Mississippi New Hire Reporting Form

Mail completed form to: Mississippi State Directory of New Hires
P.O.Box 312
Holbrook, MA 02343

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 retumned 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): | I l = | I I I I I I |
(Please the same FEIN for which listed employee(s) quarterly wages will be reported under)

State Employer Identification Number (SEIN): | I l - | I I I | H I |
*Employer Name: DBA:

* Address:

(Please indicate the address where the Income Withholding Order will be sent)

*City: *State: *Zip Code: +4:
Contact Name: Phone:
Email:

Below, please complete one entry for each new employee

EMPLOYEE INFORMATION

*Social Security Number:l I I Il I l -| 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




Form W-4 (2017)

Purpose. Complete Form W-4 so that your
employer can withheld the correct federal income
tax from your pay. Consider completing a new Form
W-4 each year and when your personal or financial
situation changes.

Exemption from withholding. If you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the
form to validate it. Your exemption for 2017 expires
February 15, 2018, See Pub. 505, Tax Withholding
and Estimated Tax.

Note: if another person can ctaim you as a dependent
on his or her tax return, you can't clafim exemption
from withholding if your total income exceeds $1,050
and Includes more than $350 of unearned income (for
example, interest and dividends).

Exceptions. An employee may be able to claim
exemption from withhotding even if the employes is
a dependent, if the employee:

+ |s age 65 or older,
# |s blindg, or

» Will claim adjustments to income; tax credits; or
itemized deductions, on his or her tax return.,

The exceptions don't apply to supplemental wages
greater than $1,000,000.

Basic instructions. If you aren't exempt, complete
the Personal Allowances Worksheet below. The
workshests on page 2 further adjust your
withholding allowances based on itemized
decluctions, certain credits, adjustments to income,
or two-earners/multiple jobs situations.

Complete all workshsets that apply. However, you
may claim fewer {or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of household, Generally, you ¢an claim head
of househeld filing status on your tax return only if
you are unmarried and pay more than 50% of the
costs of keeping up a home for yourself and your
dependent(s} or other qualifying individuals. See
Pub. 531, Exemptions, Standard Deduction, and
Filing Information, for information.

Tax credits. You can take projected tax credits into
account in figuring your allowable number of
withholding allowances. Credits for child or dependent
care expenses and the child tax credit may be claimed
using the Personal Allowances Worksheet below.
See Pub. 505 for infarmation on converting your other
credits into withholding allowances.

Nonwage income. If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals. Otherwise,
you may owe additional tax, If you have pension or
annuity income, see Pub. 505 to find out if you should
adjust your wﬂhho!dmg on Form W-4 or W-4P.

Two earners or multiple Jobs, f you have a
working spouse or more than one job, figura the
total number of allowances you are entitled to claim
on afl jobs using worksheets from only one Form
W-4. Your withholding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest paying job and zero allowances are
¢laimed on the others. See Pub. 505 for details.

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

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your projected total tax
for 2017. See Pub. 505, espegcially if your earnings
exceed $130,000 (Single) or $180,000 (Mairied).

Future developments. Information about any future
developments affecting Form W-4 (such as
legislation enacted after we release it) will be posted
at www.irs.gov/iwd.

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent .
* You're single and have only one job; or

B  Enter“1"if.

* You're married, have only one job, and your spouse doesn't work; or

= Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less.

c Enter “1" for your spouse. But, you may choose to enter
" may help you avoid having too little tax withheld.}
D  Enter number of dependents (other than your spouse or yourself) you will ¢laim on your tax retumn .

E Enter "1" if you will file as head of household on your tax return (see conditions under Head of household above)
F Enter "1" if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

than one job. {Entering "-0-

-0-" if you are married and have either a working spouse or more

mmoo

{Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalils.)
G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.

» If your total income will be less than $70,000 ($100,000 if married), enter “2" for each eligible child; then less “1” if you
have two to four eligible children or less “2” if you have five or more eligible children.

* If your total income will be between $70,000 and $84,000 {$100,000 and $119,000 if married), enter “1" for each eligible child. G
H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax return.) » H

¢ If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
complete all
worksheets
that apply.

and Adjustments Worksheet on page 2.

» {f you are single and have more than one job or are married and you and your spouse both work and the combined
earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
to avoid having too little tax withheld.

+ | neither of the above situations applies, stop here and snter the number from ling H on line 5 of Form W-4 below.

---------------------------------- Separate here and give Form W-4 to your employer, Keep the top part for your records. .-

Form w-4

Department of the Treasury
Intarnal Revenue Service

Employee’s Withholding Allowance Certificate

P Whether you are entitled to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be reguired to send a copy of this form to the IRS.

OMB No. 1545-0074

2017

1 Your first name and middle initial

Last name

2 Your social security number

Home address (number and street or rural route)

3 [ single [ Mamied L1 Married, but withhold at higher Single rate.
Note: If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.

City or town, state, and ZIP code

4 If your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card, » |:|

5  Total number of allowances you are claiming {from line H above or from the applicable worksheet on page 2) 5
Additional amount, if any, you want withheld from each paycheck
7 | claim exemption from withholding for 2017, and | certify that | meet both of the foIIowmg condmons lor exemptlon
¢ Last year | had aright to a refund of all federal income tax withheld because | had no tax liability, and
« This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

-}

if you meet both conditions, write "Exempt” here .

6|8

» 7]

Under penalties of perjury, | declare that | have examined this certificate and to the best of my knowledge and belief, it is true, correct, and complete.

Employee’s signature
(This form is not valid unless you sign it.) »

Date »

8 Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)

9 Office code (optional) [ 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No, 102200

Form W-4 (2017}



Form W-4 (2017)

Page 2

Deductions and Adjustments Worksheet

1

& A

oV ND

—

Note: Use this worksheet only if you plan to itemize deductions or claim certain credits or adjustments to income.

Enter an estimate of your 2017 itemized deductions. These include qualifying home mortgage interest, charitable contributions, state
and local taxes, medical expenses in excess of 10% of your income, and miscellaneous deductions. For 2017, you may have to reduce
your itemized deductions if your income is over $313,800 and you're manied filing jointly or you're a qualifying widow(er); $287,650
if you're head of household; $261,500 if you're single, not head of hausehold and not a quallfymg mdow(er) or $1 56,900 if you're
mavried filing separately. See Pub. 505 for details .

