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The Mission of the District is “To educate, equip and inspire all students to achieve their full potential.” 

The Vision of the District is: “Coming together, working together, succeeding together to benefit every student.” 

 

Dr. Sandra R. Nash  
Superintendent 

Mrs. Trena Warren, Deputy 
Superintendent/Director of Federal Programs 

 
 
 
  
 
 

 
Dr. Shundera Stallings, Business Manager 
Mrs. Ronda Cook, Payroll 
Mrs. Angela Thompson, Human Resources 
Ms. Alexia Montgomery, Accounts Payable 
 

Dear Retiree, 
 
We welcome you to the Claiborne County School District with great pleasure! We are delighted that you have 
chosen to accept our offer of employment. 
 
Enclosed are forms that you must complete to finalize your employment. You must also return the original 
documents to our office immediately. Below are some items needed to complete your personnel and payroll 
files. 

• Ensure you have submitted an online application at https://ccsdjobs.claiborne.k12.ms.us/ 
• A copy of any previous teaching experience and Mississippi teacher license (before a contract can be 

issued).  
• Emergency Contact Form 
• Employment Eligibility Verification Form (I-9) 
• A copy of your driver's license/picture ID and social security card 
• Federal and State Tax Forms 
• Direct Deposit Authorization Form (Please be sure to attach a voided check, direct deposit letter/card 

from the bank) 
• Benefits Election Forms 

• Health Insurance 
• PERS Form(s)  

• Form 4B for Retirees 
• Drug-Free Schools and Workplace Policy Acknowledgement Form 
• Code of Ethics and Standards of Conduct Acknowledgement Form 
• Fair Labor Standards and Family and Medical Leave Acts Acknowledgment Form 
• Job Description 
• $32.00 (exact cash amount, check, or money order made payable to the Claiborne County School 

District) for a background check. You should submit the payment to the Business Office. You will 
then contact the District's Resource Officer to complete the fingerprinting process. 

 
We are excited about you joining us and want to ensure you succeed in your new role. Please do not hesitate to 
contact the Business Office at (601)-437-4232 with any questions or concerns. We look forward to a positive 
working relationship! 
 
Respectfully, 
 
The Business Department 

https://ccsdjobs.claiborne.k12.ms.us/


CLAIBORNE COUNTY SCHOOL DISTRICT 

Employee Information 

Personal Information 

Full Name: 

Last First M.I.

Address: 

Street Address Apartment/Unit # 

City State ZIP Code 

Home Phone: Alternate Phone: 

Email 

Birth Date: Marital Status: 

Spouse’s Name: 

Spouse’s Work Phone: 

Emergency Contact Information 

Full Name: 

Last First M.I.

Address: 

Street Address Apartment/Unit # 

City State ZIP Code 

Primary Phone: Alternate Phone: 

Relationship: 

Emergency Contact Information 

Full Name: 

Last First M.I.

Address: 

Street Address Apartment/Unit # 

City State ZIP Code 

Primary Phone: Alternate Phone: 

Relationship: 



   

  

Employment Eligibility Verification 
Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 
Form I-9

OMB No.1615-0047 
Expires 07/31/2026 

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 Instructions. 
ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask 
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or 
Supplement B, Reverification and Rehire. Treating employees differently based on 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 Used (if any) 

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

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

I am aware that federal law 
provides for imprisonment and/or
fines for false statements, or the 
use of false documents, in 
connection with the completion of
this form. I attest, under penalty
of perjury, that this information,
including my selection of the box
attesting to my citizenship or
immigration status, is true and 
correct. 

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

1. A citizen of the United States 

2. A noncitizen national of the United States (See Instructions.) 

3. A lawful permanent resident (Enter USCIS or A-Number.) 

4. A noncitizen (other than Item Numbers 2. and 3. above) authorized to work until (exp. date, if any) 

If you check Item Number 4., enter one of these: 
USCIS A-Number 

OR 
Form I-94 Admission Number 

OR 
Foreign Passport Number and Country of Issuance 

Signature of Employee 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. Employer Review and Verification: Employers or their authorized representative must complete and sign Section 2 within three 
business days after the employee'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 C. Enter any additional 
documentation in the Additional Information box; see Instructions. 

List A OR List B AND List C 

Document Title 1 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Document Title 2 (if any) Additional Information 

Issuing Authority 

Check here if you used an alternative procedure authorized by DHS to examine documents.     

Document Number (if any) 

Expiration Date (if any) 

Document Title 3 (if any) 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Certification: I attest, under penalty of perjury, that (1) I have examined the documentation presented by the above-named 
employee, (2) the above-listed documentation appears 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. 

First Day of Employment 
(mm/dd/yyyy): 

Last Name, First Name and Title of Employer or Authorized Representative 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 

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

Form I-9 Edition 08/01/23 Page 1 of 4 

http://www.uscis.gov/I-9
https://www.uscis.gov/i-9
https://www.uscis.gov/i-9


 
  

   
 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

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). 

LIST A 
Documents that Establish Both Identity 

and Employment Authorization OR 

LIST B 

Documents that Establish Identity 

LIST C 
Documents that Establish Employment

Authorization AND 

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

1. 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
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

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

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

2. ID card issued by federal, state or local
government agencies or entities, provided it
contains a photograph or information such as
name, date of birth, gender, height, eye color,
and address

4. Employment Authorization Document
that contains a photograph (Form I-766) 2. Certification of report of birth issued by the

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

3. School ID card with a photograph5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:

a. Foreign passport; and

b. Form I-94 or Form I-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.

4. Voter's registration card 3. Original or certified copy of birth certificate
issued by a State, county, municipal
authority, or territory of the United States
bearing an official seal

5. U.S. Military card or draft record

6. Military dependent's ID card
4. Native American tribal document

7. U.S. Coast Guard Merchant Mariner 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 I-179)9. Driver's license issued by a Canadian
government authority

7. 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-9-central.

The Form I-766, Employment
Authorization Document, is a List A, Item
Number 4. document, not a List C
document.

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

listed above: 
10. School record or report card

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

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

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 I-94 issued to a lawful
permanent resident that contains an
I-551 stamp and a photograph of the
individual.

