest of the year if you:
are completing this form after the beginning of the year; expect to work only part of the year; or have changes during the year in your
marital status, number of jobs for you (and/or your spouse if mamied filing jointly), dependents, other income (not from jobs),
deductions, or credits. Have your most recent pay stub(s) from this year available when using the estimator. At the beginning of next
year, use the estimator again to recheck your withholding.
Comptete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step &. See page 2 for more information on each step, who can
claim exemption frem withholding, and when to use the estimator at www.irs.govIW4App.

Step 2: Compilete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouss
Multiple Jobs also works. The correct amount of withholding depends on income eamed from all of these jobs.
or Spouse Do only one of the following.
Works (8) Use the estimator at www.irs.gov/W4App for the most accurate withholding for this step (and Steps 3-4). If
you or your spouse have self-employment incoms, use this option; or
(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; or
{c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This
option lsgeneraﬂymomaecuratethanStepZ(b)lfpayatmelowerpaylng]obismrethanhalfofmepayat
the higher paying job. Otherwise, Step 2(b)is moreaccurate . . . . . . . . . . . . .. . O
Complete Steps 3-4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for thoe other jobs. (Your withholding will
be most accurate if you complete Steps 3-4(b) an the Form W-4 for the highest paying job.)

Step 3: If your total income will be $200,000 or less ($400,000 o less if
Clai married filing Jointly):
Dependent (a) ;ﬁzulﬂply the number of qualifying children under age 17 by
Other 200. . . . L Lo Lo 3a)s
gnr:dits (b) Multiply the number of other dependentsby $500 . . . [3(B)[$
Add the amounts from Steps 3(a) and 3(b), plus the amount for other credits. Enter the L
totalhereas
Step 4: (a) Other income (not from jobs). If you want tax withheld for other income you
Other expect this year that won't have withholding, enter the amount of other income here.
Adjustments This may include interest, dividends, and retirementincome . . . . . . . . |4(a)l$
(b) Deductions. Use the Deductions Worksheet on page 4 to determine the amount of
deductions you may claim, which will reduce your withholding. (if you skip this line,
your withholding will be based on the standard deduction.) Enterthe resufthere . . |4{b) hs
(c) Extra withholding. Enter any additional tax you want withheld each pay pericd . . 4(c)|$

Exempt from | claim exemption from withholding for 2026, and I certify that | meet both of the conditions for exemption for
withtholding 2026. See Exemption from withholding on page 2. | understand | will need to submit a new Form W-4 for2027 . []

Step 5: Under penalties of perjury, | deciare that this certificate, to the best of my knowledge and bellef, is true, correct, and complete.

Sign
Here Employeo's signaturo (This form 1s ot valid unless you sign 1t) Date
Employers | Employer's name and address ::lnst date e:ft Empﬁoye(ié k:‘)enﬁﬂeaﬂon

For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No. 102200 Form W4 (2026) Created 12/8/25



Form W-4 (2026)

Page 2

General Instructions

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

Future Developments

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

Purpose of Form

Complete Form W-4 so that your employer can withhold the
correct federal income tax from your pay. If too litte is withheld,
you will generally owe tax when 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 withhotding. You may claim exemption from
withhalding for 2026 if you meet both of the following
conditions: you had no federal income tax liability in 2025 and
you expact to have no federal income tax liability in 2026. You
had no federal income tax liability in 2025 If (1) your tota! tax on
line 24 on your 2025 Form 1040 or 1040-SR is zero {or less than
the sum of lines 27a, 28, 29, and 30), or (2) you were not
required to file a retum your income was below the
filing threshold for your correct filing status, If you claim
exemption, you will have no income tax withhe!d from your
paycheck and may owe taxes and penalties when you file your
2026 tax retumn. To claim exemption from withholding, certify
that you meet both of the conditions by checking the box in the
Exempt from withholding section. 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 16, 2027.

Your privacy. Steps 2(c) and 4(a) ask for information regarding
income you received from sources other than the jab assaciated
with this Form W-4. If you have concems with providing the
information asked for in Step 2(c), you may choose Step 2(b) as
an altemative; if you have concems with providing the
information asked for In Step 4(a), you may enter an additional
?ugtﬁyouwantwmxhddperpaypeﬁodin Step 4(c) as an
emnative.

When to use the estimator. Consider using the estimator at
www.irs.gov/W4App if you:
1. Are submitting this form after the beginning of the year;

2. Expect to work only part of the year;

3. Have changes during the year in your marital status, number
of jobs for you (and/or your spouse if married filing jointly), or
mﬂ:’ of dependents, or changes in your deductions or

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

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

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

Self-employment. Generally, you will owe both income and
seif-employment taxes on any self-employment income you
recelve 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 allen. If you're a nonresident alien, see Notice
1392, Supplemental Form W-4 [nstructions for Nonresident
Aliens, before completing this form.

Specific Instructions

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

Step 2. Use this step if you (1) have more than one job at the
same time, or (2) are married filing jointly and you and your
spouse both work. Submit a separate Form W-4 for each job.

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

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

Muttiple jobs. Complete Steps 3 through 4(b) on only
W'IN one Form W-4. Withtolding Wi be most accurate f you
il 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 retum. 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
soclal security number. You (and/cr your spouse if married filing
jointly) must have the required soclal security number to claim
certain credits. 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.

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 ather income withheld from your paycheck, ses Form
1040-ES, Estimated Tax for Individuals.

Step 4{b). Enter in this step the amount from the Deductions
Worksheet, line 15, if you expect to claim deductions other than
the basic standard deduction on your 2026 tax return and want
to reduce your withholding to account for these deductions.
This includes both itemized deductions and other deductions
such as for qualified tips, overtime compensation, and
passenger vehicle loan interest; student loan interest; IRAs; and
seniors. You (and/or your spouse if married filing jointly) must
have the required social security number to claim certain
deductions. For additional ellgibility requirements, see Pub. §01.

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



Form W-4 (2028) Pago 3

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

If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only
ONE Form W-4. Withholding will be most accurate if you complste the worksheet and enter the result on the Form W-4 for the highest
paying job. To be accurate, submit a new Form W-4 for all ather 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 cne
job, find the amount from the appropriate table on page 5. Using the “Higher Paying Job" row and the
“Lower Paying Job" column, find the value at the intersection of the two housshold salaries and enter

that value on line 1. Then, skip to line 3 . 193

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

a Find the amount from the appropriate table on page 5 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
andernerthatvalueonlinaza.......................

b Addmeannualwagesofthetwohighestpaylng}obsfromﬂneZatogetheranduseﬂwtotalasme
wages in the “Higher Paying Job” row and use the annual weges for your third job in the “Lower
Paying Job" column to find the amount from the appropriate table on page 5 and enter this amount
enfine2b . . . . . . ... 2 3

¢ Add the amounts from lines 2a and 2b and enter the resultonline2c . . . . . . . . .. 28

3  Enter the number of pay periods per year for the highest paying job. For example, if that job pays
weekly, enter 52; if It pays every other week, enter 26; if it pays monthly, enter 12,6tc. . . . . .

4 Divide the annual amount on fine 1 or line 2¢ by the number of pay periods on line 3. Enter this
amount here and in Step 4(¢) of Form W-4 for the highest paying job (plus any other additional

amount you want withheld) . . . . 4

N




Form W-4 (2026)

i

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

/4

Ve

See the Instructions for Schedule 1

1c, 3a, and 3b.

1

Deductions for qualified tips, overtime compensation, and passenger vehicle loan interest.
a Qualified tips. If your total income is less than $150,0600 ($300,000 if married filing jointly), enter

-A (Form 1040) for more information about whether you qualify for the deductions on lines 1a, 1b,

an estimate of your qualified tips up to $25,000 . B P
b Qualified overtime compensation. If your total income Is less than $150,000 ($300,000 if married
filing jointly), enter an estimate of your qualified overtime compensation up to $12,500 ($25,000 if
married filing jolntly) of the “and-a-half* portion of time-and-a-half compensation . . . . . . 1b §
c Quaﬂﬂedpmugervehideloanlntamt.lfywtotallmomelslessﬂlan$100.000($200.oootf
married filing jointly), enter an estimate of your qualified passenger vehicle loan interest up to $10,000 1¢ $
2 Addlines 1a,1b, and 1c.Entertheresulthere . . . . . . . . . . . . . . . . . .. 2 3
3  Senlors age 66 or clder. If your total income is less than $75,000 ($150,000 if married filing jointly):
a EnterSS.GOOifyouareageesorolderbefcretheendoftheyear - "
b Enter$6.0001fyourspouseisag965oro!derbeforemeendofmeyearandhasasoclal rity
numberval!dforemployment.......................&)s
4 Add(ines 3a and 3b. Enter the result here . e
§ Enter an estimate of your student loan interest, deductible IRA contributions, educator expenses,
alimony paid, and certain other adjustments from Schedule 1 (Form 1040), Part ll. See Pub. 505 for
mommfonnationss
6 Remized deductions. Enter an estimate of your 2026 itemized deductions from Schedule A (Form
1040). Such deductions may Include qualifying:
a Medical and dental expenses. Enter expenses in excess of 7.5% (0.075) of your total income 6a $
b Stataandlccalhxes.lfyourtotaltncomelslesstlmeSOs.OOO(szsz.SOOlfmam@dﬁltng
separately), enter state and local taxes paid up to $40,400 (320,260 if married filing separately) 6 3
¢ Home mortgage interest. If your home acquisition debt is less than $750,000 ($375,000 it
married filing separately), enter your home mortgage Interest expense (Including mortgage
fnsuranoepmmlums)..........................ecs
d Gifts to charities. Enter contributions in excess of 0.5% (0.005) of yourtotalincome . . . . e6d $
e Other itemized deductions. Enter the amount for other itemized deductions . . . . . .. 6e38
7  Addlines 8a, 6b, 6¢, 6d, and 6e. Entertheresulthere . . . . . . . . . . . . . . . 789
8 Limitation on itemized deductions.
a Enter your total income . s e e e e e e e e e e e e e e e i e e e .. pas$
b Subtract line 4 from line 8a. If line 4 is greater than line 8a, enter -0- here and on line 10, Skipline9 8b $
* $768,700 if you're married filing jointly or a qualifying surviving spouse
9 Enter: [o ,800 if you're single or head of household ] . 9 $
* $384,350 if you're married filing separately
10 if iine 9 is greater than line 8b, enter the amount from fine 7. Otherwise, multiply line 7 by 949 (0.94)
/andenterthares;dthere..........................10$
11 Standard deduction.
* $32,200 if you're married filing jointly or a qualifying surviving spouse
Enter: [°$24,1501fyou'rehsadofhoueehold .. 1383
* $16,100 if you're single or married filing separately
12  Cash gifts to charities. If you take the standard deduction, enter cash contributions up to $1,0600
($2.0005fmarﬂedﬁllngiointly)........................12$
13 Addlines 11 and 12. Entertheresuithere . . . . . . . . . . . . . . . . . ... 133
14  If ine 10 is greater than line 13, subtract line 11 from line 10 and enter the result here. If line 13 is
greater than line 10, enter the amountfromlinet2 . . . . . . . . . . . . . . . .. 14 $
16 Addlines 2, 4, 5, and 14. Enter tho result here and in Step4b)of FormW-4 . . . . . . . . . 15 $
Privacy Act and Roduction Act Natice, We ask for the information on You are not raquired to provide the information roquested on a form that Is

Intamal Revenua law. Genarally,
zzﬂm.mmmwmmm&.

The
for your Incoma tax retum.

from you. See tha instructions for your income tax

sul to the Paperwork Reduction Act unlass the form displays a valid OMB
wmm«.sm«mmmam«mmmm
retained as long as their contents may becoms material in tho administration of
, tax retumns and retumn information are

time and expenses reguired to completo end file this form will vary
depemmoln&vldua! clrcumstancas. For estimated averagss, see the
Instructions

if you have suggestions for making this form simpler, we would be happy to hoar
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Form 89-350-24-8-1-000 u. 10724)

Baployea's Name

Esployee's Residence

MISSISSIPPI EMPLOYEE'S WITHHOLDING EXEMPTION CERTIFICATE
—_—— e T oy SATRE L U CERLINIVALE

Huzber and Street City or Town State
o

CLAIM YOUR WITHHOLDING PERSOMAL EXEMPTION

Marital Status

_Porsonal Exemption Allowod

1. Single

e this form with your
loyer. Otherwise, you
ust withhold Mississippi
ncome tax from the full
mount of your wages.

2. Marital Status

(a)

Enter $6, 000 as exemption . . . . » $

Amount Claimed

Spouse NOTemployed: Enter $12, 000 *ls

(Chock Oao)

(b)

Spouse IS employed: Enter that part of
$12,000 claimed by you in multiplesof
$500. See instructions 2(b) below.» | §

3. Head of Fanily

Enter $9,500 as exemption. To qualify
as head of family, you must be single
and have a dependent living in the
home with you. See instructions 2(c)
and 2(d)below . . . . . . c..> |8

.