$12,700 if married filing Jointly or quallfymg W|dow(er)

$9,350 if head of household

$6,350 If single or married filing separately

Subtract line 2 from line 1. If zero or less, enter "-0-" .

Enter an estimate of your 2017 adjustments to income and any addttlonal standard deductlon (see Pub 505)
Add lines 3 and 4 and enter the total. {include any amount for credits from the Converfing Credits to
Withholding Allowances for 2017 Form W-4 worksheet in Pub. 505.) .

Enter an estimate of your 2017 nonwage income (such as dividends or interest)

Subtract line 6 from line 5. If zero or less, enter “-0-" .

Divide the amount on line 7 by $4,050 and enter the result here. Drop any fractlon

Enter the number from the Personal Allowances Worksheet, line H, page 1 .

Add lines 8 and 9 and enter the total here. If you plan to use the Two-Earners/Multiple Jobs Worksheet
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1

Enter:

1§
2 3§
3 §
4 %
5 §
6 &
7 %
8

o

10

Two-Earners/Multiple Jobs Worksheet (See Two eamers or multiple jobs on page 1.)

Note: Use this worksheet only if the instructions under line H on page 1 direct you here.

1 Enter the number from line H, page 1 {or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2 Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if
you are married filing jointly and wages from the highest paying job are $65,000 or less, do not enter more
than “3" 2
3 Ifline 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (|f zero, enter
“-0-"}and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . 3
Note: If line 1 is less than line 2, enter “-0-" on Form W-4, line 5, page 1. Complete lines 4 through 9 below to
figure the additional withholding amount necessary to avoid a year-end tax bill.
4  Enter the number from line 2 of thisworksheet . . . . . . . . . . 4
5  Enter the number from line 1 of this worksheet . . . . . . . . . . 5
6  Subtractline 5 from line 4 . . 6
7  Find the amount in Table 2 below that applles to the HIGHEST paying ]Ob and enter it here 7 %
8  Multiply line 7 by line 6 and enter the result here. This is the additional annual withhelding needed 8 %
9  Divide line 8 by the number of pay periods remaining in 2017, For example, divide by 25 if you are paid every two
weeks and you complete this form on a date in January when there are 25 pay periods remaining in 2017, Enter
the result here and on Form W-4, line 6, page 1. This is the additional amount to be withheld from each paycheck 9 $
Tahle 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
If wages from LOWEST | Enteron If wages from LOWEST | Enier on If wages from HIGHEST | Entercn if wages from HIGHEST | Enter on
paying job are— lina 2 above { paying job are— line 2 above | paying job are— ling 7 above | paying job are— line 7 above
$0 - $7,000 0 $0 - $8,000 0 $0 - $75,000 3610 $0 - $38,000 $610
7001 - 14,000 8,001 - 16,000 1 75,001 - 135,000 1,010 38,001 - 85,000 1,010
14,001 - 22,000 2 16,001 - 26,000 2 135,001 - 205,000 1,130 85,001 - 185,000 1,130
22,00t - 27,000 3 26,001 - 34,000 3 205,001 - 360,000 1,340 185,001 - 400,000 1,340
27,001 - 35,000 4 34,001 - 44,000 4 360,001 - 405,000 1,420 400,001 and over 1,600
35,001 - 44,000 5 44,001 - 70,000 5 405,001 and over 1,600
44,001 - 55,000 6 70,001 - 85,000 6
85,001 - 65,000 7 85,001 - 110,000 7
65,001 - 75,000 8 110,001 - 125,000 8
75,001 - 80,000 9 125,001 - 140,000 9
80,001 - 95,000 10 140,001 and over 10
95,001 - 115,000 1
115,001 - 130,000 12
130,001 - 140,000 13
140,001 - 150,000 14
150,001 and over 15

Privacy Act and Paperwork Reduction Act Notice. We ask for the information cn this form
1o carry out the Internal Revenue laws of the United States. Internal Revenue Code sections
3402(f{2) and 6109 and their regulations require you 1o provide this information; your employer
uses it 10 determine your federal income tax withholding. Failure to provide a properly
completed form will result in your being treated as a single person who claims no withholding
allowances; providing frauclulent information may subject you to penalties. Routine uses of
this infermation inciude giving it to the Department of Justice for civil and criminal litigation; to
cities, states, the District of Columbia, and U.5. commonwealths and possessions for use in
administering their tax laws; and to the Department of Kealth and Human Services for use in
the National Directory of New Hires. We may also disclose this information to other countries
under a tax treaty, to federal and state agenciss to entforce federal nontax criminal laws, or to
federal law enforcement and intelligence agencies to combat terrorism.

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

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

If you have suggestions for making this form simpler, we would be happy to hear
from you. See the instructions for your income tax return.



Form #9-350-15-8-1-000 (Rev. 05/15}

MISSISSIPPI EMPLOYEE

'S WITHHOLDING EXEMPTION CERTIFICATE

Employee's Name

SSN

Employee's Residence

Mississippi Department of Revenue Address

P.O. Box 960

Jackson, MS 39205

Pumber and Straet city or Town State Eip Coda

CLAIM YOUR WITHHOLDING PERSCONAL EXEMPTION

Marital Status

Personal Exemption Allowed Amount Claimed

EMPLOYEE: 1. single [ Enter $6,000 as exemption . . . . P §
File this form w:l.t.:h your (a) | [J spouse NOT employed: Enter $12,000 s
employer. QOtherwise, you 2. Marital Status

must withhold Mississippi
inceme tax from the full
amount of your wages,

{Chack Ona}

Spouse IS employed: Enter that part of

3. Head of Family

)| [ 312,000 claimed by you in multiples of
$500. See instructions 2(b) below .P $
[] Enter $9,500 as exempticn. 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 . . . . . . . > $

EMPLOYER:

Keep this certificate with
your records. If the 4.
employee i1s believed to

Dependents

You may claim $1,500 for each dependent®*, other than
for taxpayer and spouse,
from you and who qualifies as a dependent for Federal
income tax purposes.

who receives chief support

Residency Relief Act
Exemption from Mississippi
Withholding

Civil Relief,
Relief Act,
"Exempt" on Line 8,

as amended by the Military Spouses Residency
and have no Mississippi tax liability,
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..P

, T P * A head of family may claim $1,500 for each
have claimed excess dependents excluding the one which qualifies you
exemption, the Department as head of family. Multiply number of dependents
of Revenue should be claimed by you by $1,500. Enter amount claimed... P $
advised.
® Age 65 or older[ ] Husband [:] wife [ single
5. Age and ® Blind (] Husband [Jwife [ single
Blindness .
Multiply the number of blocks checked by $1,500.
Enter the amount claimed N $
* Note: No exemption allowed for age or blindness
for dependents.
6. TOTAL AMOUNT OF EXEMPTION CLAIMED - Lines 1 through 5...0 $
7. Additional dollar amount of withholding per pay pericd if
agreed to by your employer . . . ., . - $
Military Spouses 8. If you meet the conditicns set forth under the Service Member

write

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.