● Form I-94 with “RE” notation or
refugee stamp issued to a refugee.

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

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

*Refer to the Employment Authorization Extensions page on I-9 Central for more information.

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

https://www.uscis.gov/i-9-central/handbook-for-employers-m-274/60-evidence-of-status-for-certain-categories
https://www.uscis.gov/i-9-central/form-i-9-resources/handbook-for-employers-m-274/120-acceptable-documents-for-verifying-employment-authorization-and-identity/123-list-c-documents-that-establish-employment-authorization
https://www.uscis.gov/i-9-central
https://www.uscis.gov/i-9-central/form-i-9-acceptable-documents/employment-authorization-extensions


 Supplement A, 
Preparer and/or Translator Certification for Section 1 

 

 

 

 

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

USCIS 
Form I-9 

Supplement A
OMB No. 1615-0047 
Expires 07/31/2026 

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1.  Middle initial (if any) from Section 1.  

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1 
of Form I-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator 
must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's 
completed Form I-9. 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

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



 Supplement B, 
Reverification and Rehire (formerly Section 3) 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

USCIS 
Form I-9

Supplement B
OMB No. 1615-0047 
Expires 07/31/2026 

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

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1.  Middle initial (if any) from Section 1.  

Instructions: This supplement replaces Section 3 on the previous version of Form I-9. Only use this page if your employee requires 
reverification, is rehired within three years of the date the original 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 I-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 I-9 (M-274) 

New Name (if applicable)Date of Rehire (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 Number (if any) Expiration Date (if any) (mm/dd/yyyy) 

I 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 I examined appears to be genuine and to relate to the individual who presented it. 

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

Additional Information (Initial and date each notation.) Check here if you used an 
alternative 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 Number (if any) Expiration Date (if any) (mm/dd/yyyy) 

I 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 I examined appears to be genuine and to relate to the individual who presented it. 

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

Additional Information (Initial and date each notation.) Check here if you used an 
alternative 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 Number (if any) Expiration Date (if any) (mm/dd/yyyy) 

I 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 I examined appears to be genuine and to relate to the individual who presented it. 

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

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

Form I-9 Edition 08/01/23 Page 4 of 4 
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Form  W-4
Department of the Treasury  
Internal Revenue Service 

Employee’s Withholding Certificate
Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay. 

Give Form W-4 to your employer. 
Your withholding is subject to review by the IRS.

OMB No. 1545-0074

2023
Step 1: 
Enter 
Personal 
Information

(a) First name and middle initial Last name

Address 

City or town, state, and ZIP code

(b)  Social security number

Does your name match the 
name on your social security 
card? If not, to ensure you get 
credit for your earnings, 
contact SSA at 800-772-1213 
or go to www.ssa.gov.

(c) Single or Married filing separately

Married filing jointly or Qualifying surviving spouse

Head of household (Check only if you’re unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

Complete Steps 2–4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can 
claim exemption from withholding, other details, and privacy.

Step 2: 
Multiple Jobs 
or Spouse 
Works

Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse 
also works. The correct amount of withholding depends on income earned from all of these jobs.

Do only one of the following.
(a) Reserved for future use.
(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; or
(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This

option is generally more accurate than (b) if pay at the lower paying job is more than half of the pay at the
higher paying job. Otherwise, (b) is more accurate . . . . . . . . . . . . . . . . . .

TIP: If you have self-employment income, see page 2.

Complete Steps 3–4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will 
be most accurate if you complete Steps 3–4(b) on the Form W-4 for the highest paying job.)

Step 3: 
Claim 
Dependent 
and Other 
Credits 

If your total income will be $200,000 or less ($400,000 or less if married filing jointly): 

Multiply the number of qualifying children under age 17 by $2,000 $

Multiply the number of other dependents by $500 . . . . . $

Add the amounts above for qualifying children and other dependents. You may add to 
this the amount of any other credits. Enter the total here . . . . . . . . . . 3 $

Step 4 
(optional): 

Other 
Adjustments

(a) Other income (not from jobs). If you want tax withheld for other income you
expect this year that won’t have withholding, enter the amount of other income here.
This may include interest, dividends, and retirement income . . . . . . . . 4(a) $

(b) Deductions. If you expect to claim deductions other than the standard deduction and
want to reduce your withholding, use the Deductions Worksheet on page 3 and enter
the result here . . . . . . . . . . . . . . . . . . . . . . . 4(b) $

(c) Extra withholding. Enter any additional tax you want withheld each pay period . . 4(c) $

Step 5: 
Sign 
Here

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

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

Employers 
Only

Employer’s name and address First date of 
employment

Employer identification 
number (EIN)

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



Form W-4 (2023) Page 2

General Instructions
Section references are to the Internal Revenue Code. 

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

Purpose of Form
Complete Form W-4 so that your employer can withhold the 
correct federal income tax from your pay. If too little is 
withheld, you will generally owe tax when you file your tax 
return and may owe a penalty. If too much is withheld, you 
will generally be due a refund. Complete a new Form W-4 
when changes to your personal or financial situation would 
change the entries on the form. For more information on 
withholding and when you must furnish a new Form W-4, 
see Pub. 505, Tax Withholding and Estimated Tax. 

Exemption from withholding. You may claim exemption 
from withholding for 2023 if you meet both of the following 
conditions: you had no federal income tax liability in 2022 
and you expect to have no federal income tax liability in 
2023. You had no federal income tax liability in 2022 if (1) 
your total tax on line 24 on your 2022 Form 1040 or 1040-SR 
is zero (or less than the sum of lines 27, 28, and 29), or (2) 
you were not required to file a return because your income 
was below the filing threshold for your correct filing status. If 
you claim exemption, you will have no income tax withheld 
from your paycheck and may owe taxes and penalties when 
you file your 2023 tax return. To claim exemption from 
withholding, certify that you meet both of the conditions 
above by writing “Exempt” on Form W-4 in the space below 
Step 4(c). Then, complete Steps 1(a), 1(b), and 5. Do not 
complete any other steps. You will need to submit a new 
Form W-4 by February 15, 2024.