BMPLOYER :

this cartificate with

records. If the
mployee is believed to
ave claimed excess
xemption, the Department
£ Revenue should be
dvised.

You may claim $1,500 for each dependent*, other than
for taxpayer and spouse, who receives chief support
from you and who qualifies as a dependent for Federall

4. Dependents income tax purposes.
* A head of family may claim $1,500 for each
[Rraber Glateed dependent excluding the one which qualifies you
as head of family. Mulciply ber of dependents
claimed by you by $1,500. Enter amount claimed...p $
® Age 65 or older Husband Wife Single
5. Ago and * Blind Husband Wife Single
blindnass

Multiply the number of blocks checked by $1,500.
Enter the amount claimed . . . . . » $
* Noto: Ho exemption allowed for age or

litary Spousas
sidency Rolief Act

tion from Mississippi
thholding

ag:eedtcbxzouremglmer......

8. If you meet the conditions sat forth under the Service Member

b;&mgg Sg; gegndnnu;
6. TOTAL AMOUNT OF EXEMPTION CLAIMED - Linaes 1 through S5...» s
7. Additional dollar amount of withholding per pay period if $

. >

Civil Relief, as amended by the Military Spouses Residency
Relief Act, and have no Mississippi tax liability, write

“Bxempt" on Line 8. You must attach a copy of the Federal
Form DD-2058 and a copy of your Military Spouse ID Card to

this form so your employer can validate the exemption claim..»

I declare under the penalties imposed for filing false

reports that the amount of exemption claimed on this

certificate does not exceed the amount to which I am entitled or I am entitled to claim exempt status.

Employee's Signature:

Date:

INSTRUCTIONS

1. Tho porsonal exsmptions sfiowsd:
(8) Single individuats
{b) Manted tndividuat (Jointly)
(c) Head of tamiy
2 gigiming porsons) exomptions:
(9)Singlo Individusls enter $5,000 on Lino 1.

{b) Mz ffua aloint exemption of 000

{1 tha spouse is not employad, entsr $12,000 on Line 2{a). [f the spouse is employed, the
mwmustz.mmmwwwmmmwmm
chooso - in multiples of $500. For axampla, o taxpaysr may clatm $6,500 and the spouse
clzims $5,500; or tho taxpayer may claim $8,000 and the spouse deims $4,000. The tota)
cizimod by the taxpayer end spouse may not excead $12,000. Entar amount claimod by
you on Une 2(b).

(¢) Hoad of Pemily
A hegd of family is & singls individual who maintzing a homo which fs the peincipal place of
8bodo for himsalf snd at lsest ono other depondent. Singls Individuals quelifying as a head
of femily entor $9,500 on Lino 3. If the taxpeyer has mor than one cependent, addiional

exemplons are appliceble. Seo item (d).

mAwuwmmmmwmmwmm

Quaiies o8 a depondent for Fedoral income tax purposes. Hoad of famly lndividuala may

clzim g0 sdditions) for each dependent axpluding ¢

his dependent mother tiving with him. Tho taxpayer may cizim 2 sdditionsl exomptions.
Marriad or single individusls may claim gn sdditonal excmption far cach dependent, bxt

$6,000
$12,000
$9.500

() Dopendents $1.500
(6) Aga65and Over  $1,500
(0 Blindness $1.500

should aot include themsaives or thalr spouss.

Merriod may divide the number of thelr
betwaen tham in sny manner they choose:
who quaiily

An gdditional ex of 31,500 may bo clsimed by either or 9 or both if
(0] emplon may I‘W mgyﬂ' Epous

«ither or both gre bEind. No authorized by reason of
tindness. Chock applicable blocks on Line 5. Multiply number of biocks chocked on Line §
by $1.500 2nd entar entount of exemption cisimed.
Tote) Exemption Ctimod:
Add the emount of axemptions cisimed In each category and onter the total on Line 6. This
amount wil be used 63 8 basts for withholding income tax under the appropriata withhokding
tadlos.

4. A NEW EXEMPTION CERTIFICATE S4UST B8 FILED WITH YOUR EMPLOYER
WATHIN 30 DAYS AFTER ANY CHANGE [N YOUR EXEMPYION STATUS.

PENALTIES ARE IMPOSED FOR WILLFULLY SUPPLYING FALSE INFORMATION.

3. (P THE EMPLOYER PAILS TO RL8 AN EXEMPTION CERTIFICATE WITH KIS
EMPLOYER, INCOME TAX MUST GE WITHHELD BY THE EMPLOYER ON TOTAL
WAGES WITHOUT THE GENIFIT OF EXEMPTION.

To comply with the Military Spouse Residency Relief Act (PL111-07) signed on Nevember 11, 2009,




f«ﬁ? 2> Mississiepr Derta

Employee Emergency Contact Form

Name:

Department: Date:

Work Telephone: Cellular Telephone:
Email:

Primary Emergency Contact

Contact Name:

Relationship to Contact:

Telephone:

Email:

Secondary Emergency Contact

Contact Name:

Relationship to Contact:

Telephone:

Email:

Mississippi Delta Community College does not discriminate on the basis of age, race, color, national origin, religion, sex, sexual
orientation, gender identity or expression, physical or mental disability, pregnancy, or veteran status in its educational programs
and activities or in its employment practices. The following person has been designated to handle inquiries regarding the
non-discrimination policies: Waunita Reberts Jones, Executive Director of Human Resources, Stauffer-Wood Administration
Building, Suite 144, Office 145, P. 0. Box 668, Moorhead, MS 38761, 662-246-6309; EE

Imsdelta.edu..




Mississippi New Hire Reporting Form

Mail completed form to: Mississippi State Directory of New Hires
PO Box 437
Norwell, MA 02061

Or fax completed form to: 1-800-937-8668

Effective October 1, 1997, all Mississippi employers (or independent contractors) are required to report certain
information about personnel who have been newly hired, rehired, or have returned to work. Reports must be made
within 15 calendar days from date of hire. Employers must either (1) complete this form, or (2) submit a copy of
the worker’s IRS W-4 form with the “other information section” completed on this form, or (3) submit the
information by magnetic tape or floppy diskette. To submit new hire reports electronically, call 1-800-241-1330 to
obtain information.

Below, please complete all employer information

EMPLOYER INFORMATION

*Federal Employer Identification Number (FEIN): [6 |4 |- [s]ofJof1]1]o | 1]
(Please the same FEIN for which listed employee(s) quarterly wages will be reported under)

State Employer Identification Number (SEIN): I 6 I 9 I = | Ol 6 l 5 I 0 I 6 I 2 l 0 |
Mississippi Delta Community College DBA:

*Employer Name:

* A ddress: Human Resources

P.O Box 668

(Please indicate the address where the Income Withholding Order will be sent)
*City: _ Moorhead *State: MS *Zip Code: 38761 +4. 0668
Contact Name; _ /aunita Roberts-Jones Phone:  (662) 246-6241

Email: Wroberts@msdelta.edu

Below, please complete one entry for each new employee

EMPLOYEE INFORMATION

*Social Security Number: I I I I—l I | -| I I I I Gender (circle one): Male Female

*First Name: Middle:

*Last Name:

*Employee Address:

*City: *State: *Zip Code: +4:

Date of Birth: / / *Date of Hire: / / State of Hire

Employee Salary: Payment Frequency (circle one): Weekly Bi-weekly Monthly Annually

Is this employee eligible for medical insurance (circle one)? Yes No

For information please visit our website at www.ms-newhire.com or call us toll-free at 1-800-241-1330




Direct Deposit Agreement Form
Authorization Asreement

I'hereby authorize Mississippi Delta Community College to initiate automatic deposits to my account at the financial
institution named below. T also authorize Mississippi Delta Community College to make withdrawals from this
account in the event that a credit entry is made in error.

Further, I agree not to hold Mississippi Delta Community College responsible for any delay or loss of funds due to
incorrect or incomplete information supplied by me or by my financial institution or due to an error on the part of my
financial institution in depositing funds to my account. I also understand that it is my responsibility to make sure that
Human Resources has a valid mailing address on file to ensure delivery of my first payroll check. which will be
mailed if account information is not received in time to implement direct deposit. Every check thereafier, will be
deposited into my account.

This agreement will remain in effect until Mississippi Delta Community College receives a written notice of change
from me or my financial institution. or until [ submit a new direct deposit form to Human Resources.

Account Information

Name of Financial Institution:

Routing Number:

Account Number; (] Checking [] Savings

% or § Amount

Name of Financial Institution:

Routing Number:

Account Number:; ] Checking l:l Savings

% or § Amount
bl s G R RS TG natiir s (L i S e
Authorized Signature: Date:
Employee Name (Print): ID #: *

* Leave ID # blank if you are a new employee
o NEWACCOUNT ADD ACCOUNT 0 CHANGE ACCOUNT 1 CHANGE % or S AMOUNT

PLEASE ATTACH A VOIDED CHECK OR OFFICIAL DOCUMENTATION FROM YOUR BANK AND RETURN
FHIS FORM TO HUMAN RESOURCES; DIRECT DEPOSITS WILL NOT BE PROCESSED WITHOUT THIS
INFORMATION.

HR Form 03/18/2021
Revised 5/27/2021



Americans with Disabilities Act (ADA)
Accommodations Request Form

Mississippi Delta Community College is committed to equal employment opportunity and affirmative action for the
disabled. As a government contractor, the Mississippi Community College Board Executive Office is subject to the
Americans with Disabilities Act of 1990 (ADA). and therefore must comply with governmental recordkeeping,
reporting, and other requirements.

A disable person is defined as:

1. Anindividual who has a physical or mental impairment that substantially limits a major life activity;
2. An individual who has a record of a substantially limiting impairment; and
3. Anindividual who is regarded as having substantially limiting impairment.

Those who believe themselves covered by the Act and who wish to benefit under Mississippi Delta Community
College’s Affirmative Action Plan are asked to identify themselves. All information will be considered confidential
except (1) supervisors may be informed regarding work restrictions or accommodations: (2) emergency response
workers may be informed for first aid purposes; (3) governmental officials investigating compliance of the Act will be
informed. Choosing not to provide this information will not result in adverse treatment or disciplinary action.

00 ADA information is not applicable.

Signature Date

0 [ choose not to provide ADA status information.

Signature Date
DATE:
NAME: 4 ) SEX: M F  (Circle One)
MDCC EMPLOYEE ID #: BIRTH DATE:
POSITION TITLE:

DEPARTMENT/OFFICE:

BRIEFLY DESCRIBE YOUR DISABILITY:

Please describe any reasonable accommodations that you request Mississippi Delta Community College to make to
enable you to perform your job in a proper and safe manner.

HR FORM 12/11/2020




DRUG FREE ENVIRONMENT POLICY

Mississippl Detts Comsanity Collegs 23 adopted and implomenicd a progrm to provent the
Mmmmew:gmwsum%gmu
ucnﬂﬁumammmmm

Mississlppl Dolta Commmnlty Coflege is committed to matataining o drugHfive caviresmentin
wﬂmumuwcaMhumc:mwwa

(el drags aro dafinad in Seotion 202 of tho Condrolad Substanco Act; azd tho Misalaslgpl
Uniftem Costrolied Substanoo Law, Misctasiopl Cods supplement (1589). Alohatlo bevernges
aro Gaftnod in Socticns 41-29-139, 141, 61-1:87, 81, 97-39-7 of tho damtielpd Codo Aznotated
for 1972 (1989 Supgplomens).

' Aa pacifiod i Soction 41-29-142, 41:29-139, 61-181, 973947 of o Misaisslgpl Codo
wwm»m»mmmma&un
eatiego propenty; gublis drunk on actlega propenty; utliisstion of Glso D to obtaln elechol:
mmamammmmmﬁmmw
sclioals; pessassion of paraphematias sadgato of Sexcticns cange fom feesof
m, aiiilica and jall seatences of 30 days i the county fofl 9 30 yexs in o state

WMMWMMQMMW.«
distelbution of iliicis and slochol ead
drugs noleding dig parzphormatia, on camps and during any

who of tho abovo stated 0
m :m viotating paticy can expect to foo diselptinary

8) Suspeasion a3 en employes fiom o coflogn,

5) Refberat to law eafhecementegency.

©) Tormisaticn fom emplopment, |
cter

) :& mmmmwmmcu

* Enployos Slgut [y



EMPLOYEE ACKNOWLEDGEMENT

Mississippi Deita Community College provides qualified, competent administraters, Geulty, and staff
members who are committed to fulfilling the goals of the institution.

Definitions:

o “Centractual® employeo - a full-time edministrator, faculty, or staff member who is under written
gantmst A written contract establishes the terms and conditions of eniployment.

o An*at wilP? employee (zea-contractual fisfl time or part time) serves “at will” of the President.
This ceans that eitker the college or the employee may terminate the employment relaticnship at
any tims, with or without zotice and with or witkout cause.