Employea's Signature:

Date:

INSTRUCTIONS

1. The personal exemptions allowed:
(a) Single Individuals $6,000 (d) Dependents $1,500
{b) Married Individuals {Jointly} $12,000 {e) Age B5and Over $1,500
{c) Head of family $9,500 {f} Blindness $1,500

2. Claiming per: xemptions:
(a} Single Individuals enter $6,000 on Line 1.

{b) Married individuals are allowed a joint exemption of $12.000.

If the spouse is not employed, enter $12,000 on Line 2({a). If the spouse is emplayed, the
exempticn of $12,000 may be divided batween taxpayer and spouss in any manner they
choose - in multiples of $500. For example, the taxpayer may claim $6,500 and the spousse
claims $5,500; or the taxpayer may ¢laim $8,000 and the spouse claims $4,000. The total
claimed by the taxpayar and spouse may not exceed $12,000. Enter amount claimed by
you on Line 2(b}.

{c) Head of Family

A head of family is a single individual who maintains a home which is the principal place of
abode for nimself and at least ona pther depandent. Single individuals qualifying as a head
of family enter $9,500 on Line 3. If tha taxpayer has more than ana dapendent, additionat
exemptions are applicable. See ilem (d).

(d) An addilional exemption of $1,500 may generally be claimed for each dependenj of the
laxpaver. A dependent is any relative who receives chief support from the taxpayer and
who qualifias as a dependent for Federal income tax purposes. Head of family individuals
may claim an additional exemption for each dependent gxcluding the one which is required
for head of family status. For example, a head of family taxpayer has 2 dependent children
and his dependent mother living with him. The taxpayer may claim 2 additional exemptions.
Married or single individuals may claim an additiona! exemption for each dependant, but

should not include themselves or their spouse. Married taxpayers may divide the number of their
dependenls between them in any manner they choose; for example, a married couple has 3 children
who qualify as dependents. The taxpayer may claim 2 dependents and the spouse 1; or the taxpayer
may claim 3 dependenis and the spouse nane. Enter the amount of dependent exemption on Line 4.

{e

n additional exemption of $1 laimad by either taxpayer or spouse or poth if
sither or both have reached the age of 65 before the close of 1he taxable year. Ne
additional exemption is authorized for dependents by reason of age, Check applicable
blocks en Line 5.

{f) An additional exemption of $1,500 may be claimed by either taxpayer ¢r spouse or both if
sither or both ara blind. No additional exemption is autherized for dependents by reason of
blindnass. Check applicable blocks on Line 5. Muitiply number of blocks checked on Lina 5
by $1.500 and enter amount of examption claimed.

3, Tota] Exemptlen Claimed:
Add the amount of exemptions claimed in each category and enter the total on Line 6. This
amount will e used as a basis for withholding income tax under the appropriate withholding
tables.

4, A NEW EXEMPTION CERTIFICATE MUST BE FILED WITH YOUR EMPLOYER WITHIN
30 DAYS AFTER ANY CHANGE IN YOUR EXEMPTION STATUS.

5. PENALTIES ARE IMPOSED FOR WILLFULLY SUPPLYING FALSE INFORMATION

8. IF THE EMPLOYEE FAILS TO FILE AN EXEMPTION CERTIFICATE WITH HIS
EMPLOYER, INCOME TAX MUST BE WITHHELD BY THE EMPLOYER ON TOTAL
WAGES WITHOUT THE BENEFIT OF EXEMPTION..

T. To comply with the Military Spouse Residency Relief Act (PL111-97) signed on November
11, 2009




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 Ilp

Primary Telephone Number | Secondary Telephone Number | Personal Email Address

Marital Status Gender Date of Birth (mm/dd/yyyy) | Date of Employment/Retirement
Single El Married |:| Male D Female
Were you ever a ful-time employee of a covered entity under the Plan prior to 1/1/2006% O No {Horizon) Oves (Legacy)

If yes, please list your most recent {pre-1/1/06) employer and dates of employment:

If married, is your spouse a Plan participant? Cves ONo If yes, Spouse Name and SSN:
Section B: Health Insurance Membership Agreement Authorization (CHECK ONLY ONE BOX, SIGN AND DATE)

O I hereby apply to ADD, CONTINUE AND/OR CHANGE COVERAGE for myself and/or my dependents named on this Application For
Coverage form through the State and School Employees’ Health Insurance Plan (PLAN). | certify that all information provided by me on this
application 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 subsject to all
exclusions, provisions, and limitations set forth by the Plan Document. | agree to be bound by all terms and conditions of the PLAN. | understand
and agree Ihat if my application for coverage is approved, any requested coverage changes will be effective the date fixed by the PLAN or
its Administrator. | understand thal 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 Mississippl refirement benefits.

O | hereby WAIVE COVERAGE in the State and School Employees' Health Insurance Plan, | have been offered coverage (or am eligible for
confinuation of coverage) through the PLAN, bui I elect not to be covered. | understand that by wailving coverage at this time, | may only
request coverage for myself or myself and eligible dependents at an Open Enroliment Period or during a Special Enrallment Period. | understand
that if | am a refiree and | waive coverage, | will not be allowed to re-enroll or have my coverage reinstaled at a later dale. If you are walving
coverage because you are currently covered under another health insurance policy, please complete Section D.