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

Self-employment. Generally, you will owe both income and 
self-employment taxes on any self-employment income you 
receive separate from the wages you receive as an 
employee. If you want to pay income and self-employment 
taxes through withholding from your wages, you should 
enter the self-employment income on Step 4(a). Then 
compute your self-employment tax, divide that tax by the 
number of pay periods remaining in the year, and include 
that resulting amount per pay period on Step 4(c). You can 
also add half of the annual amount of self-employment tax to 
Step 4(b) as a deduction. To calculate self-employment tax, 
you generally multiply the self-employment income by 
14.13% (this rate is a quick way to figure your self-
employment tax and equals the sum of the 12.4% social 
security tax and the 2.9% Medicare tax multiplied by 
0.9235). See Pub. 505 for more information, especially if the 
sum of self-employment income multiplied by 0.9235 and 
wages exceeds $160,200 for a given individual.

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

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

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

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

!
CAUTION

Multiple jobs. Complete Steps 3 through 4(b) on only 
one Form W-4. Withholding will be most accurate if 
you do this on the Form W-4 for the highest paying job.

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

Step 4 (optional).

Step 4(a). Enter in this step the total of your other 
estimated income for the year, if any. You shouldn’t include 
income from any jobs or self-employment. If you complete 
Step 4(a), you likely won’t have to make estimated tax 
payments for that income. If you prefer to pay estimated tax 
rather than having tax on other income withheld from your 
paycheck, see Form 1040-ES, Estimated Tax for Individuals.

Step 4(b). Enter in this step the amount from the 
Deductions Worksheet, line 5, if you expect to claim 
deductions other than the basic standard deduction on your 
2023 tax return and want to reduce your withholding to 
account for these deductions. This includes both itemized 
deductions and other deductions such as for student loan 
interest and IRAs.

Step 4(c). Enter in this step any additional tax you want 
withheld from your pay each pay 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.



Form W-4 (2023) Page 3

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

If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only 
ONE Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest 
paying job. To be accurate, submit a new Form W-4 for all other jobs if you have not updated your withholding since 2019.

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

1 
 
 

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

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

a 
 
 

Find the amount from the appropriate table on page 4 using the annual wages from the highest 
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries 
and enter that value on line 2a . . . . . . . . . . . . . . . . . . . . . . . 2a $

b 
 
 

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

c Add the amounts from lines 2a and 2b and enter the result on line 2c . . . . . . . . . . 2c $

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

4 
 

Divide the annual amount on line 1 or line 2c by the number of pay periods on line 3. Enter this
amount here and in Step 4(c) of Form W-4 for the highest paying job (along with any other additional
amount you want withheld) . . . . . . . . . . . . . . . . . . . . . . . . . 4 $

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

1 
 

Enter an estimate of your 2023 itemized deductions (from Schedule A (Form 1040)). Such deductions
may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to 
$10,000), and medical expenses in excess of 7.5% of your income . . . . . . . . . . . . 1 $

2 Enter:
• $27,700 if you’re married filing jointly or a qualifying surviving spouse
• $20,800 if you’re head of household
• $13,850 if you’re single or married filing separately

. . . . . 2 $

3 If line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater 
than line 1, enter “-0-” . . . . . . . . . . . . . . . . . . . . . . . . . . 3 $

4 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other 
adjustments (from Part II of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4 $

5 Add lines 3 and 4. Enter the result here and in Step 4(b) of Form W-4 . . . . . . . . . . . 5 $

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

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

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

If you have suggestions for making this form simpler, we would be happy to hear 
from you. See the instructions for your income tax return.
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Married Filing Jointly or Qualifying Surviving Spouse

Higher Paying Job 
Annual Taxable 
Wage & Salary

Lower Paying Job Annual Taxable Wage & Salary

    $0 - 
9,999

$10,000 - 
19,999

$20,000 - 
29,999

$30,000 - 
39,999

$40,000 - 
49,999

$50,000 - 
59,999

$60,000 - 
69,999

$70,000 - 
79,999

$80,000 - 
89,999

$90,000 - 
99,999

$100,000 - 
109,999

$110,000 - 
120,000

$0 -     9,999 $0 $0 $850 $850 $1,000 $1,020 $1,020 $1,020 $1,020 $1,020 $1,020 $1,870

$10,000 -   19,999 0 930 1,850 2,000 2,200 2,220 2,220 2,220 2,220 2,220 3,200 4,070

$20,000 -   29,999 850 1,850 2,920 3,120 3,320 3,340 3,340 3,340 3,340 4,320 5,320 6,190

$30,000 -   39,999 850 2,000 3,120 3,320 3,520 3,540 3,540 3,540 4,520 5,520 6,520 7,390

$40,000 -   49,999 1,000 2,200 3,320 3,520 3,720 3,740 3,740 4,720 5,720 6,720 7,720 8,590

$50,000 -   59,999 1,020 2,220 3,340 3,540 3,740 3,760 4,750 5,750 6,750 7,750 8,750 9,610

$60,000 -   69,999 1,020 2,220 3,340 3,540 3,740 4,750 5,750 6,750 7,750 8,750 9,750 10,610

$70,000 -   79,999 1,020 2,220 3,340 3,540 4,720 5,750 6,750 7,750 8,750 9,750 10,750 11,610

$80,000 -   99,999 1,020 2,220 4,170 5,370 6,570 7,600 8,600 9,600 10,600 11,600 12,600 13,460

$100,000 - 149,999 1,870 4,070 6,190 7,390 8,590 9,610 10,610 11,660 12,860 14,060 15,260 16,330

$150,000 - 239,999 2,040 4,440 6,760 8,160 9,560 10,780 11,980 13,180 14,380 15,580 16,780 17,850

$240,000 - 259,999 2,040 4,440 6,760 8,160 9,560 10,780 11,980 13,180 14,380 15,580 16,780 17,850

$260,000 - 279,999 2,040 4,440 6,760 8,160 9,560 10,780 11,980 13,180 14,380 15,580 16,780 18,140

$280,000 - 299,999 2,040 4,440 6,760 8,160 9,560 10,780 11,980 13,180 14,380 15,870 17,870 19,740

$300,000 - 319,999 2,040 4,440 6,760 8,160 9,560 10,780 11,980 13,470 15,470 17,470 19,470 21,340