Probation:

MMMMM@WNNW&&MW&M&
employment pericd. Probation also applizs when an employee takes a now position. During the
ammmumwmmummwmmmxm
the appropeiate administrator will recommend to the President whetker or not a faculty/staff member's
employment should be renewed or discontinued.

Noa-contractual is g from his or ber effective
. gy employee"s probationary pericd is ane year or




(ISS. CODE ANN. §25-1-113
EMPLOVEE CERTIRCATION AND AUTHORIZATICN STATEMENT

Saction 25-1+113, Mississiap! Coda of 1972, as amandad, prahibits the hirtng far public employmant of tndividugls
who have bean canvicted of or glead gufity to the uniswitd taking or miszppropristion of putiic fimds affective iuly
1, 2013, Efectiva fuly 1, 2014, the State cannot cantiniue ¢0 empisy o persen who has been convicted or pled gutity
to thaurhiwful enisapprepriation of pubiic knds. Specifically, Sectfan 25-3-113, has been amendad to read as

mMMwmm.wmmmmem 8F coztinite tO GMEIoN
perssn who hias boen convicted or plad guiity in sny court of this statn, ansther state, or tn fodara) of sny
Calony in which public funds were unfawiilly taken, obtained or misapproprizted in the abuse or sisuse of the
persen’s ffiea oremployment or money coming into tho parson’s hands by virtue of the persen’s offica or

ammmuMummamm«wummmmdwﬂum
in any coust of this state, ancthar stata, o in fedaral court of any felony tn which public funds were untzufly
taken, obtainad or misspprapriated in the abuse or misuse of my cffice o employment or money comisig tnto my
tiands by virtue of my offica ar emplioyment. | understand that any convistion of embazztement will disguality me
from employment with the Stata ef Mississippl and rasult in my termination.

| swear graffirm that | hava never been convicted or plod guilty i any court of this state, anather state, er b
fedoral court of any falony tn which public funds were unfawfilly takan, obtainad or misappropsatad by tha abuse
or misuse of any offica or employment or manay coming (nto mykands by virtue of my offica or employmant.

ummmwmmmwmawmammm
atanytima as a condition of and/or subsequent to my emplopment. | anderstend end edmowdedgo that | may
mwmmmmmmmmnwmmwum
and ey employment may be terminated. { frther undiorstand and coknowledso thot shoukd the arimisal
muwmﬁwummmcmmw«mmomwmma
mwmmmawmmwmm:wmmmwmw
mmmam:mummmmwmm
mm&mmmmmmm to my employment being found to be I vickstion of Section

Signature of Employea Date
Employea’s Name = Printed Data of Birth
Social Securfty Number

Stgnature ef Witness Date

Nama of Witnass - Printed



CD Membership Application

P E Ig Form 1 - Revised 02/11/2026

'f MISSISSIPPY Please print or type in black ink. Completed form should be mailed or faxed to PERS. See bottom of form for contact information.

(1) Member Information - == Attach a copy of the member's Social Security card

First Name: Ml Last Name: Gender: OM OF
Provide previous name, if applicable. First Name: M Last Name:

Social Security No.: Birth Date mm/dd/ceyy: X __E-Mail:

Mailing Address: City: State: Zip:

Mobile Phone: Other Phone:

Have you pravicusly served on active duty in the U.S. Armed Forces? If yes, == attach a legibie Form(s) DD214 .......co...o..oooooor. ....,.......@Yes @No
Have you ever been a member of the Optional Retirement Plan (ORP) for Institutions of Higher Learning in the State of Mississippi? .@Yes ©No

(2] Retirement Plan - Plans are governmental plans qualified under Section 401(a) of the Internal Revenue Code. Select applicable plan.
0 Public Employees’ Retirement System of Mississippi (PERS) O Mississippi Highway Safety Patrol Retirement System (MHSPRS)
(3] Family Information - Use additional Membership Applications if listing more than four dependent children. Information is for determining statutory
benefits anly. Use Form 18, Beneficiary Designation, to officially designate any and all beneficiaries.
Marital Status - Select cne. Add date for last three. @Single @Mam‘ed @Divorced @Widowed Effective Date mm/dd/ccyy:
Spouse’s Full Name Social Security No. Birth Date mm/dd/ceyy Wedding Date mm/dd/ccyy Gender
OM OF

Dependent Child's Full Name — Up lo age Soclal Security No. Birth Date mm/dd/ccyy Relationship Gender
19, or 23 if unmarried and a full-time student

oM OF

oM aF

oM 3aF

OM OF

(4] Member Certification - / certify that the above information is true and correct Furthermore, | understand that if | became a member of PERS on or after
March 1, 2026, | have been automatically enrolled in a hybrid retirement plan, which consists of a defined benefit and defined contribution components
administered by PERS and a contracted third-party administrator.

Member’s Signature: Date mm/dd/ccyy:

(5} Employer Certification - This section must be completed by an authorized employer representative, not the member.

Member's Pasition Held/Job Title: Member's Hire Date for Position mm/dd/ccyy:

Member's Status: Elected Official: @Yes ©no Fee Paid Official: @Yes @no Public Safety Employee: @Yes @No
Employer Name: MiSSiSSjppi Delta Community Coliege PERS Employer No.: 0620

Employer Representative's Name: YWaunita Roberts-Jones Employer Representative's Title: EXecutive Director of Human Resources

Employer Representative's Phone: (B62) 246-6241 Fax: (662) 246-9632 E-Mail: WrObeﬁs@dee!ta-edu

As employer representative, | certify that employment in this position meets the eligibility requirements of PERS Board of Trustees Regulation 25, Eligibility of
Part-time Employees for State Retirernent Annuity Service Credit, and PERS Board of Trustees Regulation 36, Eligibility for Membership in the Public
Employees' Retirement System of Mississippi (PERS). | understand that, if the employee named in Section 1 became a member of PERS on or after March
1. 2028, | am required to report employee information, as well as contributions as defined in state statute to both PERS and the contracted third-party
administrator. Mandatory employer contributions must be reported to PERS.

Employer Representative’s Signature: Date mm/dd/ccyy: i

Public Employees’ Retirement System of Mississippi
429 Mississippi Street, Jackson, MS 39201-1005  800.444.7377  601.359.3589 601.359.5262, fax  www.pers.ms.gov




Form 1B - Revised 08/30/2022

CD Beneficiary Designation
PERS

of MISSISSIPPI Plaase print or type in black ink. Completed form should be mafled or faxed to PERS. Ses bottom of form for contact information.

0 Member/Retiree Information

First Name: Mi: Last Name: O Member [ Retiree
Secial Saecurity No.: Blrth Date mmv/dd/ceyy: GenderOM OF

9 Retirement Plan - Plans are govemmenta! dofined benefit plans qualified under Section 401(a) of the Intemal Revenue Code. Sefact appiicable plan.

Q Public Employses’ Retirement System of Missigsippl (PERS) O Mississippi Highway Safety Patrol Retirement System (MHSPRS)
O Supplemental Lagislative Retirement Plan (SLRP)

(3] Beneficlary Information - Use additional Form 18, Beneficiary Designation, to designate additional beneficiarios. If more than one primary beneficiary
Is named, the primary bensficlaries shall share aquatly unless otherwise indicated. Likewise, i more than one secondary beneficiary is named, the secondary
benoficiarias shall share equally unless othsrwise Indicated. Total primary beneficlaries must equal 160 percent, and total secondary beneficiaries must equal
100 percent. Secondary bensficlaries wﬂlwﬂymceﬁmpaymemffeﬂﬂstedpmmybeneﬂcfadosmdooaasod.

Benoficlary Namo Soclal Seeurity No. Blrth Date Relationship Benoficlary Percantage Gonder
mm/dd/ccyy P=Primay,

Use whole numbers
OPOs_______% OMOF
oe Os % OM OF
op Os % OM OF
aop as % OM OF

ae Os % OM OF

o Member/Retiree Cemﬂmuon-mwwmmmmmmmlmmmdmmmmmmcnmma.aeopyof
the durable power of attomey, conservalorship or guardianship papers, oromerlogaldocumenlaaspmofol&umomyb 8ign this form.

[n] Rember-ladmowladgoandundmtandthauhoFERSBMMTmm&eqummmhmmnwmuﬁquom
mmmmmmmmumamm.rommmmwmmmmmmmdmymmwb
reﬁrement.lherebydaslgnawmeabwebenaﬁdafy(!es)tomeeivemapaymofmymmmtedmmhuMandanyMWranMI
wmmmwmtwmmwhmaybefaqufmdbylawtobopatdmatmayﬂmn.palﬁailyortntsuy.anypaytmmtomy

gnated beneficiary(ies).

(w] Roﬂm-lhembydeslmammeabovebemﬁdary(les)toroee{vemymsrduaiamoumpayab!ebymmnofmydmandmadeamcfmyfm
annuitant(s), if applicable.

Member/Retirea's Signature: Date mm/dd/ceyy:,

(5 Employer Certification - This section must be completed by an authorized employer rapresentative, not the member, Only complate for active members.
Employer Name: MiSSISSIppi Delta Community College Emptoyor No. 0620 000

Employer Representative’s Name: Y¥a@UNIta Roberts-Jones Emgloyer R tative's Tite: EXECUtIVe Director of Human Resources
Employer Representative’s Phone: (662) 246-6241 Fax; (662) 246-6392 E-Mail: Wl'ObOI’tS@ITlSdG“a

Employer Ropresentative’s Signature: Date mm/dd/ceyy:

Public Employees* Retirement System of Mississippi
429 Mississippi Street, Jackson, MS 39201-1005  800.444.7377 601.359.3589 601 .359.5262, fax www.pers.ms.gov



PERS mnécm &pmgloyment Acknowledgment

of MISSISSIPPI Flaas print or type in biack ink. Complatad form should bo mafed orfaxad to PERS, Soe bottom of form for contact informaticn.

O employoo Status
First Name: ™ Last Nama: Gender OM QF

Is employeo cumently receiving PERS senvica retirement benefits? Choose yas or no end follow ratefed instructions.

0 Yes ~ Do not complata form. Instesd, completo PERS Form 48, Roemploymant of PERS Retireo Cortifcation/Acknowledgament.
O No ~ Centinue to naxt quastion.

uWMWMamwmmmwuuwmmummwmwmm

O Yes ~ Chooza typa of employee for tho employer to be Bstad in Saction 4 and follow relatad instucticns.
O Tempasrary or intarmittent Past-Time Employeo - Continuo (0 Soction 2.

0 Etigibla Pars-Timo Employes (moeting efigibily requiraments Bstad i Soction 105 ¢f PERS Board of Trustees Regufation 36 as R relatas to
dual employment) - Do not compialo this form. Instead, complato PERS Form 1, Membarship Application.

01 No - Continuo to Section 2

© Employee Information

Mailing Addrase: chy:, Stato: ap:
Phona: O Ceflular O Homs OWork Pheno: O Cellar O Homo O Work

© Employos Acknowtedgment

| hereby ecknowledsa that | em ot recelving senvico retiremant benefs from PERS and that employmsnt doos not maeat the eligibitty requirements of
mmas?mum amimwmdm&u o i |, oot oot e o

{ am
caverago for this employment undar the grovisions of PERS. CD ¥ suthorizod reprasantative signs this sttach of the duradlo power cf
mmmwmwmammmﬂmummdmwmmm o capy

Employea's Signatura: Dato mmdd/ecyy:

o mmmmn-mmmnmwwmmwmmmm
Employoo’s Pesition HaldfSob Titia:

Employaa's Hire Dato mmitdiayy: Employeo’s Tarmination Date mm/tidioyy:

Employer Neme: Employer No.: -

Employer Representativa’s Nama: Employer Representative's Tia:

Employer Reprasentativa’s Phono: Fax: E-Mat:

As represcntative, | undaratand that wages eamod and paid to the abovernamad individul during pertod of employment will cat bo subject to

this
wmmumwmwmmmamm«mwambmw racord of a

retrement plen administerad by PERS in an to dafraud tho plan may be subject to criminal WMUM%MW

abave information lg trua and comact and that in this pesition doas not meet the requirements of PERS Board of Truatess Ragulation
of Perttime Annilly Ssrvico Rogulation 38, Sigkaly

Employer Reprosentative's Signature: Oato mmiddocyy.