Enrollee Signature: Date:

Section C: Coverage

—
Enrollee Type: Coverage Type: Coverage Oplion: &ZZ;‘;?:;?}HTES:F“”' OYes DONo
[] employee - Legacy L enroliee Only {Choose Cnly One) []'A” Effective Date:
|:| Employee - Horizon D Enrollee + Spouse O select D..B.. Effective Date:
[] Refiree [ ]enroliee + Child

COBRA [ enroliee + Chidren Reason for Entlliement:
L] (O sase (HoHpeoucey | [ age [ ko [] Disobity
[] Surviving Spouse [Jenroliee + spouse & Childiren)
Are you a tobacco user? |:| Yes |:| No If yes, are you interested in participating in the Plan's free cessation program? O Yes [0 No

Section D: Other Coverage Information

Do any of the persons listed on this application have other health insurance coverage®ddyes [INo  [fyes, please provide the following:

Name of Individual Covered: 1. 2. 3. 4.
Policyholder's Name:
Policyholder's Date of Birth:
Policyholder’s Insurance
Etfective Date:
Policy Number:
Policyhotder's Employment  Active, Refiree or COBRA  Active, Reliree or COBRA Active, Refiree or COBRA Active, Refiree or COBRA
Status:

Insurance Company Name
address & phone #:

Coverage Type: O croup ONon-crovp [ Group TiNonGroup B Group CNon-Group [ Group ClNon-Group

Application for Coverage Mississippi $1ate and School Employees’ Health Insurance Plan Health1 {1/17)




Enrollee Last Name: First Name: Enrollee $SN:

Section E: Dependents

Dependenis to be Covered | Relafion to Social Security | Date of Birth Address Current Status

[Last Name, First Name, Mi) Enrollee Number {mm/dd/yyyy) (if different from Enrollee)

1. Spouse Employed?
Cmale ] Yes
Tremale I no

2 [Json Child under 26
[ paugnter Disabled

3. [Json [ Chitd under 26
Ooaughter [JDisabled

4. son Chitd under 26

Daughter Disabled

Are any of the dependents listed above covered by Medicare Part A or Part 82 [] Yes [no

If yes, please provide the following:

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

Section F: Change Information

[J add Enroliee: [ open Enroliment DMorriqge Osirth DAdopﬂon Oioss of Coverage due to Divorce
L] other: Requested Effective Date:

DAdd Dependent(s): DOpen Envollment DMorrioge Osirth DAdopﬁon Cother:

[List all dependents in Section E.) Qualifying Event/ Effective Date:

DChcnge Coverage: [] Base Coverage Oselect Coverage

I |Drop Dependent(s): [ ] Divorce [Deceased Cother:

Provide information below for dependents to be dropped:

Name Social Security Number Requested Termination Date

[] other Changes (Explain):

FOR EMPLOYER / ADMINISTRATOR USE ONLY: GROUP NUMBER:

ENTERED BY:
New Legacy Employse, Requasted Effective Date: DATE:
New Horizon Employee, Requested Effective Date: '
Retiree, Requested Effective Date: VERIFIED BY:
COBRA, Requested Effective Date: DATE:

Surviving Spouse, Requested Effective Date:
Change(s), Requested Effective Date:

Print

Application for Coverage Mississippi State and School Employees’ Health Insurance Plan Health) {1/17)



STATE OF MISSISSIPPI
STATE AND SCHOOL EMPLOYEES’ LIFE INSURANCE PLAN
ENROLLMENT/CHANGE REQUEST FORM
Underwritten by Minnesota Life Insurance Company

PLEASE PRINT LEGIBLY MINNESOTA LIFE POLICY # 33683-G
SECTION A: Employee/Employer Information O New Enrollment [ Change
Employee Last Name: Employee First Name: Ml | Social Security No.: Birthdate (MMDDYYYY): Sex

O Male

O Female
Employee Home Address: Employee Home Telephone No.:
Employer Name: Date of Employment:
Employer Address: Employer Telephone No.:

SECTION B: Waiver/Request To Cancel Coverage (Only Complete This Section To Waive Or Cancel Coverage)

O 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.

O 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 tofally 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 HERE ONLY IF YOU DO NOT WANT LIFE INSURANCE COVERAGE

Employee Signature Date

SECTION C: Type of Coverage (Check One)

ACTIVE EMPLOYEE: Life benefit amounts equal twice the amount of the employee's annual wage rounded to the next higher one
thousand dollars. Minimum $30,000; Maximum $100,000. Employee and employer each pay 50% of the monthly premium.

O New Employee — applying within 31 days of employment; coverage will become effective on the first day of employment.
O Late Enrollee Applicant — applying after initial 31 days of employment; wili be subject to medical evidence of insurability, coverage

will become effective on the first day of the month after or coincident with date of approval by Minnesota Life Insurance Company.

(Employee Must Also Complete the Minnesota Life GROUP LIFE INSURANCE EVIDENCE OF INSURABILITY form.)

Date of Employment:

O RETIRED EMPLOYEE: Life benefit amounts limited to $5,000, $10,000, or $20,000. Retired Employees are not eligible for AD&D
coverage. A Retired Employee should apply prior to, but no later than 31 days after, the date Active Employee coverage terminates.
Retiree pays 100% of the monthly premium.

Date of Retirement: COVERAGE AMOUNT REQUESTED: [13$5,000 [O$10,000 O520,000

O DISABLED EMPLOYEE: Life benefit amount is equal to employee’s current benefit level at the time coverage ceases as an Active
Employee. Disabled Employee must apply no later than 31 days from the date Active Employee coverage terminates. Minnesota Life
Insurance Company is solely responsible for evaluating applications for coverage continuation. Premium is waived after 1* 9 months of
premium are paid by the disabled employee.

(Employee Must Also Complete the Minnesota Life NOTICE OF DISABILITY.)

Date of Disability:

MSAPP 7/2009




Employee Last Name Employee First Name Ml | Social Security Number | Daytime Telephone #

()

SECTION D: Beneficiary Information
If more than one Primary Beneficiary is named, the Primary Beneficiaries shall share equally unless otherwise indicated below. Likewise, if
more than che Contingent Beneficiary is named, the Contingent Beneficiaries shall share equally unless otherwise indicated below. If you
are naming more than one Contingent Beneficiary at 100% each, please indicate 1s contingent, 2ns contingent, 3w« contingent, etc., in the
Percentage of Benefit block, and list each in the order of precedence. If beneficiary shares are not equal, please ensure the percentage
of benefits = 100%, USING WHOLE NUMBERS ONLY (ex: 33% + 33% + 34% = 100%).