$320,000 - 364,999 2,040 4,440 6,760 8,550 10,750 12,770 14,770 16,770 18,770 20,770 22,770 24,640

$365,000 - 524,999 2,970 6,470 9,890 12,390 14,890 17,220 19,520 21,820 24,120 26,420 28,720 30,880

$525,000 and over 3,140 6,840 10,460 13,160 15,860 18,390 20,890 23,390 25,890 28,390 30,890 33,250

Single or Married Filing Separately
Higher Paying Job 

Annual Taxable 
Wage & Salary

Lower Paying Job Annual Taxable Wage & Salary

     $0 - 
9,999

$10,000 - 
19,999

$20,000 - 
29,999

$30,000 - 
39,999

$40,000 - 
49,999

$50,000 - 
59,999

$60,000 - 
69,999

$70,000 - 
79,999

$80,000 - 
89,999

$90,000 - 
99,999

$100,000 - 
109,999

$110,000 - 
120,000

$0 -     9,999 $310 $890 $1,020 $1,020 $1,020 $1,860 $1,870 $1,870 $1,870 $1,870 $2,030 $2,040

$10,000 -   19,999 890 1,630 1,750 1,750 2,600 3,600 3,600 3,600 3,600 3,760 3,960 3,970

$20,000 -   29,999 1,020 1,750 1,880 2,720 3,720 4,720 4,730 4,730 4,890 5,090 5,290 5,300

$30,000 -   39,999 1,020 1,750 2,720 3,720 4,720 5,720 5,730 5,890 6,090 6,290 6,490 6,500

$40,000 -   59,999 1,710 3,450 4,570 5,570 6,570 7,700 7,910 8,110 8,310 8,510 8,710 8,720

$60,000 -   79,999 1,870 3,600 4,730 5,860 7,060 8,260 8,460 8,660 8,860 9,060 9,260 9,280

$80,000 -   99,999 1,870 3,730 5,060 6,260 7,460 8,660 8,860 9,060 9,260 9,460 10,430 11,240

$100,000 - 124,999 2,040 3,970 5,300 6,500 7,700 8,900 9,110 9,610 10,610 11,610 12,610 13,430

$125,000 - 149,999 2,040 3,970 5,300 6,500 7,700 9,610 10,610 11,610 12,610 13,610 14,900 16,020

$150,000 - 174,999 2,040 3,970 5,610 7,610 9,610 11,610 12,610 13,750 15,050 16,350 17,650 18,770

$175,000 - 199,999 2,720 5,450 7,580 9,580 11,580 13,870 15,180 16,480 17,780 19,080 20,380 21,490

$200,000 - 249,999 2,900 5,930 8,360 10,660 12,960 15,260 16,570 17,870 19,170 20,470 21,770 22,880

$250,000 - 399,999 2,970 6,010 8,440 10,740 13,040 15,340 16,640 17,940 19,240 20,540 21,840 22,960

$400,000 - 449,999 2,970 6,010 8,440 10,740 13,040 15,340 16,640 17,940 19,240 20,540 21,840 22,960

$450,000 and over 3,140 6,380 9,010 11,510 14,010 16,510 18,010 19,510 21,010 22,510 24,010 25,330

Head of Household
Higher Paying Job 

Annual Taxable 
Wage & Salary

Lower Paying Job Annual Taxable Wage & Salary

      $0 - 
9,999

$10,000 - 
19,999

$20,000 - 
29,999

$30,000 - 
39,999

$40,000 - 
49,999

$50,000 - 
59,999

$60,000 - 
69,999

$70,000 - 
79,999

$80,000 - 
89,999

$90,000 - 
99,999

$100,000 - 
109,999

$110,000 - 
120,000

$0 -     9,999 $0 $620 $860 $1,020 $1,020 $1,020 $1,020 $1,650 $1,870 $1,870 $1,890 $2,040

$10,000 -   19,999 620 1,630 2,060 2,220 2,220 2,220 2,850 3,850 4,070 4,090 4,290 4,440

$20,000 -   29,999 860 2,060 2,490 2,650 2,650 3,280 4,280 5,280 5,520 5,720 5,920 6,070

$30,000 -   39,999 1,020 2,220 2,650 2,810 3,440 4,440 5,440 6,460 6,880 7,080 7,280 7,430

$40,000 -   59,999 1,020 2,220 3,130 4,290 5,290 6,290 7,480 8,680 9,100 9,300 9,500 9,650

$60,000 -   79,999 1,500 3,700 5,130 6,290 7,480 8,680 9,880 11,080 11,500 11,700 11,900 12,050

$80,000 -   99,999 1,870 4,070 5,690 7,050 8,250 9,450 10,650 11,850 12,260 12,460 12,870 13,820

$100,000 - 124,999 2,040 4,440 6,070 7,430 8,630 9,830 11,030 12,230 13,190 14,190 15,190 16,150

$125,000 - 149,999 2,040 4,440 6,070 7,430 8,630 9,980 11,980 13,980 15,190 16,190 17,270 18,530

$150,000 - 174,999 2,040 4,440 6,070 7,980 9,980 11,980 13,980 15,980 17,420 18,720 20,020 21,280

$175,000 - 199,999 2,190 5,390 7,820 9,980 11,980 14,060 16,360 18,660 20,170 21,470 22,770 24,030

$200,000 - 249,999 2,720 6,190 8,920 11,380 13,680 15,980 18,280 20,580 22,090 23,390 24,690 25,950

$250,000 - 449,999 2,970 6,470 9,200 11,660 13,960 16,260 18,560 20,860 22,380 23,680 24,980 26,230

$450,000 and over 3,140 6,840 9,770 12,430 14,930 17,430 19,930 22,430 24,150 25,650 27,150 28,600



Form 89-350-20-8-1-000 (Rev. 08/20) 

MISSISSIPPI EMPLOYEE'S WITHHOLDING EXEMPTION CERTIFICATE 

Employee's Name SSN 

Employee's Residence 

Number and Street City or Town State Zip Code 

Marital Status 

CLAIM YOUR WITHHOLDING PERSONAL EXEMPTION 

Personal Exemption Allowed Amount Claimed 

EMPLOYEE: 1. Single Enter $6,000 as exemption . . . . ► $ 
File this form with your 
employer. Otherwise, you 
must withhold Mississippi 
income tax from the full 
amount of your wages. 