Public Employees’ Ratirement System of
429 iississipp! Straat, Jacksan, MS 392011003 800.444.7377 601.359.3539  601.3%9.5262, fax WWW,Pers.ms.gov



Form 4B~ Ravised

PE]’G wm& m@:nm«wdﬁﬁmmwmmmm
of NISSISSIPPI w@mm&m«'w’bm&ea m»ammhr'm'mm e

O Reemploymgg} ngi; PERS Service Retiree Certification/Acknowledgement

© Ratiree Information

First Name: ME; Last Name:

Mating Address: Cly: Stata: Zp:

Social Security No.: E-Meit:

Phone: O Ceilular O Home O Work Phena: O Celiular O Homo O Work
Posttion/Agency from which Refired: Ratirement Oate mmidooyy:

© Annual Retireo Acknowledgement and Election - Fisase check ano.

lmmwlmmwmmbmmmmm%wmmm 1,
Roampicymant sfier Retirament, which stipulates that | must be retired at feest 80 or | forfelt banef®, With that , | make the
mmmmmmmmmg»u-mnmmm i
A.___ I heraby cloctto bo @ coverod employor for a pariod of timoa not to excoed ona-half of the nonnal werking o hours for tha l-tmo
equivalent position mzwwmmmmms.mlvmmvemmamm-mdenwme«wmmmm
{ha time f employment. mmmmwwss end | will eam no mare than
$ during tha atato fiscal year indicated tn 3

a._lWMbmmmmmwmmuwdmmwmwmmmmm

allowense. My final averago compensation at ratirement wes and | wil eam no more than $
mwm&wmmmmmmmwm

Retirea's Signature: Bato mmfddecyy,

() Employer Cestification - This soctien should bo compietad by an euthorfrad employer repressatative, not the ratioe.

| haseby that tha above-namod indlvidual, who &3 & servios retires raceiving PERS, i3 employed inthe positicn

eccordence with the resmploymant provisions as & in Mis3 Coda Ann. § 26-11-127 (1972 as amendod) and i accordance with the provisions of

PERS Reguaticn 34, Roemployment aftor Retirement, | wages and paldto this period of

wwuwmmmmg by PERS and tho appticable on tho wages
%mn%%mrmmmmwa?m«wmw%uuwwmx&

mmmwwmmmmmm'hmmmgmmi Information befow b o and conect '

Retirea’s Posttion Job Tite: Flscal Year of Roemployment (fuly 1 -Juna 80):

Retireo Employed through Third Party: €I No O Yes Nameo of Third Perty:

Employer Nama: Employer No.: -

Emplayer Reprasentativ's Nama: Employer Representativo's Tie:

Empleyer Rapresentative's Phona: Fax E-Mat:

Emplcyar Representative's Signatura: Oato mmitdiocyy:

Public Employees’ Rettrement System of
429 Misstssippi Stroat, Jackson, MS 39201-1005  £00.444.7377  601.359.3589 601.359.5261, fox  www.pers.ms.gov



STATE OF MISSISSIPPI
STATE AND SCHOOL EMPLOYEES' HEALTH INSURANCE PLAN
APPLICATION FOR COVERAGE

PLEASE PRINT Employer Name
Section A: Enrollee information (all fields are required)
Soclal Security Number First Name Ml Last Name
Home Address City State ue
Primary Telephone Number Secondary Telephone Number | Personal Email Address
Status Gﬁer Date of BIrth (mm/dd/yyyy) | Date of Employment/Refirement |-
singe [] Manied Male [] remale
Were you ever a full-ime employeo of a covered entity under the Plan priorto 171720062 [CINo (Horizon) Oves (Legacy)

If yes. please fist your most recent (pre-1/1/06) employer and dates of employment:
if manied, is your spouse a Plan participant? Ume yos, Spouse Name and SSN:

Section B: Health Insurance Membership Agreement Authorization (CHECK ONLY ONE BOX, SIGN AND DATE) ‘
O | hereby apply fo ADD. CONTINUE AND/OR CHANGE COVERAGE for myself andfor my dependents named on this Application For
Coverage form through the State and Schoo! ployees' Health Insurance Plan {PLAN). | certify that dll information provided by me on this
applicafion is complete and accurate, and is the basis for providing coverage herein. | understand that any misrepresentation by me or my
dependents may result In the cancellation of my/our coverage under the PLAN. | understand that the coverage applied for is subject to all
exclusions, provisions, and fimitations set forth by the Plan Document. | agres to be bound by all terms and conditions of the PLAN. | understand
and agree that if my application for coverage Is approved, any requested coverage changes will be effective the date fixed by the PLAN or
its Administrator. 1 understand that if the requested coverage Is approved, | am responsible for payment of the appropriate premiums and
hereby authorize for such payments to be payroll deducted, or as appropriate, withheld from my State of Mississippi refirement benefits.

1 heseby WAIVE COVERAGE In the State and School Employees’ Hedith Insurance Plan. | hove been offered coverage (or am eligible for
continuation of coverage) through the PLAN, but | elect not to be covered. | understand that by waiving coverage at this fime, | may only
request coverage for myself or myself and efigible dependents at an Open Enroliment Perod or duting a Specicd Enrollment Period. | understand
thatifl am a refiree and | waive coverage, | will not be allowed to re-enrail or have my coverage reinstated at a later date. if you are walving
covesage because you are cumently covered under another hedfth Insurance policy, please complete Section D.

Enrollee Signature: Date:

Section C: Coverage

Enrcllee Type: Coverage Type: Coverage Opflon: ?&?@?‘33&? St Ehves Bk
[] employee - Legacy | [Jenroliee Ony (Choose Only One) [J+A" eftective Date:
:mﬁr.:l::ee - Horizon Enrollee : CSp';:se O select D..B.. Effective Date:
& Enrollee
Reason for Entiflement:
COBRA Enrollee + Children Base (HGH DEDUCT! 7 ESRD Disabil
[] surviving Spouse Enrollee + Spouse & Chid{ren) o " | O L O Y

Are you a tobacco user? D Yes D No it yes, are you interested in participating in the Plan's free cessation program? [J Yes [J No

Section D: Other Coverage Information

Do any of the persons listed on this application have other hegith insurance coveragedJves [INo Ifyes, please provide the following:

Name of Individual Covered: 1. 2. 3. 4.
Pollcyholder's Name:
Pollcyholder’s Date of Birth:
Poflcyholder's Insurance
Efective Date:
et/ ':lum lo cos
Policyhelder's Employment  Active, Retires or COBRA  Active, Refree or COBRA ve, orCOBRA  Aciive, Refirae or COBRA
sieton o0 o 8T &89 ey
{nsurance Company Name
address & phone #:

Coverage Type: D crwNenGow Deoup NonGowe L Group CINonGroue O Group CINon-Growp

Application for Coverage Mississippl State and Schoo! Employees’ Hedlth Insurance Plan Hedlthl (1717)



Enrollee Last Name: Flrst Name: Enrollee SSN:
Section E: Dependents

Dependenis to be Covered | Relation to Soclal Security | Date of Blith Address Cumrent Status

(Last Name, First Name, MI} Enroflee Number (mm/gglwyy) (it different from Enrollee)

1. Spouse Employed?
Male H Yes
Femdle No

2. [Json Child under 26

|_JDaughter Disabled

3. Bw' Child under 26
Daughter Disabted

4. son Child under 26
Daughter Disabled

Are any of the dependents listed above covered by Medicare Part AorPart B2  [] Yes ONo

If yes, please provide the following:

Name Medicare Number Part A Effective Date Part B Efective Date  Medicare Reason

Section F: Change Information

Oadd Enroflee: [0 open Enroiiment DMchage Osirtn DAdoption Oioss of Coverage due to Divorce
O other: Requested Effective Date:

DAdd Dependent(s): DOpen Enrollment DMcmiage Osirin DAdopﬁon Oother:
(List oll dependents in Section E.) Qudlifying Event/ Effective Date:

DChange Coverage: EI Base Coverage Osetect Coverage

Cloren nependent(s): [JDivorce [peceased [lother:

Provide information below for dependents to be dropped:
Name Soclal Security Number

Requested Termination Pate

[0 other changes (Explain):

FOR EMPLOYER / ADMINISTRATORUSE ONLY:  GROUP NUMBER: _ ENTERED BY:

Now Logacy Employee, Roquasted Effoctive Data: DATE:

Now Horizon Employee, Requestod Effactive Data:

Rafiree, Requsstod Effactive Date: VERIFED BY:

COBRA, Roguaestod Effoctve Date: DATE:

Surviving Spouse, Requastad Effective Date:

Change(s), Requestod Effoctive Dats:

‘Print

Application for Coverage Mississippi State and School Employees’ Hedlth Insurance Plan Healthl (1717}



STATE AND SCHOOL EMPLOYEES’ LIFE INSURANCE PLAN

ENROLLMENT/CHANGE REQUEST FORM
Underwritten by Minnesota Life Insurance Company, an affiliate of Securian Financial Group, Inc.

Policy 33683-G
SECTION A: Employee/Employer Information
Employee/Retiree Last Name: First Name: MI: | Sodal Security Number: Birthdate: (vmDD/YYYY):
Employee/Retiree Home Address: Email Address: Home Phone:
Altemate Phone:
Employer Name: Employer Phone:

Employer Address:

SECTION B: Coverage (NOTE: For more information on available coverage, contact Minnesota Life toll freo at 877-348-9217)

- : Life benefits and Accidental Death and Dismemberment (AD&D) maximums are based on two times
the employse's annual wage rounded to the next higher one thousand dollars, subject to a minimum of $30,000 and a maximum of
$100,000. The employee and employer each pay 50 percent of the monthly premium.

D New Employee - Applications made within initial 31 days of employment; coverage becomss effactive on the first day of employment.

D Late Enrollee Applicant - Applications made after initial 31 days of employment wiil be subject to medical evidence of insurability;
coverage will bacome effective on the first day of the month after or coincident with date of approval by Minnesota Life. (Employee
must also complete the Minnescta Life G LIFE INSURANCE form.)

Date of Employment:

LOYEE; Life benefit amounts are limited to $5,000, $10,000 or $20,000. Retired empioyees are not eligible for AD&D
benefits. A retired employes should apply before, but no later than 31 days after the date active employee coverage terminates. A
retiree pays 160 percent of the monthly premium.

Date of Retirement: COVERAGE AMOUNT REQUESTED: [ 35,600 [] s10,000 [] 20,000

DISABLED EMPLOYEE: Life benefit amounts are equal to employes's current benefit level at the time coverage ceases as an active
employee. Disabled employees must apply no later than 31 days from the date active employee coverage teminates. Minnesota Life
Is solely rasponsible for evaluating applications for coverage continuation. Premiums are waived after the first nine months.

(Employee must aiso complets the Minnescta Life NOTICE OF DISABA [TV and A

Date of Disability:

SECTION C: Beneficiary Information

2. Scroll down to the Life Benefits section below Medical Bensfits. This section will show you the effective date and amount of life
insurance caverage you have.

3. Clickthe link in the Life Benefits section and you will be redirected to Minnesota Life's online beneficiary management tool. Follow
the instructions on the site to submit your beneficiary designation.

Once you submit your beneficiary Information, a confirmation statement will be mailed to you. You may view or update your beneficiary
information any time by accessing Minnesota Life's website through the myBlue portal.

If you do not designate a lifo Insurance beneficiary, any resulting life insurance benefits will be pald according to the defaults set
forth in the policy.

If you do not have Intemet access, contact Minnesota Life toll free at 877-348-9217 to request a paper beneficiary designation form.

Enroliment/Change Request Form Page 1 of 2 MSLIFEAPP 12/2016



' Employee/Retiree Last Name First Name MI | Social Security Number Daytime Phone

SECTION D: Authorization and Certification

| I'am applying for group term life insurance for myself through the State and School Employees’ Life Insurance Plan (Plan). |
understand that if my application is approved, coverage will become effective on the date fixed by the Plan or Minnesota Life.
I certify that all information on this form is true and complete to the best of my knowledge and belief. | understand that this
insurance is subject to all of the terms of the Plan of Insurance contained in the Minnesota Life Insurance Company, Group
Policy #33683-G, and summarized in the Certificate of Coverage provided to me. | understand that any misrepresentation by
me may result in the cancellation or rescission of coverage under the Plan.

I understand that if | am a late enrollee applicant, any insurance subject to evidence of good health or medical information will
not become effective until Minnesota Life gives its written consent. | understand that my eligibility may be affected in the event
| fail to sign this form within 31 days of the effective date of eligibility, or if for any reason my employer does not receive the
| Enrollment/Change Request Form within a reasonable time following the event.

I understand and authorize that the appropriate premiums for the coverage requested will be deducted from my wages or
retirement benefits, as appropriate, and authorize release of employment and payroll information or other such eligibility
information to the Plan and/or Minnesota Life as needed to verify my eligibility, benefit amounts, or other such information
necessary in the proper administration of the Plan.

Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other person files an
| application for insurance or statement of claim containing any materially false information or conceals, for the purpose of
misleading, information concemning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects
such person to criminal and civil penalties.

i
I Employee/Retiree Signature (Required) Date

SECTION E: Waiver/Reguest to Cancel Coverage (Only complete this section to waive or cancel coverage.)

[:]Waiver of Coverage — | hereby decline to apply for life insurance coverage in the State and School Employees’ Life
[ Insurance Plan. | understand that an active employee who waives coverage in the Plan may apply for coverage at a later

date so long as he continues to qualify as an active employee. | further understand that late enrollee applicants are subject
to medical evidence of insurability that may result in coverage being denied. | understand that a service retired employee
or totally disabled employee who declines to apply for continuation of coverage in the Plan within 31 days of the date his
coverage ceases as an active employee, forfeits his right to participate in the State and School Employees' Life Insurance
Plan and will not be allowed to apply at a later date.