1. Beneficiary Name, Address, and Telephone #: B Primary Beneficiary
Relationship to Insured: Social Security Number: Date of Birth: Percentage of Benefit:
2. Beneficiary Name, Address, and Telephone #: O Primary Beneficiary or O Contingent Beneficiary*

PLEASE CHECK DESIRED BENEFICIARY TYPE

Relationship to Insured: Social Security Number: Date of Birth: Percentage of Benefit:

3. Beneficiary Name, Address, and Telephone #: O Primary Beneficiary or O Contingent Beneficiary*®
PLEASE CHECK DESIRED BENEFICIARY TYPE

Relationship to Insured: Social Security Number: Date of Birth: Percentage of Benefit;

4. Beneficiary Name, Address, and Telephone #: O Primary Beneficiary or O Contingent Beneficiary*
PLEASE CHECK DESIRED BENEFICIARY TYPE

Relationship to Insured: Social Security Number: Date of Birth: Percentage of Benefit:

*NOTE: Contingent Beneficiaries will only receive proceeds if all Primary Beneficiaries have predeceased the Insured.

SECTION E: Authorization and Certification

| apply 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 Insurance Company. | 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 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. | 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 that for any reason my employer does not receive the Enroliment/Change
Request Form within a reasonable time following the event. | 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 Minnescta Life Insurance Company as needed to verify my eligibility,
benefit amounts, or other such information necessary in the proper administration of the Plan. Subject to the terms of Minnesota Life
Group Policy #33683-G, | request that any sum becoming payable by reason of my death be payable to the beneficiary(ies) listed above.
It is my understanding that this designation shall operate so as o revoke all designations of beneficiary previously made by me under this
Policy.

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

concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil
penalties.

Employee Signature (Required) Date

FOR PERSONNEL/PAYROLL USE ONLY
COVERAGE AMOUNT: REQUESTED EFFECTIVE DATE: | GROUP NUMBER: INFORMATION VERIFIED: {INITIAL AND DATE)




CD Membership Application

l—)E Form 1— Revised 07/01/2016

of MISS155IPPI Please print or type in black ink. Completed form should be mailed or faxed to PERS. Sge bottom of form for contact information.

0 Member Information — 0 Attach a copy of the member's Social Security card.

First Name: MI: Last Name: Gender. OM DO F
Provide previous name, if applicable. First Name: MI: Last Name:

Social Security No.: Birth Date mm/dd/coyy. E-Mail:

Mailing Address: City: State: Zip:

Phone: DO Cellular O Home DO Work Phone: O Cellular O Home O Work
Have you previously served on active duty in the U.S. Armed Forces? If yes, ©=D attach Form{s) DD274 .........c.cccccovvvvcimesccccceceneeeeeee. 1 Y& O NO
Have you ever been a member of the Optional Retirement Plan {ORP) for Institutions of Higher Learing in the State of Mississippi? ...............0 Yes O No

9 Retirement Plan - Plans are governmental defined benefit plans qualified under Section 401(a} of the Internal Revenue Code. Sefect applicable plan.
O Public Employees’ Retirement System of Mississippi (PERS) O Mississippi Highway Safety Patrol Retirement System (MHSPRS)

) Supplemental Legislative Retirement Plan (SLRP)

(3] Family Information - Use additional Membership Applications i fisting more than four dependent children. Information is for defermining statutory
benefits only. Use Form 18, Beneficiary Designation, to officially designate any and all beneficiaries.

Marital Status = Select one. Add date for fast three. O Single OMarried 0O Divorced D Widowed  Effective Date mm/Addicyy:
Spouse's Full Name Social Security No. Birth Date mmild/ccyy Woedding Date mm/dd/ccyy Gender

oM OF

Dependent Child’s Full Name - Up fo age Social Security No. Birth Date mm#ldrceyy Relationship Gender
18, or 23 if unmarried and a full-time student

OM OF

OM OF

oM OF

OM OF

(4] Member Certification - if an authorized representative signs this form, “=D attach a copy of the durable power of attomey, conservatorship or
guardianship papers, or other legal documents as proof of authority fo sign this form.

Member's Signature: Date mmsddiceyy.

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

Member's Position Held/Jeb Title: Member's Hire Date mm/dd/iccyy:

Member's Status: Elected Official: O Yes O No Fee Paid Official: O Yes O No Public Safety Employee: O Yes DO Ne
Employer Name: Employer No.: -

Employer Representative’s Name: Employer Representative’s Title;

Employer Representative’'s Phone: Fax: E-Mail:

As employer representative, | certify that employment in this position meets the eligibility requirements of PERS Board of Trustees Regulation 25, Eligibitity of
Part-time Employees for State Retirement Annuity Service Credit, and PERS Board of Trustees Ragulation 36, Eligibility for Membership in the Public
Employees' Retirement System of Mississippi (PERS).

Employer Representative's Signature: Date mm/ddiccyy.

Public Employees’ Retirement System of Mississippi
429 Mississippi Street, Jackson, M5 39201-1005  800.444.7377  601.359.3589  601.359.5262, fax  www.pers.ms.gov



CD Beneficiary Designation

P E Form 1B — Revised 07/01/2016

aof MIKSISSIPP] Piease print or type in black ink. Completed form should be mailed or faxed to PERS. See bottom: of form for contact information.

(1] Member/Retiree Information

First Mame: MI: Last Name: O Member [ Retiree

Social Security No.: Birth Date mm/Add/iccyy: Gender:OM DF

2] Retirement Plan - Plans are governmental defined benefit plans qualified under Section 401(g) of the Internal Revenue Code. Select applicable plan.
0O Public Employees’ Retirement System of Mississippi (PERS) A Mississippi Highway Safety Patrol Retirement System (MHSPRS)

0O Supplemental Legislative Retirement Plan (SLRP)

9 Beneficiary Information - Use additional Form 18, Beneficiary Designation, to designate additional beneficiaries. If more than one primary beneficiary
is named, the primary beneficiaries shall share equally unless otherwise indicated. Likewise, if more than one secondary beneficiary is named, the secondary
beneficiaries shall share equally unless otherwise indicated. Total primary and secondary beneficiary percentages must equal 100 percent.