2. Marital Status
(Check One)

3. Head of Family

(a) 

(b) 

Spouse NOT employed: Enter $12,000 ► $ 

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

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 . . . . . . . . . . . . ►

EMPLOYER: 
Keep this certificate with 
your records. If the 
employee is believed to 
have claimed excess 
exemption, the Department 
of Revenue should be 
advised. 

4. Dependents

5. Age and
blindness

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 Federal 
income tax purposes. 
* A head of family may claim $1,500 for each
dependent excluding the one which qualifies you
as head of family. Multiply number of dependents

claimed by you by $1,500. Enter amount claimed . . . ► $ 

• Age 65 or older Husband Wife Single 

• Blind Husband Wife Single 

Multiply the number of blocks checked by $1,500. 
Enter the amount claimed . . . . . ► $ 
* Note: No exemption allowed for age or

blindness for dependents. 

Military Spouses 
Residency Relief Act 
Exemption from Mississippi 
Withholding 

6. TOTAL AMOUNT OF EXEMPTION CLAIMED - Lines 1 through 5... ►

7. Additional dollar amount of withholding per pay period if
agreed to by your employer . . . . . .  . . . . . . . . . ► 

8. If you meet the conditions set forth under the Service Member
Civil Relief, as amended by the Military Spouses Residency
Relief Act, and have no Mississippi tax liability, write
"Exempt" 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. The personal exemptions  allowed:

(a) Single Individuals $6,000 (d)  Dependents $1,500 
(b) Married Individuals (Jointly) $12,000 (e) Age 65 and Over $1,500
(c) Head of family $9,500 (f) Blindness $1,500 

2. Claiming personal exemptions:
(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 employed, the 
exemption of $12,000 may be divided between taxpayer and spouse in any manner they 
choose - in multiples of $500. For example, the taxpayer may claim $6,500 and the spouse 
claims $5,500; or the taxpayer may claim $8,000 and the spouse claims $4,000. The total 
claimed by the taxpayer 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 himself and at least one other dependent. Single individuals qualifying as a head 
of family enter $9,500 on Line 3. If the taxpayer has more than one dependent, additional 
exemptions are applicable.  See item (d). 

(d) An additional exemption of $1,500 may generally be claimed for each dependent of the 
taxpayer. A dependent is any relative who receives chief support from the taxpayer and who
qqualifies as a deppendent for Federal income tax ppurpposes.  Head of family individuals may 
claim an additional exemption for each dependent excluding 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 additional exemption for each dependent, but 

should not include themselves or their spouse. Married taxpayers may divide the number of their 
dependents 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 dependents and the spouse none. Enter the amount of dependent exemption on Line 4. 

(e) An additional exemption of $1,500 may be claimed by either taxpayer or spouse or both if 
either or both have reached the age of 65 before the close of the taxable year. No
additional exemption is authorized for dependents by reason of age. Check applicable 
blocks on Line 5. 

(f) An additional exemption of $1,500 may be claimed by either taxpayer or spouse or both if 
either or both are blind. No additional exemption is authorized for dependents by reason of 
blindness. Check applicable blocks on Line 5. Multiply number of blocks checked on Line 5 
by $1,500 and enter amount of exemption claimed. 

$ 

$ 

$

$

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

3. Total Exemption Claimed: 
Add the amount of exemptions claimed in each category and enter the total on Line 6. This
amount will be 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.

6.  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 BENIFIT OF EXEMPTION.

Number Claimed 



CLAIBORNE COUNTY SCHOOL DISTRICT 
 ACH Payment Authorization 

I (we) do hereby authorize the above-named company, hereinafter called Company, to initiate credit 

entries and to initiate.  If necessary, debit entries and adjustments for any credits entries in error to my 

account (our) account/s indicated below and the depository named hereinafter called DEPOSITORY, to 

credit and /or debit the same to such account/s. 

1. Bank Name/City State: _______________________
2. Routing Transit#: ____________________________

Account Number#: __________________________
o Checking
o Savings
o Entire Net Amount
o Other

I wish to deposit $______________or Percentage%_________________
3. Bank Name/City State____________________________________

Routing Transit#: __________________________
Account Number#: ____________________

o Checking
o Savings
o Entire Net Amount
o Other

I wish to deposit $______________or Percentage%_________________

This authorization is to remain in effect until COMPANY has received written notification from me 
(or either of us) of its termination in such time and in such manner as to afford the COMPANY and 
DEPOSITORY a reasonable opportunity to act upon it. 

Bank Details  

☐ Checking ☐ Savings

Account Number   _________________________ 
Routing Number   _________________________ 

EMPLOYEE NAME: __________________________________ 

SIGNATURE ___________________________         DATE ______________________________ 

 (Account Holder’s Signature) 
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MISSISSIPPI’S STATE AND SCHOOL EMPLOYEES’ HEALTH 

INSURANCE PLAN APPLICATION FOR COVERAGE 

PLEASE PRINT 
Section A: Enrollee Information (all fields are required) 

Employer Name 

Social Security Number First Name MI Last Name 

Home Address City State ZIP 

Primary Telephone Number Secondary Telephone Number Personal Email Address 

Marital Status 

Single Married 

Gender 

Male Female 

Date of Birth (mm/dd/yyyy) Date of Employment/Retirement 

Were you ever a full-time employee of a covered entity under the Plan prior to 1/1/2006? No (Horizon) Yes (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? Yes No If yes, Spouse Name and SSN:  

Section B: Health Insurance Membership Agreement Authorization (CHECK ONLY ONE BOX, SIGN AND DATE) 

Section C: Coverage 

Enrollee Type: 

Employee - Legacy 

Employee - Horizon 

Retiree 

COBRA 

Surviving Spouse 

Coverage Type: 

Enrollee Only 

Enrollee + Spouse 

Enrollee + Child 

Enrollee + Children 

Enrollee + Spouse & Child(ren) 

Coverage Option: 
(Choose Only One) 

 Base       

 Choice 

   Select 

Do you have Medicare? Yes No 

Medicare Number:  

“A” Effective Date: 

“B” Effective Date:  

Reason for Entitlement: 

Age ESRD Disability 

Are you a tobacco user? Yes No If yes, are you interested in participating in the Plan’s free cessation program? Yes No 

Section D: Other Coverage Information 

 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). I certify that all information provided by me on this application is 

complete and accurate, and is the basis for providing coverage herein. I understand that any misrepresentation by me or my dependents may 

result in the cancellation of my/our coverage under the PLAN. I understand that the coverage applied for is subject to all exclusions, provisions, 

and limitations set forth by the Plan Document. I agree to be bound by all terms and conditions of the PLAN. I 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. I 

understand that if the requested coverage is approved, I 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 retirement benefits. 