\

I:]Cancellation of Coverage - | hereby request that my life insurance coverage in the State and School Employees’ Life
Insurance Plan be cancelled. | understand that an active employee who cancels his coverage in the Plan may apply for
coverage at a later date so long as he continues to qualify as an active employee. | further understand that late enrollee
applicants are subject to medical evidence of insurability that may result in coverage being denied. | understand that a
service retired employee or totally disabled employee who cancels his coverage in the Plan forfeits his right to participate
in the State and School Employees’ Life Insurance Plan and will not be allowed to apply at a later date.

SIGN BELOW ONLY IF YOU DO NOT WANT LIFE INSURANCE COVERAGE.

Employee/Retiree Signature Date

FOR QUESTIONS REGARDING THE STATE AND SCHOOL EMPLOYEES' LIFE INSURANCE PLAN, VISIT THE PLAN'S WEBSITE AT
hito://KnowYourBenefits.dfa.ms.qov/ OR CONTACT THE DFA-OFFICE OF INSURANCE AT 866-586-2781.

FOR PERSONNEL/PAYROLL USE ONLY

COVERAGE AMOUNT: REQUESTED EFFECTIVE DATE: | GROUP NUMBER: " INFORMATION VERIFIED: (INITIAL AND DATE)

|
|
{

Print



MISSISSIPPI DELTA COMMUNITY COLLEGE
INFORMATION NETWORK RESOURCES POLICIES & PROCEDURES

l. INTRODUCTION AND PURPOSE

The purpose of the MDCC Information Network is to support the overall educational mission of the
college, in accordance with college policies. Access to the network and its resources is a privilege.
Network users must respect the rights of others and the integrity of the components of the
network.

This policy governs the use of all computers, computer-based networks, and related hardware and
software at Mississippi Delta Community College. Under federal statutes and the sections of the
Mississippi code that regulates the use of these resources, the college is required to ensure that this
equipment and software are used properly, and for the purpose for which state funds were expended.
The intent of this policy is to allow maximum freedom of use consistent with state and federal law,
college palicy and a productive work environment.

Il. SCOPE

This policy applies to all college faculty, staff, administrators, students, and members of the community
who use the College network resources. It covers all computing hardware that is connected to the
network, including microcomputers, printers, etc. It also includes all network infrastructure: data
wiring and fiber optic cable, routers, switches, hubs, servers, data connectors, and all other associated
hardware and materials.

The following types of software are covered under this policy: operating systems, network
software, compilers, and all instructional and application software defined as “supported by the
college®.

The following categories of data systems are included: the administrative and student information
system and data that have been collected or generated by the college. Not covered is software or
data that the college does not support, even though such may be stored on college hardware and/or
used by individual departments.

Il. GENERAL STATEMENTS

A. Training - Training is provided for administration, faculty and staff as new hardware, software and
services are made available. Prior to receiving access to the network, each employee must
demonstrate a satisfactory level of proficiency in certain areas such as proper use of passwords,
how to access the Internet, e-mail, administrative software, and other application software.
Administration, faculty, and staff are encouraged to attend workshops and classes at off-site
locations provided sufficient funds are available in the departmental budgets.

Training will be made available to the employee at the time of employment.



B. Network Access - Network access is controlled by passwords, and the level of access
granted is determined by a user's job-related or educational requirements.

1. Usernames and Passwords — Users will be assigned a username and password
which should not be disclosed. Usernames will follow a naming convention
developed by the Office of Information Technology. Passwords must be at least
eight positions in length. The recommended length is eight to twelve positions.
Passwords must contain an upper-case character, a lower-case character and must
contain at least one number, and may not contain spaces. The password should
not contain the user’s account name or parts of the user’s full name. Users will be
required to change passwords periodically. The password cannot be the same as
the last four used passwords. Requests for new usernames and passwords should
be submitted and approved using the User Access Request Form. Requests for
usernames and passwords to be deleted from the computer system when an
employee is terminated should be submitted and approved using the College’s
Employee Departure Form.

2. Accounts — Network accounts for employees are managed by the Office of
Information Technology staff. Requests for establishment or modification of
employee accounts must be approved at the Dean/Director level or above. Specific
access granted to an employee account is subject to approval by the appropriate
Dean/Director with the guidance of the Director of Information Technology.
Removal of an account occurs when the owner is no longer an employee of the
college, or when disciplinary action is indicated. It is the responsibility of the
employee’s supervisor to notify information Technology staff within 24 hours of an
account holder's separation from service. Student accounts and public accounts
must be requested and maintained
by the appropriate department under the supervision of Information Technology
staff.

C. Ethical Use - The network is for official college use only and must not be used for personal
business, profit-making ventures, political activities, or to harass or offend anyone. Some
employees will be given access to the student information systems and/or other
administrative systems. The confidentiality of these records is governed by the federal
Family Education Rights and Privacy Act of 1974 (a.k.a. Buckley Amendment, FERPA). All
information Is confidential, and students have a right to expect that their scholastic records
are being properly supervised and maintained. Requests for disclosure of this information
must be approved by the appropriate administrative officer.

D. Security - All information is property of Mississippl Delta Community College and use or
distribution is prohibited without approval of the appropriate department. Information
should be protected against unauthorized access and/or destruction. A backup copy of
administrative information is made daily. It is recommended that each user make a
backup copy of infarmation on individual personal computers frequently. A disaster
recovery plan is maintained by the Office of Information Technrology. Users should not
leave a terminal/computer unattended while signed on. A secure off-site facility will be
provided for storage of backups, user documentation, copies of disaster plan, and critical
forms. The college attempts to protect the network from intrusion from within and
without. All suspected attempts to viclate network security must be reported to the
Director of Information Technology as soon as possible. If it is determined that a breech in
network security has compromised sensitive information, the President of the college may
request the aid of law enforcement to handle the investigation. The Office of Information



Technology will pericdically check for, and follow up an, security violations.

E. Disaster Recovery Plan — The Office of Information Technology maintains a Disaster
Recovery Plan. All programs, files, folders, configuration, and security information are
saved on a daily basis. Backup of individual personal computers Is the responsibility of
the individual user.

F. Software Supported by the College ~ -Software standards will be established and distributed by
the Office of Information Technalogy. Only approved software will be supported and
maintained. The support and maintenance of other software will be the responsibility of the
user. Computer software should be properly registered to obtain updates and protect
warranties or other legal rights.

G. Computer Hardware — Computer hardware should not be relocated or have components
added or removed without coordination with the Office of Information Technology.

H. User requests - All requests for services which fall within the realm of the Office of
Information Technelogy (telephones, e-mall, hardware, software, programming, network
services and support, Internet access) should be submitted by the appropriate supervisar
using the Trackit System. The request will be directed to the proper Office of Information
Technology personnel for resolution.

. Web Site - The college will aperate a web site for the purposes of recruiting and disseminating
college information. This service will be operated and maintained by the Webmaster. All
requests concerning this area should be directed to the Webmaster.

J. Access to the Internet - The college provides Internet access through the college network to all
employees having a network account. Student Internet access is through the individual
Instructional departmental laboratories, learning centers, and computer classrcoms.
Community access is through the learning centers and open labs as approved by the college.
internet access is intended only for official college business. The college discourages personal
use of the Internet through the college network, especially during the normal business hours.
The college does not condone access to sites which contain pornography and other sexually
explicit material. The use of the Internet for political purposes, illegal activity, profit-making
ventures, or the harassment of individuals or organizations is considered a violation of college
policy. Users should be aware that our system logs all Internet sites which are accessed
through the network. This information will be monitored on a regular basis through normal
network maintenance and to investigate abuse of the resource.

K. E-Mail - An e-mail account is provided for each employee who has a network account. As
with Internet access, e-mail is intended only for official college business and not for illegal
activity, personal profit-making ventures, political purposes, or to harass any person or
organization. E-mail is, by definition, public, and is subject to review by college officials
without prior notification. Users are responsible for maintaining their e-mall accounts and
removing old messages.

L. Agreement - Every employee who uses the network Is required to read and sign the
“Information Network Resources Use Agreement”.



STATE AND SCHOOL EMPLOYEES' HEALTH INSURANCE PLAN

Legacy - Initially hired before 1/1/2006
Horizon - Initially hired on or after 1/1/2006

MONTHLY PREMIUM RATES
EFFECTIVE JANUARY 1, 2026

LEGACY EMPLOYEES HORIZON EMPLOYEES
BASE ELECT BASE SELECT
ACTIVE EMPLOYEE TOTAL EMPLOYEE TOTAL EMPLOYEE TOTAL EMPLOYEE TOTAL EMPLOYEE
__PREMIUM PORTION __PREMIUM PORTION PREMIUM PORTION PREMIUM PORTION
Employee* $513 so $533 $20 $513 $0 $566 $53
Employee + Spouse $1,074 $561 $1,173 $660 $1,074 $561 $1,205 $692
Employee + Spouse & Child{ren) $1.367 $854 81,467 $954 $1,367 $854 $1,499 $986
Employee + Child $659 $146 $759 $246 $659 $146 $790 $277
Employee + Children $886 $373 $983 $470 $886 $373 $1,015 $502
*The State pays 100% of the employee's premium for Base Coverage. Active employees enrolling in Select Coverage must pay a portion of the employee premium,
LEGACY RETIREES HORIZON RETIREES
IREI'IRED EMPLOYEE - NON-MEDICARE ELIGIBLE BASE SELECT BASE SELECT
Retiree $590 $614 $941 $975
Retiree + Spouse (Non-Medicare) $1,235 $1,349 $1,887 $2,010
Ineliree + Spouse & Child{ren) (Non-Medicare) $1,571 $1,686 $2,109 $2,234
[Retiree + chig $758 $839 $1,100 $1,200
[Retiree + children $1,017 $1,063 $1,368 $1,425
[Retiree + Spouse (Medicare) N/A sas4 N/A $1.225
lnetlree +Spouse & Child{ren) {One or more Medicare) N/A $1,089 N/A $1,450
RETIRED EMPLOYEE - MEDICARE ELIGIBLE BASE SELECT BASE SELECT
Retiree N/A $250 N/A $250
Retiree + Spouse {Non-Medicare) N/A $985 N/A $1285
Retiree + Spouse & Child(ren) (Non-Medicare) N/A $1322 N/A $1509
Retiree + Child N/A $474 N/A $474
Iﬂeﬁree + Children N/A $699 N/A $699
[Retiree + spouse (Medicare) N/A $500 N/A $500
IRetitee +Spouse & Child{ren) {Cne or more Madicare) N/A $725 N/A $725
LEGACY HORIZON
COBRA BASE SELECT BASE SELECT
| Participant $522 $545 ?.‘TZZ $577
Participant + Spouse $1,095 $1,197 $1,095 $1,229
Participant + Spouse & Child{ren) $1,394 $1,496 $1,394 $1,529
Participant + Child $672 $774 $672 $806
Participant + Children $203 $1,003 $903 $1,036
COBRA DISABILITY EXTENSION BASE SELECT BASE SELECT
Participant $769 $801 $769 $849
Participant + Spouse $1,611 $1.769 $1,611 $1,808
Participant + Spouse & Child{ren) $2,051 $2,201 $2,051 $2,249
Participant + Child $988 $1,138 $988 $1,186
|Participant + Chitdren $1,329 $1.476 $1,329 $1,524




MISSISSIPPI DELTA COMMUNITY COLLEGE INFORMATION
NETWORKRESCURCES EMPLOYEE USE AGREEMENT

| hereby agree to use professional judgment with regard to use of the college network rescurces. Specifically, | wif
not:

b mmmwwwmmummmmwmmmm
ccllege business, I will not tsa the network for tllegal purposes, profit-making activities, political activities,
or to harass anyone or any organization.

2. sccess sites which contaln parnography and other sexually explicit material.

3 wmmmam«mnmwmmmuwmuaw
the careless handiing of it.

4 aceets, view, alter or attempt to access, view or alter college information except that which is permitted
by my password, and onfy then in the performance of my job.

S. m«mwmmmmmmmmwwmmmwmm
tnformation with them except as authorized by appropriste authority.

6. connectany electronic davica to, remove any electronic davica from, or alter any electronie dovica which Is
connaected to the coflege network without the expressed parmission of the Birector of information
Techrology.

7 m«mmammmmmmmmmm)
without the expressed permission of the Director of Information Technclogy,

8 mammmw.mm)mwmmmm
Computar & Information Services and completing an {nventory Delation/Relocation Form obtatned from the
Businass Office,

9. mwammmm«amwmwmmmmmmmm
10. lozd any fila which has not been scanned for viruses to a natworked computer,

11 instafleny software on a computer withoutthe approval of the Director of information Technology,
and will not duplicate copyrighted or (icensed scftware or other materials unlass specifically
permitted to do so by authoror publisher 2greement.
12, Mmmmmunm)mmmmwmmuuuwmmm

{ understand ey responsibiiity with respect to ensuring apprepriate sacurity, confidentiofty, and use of the
coilegenctwork. tmmmmmamwwwmm@umm
may result because of my misuse of the collaga network resources. | have rezd and do understand tha sbove
conditions. lmmmwmww«mmmmma'mm
against me as described in the college's Policles and Procedures Manual.