Beneficiary Name Social Security No. Birth Date Relationship Beneficiary Percentage Gender
mm/dd/ccyy P=Primary, S=Secondary

Use whole nuimbers

ap as % OM OF
OoP Os % OM OF
DP OS % OM OF
DP OS5 % OM OF
DP OS % OM OF

® MemberiRetiree Certification - Check applicable acknowledgement then sign. If an authorized representative signs this form, S altach a copy of
the durable power of attorney, conservatorship or guardianship papers, or other legal documents as proof of authority to sign this form.

O Member - | acknowledge and understand that the PERS Board of Trustees is authorized to pay benefits in accordance with the statutory provisions
that govern the retirement system in which | am a member. To the extent permitted by such statutery provisions at the time of my death pricr to
retirement, | hereby designate the above beneficiary(ies) to receive the payment of my accumulated contributions and any interest relating thereto. |
further acknowledge and understand that certain benefits may be reauired by law to be paid that may limit, partially or totally, any payment to my
designated beneficiary(ies).

[l Retiree - | hereby designate the above beneficiary(ies) to receive any residuat amount payable by reason of my death and the death of my joint
annuitant{s}, if applicable.

Member/Retiree’s Signature: Date mm/ddrccyy.

5] Employer Certification ~ This section must be completed by an authorized employer representative, not the member. Only complete for active members.

Employer Name: Employer No.: -
Employer Representative’'s Name: Employer Representative's Title:

Employer Representative’s Phone: Fax: E-Mail:

Employer Representative’'s Signature: Date mm/dd/ecyy:

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



C) Change of Information

Form 1C - Revised 8/23/2016
P E 1—6 Flease print or type in black ink. Active members (currently contributing fo PERS) should submit completed form te employer (see Seclion 6
of MI§SISSIPPI for delails). Inactive members and benefit recipients should submif completed form to PERS. See bottom of form for contact information.

0 Member/Benefit Recipient Information - Filt in your name as currently filed with PERS and use secfions 2, 3, and 4 to submit new inforration.

First Name: MI: Last Name: O Member O Benefit Recipient

Social Security No.: Birth Date mm/dd/ceyy: Genderr OM OF

9 Changes to Member/Benefit Recipient Name and Address - if necessary, check items to be updated then fill in only applicable information.

To Change New Information Effective Date mm/ddiccyy:
Name First Name: MI: Last Name:
Address Mailing Address: City: State: Zip:

9 Changes to Member/Benefit Recipient E-Mail and Phone - if necessary, check items to be updated then fill in only applicable information.

Te Change New Information Effective Date mm/dd/iceyy:

___ E-Mail

__ Phone O Cellular 00 Home [ Work
__ Phone O Cellular @ Home 0O Work

(4] Changes to Family Information — /f necessary, list applicable changes below. Use additional Form 1C, Change of Information, if lisfing more than
three dependent children. information is for determining statufory benefits only. Use Form 1B, Beneficiary Dasignation, or Form 16, Advanced Application, as
applicable, to designate any and all beneficiaries. If changes to marital status are marked, = attach a copy of the marriage, divorce, or death certificate.

Marital Status — Sefect one. Add date for fast three. [ 8ingle OMarried 0O Divorced OWidowed  Effective Date mm/ddiceyy:

Spouse’s Full Name Social Security No. Birth Date mm/dd/iccyy Woedding Date mm/dd/iccyy Gender
oM OF
Dependent Child’s Full Name -~ Up fo age Social Security No. Birth Date mmAddrceyy Relatienship Gender
19, or 23 if unmarried and a full-ime student
OomM OF
oM OF
Om OF

(5] Member/Benefit Recipient Certification - Active members (those currently contributing to PERS) should sign and submit form to employer for

completion of Section 6. Employers will be responsible for submitting completed form fo PERS, if necessary. Inactive members and benefit recipients
shouwld sign and submit form directly to PERS, as Section 6 is not applicable to these individuals. & if an authorized representative signs this form, altach a
copy of the durable power of attorney, conservatorship or guardianship papers, or other legal documents as proof of authority to sign this form.

Member/Benefit Recipient's Signature: Date mm/ddiccyy.

6] Employer Certification - Completion of Section 6 and submission of this form fo PERS by the employer is only necessary when changes are being
made lo sections 3 and 4 (e-mail, phone numbers, marital status, or family information). Changes to Section 2 (name or address) will be submitted to PERS
by the employer via monthly wage and conliibution reporis not via this form. This process helps ensure consistengy in the name used for reporting PERS,
Social Securly, and W-2 wage information by the employer. If completion of Section 6 is necessary, an authorized employer representafive, must sign.

Employer Name: Employer No.: -
Employer Representative’s Name: Employer Representative's Title:
Employer Representative’s Phone: Fax: E-Mail:

As employer representative, 1 am submitting this form to PERS because changes are being made to Section 3 (e-mail and phone) and/or Section 4 (family
information). | hereby certify that any name and address change information provided above is consistent with the active member's name used on the
employer's records for reporting PERS, Social Security, and W-2 wage information.

Employer Representative's Signature: Date mm/ddiceyy.

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



C) Non-Covered Employment Acknowledgment

Form 4A — Revised 12/1/2013

P E 118 Complete only if employee is not receiving PERS service retirement benefits and is not confribufing o PERS through another employer.

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

L1 Employee Information

First Name: Ml Last Name: Gender:OM BF
Social Security No.: Birth Date mm/dd/ceyy. E-Mail:

Mailing Address: City: State: Zip:

Phone: 0 Ceflular O Home DO Work Phone: 0O Cellular O Home O Work

Employee Acknowledgment

| hereby acknowledge that | am not receiving service retirement benefits from PERS and that my employment does not meet the eligibility requirements of
PERS Board of Trustees Regulation 25, Eligibility of Part-time Employees for State Retirement Annuity Service Credit, and PERS Board of Trustees
Regqulation 36, Eligibility for Membership in the Public Employees’ Relirement System of Mississippi (PERS), and that |, therefore, am not eligible for
coverage for this employment under the provisions of PERS. &3 If an authorized representative signs this form, atfach a copy of the durable power of
attomey, conservatorship or guardianship papers, or other legal documents as proof of authority to sign this form.