I hereby WAIVE COVERAGE in the State and School Employees’ Health Insurance Plan. I have been offered coverage (or am eligible for 

continuation of coverage) through the PLAN, but I elect not to be covered. I understand that by waiving coverage at this time, I may only 

request coverage for myself or myself and eligible dependents at an Open Enrollment Period or during a Special Enrollment Period. I understand 

that if I am a retiree and I waive coverage, I will not be allowed to re-enroll or have my coverage reinstated at a later date. If you are waiving 

coverage because you are currently covered under another health insurance policy, please complete Section D. 

Enrollee Signature: Date: 

Do any of the persons listed on this application have other health insurance coverage? Yes No If yes, please provide the following: 

Name of Individual Covered: 1. 
Policyholder’s Name: 

Policyholder’s Date of Birth: 

Policyholder’s Insurance 

Effective Date: 

Policy Number: 

Policyholder’s Employment 

Status: 

Insurance Company Name 

address & phone #: 

2. 3. 4. 

Active, Retiree or COBRA Active, Retiree or COBRA Active, Retiree or COBRA Active, Retiree or COBRA 

Coverage Type: Group Non-Group Group Non-Group Group Non-Group Group Non-Group 
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Enrollee Last Name: First Name: Enrollee SSN: 

Section E: Dependents 

Dependents to be Covered 
(Last Name, First Name, MI) 

Relation to 

Enrollee 

Social Security 

Number 

Date of Birth 
(mm/dd/yyyy) 

Address 
(if different from Enrollee) 

Current Status 

1. Spouse 

Male 

Female 

Employed? 
Yes 
No 

2. 
Son 

Daughter 

Child under 26 

Disabled 

3. 
Son 

Daughter 

Child under 26 

Disabled 

4. 
Son 

Daughter 

Child under 26 

Disabled 

Are any of the dependents listed above covered by Medicare Part A or Part B? 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 

Add Enrollee: Open Enrollment Marriage Birth Adoption Loss of Coverage due to Divorce 

Other:   Requested Effective Date: 

Add Dependent(s): Open Enrollment Marriage Birth  Adoption Other:  

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

Change Coverage: Base Coverage          Choice Coverage        Select Coverage 

Drop Dependent(s): Divorce Deceased Other: 

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: 

New Legacy Employee, Requested Effective Date:  

New Horizon Employee, Requested Effective Date: 

Retiree, Requested Effective Date:  

COBRA, Requested Effective Date:  

Surviving Spouse, Requested Effective Date:  

Change(s), Requested Effective Date:  

ENTERED BY: 

DATE:  

VERIFIED BY: 

DATE:  



Public Employees’ Retirement System of Mississippi      
429 Mississippi Street, Jackson, MS 39201-1005     800.444.7377     601.359.3589     601.359.5261, fax     www.pers.ms.gov 

 

 

Reemployment of PERS Service Retiree Certification/Acknowledgement 
Form 4B – Revised 02/07/2023    
 
Please print or type in black ink. A Form 4B, Reemployment of PERS Service Retiree Certification/Acknowledgement, should be submitted each 
fiscal year (July 1 – June 30) of reemployment. See Regulation 34, Reemployment after Retirement, for rules governing reemployment. 
Completed form should be mailed or faxed to PERS. See bottom of form for contact information. 

 Retiree Information 

First Name: _____________________________________ MI: _________  Last Name: ______________________________________________________  

Mailing Address:  ________________________________________________ City: ___________________________  State: _______ Zip: _____________  

Social Security No.: _______________________________E-Mail: _______________________________________________________________________   

Phone: ________________________________  Cellular   Home   Work   Phone: _______________________________   Cellular   Home   Work 

Position/Agency from which Retired:  _______________________________________________ Retirement Date mm/dd/ccyy: ______________________  

 Annual Retiree Acknowledgement and Election – Please check one. 

I hereby acknowledge that I have read, understand, and agree to comply with the provisions for reemployment as outlined in PERS Board Regulation 34, 
Reemployment after Retirement, which stipulates that I must be retired at least 90 days or I forfeit my retirement benefit. With that understanding, I make the 
following annual election in accordance with Miss. Code Ann. § 25-11-127 (1972, as amended): 

A. ____ I hereby elect to be employed by a covered employer for a period of time not to exceed one-half of the normal working days or hours for the full-time 
equivalent position during the state fiscal year indicated in Section 3, and I will receive no more than one-half of the salary in effect for the position at 
the time of employment. The full-time annual salary authorized for this position is $____________________ and I will earn no more than 
$____________________ during the state fiscal year indicated in Section 3. 

B. ____ I hereby elect to earn an annual salary that will not exceed 25 percent of the final average compensation used in calculating my service retirement 
allowance. My final average compensation at retirement was $____________________ and I will earn no more than $_____________________ 
from all PERS-covered employers during the state fiscal year indicated below. 

Retiree’s Signature: _______________________________________________________________________ Date mm/dd/ccyy:______________________  

 Employer Certification – This section should be completed by an authorized employer representative, not the retiree. 

I hereby certify that the above-named individual, who is a service retiree receiving benefits from PERS, is employed in the below-named position in 
accordance with the reemployment provisions as authorized in Miss Code Ann. § 25-11-127 (1972 as amended) and in accordance with the provisions of 
PERS Regulation 34, Reemployment after Retirement. I understand that wages earned and paid to the above-named individual during this period of 
employment will be reported in accordance with reporting requirements prescribed by PERS and the applicable employer contributions on the wages 
actually paid must be submitted. I 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, and with that understanding, I certify that the 
election above provides the facts upon which the employment is being made, and the information below is true and correct. 