Signed ) Cate
Print Name_




MISSISSIPPI DELTA COMMUNITY COLLEGE
Office of Infarmation Technology

8 it@msdeaita.cdu & €52.246.6330 3 Fax:662.246.6431

USER ACCESS REQUEST FORM
This request must ba preceded by the signed and dated information Network Resourcas Use Agreement,

Date:
Personal eMatl address:

Please clearly print the following information—
Full Name:,
Preferred First Name:
Last 4 digits of Soclal Security #:____ Date of Birth:

Title:

O Fulltime O Part-time
Department:
D#: — Ol prowce)

For Offica of informaticn Technology use only

Received Signed Employee Use Agreement? 0J Yes O No
Employee (D i User Nama:
Emall Address: \

0 Setup Active Directory/Network account - Dane by:
01 Setup Emall account - Done by:
O Notifled Supervisor of Employee - Bone by:
O Sent Welcome Emall - Done by:
{J Sent FERPA Email - Done by:
O Sent Pollcies & Procedures Email - Done by:




MISSISSIPPI DELTA COMMUNITY COLLEGE

Tning

Log in to the MyDelta Portal.

Click the MyBanner link.

Click on Faculty and Advisors menu item OR the Faculty Services tab.
Scroll to the bottom of the page and click an Registration Time Ticket.

tal N

5. Ifaterm has not been previously selected, click on the down arrow to select the term then click
Submit.
7. If astudent has not been previcusly selected, select a student ID by either entering the

L

student’s Banner ID OR entering the student’s last name, first name and then click Submit.

8. If searching for a student by name, click on the down arrow next to the name then click on

9. the name from the list (NOTE: DO NOT JUST SELECT THE FIRST NAME DISPLAYED - it may not be
the student you are searching for).

10. After the student name has been selected, verify the information, and then click Submit.

11. Click on Registration Time Ticket again and the students ID, name and major will display.

12. To assign a time ticket, click on the down arrow next to Select Group.

13. Click on the group based on the major or other instructions you received on assigning time
ticket groups for this term.

14. Click on Assign this Group.

15. Verify that the correct group was assigned to this student.

16. To change the time ticket group click on down arrow next to Select Group, select the new
group, click on Submit.

17. To remove a student from a group so they will not be able to register in SSB, click on Remove

18. Time Ticket Group at the top of the screen.

19. 17. To proceed with another student click Student ID Selection in brackets at the bottom of
the screen and repeat the steps for selecting a student and assigning a group as listed
above

20. 18. When finished élick on Exit at top of screen.



MISSISSIPPI DELTA COMMUNITY COLLEGE
ATTENDANCE MODULE INTEGRATED WITH BANNER

Please review the following detailed explanation of the Attendance roll integration with Banner.

LDA = Last Date of Attendance

When a student registers for a class on the web (SsB/MyBanner), "RW" status code is assigned. When a
student is registered directly in Banner (INB) for a class, "RE" status code is assigned. These codes are
displayed on the Attendance roll under the Reg column. When a student is dropped from a class the status
code will be changed as follows:

* The registration status code for any student marked as a no show will be changed to "DD" and the first
day of class Is used as the status date. Any student marked as Cls WD whose LDA is within the refund
pericd (two weeks) will also be changed to "DD". The student will be removed from the Detail and
Summary Class List in SS8/MyBanner but will remain on the Attendance roll. The student will receive a
100% refund for the class.

“ After the refund pericd, the registration status code for a student marked as Cls WD will be changed to
"DC" and the LDA (last date of attendance) will be used as the status date. A "W" grade will be
automatically assigned. The student will not receive a refund for the class.

< The registration status code for a student marked as Exc Abs will also be changed to "DC" and the LDA
will be used as the status date. An “F" grade will automatically be assigned, but may be changed to
“W" using the Final Grade option on the Faculty Services tab in SSB/MyBanner using established.

If a student is readmitted (reinstated) to a class, the "DC" status code will be changed back to "RE".
The LDA and grade will also be removed.
If a student is withdrawn from scheol (ALL classes) in Banner, “WS" enroliment status code is assigned
to the student term record in Banner. If all classes have been recorded as no shows or dropped within
the refund period "WD" is assigned to the student term record.

Currently VCC class withdrawals are processed directly in Banner (INB).

ATTENDANCE REMINDERS:

@ All attendance (absences, class withdrawals, no shows) should be up-to-date and complete prior to
entering final grades!

Please do not wait to assign a W grade at grade entry timel If a student has “cut out” or withdrawn,
you should go through the proper steps in the attendance module to record that prior to grade entry
time! If you do give a W grade at grade entry time, you MUST enter an LDA!
When finished with marking absences for the class, be sure to click on Save Audit Roll or you will lose
attendance entered. *NOTE: You MUST save attendance before changing weeks. For example, if
you enter attendance for Weeks 1-4, and want to then record attendance for Weeks 5-8, you must
save Weeks 1-4 before proceeding to the Weeks 5-8 screen.
The information in the Attendance roll will be updated in Banner each afternoon (5:00 pm).
The information for a dropped class will only be updated in Banner once. If LDA has been entered incorrectly,
the Final Grade option on the Faculty Services tab may be used to make a correction. A correct LDA is
essential for firfancial aid and state board auditing purposes.

Contact The Office of Information Technology if you have technical issues.

- = e e s
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Recording Attendance

= Click on MyBanner link from the MDCC web site at www.msdelta.edu

= Click on MyBanner Log In.

= Click on Enter Secure Area on the initial Self Service Banner (SSB/MyBanner) page.

= Enteryour User ID (Banner ID or SSN) and your PIN (Password).

» Click on Log In.

= Click on Faculty and Advisors menu item OR the Faculty Services tab.

= Scroll to the bottom of the page and click on Attendance Roll Form.

= Click on the down arrow next to the Class(es) heading, then click on a class to enter attendance.

= Click on the Week in the semester for which attendance is to be entered (Weeks 1-4, 5-8, etc.), if not already
selected,

= To mark a student absent, click on the box under the correct class meeting (NOTE: hovering over box will
display date).

= After clicking once an "A” will be inserted in the box.

= Toremove an absence, click on "A" and it will be removed.

= |Ifthe box is blank, it is assumed that the student was present.

= Continue marking students absent.

* [MPORTANT! When finished with marking absences for the class, be sure to click on Save Audit Roll or you
will lose attendance entered. *NOTE: You MUST save attendance before changing weeks. For example, if you
enter attendance for Weeks 1-4, and want to then record attendance for Weeks 5-8, you must save Weeks 1-4
before proceeding to the Weeks 5-8 screen.

= Your initials and date of birth will be automatically saved in the database indicating you certify the attendance
entered.

Recording No Shows

= When instructed to record no shows for the semester, click on the down arrow under the Status column for
the student.

* Click on No Show.

= Boxes will be grayed out and will be automatically marked as absences for the remainder of the semester
when saved.

» When finished marking no shows click on Save Audit Roll.

» When transferred to Banner, the Reg status will be changed to "DD" and the first day of class is used as the
status date. The student will be removed from the Detail and Summary Class List in Banner but will remain on
the Attendance roll. The student will receive a 100% refund for the class.

ATTENDANCE MODULE INTEGRATED WITH BANNER Page 2
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Click on the down arrow under the Status column for the student.

To officially withdraw a student from class, click on the Cls WO in the list.

Click on the down arrow next to the date box under Cls WD, and select the LDA from the list.

Boxes after the LDA will be grayed out and will be automatically marked as absences for the remainder of the
semester when saved.

When finished, click on Save Audit Roll.

When transferred to Banner and the LDA is after the refund period, the Reg status will be changed to "DC" and
the LDA will be used as the status date, A "W" grade will be automatically assigned. The students will not
receive a refund.

If the LDA is within the refund period, "DD" will be assigned. The student will be removed from the Detail and
Summary Class List in Banner but will remain on the Attendance roll. The student will receive a 100% refund
for the class.

Recording Excessive Absences (Cut Quts)

Click on the down arrow under the Status column for the student.

To officially withdraw a student from class due to excessive absences, click on Exc Abs in the list.

Click on the down arrow next to the date box under Exc Abs, and select the LDA from the list.

Boxes after the LDA will be grayed out and will be automatically marked as absences for the remainder of the
semester when saved.

When finished click on Save Audit Roll.

When transferred to Banner and the LDA is after the refund period, the Reg status will be changed to "DC" and
the LDA will be used as the status date. An "F" grade will automatically be assigned, but may be changed to
“"W" on the Final Grade option under the Faculty Services tab using established grading policies.

if the LDA is within the refund period, "DD" will be assigned. The student will be removed from the Detail and
Summary Class List in Banner, but will remain on the Attendance roll. The student will receive a 100% refund
for the class.

Readmitting {Reinstate) a student

Click on the down arrow under the Status column for the student to be readmitted to class.

Click on Readmit.

Students LDA will be removed and all absences will be retained.

Click on absences from date readmitted to end of semester (through Week 17 - 18) to remove absences.
When finished, click on Save Audit Roll.

When transferred to Banner, the Reg status will be changed back to "RE”. The LDA and "W" grade will also be
removed.

ATTENDANCE MODULE INTEGRATED WITH BANNER Page3



MISSISSIPPI DELTA COMMUNITY COLLEGE

BANNER - Final Grade Entry

*MDCC does not record mid-term grades*

» IMPORTANT! All attendance records should be updated before proceeding with final grades!

**Please do not wait to assign a W grade at grade entry time! If a student has “cut out” or withdrawn, you
should go through the proper steps in the attendance module to record that prior to grade entry time!

 Click on MyBanner link from the MDCC web site at www.msdelta.edu

» Click on MyBanner Log In.

= Click on Enter Secure Area on the initial Self Service Banner (SSB/MyBanner) page.

* Enter your User ID (Banner ID or SSN) and your PIN (Password).

= Click on Log In.

* Click on Faculty and Advisors menu item OR the Faculty Services tah.

« Click on Final Grades.

 Ifaterm has not been previously selected, click on the down arrow to select the term then click Submit.

« Click on the down arrow to select the CRN for class, and then click Submit.

» Click on the down arrow under the grade column and select a grade.
**NOTE: For class withdrawals leave the grade as "W". For excessive absences the grade may be left
as "F" or changed to "W" based on school policy.
**NOTE: Instructors cannot enter an “1” grade in MyBanner. If you need to assign an “I” grade,
please contact the Office of Instruction at 662.246.6317. If an “|” grade for incomplete is assigned,
please remember that according to college policy, the “I” grade will be changed to “F” within one year
if you do not submit a change of grade form to the Office of Admissions before the incomplete
extension date.

= Last Attend Date should be blank for students completing the class. If a student has a class withdrawal or

excessive absences, check the last attend date and correct if necessary. The date should be entered in
MM/DD/YYYY format (include the slashes).

**NOTE: Students that show “non-gradable” in the final grade column should NOT have a date in the
LDA field. If there is a date in that field, grades for other students will not post.
**NOTE: If you give a "W" grade, a LDA MUST be entered. Also, if an “F” grade was assigned to a cut-
out, a LDA MUST be entered. An EARNED “F” grade should NOT have an LDA.

@ Also - there seems to be some confusion about this -- “Last Attend Date should be blank for students

Como s the class with a grade.” You only enter an LDA if the student cut out or withdrew from the
class. The date should be entered in MM/DD/YYYY format (include the slashes).” To explain — According
to policy, at some point in the semester, you have the option to give a student a W or F grade if a student
cuts out or withdraws from your class. If you decide to give an F grade, you still must put an LDA because
the student either cut out or withdrew & did not complete the class. The key word in the statement
above is “completing”. If a student cuts out or withdraws from your class, this is not considered

completing the course with a grade, although you may choose to give an F grade.

-__‘-—“_%—-g—-_%g—_mﬁ_mm_m_—r

Banner - Final Grade Entry




ALL CUT OUTS & CLASS WITHDRAWALS MUST HAVE EITHER A W OR F GRADE AND MUST HAVE AN LDA!

= Leave Attend Hours blank.

= Areminder message will display at the bottom of the page that you have 20 minutes to finish entering grades
for this class.

» When finished entering all grades, click Submit. A message will be displayed at the top of the screen
indicating the changes were successfully saved or error messages will inform you of any errors.

= Ifthe Rolled column contains an N you may update the grade. When all grades for the term have been
received, they will be rolled (updated) in history and any grade changes will need to be made by the
Admissions office.

= To enter grades for another class click on CRN selection at the bottom of the screen, select the CRN for the
class, select Final Grades, and then repeat steps above.