Employee's Signature: Date mm/dd/iccyy.

Employer Certification - This section must be completed by an authorized employer representative, not the employee.

Employee's Position Held/Job Title:

Employee's Hire Date mm/dd/ccyy: Employee's Termination Date mm/dd/iccyy:

Employer Name: Employer No.: -
Employer Representative’'s Name: Employer Representative’s Title:

Employer Representative’s Phone: Fax: E-Mail:

As employer representative, | understand that wages earmned and paid to the above named individual during this period of employment will not be subject to
withholding for state retirement. | further understand that any person who makes a false statement or shall falsify or permit to be falsified any record of a
retirement plan administered by PERS in an attempt to defraud the plan may be subject to criminal prosecution. With that understanding, | certify that the
above information is true and correct and that employment in this position does not meet the eligibility requirements of PERS Board of Trustees Regulation
25, Efigibility of Part-time Employees for State Retirement Annuity Service Credit, and PERS Board of Trustees Regulation 36, Eligibility for Membership in
the Public Employees’ Retirement System of Mississippi (PERS).

Employer Representative’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



SUNFLOWER COUNTY CONSOLIDATED SCHOOL DISTRICT
AUTHORIZATION AGREEMENT FOR AUTOMATIC DEPOSITS (ACH CREDITS)

I authorize the Sunflower County Consolidated School District to initiate entries to the account indicated below as
follows:

1. They may initiate CREDIT entries, which moves money into my account according to the schedule
and other conditions to which the Sunflower County Consclidated School District and | have agreed.

2. They may initiate DEBIT entries to reverse any transactions they have originated to my account in
error.

Name:

(please print)
Account Number:

Name of Depository Financial Institution:

Location of Depository Financial Institution:

City: State: Zip:

Please enter your bank’s routing and transit number here and staple a VOIDED CHECK below.*

O 0onoon...

This authority is to remain in effect until the Sunflower County Consolidated School District has received written
notification of its termination and has had a reasonable opportunity to act upon it.

Also, by signing this document, | agree to provide written instructions regarding any changes to my information
as soon as possible. | further understand that if | fail to provide updated information, that future payments may
require an additional amount of time before being credited to my account.

Signed: Date:

*DO NOT USE A DEPOSIT SLIP. Many banks print internal transaction codes instead of their routing and
transit numbers on their deposit slips. Using an invalid routing and transit number will prevent your transaction
from being directed to the correct bank, resulting in delays in the posting of your payment.



MISSISSIPPI STATE AND SCHOOL EMPLOYEES’ HEALTH INSURANCE PLAN
Tobacco Use Attestation Form

All sections of the form below must be completed in order for the form to be processed. Please print in blue or black ink.

LAST NAME: FIRST NAME: MI: LAST FOUR OF SSN:
HOME ADDRESS: CITY: STATE: ZIP:
PERSONAL TELEPHONE NUMBER: PERSONAL EMAIL ADDRESS:

e Please initial the appropriate box below to indicate whether or not you use tobacco on a regular basis.

e Ifyou are a regular user of tobacco, please indicate whether or not you are interested in receiving information
about the Mississippi State and School Employees’ Health Insurance Plan’s (Plan) free tobacco cessation
programs.

NON-TOBACCO USER

| attest that | do not regularly use a tobacco product in any form (cigarettes, cigars, pipe, oral tobacco
products, etc.).

| certify that all information provided by me on this form is complete and accurate.

Signature Date

TOBACCO USER

| acknowledge that | regularly use a tobacco product in some form (cigarettes, cigars, pipe, oral tobacco
products, etc.).

|:| | am interested in receiving information about tobacco cessation programs offered by the Plan.

| certify that all information provided by me on this form is complete and accurate.

Signature Date

Form Submission:
e If you are an active employee, please return your form to your employer’s Human
Resources Department.

¢ If you are a non-Medicare retiree or COBRA participant, please mail or fax your form to:
Blue Cross & Blue Shield of Mississippi
P.O. Box 23734
Jackson, MS 39225-3734
Fax: (601) 664-5342

For more information visit KnowYourBenefits.dfa.ms.gov

T156871/4.15



Sunflotwer County Congolidated School Digtrict

“United For Excellence”

VERIFICATION OF TEACHING EXPERIENCE

WILL BE PAID ATO YEAR EXPERIENCE, IF NOT RETURNED WITHIN FIVE DAYS

To be completed by applicant:

Name Social Security #
Last First Middle/ Maiden

Address City, State, Zip

The information below is to be completed by School District Administrator or Human Resources office and returned
to the applicant for inclusion in the application packet:

This is to certify that educator

Saocial Security # has successfully completed years of experience as a classroom teacher in our
district:

School State
Name of School Start/Ending Date | TOTAL POSITION Accredited?
Mo/Dav/Y ear YEARS Or GRADE* (Yes or No)
Signature of Human Resources or Personnel Director Position
Name of School District Date

State Phone




Employment Eligibility Verification

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

USCIS

Form I-9
OMB No, 1615-0047
Expires 08/31/2019

P START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,

during complation of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: ltis illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

than the first day of empioyment, but not before accepting a job offer.)

Section 1. Employee Information and Attestation (Employses must complete and sign Section 1 of Form I-9 no Iater

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

Address (Street Number and Name) Apt. Number | City or Town

State

ZIP Code

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's E-mail Address

Employee's Telephone Number

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in

connection with the completion of this form.

| attest, under penalty of perjury, that | am (check one of the following boxes):

[] 1. A citizen of the United States

[] 2. A noncitizen nationa! of the United States (See instructions)

[:] 3. A lawful permanent resident  (Alien Registration Number/USCIS Number):

|:| 4. An alien authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" in the expiration date field. (See instructions)

Aliens authorized to work must provide only one of the folfowing document numbers lo complete Form I-8:

1. Alien Registration Number/USCIS Number:
OR

2. Form |-94 Admission Number:

OR

3. Foreign Passport Number:

Country of Issuance:

An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,

QR Code - Section 1
Do Not Write In This Space

Signature of Employee Today's Date {(mm/dd/vyyy)

Preparer and/or Translator Certification (check one):

|:| | did not use a preparer or translator. |:| A preparer(s) and/or translator(s) assisted the employea in compietmg Section 1. :
{Fields below must be completed and signed when preparers and/or Iranslators assist an employee in completing Section 1. )

knowledge the information is true and correct.