Retiree’s Position /Job Title:  _________________________________________________  Fiscal Year of Reemployment (July 1 - June 30): ________  

Retiree Employed through Third Party:  No   Yes   Name of Third Party: _____________________________________________________________  

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/ccyy: _____________________  



  

 
VEFIFICATION OF RECEIVING DRUG FREE POLICY 

Policy Code: GBRL - Drug Free Schools and Workplace 

DRUG FREE SCHOOLS AND WORKPLACE  

No employee engaged in work in connection with the Claiborne County School District shall 
unlawfully manufacture, distribute, dispense, possess or use on or in the workplace any narcotic 
drug, hallucinogenic drug, amphetamine, barbiturate, marijuana or any other controlled 
substance, as defined in schedules I through V of section 202 of the Controlled Substances Act 
(21 U.S.C. 812) and as further defined by regulation at 21 CFR 1300.11 through 1300.15.   

"Workplace" is defined to mean the site for the performance of work done in connection 
the  Claiborne County School District.  That includes any school building or any school 
premises; any school-owned vehicle or any other school approved vehicle used to 
transport students to and from school or school activities; off school property during any 
school-sponsored or school-approved activity, event or function, such as a field trip or 
athletic event, where students are under the jurisdiction of the school district.  
 
As a condition of employment in the Claiborne County School District, each employee shall notify 
his or her supervisor of his or her conviction of any criminal drug statute for a violation occurring in 
the workplace as defined above, no later than 5 days after such conviction.    

As a condition of employment in the Claiborne County School District, each employee shall abide 
by the terms of the school district policy respecting a drug-free workplace.    

An employee who violates the terms of this policy may be nonrenewed or his or her employment 
may be suspended or terminated, at the discretion of the superintendent and/or board in 
accordance with applicable law. Sanctions against employees, including non-renewal, 
suspension, and termination shall be in accordance with prescribed school district administrative 
regulations and procedures.    

DENIAL OF LICENSE  
The State Board of Education, acting through the commission, may deny an application for any 
teacher or administrator license if the applicant is actively addicted to or actively dependent on 
alcohol or other habit-forming drugs or is a habitual user of narcotics, barbiturates, 
amphetamines, hallucinogens, or other drugs having a similar effect, at the time of application for 
a license.  ' 37-3-2 (11) (c)  
 
SUSPENSION OF LICENSE  
The State Board of Education, acting on the recommendation of the commission, may revoke or 
suspend any teacher or administrator license for specified periods of time if the teacher or 
administrator has been convicted, has pled guilty or entered a plea of nolo contendere to a felony, 
as defined by federal or state law.  ' 37-3-2 (12) (d)  

Dismissal or suspension of a licensed employee by a local school board pursuant to Section 37-
959 may result in the suspension or revocation of a license for a length of time which shall be 
determined by the commission and based upon the severity of the offense.  ' 37-3-2 (13) (a)    

  LEGAL REF.: MS CODE as cited      21 U.S.C. 812  

CROSS REF.: Policy GBRM-2 C Drug and Alcohol Testing Policy    



  

 
 

NOTICE TO EMPLOYEES ENGAGED IN WORK ON FEDERAL GRANTS 

YOU ARE HEREBY NOTIFIED that it is a violation of the policy of this school district for any 
employee to unlawfully manufacture, distribute, dispense, possess or use on or in the workplace 
any narcotic drug, hallucinogenic drug, amphetamine, barbiturate, marijuana or any other 
controlled substance, as defined in schedules I through V of section 202 of the Controlled 
Substances Act (21 U.S.C. 812) and as further defined by regulation at 21 CFR 1300.11 through 
1300.15.    

"Workplace" is defined as the site for the performance of work done in connection with a federal 
grant.  That includes any place where work on a school district federal grant is performed, 
including a school building or other school premises; any school-owned vehicle or any other 
school-approved vehicle used to transport students to and from school or school activities; off 
school property during any school-sponsored or school-approved activity, event or function, such 
as a field trip or athletic event, where students are under the jurisdiction of the school district.    

YOU ARE FURTHER NOTIFIED that it is a condition of your continued employment on any 
federal grant that you will comply with the above policy of the school district and will notify your 
supervisor of your conviction of any criminal statute for a violation occurring in the workplace, no 
later than 5 days after such conviction.    

Any employee who violates the terms of the school district's drug-free workplace policy may be 
non-renewed or his or her employment may be suspended or terminated, at the discretion of the 
school district.  

 

My signature affixed below is verification that I have received a copy of the Drug Free Policy of the 

Claiborne County School District. 

 

                    

Signature of Employee      Date 

 

 

  

  



Standards of Conduct

Mississippi
Educator

Code of Ethics

Mississippi Department of Education

Mississippi Department of Education
359 North West Street 

Jackson, MS 39201
601-359-3513

www.mde.k12.ms.us

For more information:

 is code shall apply to all persons licensed according
 to the rules established by the Mississippi State Board

 of Education and protects the health, safety and 
general welfare of students and educators.

Ethical conduct is any conduct which promotes 
the health, safety, welfare, discipline and morals of 

students and colleagues.

Unethical conduct is any conduct that impairs the
 license holder’s ability to function in his/her 

employment position or a pattern of behavior that is
 detrimental to the health, safety, welfare, discipline, or 

morals of students and colleagues. 

Any educator or administrator license may be revoked 
or suspended for engaging in unethical conduct relating 

to an educator/student relationship (Standard 4). 
Superintendents shall report to the Mississippi Department

 of Education license holders who engage in unethical
 conduct relating to an educator/student relationship 

(Standard 4).  