= Verify that all grades have been entered correctly.

= Click on Exit when finished.

Mm—_m_mm_m_“—____—
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Mississippi Delta Community College

Frequently Asked Questions

Employees and students must know how to log on to the MyDelta portal, Email, MyBanner, and
Canvas (students & faculty) and should be checking them frequently.

Detailed instructions for use of MyDelta Portal, etc. can be found on the Office of Information

Technology section of the MDCC website -- hitp:/,

Student problems or questions related to admission status, grades, or transcripts?
~ Contact the Office of Admissions & Records at 662.246.6306 or email

admissions@msc

Student problems or questions about Financial Aid?
~ Contact the Office of Financial Aid at 662.246.6263 or 662.246.6310

Student problems or questions about student accounts, financial aid refunds?
» Contact the Office of Business Services at 662.246.6312,

Student or Employee prob!ems or questions concerning online classes or Canvas?
» Contact the Office of eLearning at 662.246.6319 or email vccdlc@msdelta.edu

Student or Employee problems or questions concerning MyDelta Portal, Banner, Argos,
MyBanner or EmaiP
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Wark Status:
QActva QRetired Q CobrasState Continustion Dats of full timsa hira: —— Annual Satasy: §
Hours werked par weake

Ahoat Your Family: Pleass Includa the names of the depsntents yau wish to enrall for coverage. [f additicnal space Is ngaded,

please attach a separate sheet of paper with this infermation along with your enroliment form. Be sure to slgn and data (mm-dd-yy)

the paper and keep a copy far your recerds. Additional informaticn may &s required for non-standard dependents such as a

grandehitd, a nlece or a naghsw.

Spouse (wherever tha term ‘Spousa® appsars en this form, it also inciudes *Pertnar). leemr Dats of Birth (mm-dd<yy)
(=]'[= 1]

ChBd/Dependsat 1 Gender of Blrth (mme-dd-yyyy) (chack ¢ that 2pply)
Qa0 cmmrm_-_-_ Student (post high sehaa!) O Disabled

I— #on standard dependant

ChidDspendent 2: [a) Gander of 8irth (em<ddyyyy) (check &l thatapply)
A0 n”mrm_. . Student (rost igh schoo!) Q Cisabled

- Koo standard dependent

CEF2021
Questions? Cafl the Guardian Helplins (833) 600-1600 www guardianiife.com 1

DETACH ENTIRE FORM AND RETURN TO YOUR EMPLOYER



[ CRidDependent & Gender Dals of Bith (n<dyyyy) [Situs (eheck al St epghy)
QauQ cmur, Esmmmmmmooaw
T [Dtknstundnd dspendant

QMQF ‘_0_...__. Xon standerd ;

e Gander ol Bith check all tuet 2pphy)
Chid/Dapenden amnnml lﬂ» (mm-dd-yyyy) { mmaggm a

Brop Coverage; Loyarags Being Brann
QormopEmployes  Q Brop Cspendents Q Banta! Clemwveo QSpouss Q Chiig{ren)
Tha dats of withdrawal cannot ba prigr o the date this form s comptated | Qvisiea QEmployea O Spouse O Child{ren)
and signed. O Votuntary Lits QEmployss Q Spouss O Chit{ren)
Last Day of Coverage: - - Q Critical (Inass
u'rumaucnctauphmm Q Retirement O Accident Qeémployss Q1Spouss O Child(ren)
Last Bay Worked: - Q Hospital indemnlly Q) Employes Q Spouse Q Chitd{ren)
Q Other Event: O Lang Term Oisabiity
Qata of Event: - - Q Short Term Disabifly

he lmmmmmmmmmmmmmwmmm
lmmammmmm Losgofcoverage | 1925008

wsduato: Q Covered under ancther lngtrancs pian

Q Terminatisn of Empioymant - - Qother

Q Civorce/Ssparation . - (scdRione) information may ba cequired)
Q Coath of Spouse - - _

Bental Caverage: You mustto enrclisdto covar your degendaats, Check only oaa box,
YourMoathly Premium  EmploysaOnly EE&Spouse EE& €6, Spause &

Cepandant/Child({ren) BepsndsnyChid{ren)
] Qssay Q7339 Qss21e Q8120.13

Q1 do not want Banta) Coversge becauss (Check ail that appiy):

O/ am covered under another Dantal plan
O My spousa is covered under anather Daatal plan
Q ¥y dspendents are covered under anather Dentzl plan

Vislon Coverage: You mustta earofted to caver your depandants. Chack arty ons box.

Yeur Manthly Pramium EmployesOnly  EE & Spouse €E& €€, Spouse &
" B2pandantyChid(ren) mmmmwm)
Full Feature - Dasigner Q.84 Q81549 Qstes3

10!&MM&&Mumbm(mwmmk
Q| em covered gndsr another Visien plan

Q My spousa is covared under angther Vision pian
Q My depandants ars covered undsr ansther Vision plan




Guardian Group Pizn Number: 00481714 ‘ Plsass print employes nams:

LIFE INSURANCE continied
Voluntary Term Life Coverage: You mustdo enrofiad to cover your degandeats. Seseflt eedirolins agply. Poase $39 pisn sdmiaisketor.

The amount of lifs insurance coverage you sefect may ba either a speclfic doflar amount or an amount that is a multiple of your satary

and may ba subjsct to certaln reductions as stated in the certificate of coverage covering you or your depsndents.

Emplayea
Potioy Ameunt Cck oria Bax enly

Q$10830 Q520400 0$30000 0$40,000 085,000 0$50,000
Q870,000 0$80,000 820,000 0$100,600 Q$110,00 0$120,000
Q$130,000 Q8140,000 Q$180,850° 0$180,000 Q8170000 0$180,000
Q$189,000 0$200,000 0$210,000 08220,000 Q230,000 08240050
Q$259,000°¢ Q$280,000 08270000 0$280,000 08220000 0$300,000
0$310,0%0 01$320,000 Q330,000 01$340,000 ©1$350,000 01$360,500
Q870000 Q$320,600 Q380,000 Q8400000 Q$410,000 Q8420000
018430,029 018440,000 0$450,00 Q480,000 Q18470400 01$480,000
Q480,000 01$500,000

Guarantes lssua up to: Employes 50,000°, 65-69$50,000, The Haalth complatad i any smount abovs
mmm:'hm mm%ﬁm mmamm‘ﬂm%mwﬂgﬁmwmmummu

mmmumummm the Guarzntea (ssus Amount plus Additicnal Amount is

Q 1do notwant this coverage
RddVCaluntary Lita far Spouso

Palloy Amount

0Q$5.000 Q810,000 Qs$15.000 Q820,000 0$25,000 Q830300
Q$35.000 Q$40,000 0845000 04$50,000° Q$55,000 Q$50,000
Q$65,000 Q$70,000 Q78,000 Q880,000 Q45,000 Q$204600
0Q$985,000 Q4100000 Q$105.000 Q110,000 Q$115,000 Q8120000
O$125,000 Q9130050 Q18135000 Q8140800 Q$145.000 Q8180000
Q8155000 Q18160000 Q$165,000 Q8170030 Q175,000 Q$169,000
Q8185800 Q$160,800 Q$185.000 018200,000 Q$205.900 Q821,000
Q$215,000 Q8220600 Q%225,050 Q823008 Q8285000 08240600
Q5245000 Q$250,000

mm&ww&cmmmmsm , 85-89 810,000, 70+ $0. Additicnal Amaunt: Spousa $25,060° . Tha AddRicnal amount I avaabla for ages
g%

*Tho amatat sy aot 83 iero than 50% of tks emplayes amouat for Yoluntary Lo,

Q (¢o aotwant this coversge
Ad4Veluntary Lita tor Begendeny/Chitd{ran)

Poticy Amsunt

Q$1.000 Q482,000 Q83,080 Q84,000 Q45,000 %8020
Q$7.000 088,000 Q%9409 Q¢10,0%0°

“Guaranise lssus Amount

“Tho emeunt may aot &a mers than 65% of (29 expteyeo emsant lor Voluatswy Uto.
Q | donotwant this covarags

tpartant Hates:
o Baged cn your pian Sanstils and ag9, you may bo required (0 completa an avidanca of (nsurablitly form.

wwmcmmtm»mzm www.guardianlife.com 3
DETAOHENTIREFORMANDRETURNTOYOUREMPLOYER ‘ : T



LIFE INSURANCE contirveg

Nama your Saneticiartes: (Primary Banaficlary percentagss must tatal 100%) .
(Fedditional spaca is needed, ploasa attach a separate shest of paper with this information along with your encomant form. B sure to sign and date (mm-dd-yyyy) the pager

and kesp a copy lor your recerds.

Peimasy Banafistarias:
Mamas Scatal Saeurily Humbss: . : %
Dato ot Blrth (mmeddogyl___o___ -« Addrase/Gity/tate/tip:
Fhoae:( ) - Ralatigaship to Emgloyss:,
tama: Saclal Security Rumbar: . - %,
Dats of Buth (mmeddegy):_ - - Rddross/City/Biatamtip:
Phgaa:( ) - Refalicaship to Emplayes:
Caningsn Banatficlary: . Scctal Sseurtly fember . -
Oata of Blrth (mm-ddsyyk:__-__-___ Address/Cliyftataf2ly:
Phonas{ ) - Ratationship to Employae:,

{tn tho evant the primary benaficartas are dacaased, the contingent banaficiary wilreceiva tha bansfit. Empiayar matntaing bensficiary information.)
Spoasa sad dependentfehiid{ren) - i tho ntended benafietary Is to So someana cthar than o omployea, pleass complata & Sanafislary Dasignation torm.

Pisaga contsct youremploysr forany recerd of or changas to your bansfickary information,

fAltenfion: eny of the bensficiaries named abowe Is a minor s psrean undar o 530 of 18 ¢r 21, depanding on thalr state of rasidency), siats law may Emit Guandizn's abifty
to pay fo insurancs proceeds dlrectly to them for 28 long 23 they remain a minor, Stats Unilorm Transfars to Miners Act (UTMA) laws, whsre eppticebls, may aliow far thie
aormal courss of payment of these pracseds, or a portion theread, to tha minor bansticiary's designated Cusiodian to miansga on the miner's behalf uati thay rezch sduit age.
Atthattims, tho procesds ara tumed over (o the adult chid, who can uso tha procsads tn any way ho or she cheosas.

Ara any of tho banaficlasiss isntified abiovs considarad a mingen tho stats in which thay rasida? Gheck ons box only. O YesQ ko
{fyou answered "Ves®, pleasa nama tha legally designated UTRAA Custadian for 2ll minor enafistcrias you have dosignated:

Custodtan fo Minor Banefictarias:
Mama: Suslal Security Humber (or FEONTIR # 8 a corporats extityl .
mugmwmm&wﬂwy - - Address'Clty/State/Zip:

Shori-Term Gisability (S1D) Caverage:

Tha amount of STD coveraga you select may bo elther a specfis dallar smount or 2n amount that (s a muitipls of your salary and may ba subiect to certain reductions 23
statad In tho certificats of coversg covering you.

Woskly Bonstit Weakly Bensft
Q4$100.00 Q$650.00
Q$150.00 Q§850.00
Q8200.00 Q£700.00
Q$250.00 Q$73000
0630000 Q$200.00
Q$350.00 Q485000
Q840080 Q$800.00
08450.09 0$1.500.00
Q$s00.00 0$1.250.00
0 8350.00 Qst.500.00

This amount may not excezd 60% of your
weekdy saisty.

3 | do aot vant this coveraga.




Guardian Group Plzn Numbsar: 00491714 Pisass print empioyea nama;

[Long-Term Disability (LTD) Caverage:

Tha amount of LTD coversgs you sefect may bo elther a specific dollar amount or an amount that is a multipls of your salary snd may Be subject 1o certe!n reductions a3
stated in the castificats of coveraga covering you.

Monthly Bensfit
Q$500.00
Qgrea.c0
Q$1,000.80
Q$1,400.00
Q$1,500.00
Q$1,700.00
0$1,800.00
Q81,30040
Q82,880.00
Q¢2,100.00
This amount may not exceed 60% of your
monthly galary.
Q1 do nat want this coverzge.

Critical [linass Coverage:
Beasf raduetions apply. Fiassa sea plan administrator,

Employsa
(nsurancs Ameunt: Q1000

Q 1 do natwrnt this coversgs.