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my '

Signature of Preparer or Translator Today's Date (mm/ddiyyy)
Last Name (Family Name) First Name (Given Name}
Address (Street Number and Name} City or Town State ZIP Code

@l Employer Completes Next Page @

Form 1-9 07/17/17 N

Page 1 of 3




Employment Eligibility Verification USCIS

Department of Homeland Security omggznlle};zmn
U.S. Citizenship and Immigration Services Expires 08/31/2019

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complele and sign Section 2 within 3 business days of the employee’s first day of emp!oyment You
must physically examine one documenf from List A OR a combination of one document from List B and one document from List C as hsted on {he "Lrsts
of Acceplable Documents.”)

i Last Name (Family Nams) First Name (Given Name) M.l. | Citizenship/lmmigration Status
Employee Info from Section 1
ListA OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Title Document Title

Issuing Authority

Issuing Authority

1ssuing Authority

Document Number

Document Number

Document Number

Expiration Date (if any)(mm/ddiyyyy)

Expiration Date (if any){mm/ddiyyyy)

Expiration Date (if any){mm/ddfiyyyy)

Document Title

Issuing Authority

Additional Information

QR Code - Sections 2& 3

Do Not Write In This Space

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/ddfyyyy)

Certification: | attest, under penalty of perjury, that {1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s} appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States,

The employee's first day of employment (mm/dd/yyyy}). {See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date {mm/ddAyyy) | Title of Employer or Authorized Representative

Last Name of Emplover or Authorized Representative | First Name of Employer or Authorized Representative  { Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) | City or Town State

ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.) -
A. New Name (if applicable) B. Date of Rehire (if applicable)
Last Name (Family Name) Date {mm/ddfyyyy)

First Name (Given Name) Middle Initial

C. If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes
continuing employment authorization in the space provided below.

Document Title

Document Number Expiration Date (if any) fmm/dd/yyy)

| 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 document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative | Today's Date {mm/dd/yyyy)

Name of Employer or Authorized Representative

Form -9 07/17/17 N Page 2 of 3




LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

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

LIST A

Documents that Establish
Both Identity and
Employment Authorization

LISTB LISTC
Documents that Establish Documents that Establish
Identity Employment Autheorization

AND

—

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

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

Foreign passport that contains a
temporary 1-551 stamp or temporary
I-551 printed notation on a machine-
readable immigrant visa

1. Driver's license or ID card issued by a 1.
State or cutlying possession of the
United States provided it contains a
photograph or information such as
name, date of birth, gender, height, eye
color, and address

A Social Security Account Number
card, unless the card includes one of
the following restrictions:

{1) NOT VALID FOR EMPLOYMENT
{2) VALID FOR WORK ONLY WITH

Employment Authorization Document
that contains a photograph (Form
[-766)

INS AUTHORIZATION
2. ID card issued by federal, state or local (3) VALID FOR WORK ONLY WITH
government agencies or entities, DHS AUTHORIZATION

provided it contains a photograph or
information such as name, date of birth, | 2-
gender, height, eye color, and address

Certification of report of birth issued
by the Department of State (Forms

For a nonimmigrant alien authorized
to work for a specific employer
because of his or her status:

a. Foreign passport; and

b. Form I-84 or Form |-94A that has
the following:

(1) The same name as the passport;
and

(2) An endorsement of the alien's
nonimmigrant status 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.

DS-1350, FS-545, FS-240)

3. School D card with a photograph — ) -
3. Original er certified copy of birth
4. Voter's registration card certificate issued by a State,
— county, municipal authority, or

5. U.S. Military card or draft record territory of the United States
6. Military dependent's ID card bearing an official seal
7. U.S. Coast Guard Merchant Mariner 4. Native American tribal document

Card 5. U.S. Citizen ID Card (Form I-197)
8. Native American tribal document

6. Identification Card for Use of

Resident Citizen in the United
States (Form -179)

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

Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RMI) with Form
1-94 or Form |-94A indicating
nonimmigrant admission under the
Compact of Free Association Between
the United States and the FSM or RMI

Employment authorization
document issued by the
Department of Homeland Security

For persons under age 18 who are | 7-
unable to present a document
listed above:

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

Examples of many of these documents appear in Part 13 of the Handhook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.

Form 1.9 07/1717 N
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SUNFLOWER COUNTY CONSOLIDATED SCHOOL DISTRICT

CONSENT AND INFORMATION RELEASE FORM

[ ] T understand that a condition of employment/volunteer work with the Sunflower County
Consolidated School District is a criminal background investigation

[ ] I authorize the Sunflower County Consolidated School District to conduct a criminal background
investigation and understand that the results will be part of my personnel/volunteer file.

Signature Date

BACKGROUND CHECK INFORMATION FORM

Name:

Address:

SSN: Date of Birth:

Gender:
|:| Female

|:| Male

Race:

[ ] Black

[] White
[ ] Hispanic

|:| Other



SUNFLOWER COUNTY CONSOLIDATED SCHOOL DISTRICT
CRIMINAL BACKGROUND QUESTIONNAIRE FORM

With respect to the City/Community in which you have resided for the past ten years, state the
following below:

The name of the City/Community and the period of time you resided in each.

City/Community Date

1. From To
2. From To
3 From To

Have you ever been convicted of the following crimes: (a) Felony Possession or Sale of Druga;
(b) Murder; (c) Manslaughter; (d) Armed Robbery; () Rape; (f) Sex Battery; (g) Sex Offenses;

(h) Child Abuses; (i) Arson; (j) Grand Larceny (k) Burglary (1) Gratification of Lust; (m)
Aggravated Assault.

Yes No

If your answer is yes, provide information with regard to each charge or conviction.

The Crime (Identify) Date Charged Disposition
1.
2
3,

Are you presently on probation or on parole from a criminal conviction? Yes ~ No
Do you presently have any criminal charge pending against you at this time? Yes  No

I understand that the information requested above will be used for purposes of evaluating my
suitability for employment by the Sunflower County Consolidated School District only and will
not be disclosed to any third party or agency. Further, I hereby certify under penalty or perjury
that my answers to the forgoing questions are true and complete.

Signature Date