Ramo your banaficiariss: (Primary bansfelary parcentages must total 100%)

(taddiional space i3 neadad, pleaso atisch a soparats shectof papsr with this information atong with your enretiment form, B3 sure to sign and dais (mm-¢d-yyyy) the pager
snd kesp a capy for your recards

Primary Benafislarios:
Sams:, 8aalal Seeurity Mumbar - . %,
Oats of Birth (men-cdyls___ - - Rddress/Cily/Stata/2lp:
Phoza:( ) - Ralsilanshlp to Employes:
Hamo: 8octai Sacurlly Humber: . .- %,
Date of Bith (mm-ddiy) - = Addrese/City/Stata/2y:,
Phonas( ) - Ratlationstip t3 Emplayas;
Contingent Banafictarys____ Saclal Securlly Kumber: . .
Dato of Bitth (mmeddoyy)s - - AddressiCity/Statalliy:
Phona:( ) - Ratatianghip to Employes:

(n tha event the primary benefisiaries are deceased, th cantingant bensficlary wil raceiva the bansfit
Fiazsa contzct your employer {orany record of or chargas to your bansficlary iaformation
8pauso and dapsndaentehiid(ren) - If tha Intended benetisiary Is to ke somacna othar than the emplayes, plasse complete the Banefistary Dasignation torm,

Attantion: lf aay of the baneficlaries namad abova is a miner (a person undsr the 2ge of 18 or 21, éspending on thelr stata of residency), stata lsw may init Guandizn's shifly
to pay [ifs insurancs proceeds directly to them for as fang as they ramaln a minar. Stata Uniform Transfars to Minars Act (UTMA) lsws, whare appiicatls, may sliow (or the
nomal caursd of paymentcf thesa procesds, ara portion thared, to tho miner baneficiary’s designated Custodian to manage on tha minge’s behatt untf they resch adultaga.
Atthat tms, the procesds 2re tumed over to tha adult chtd, who can usa the proceads in 2ny way 19 or she chaoses.

fra any ot the bensticlaries idantified atove canslderad a minar tn the stata ln which they resida? Check ona box anly. Q Yes QNo
(fycu enswerad “Yes®, pleasa nama the tsgally designated UTMA Custodian for &l minor benaficisrdas you have dssignated:

Castodian to Mixgr Ganstisterias:
Rama: Sacla) Sacurfly Mumbse (or FEINUTIN # 1 a carparats eatily): —
Md(&&&(?m&?ymatmhﬁvmn: ——— Addess/City/State/Zip: =

Questions? Cail the Guardian Helpline (338) 600-1600 www,guardianiife.com
DETACH ENTIRE FORM ANDREI'URN TO YOUR EMPLOYER




Accldent Covarage  You mustBa enrolied t9 eaver yourdapendeats.

Your Mo EE& 3] EE, ]
‘our Manthly premium Emgployes Cry Spouse ) Spouse -
Q81794 Q82948 083031 Qsd1.83

Q1¢do not want ihis coverege.

Hospital (ndemnily Coverage  You must o enratied to coverysurdspendents.  Chack only ano bax.

Your Monthly pramium Employes Galy EE & Spouss EE & Child{req) EE, Spausa & Child(ren)
<0 Q81aa Q83512 0 $3028 Q8497
5059 O$25.18 Q $5038 Q $37.08 Q88221
60-64 0183849 Q8.8 Q$48.34 0$88.03
6569 Q&47.02 Q9735 Q $58.87 Q$10920

Qidoasteanttis coverage. 0 1do notwanttiscoversge. O { donotwanters covarzge. O §donotwantthis coversge.
Aggitsants cver tha 39 of 63 ara act ellgilta to exrall In the Hospitel tndemnity covstags.

Hoaith History

Complata the tellowing quastica(s) i you are enrulling for ena ormare of the following banafits fsted balow and you sre elscting an ameuntabove coveraga thatls
Guaranteed tssu. NOTE: Additional information may bs rsquired.

Votuntary Lifs

(n the k2516 months have you or any of your dspsadants received medisal cars, including traatment, consultation ssevices, disgnostic maasures o moakaring of a coadiien
{n remissign; or takan prescribed drugs for: Cancer, Haart Dissase, Bishetes; any condition relstad to Acqulred tmmuns Baflolency Blsardar (AIDS) ; or any other Chrenis

O Yes,ihave. QO No,Ihaven't Q Yes,myspousahas. O No,myspsusabasa't O Yes,my dependsntchild{ren) hava. O Mo, my depsndant child(ren) havan't
A Evtdanc of insarability tsem aust ba complated for any perssn with 8 “Yes” answarto o quasticals) sbove.

Signature
o  lunderstand that my depandent(s) cannot b9 enrelled for a coverags if | em aot enrclled for that coverags.

e  Anampioyea's decision to efact Viskon andfor Hospitz! Indemally nct elsct Visicn and/or Hospita! tndemnlly must ta retzined untd tha next plan's Gpen Enrofment
perlod. if the emplayes elects not to enrollin Vision andfor Hospial Indemnlly coverago, they ara aot eightla to enroll cnt tha plan's next Open Enrofinent pericd..

o  HOSPITAL INDEMNITY ONLY: This is a Emited plan of Hosgital indemnily insuranca. ftis 8 suppisment to heatth Insurance. [is nota Substiute for hospital or medical
expensa insuranca, a iszith maintenance arganization (HM0) cantrect, or major madical expensa bisuranco.

o  LIFECHLY: )undorstand that fe insuranca coveraga fora dependant, ther than a newbam child, wi act take effsct U that dependant és cantingd to & hospital or other
haatth cam fzeifity, or s homo confined, o7 is unabla to psrform tia norma) activities of someans of ke aga and sax.

o  Submission cf this form does not guarantes coversga. Amang oiher things, caveraga is coningant upen undensriting approval and mesting the applicabls efigiitly
sequiremants as gat farth in the spplicabls benefit bookiat,

®  lundsrstand that f cnugt 59 sctivaly at wark or my elected coversgs will not take sffect untd | have met the efigibily requirements (a3 ¢sfined in tha benafit Gogkat) This
deas not apply to eligthls ratiress.

o  lunderstand tiat it weva coverage, | may not be efight’s to enroll untd tho caxt open enroliment paricd. Lata entrant panattiss may spply. | undsrstand that | may also
have to provida, at my own expanss, pros? of each persen's insurabilty. Guanfan or s designes has tha right t rejact my requast.

| undarstand thatmy coverage will not ba effoctive unti approved by Guandian or s designated undarwriiar,

{ heraby apply far the group bansfit(s) that | have chesan above,

| underetand that | mustoest e8gthaty requirsments for 2f) coveragas that | have chosan above.

{ agrea that my employer may deduet premicms from my pay if they are required for the coveraga | hava chosan abiove,

|mmmmmmmmmmmmmmmmhmamwmmmmmmwmmnml
may change tis olection aaly by providing thiry (30) dsy prior wiitten astica.




Pennsyivania: Any person who knowingly and with intent to dafraud any insurance company ar other person fliss an agpication for thsurance or statament of elakn
m!nfmmo:eunmlsmmowmactmmmmmnmmmmmmmmmmommmammmmu&

contzining sny materially

whiich is 3 crima and subjects such persen to criming! and eivl penaltiss.

fieda (sfand: Any psrsen wha knowingly and wiltiully presents a f2!30 or fraudulent citim lor paymant of a [03s ar benafit or knowingly and wiifully prassnis false
munmnmmumnmmbcwmmmmmwwmmmmmm
Tmmaaummummwmmmfake.mecmmummhmfcmthabm&mmneaeemmymmapmoumwmum
campany. Penaltiss may includs imprisanment, ftes or a danisl of Insurance bensfits,
vzmmmnmmmumormmmmsmammmm.sum:sanapmmcrmasmzmmmmamcr
deceptiva statemant may have viclated state kw,




Guardian Group Pian Number: 60491714 Piaasa print empioyes nama:

e lconsant toelectronic communication from Guardizn, such as emalls and text massagss, regarding my coverage(s). | may changs this election cnly by providing
(thirty) 30 days prior writtan notice.

o latiastthat the infomation providad above i3 trua and carvect 9 the Gast of my knowisdge.

Any parsan who with (atest to dafrand goy insuranse company orathar parsan files an application for insorenco ar statomants of claim contatzing any materially, lsise
information ar ¢encaats far purpscsa of auistseding information consaming any t2ct matarial thereto, commits a (raudutent nsuranca scl, which & 8 crime, and may

glso ba sabject to civil penaltiss, or dealal of insurance tezafits.
Tho stata in @htich you reside may hava a spaific state traud waring. Plsasa refarto the attzched Frand Waming Statemants page.

SIGHATURE OF EMPLOYEE X CATE

Earolmext K 00491714, 0001, €8

Frand Wamiag Statemeals

Tha laws of savaral statas cequire the tallowing stataments to agpear aa s enralimant farme

Atabama: Any persan who knowingly aresents a faisa or (rauduleat claim for paymsat of a foss ar benafit or whto knowingly presents f2ise informaticn i an applicaticn for
[nsuranes I3 guilly of a erima and may 89 subject to restutien fines or cenfinement ta prison, or any combingtfon thersof.,

Calltamia: For your protection Califomia taw requiras tha foflowing to sppaarcn this forme: Any persan who keowingly presents (aise or fraudulsat claim for the payment of a
toss Is guflly of a ¢rima end may bo subjsot to finas and confinamant in state prison.

Caforada: (tis uniswiul to knowingly provide talsa, incompiats, or misisading faets or informatin to an insurance company for the pumose of dsfrasding or sifempting to
datraud the company. Penalties may include impriscament, fnss, denisdof insurance, and clvl damages. Aoy insurance company ragaat of an lasuranca company who
knowingly providas feise, incomplets, or mistsading facts or knformation to a pelisy hokder or claimant for the pumcso of dafrauding or attempting to dafraud tha potcy

holdar or claimant with cegard to a satitsment or sward payatls from ingurance procesds shad be reported to ths Colorado Division of lasuranca within the Department of

Oslsware, (ndisna and Okizhoma: WARNING: Any parsan who knowingly, axd with intent to injure, defraud or decelve any insirer, makes any claim for tha proceads ¢f 2n
ingurancs policy containing any fatss, incomplots or misleading information i guilly of a betany.

District of Catumtbla: WARNING: (t ks a crima to provide falss or mislsading Information to an Insurer for the purposs of dsfrauding tha [nstrer or any cther perscn. Penaltiss
Inctuds tmprisanment and/or tnes. (n addition, an insurer may deny lnsurance bansfils,  falsa nformation matarally relaied to a clafm was grovided by the applicant.

Florida: Any person who knowingly and with iatsnt to injure, defraud, or dacsive any insarer fiias a statsmant of clalm or en appiication contalning any fake, incomplals, or
misiading infarmation is guily of a (aiony of the third dagree,

xemmﬂmmmwmmmnmmmmamrmmamwmmummmmm
or conceats, for the purposs of istasding, infarmation concaming zay fact material tharsto commils a fraudutsat insyrance get, which is a erima,

mmwmmmmrymamwmmwmmmw«m Is guiity cf a crimo and may ba subjest to fines 2nd confinaments
siats n.

Maina: [tis a crima to knowingly provida faiss, incomplata or mislaading information to &n insuranse company for the purposa of defrauding the company. Penaitiss may
includa imprisonment, finas ora dental of Insuranca beneflit.

Marylaad : Any gerscn who knowingly or witfully prasents a fslsa or fraudulant elsim for paysment of a (033 or benafit or knowingly or wiifully preseats fakse nformation in an
appiieation for insuranca s guffly of a crims and may be subject to fines end confinement in prison.

Gtiasourk: Any parson who with intant to defravd any insurance company or ather persa files an spplication for insurance or statsments of claim containing any knowingly
faisa infarmatian, or coneaals for purpose of anlslsading information cenceming any tact materit) hereto, cammits & (raudutent ingcrancs act, which s & crima, and m2y 250

ba subject to civll panaitias, cr denial of insurancs Lensfits subject to the condi¥sns/provisions of the policy.

mmmmmmmmmmmmummmmmammrmwmmemmmm matarsly
talsa infermatian, or concsals for purposs of misteading infrmaticn ccnceming any fact matsrizi tharsto, may b9 commitEing a fraudulent ¢, and may b3 subject (0 ¢ivil
penaltias or dental of ingtrance benafits.

Row dersay: Any person who knowingly (23 a statemant of ciim containing eny feiss or misteading information s subject to eriminal and eivil penattiss,

Naw Kaxico: ANY PERSON WHO KNGWINELY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT GF ALGSS GR BENERT GR KNOWINGLY PRESENTS FALSE
INFORMATION EN AN APPLICATION FOR (NSURANCE IS GUILTY GF A CRIME AND MAY BE SUBJECT TO CIViL FINES AND CRIMINAL PENALTIES.

Qhla: Any person who with intent to dafraud or knawing that hefeha s feiftating a (rad sgzinstan insurer, sabmits an appSication or ffss a claim conizining a talsa or
deceptha statemant is guily of insurancs fraud, :

(iishoma: WARNING: Any perscn who knavwingly, and with tha intent to injure, defraud or deceive eny insurer, makes any claim for the proceeds of an insurancs
cantaining any fakss, incomplets or misisading informatin is quitly cfa telony. o = oy

Questions? Call the Guardian Helptine (333) 600-1600 wwivguardianlife.com 7
DETACH ENTIRE FORM AND RETURN TO YOUR EMPLOYER