Standard 8: Remunerative Conduct
An educator should maintain integrity with students, colleagues, 
parents, patrons, or businesses when accepting gifts, gratuities, 
favors, and additional compensation.
8.1.	Ethical conduct includes, but is not limited to, the following:
	 a.	Insuring that institutional privileges are not used for 

personal gain
	 b.	Insuring that school policies or procedures are not impacted 

by gifts or gratuities from any person or organization.
8.2.	Unethical conduct includes, but is not limited to, the 

following:
	 a.	Soliciting students or parents of students to purchase 

equipment, supplies, or services from the educator or to 
participate in activities that financially benefit the educator 
unless approved by the local governing body

	 b.	Tutoring students assigned to the educator for remuneration 
unless approved by the local school board

	 c.	The educator shall neither accept nor offer gratuities, gifts, or 
favors that impair professional judgment or to obtain special 
advantage. (This standard shall not restrict the acceptance of 
gifts or tokens offered and accepted openly from students, 
parents, or other persons or organizations in recognition or 
appreciation of service.)

Standard 9: Maintenance of Confidentiality
An educator shall comply with state and federal laws and local 
school board policies relating to confidentiality of student 
and personnel records, standardized test material, and other 
information covered by confidentiality agreements.
9.1.	Ethical conduct includes, but is not limited to, the following:
	 a.	Keeping in confidence information about students that has 

been obtained in the course of professional service unless 
disclosure serves a legitimate purpose or is required by law

	 b.	Maintaining diligently the security of standardized test 
supplies and resources.

9.2.	Unethical conduct includes, but is not limited to, the 
following:

	 a.	Sharing confidential information concerning student 
academic and disciplinary records, health and medical 
information family status/income and assessment/testing 
results unless disclosure is required or permitted by law.

	 b.	Violating confidentiality agreements related to standardized 
testing including copying or teaching identified test items, 
publishing or distributing test items or answers, discussing 
test items, and violating local school board or state directions 
for the use of tests

	 c.	Violating other confidentiality agreements required by state 
or local policy.

Standard 10: Breach of Contract or 
Abandonment of Employment
An educator should fulfill all of the terms and obligations 
detailed in the contract with the local school board or 
educational agency for the duration of the contract.
10.	 Unethical conduct includes, but is not limited to, the 

following:
	 a.	Abandoning the contract for professional services without 

prior release from the contract by the school board
	 b.	Refusing to perform services required by the contract.



Standard 1: Professional Conduct
An educator should demonstrate conduct that follows generally 
recognized professional standards.
1.1.	Ethical conduct includes, but is not limited to, the following:
	 a.	Encouraging and supporting colleagues in developing and 

maintaining high standards
	 b.	Respecting fellow educators and participating in the 

development of a professional teaching environment
	 c.	Engaging in a variety of individual and collaborative learning 

experiences essential to professional development designed to 
promote student learning

	 d.	Providing professional education services in a 
nondiscriminatory manner

	 e.	Maintaining competence regarding skills, knowledge, and 
dispositions relating to his/her organizational position, subject 
matter and pedagogical practices

	 f.	Maintaining a professional relationship with parents of 
students and establish appropriate communication related to 
the welfare of their children.

1.2.	Unethical conduct includes, but is not limited to, the 
following:

	 a.	Harassment of colleagues
	 b.	Misuse or mismanagement of tests or test materials
	 c.	Inappropriate language on school grounds or any school-

related activity
	 d.	Physical altercations
	 e.	Failure to provide appropriate supervision of students and 

reasonable disciplinary actions.

Standard 2: Trustworthiness
An educator should exemplify honesty and integrity in the 
course of professional practice and does not knowingly engage in 
deceptive practices regarding official policies of the school district 
or educational institution.
2.1.	Ethical conduct includes, but is not limited to, the following:
	 a.	Properly representing facts concerning an educational matter 

in direct or indirect public expression
	 b.	Advocating for fair and equitable opportunities for all children
	 c.	Embodying for students the characteristics of honesty, 

diplomacy, tact, and fairness.
2.2.	Unethical conduct includes, but is not limited to, the 

following:
	 a.	Falsifying, misrepresenting, omitting, or erroneously reporting 

any of the following:
	 1.	 employment history, professional qualifications, criminal 

history, certification/recertification
	 2.	 information submitted to local, state, federal, and/or other 

governmental agencies
	 3.	 information regarding the evaluation of students and/or 

personnel
	 4.	 reasons for absences or leave
	 5.	 information submitted in the course of an official inquiry 

or investigation
	 b.	Falsifying records or directing or coercing others to do so.

Standard 3: Unlawful Acts
An educator shall abide by federal, state, and local laws and 
statutes and local school board policies.
3.	 Unethical conduct includes, but is not limited to, the 

commission or conviction of a felony or sexual offense. As 
used herein, conviction includes  a finding or verdict of guilty, 
or a plea of nolo contendere, regardless of whether an appeal 
of the conviction has been sought or situation where first 
offender treatment without adjudication of guilt pursuant to 
the charge was granted.

Standard 4: Educator/Student Relationships
An educator should always maintain a professional relationship 
with all students, both in and outside the classroom.
4.1.	Ethical conduct includes, but is not limited to, the following:
	 a.	Fulfilling the roles of mentor and advocate for students in 

a professional relationship. A professional relationship is 
one where the educator maintains a position of teacher/
student authority while expressing concern, empathy, and 
encouragement for students.

	 b.	Nurturing the intellectual, physical, emotional, social and civic 
potential of all students

	 c.	Providing an environment that does not needlessly expose 
students to unnecessary embarrassment or disparagement

	 d.	Creating, supporting, and maintaining a challenging learning 
environment for all students.

4.2.	Unethical conduct includes, but is not limited to the 
following:

	 a.	Committing any act of child abuse
	 b.	Committing any act of cruelty to children or any act of child 

endangerment
	 c.	Committing or soliciting any unlawful sexual act
	 d.	Engaging in harassing behavior on the basis of race, gender, 

national origin, religion or disability
	 e.	Furnishing tobacco, alcohol, or illegal/unauthorized drugs 

to any student or allowing a student to consume alcohol or 
illegal/unauthorized drugs

	 f.	Soliciting, encouraging, participating or initiating 
inappropriate written, verbal, electronic, physical or romantic 
relationship with students.

Examples of these acts may include but not be limited to:
	 1.	 sexual jokes
	 2.	 sexual remarks
	 3.	 sexual kidding or teasing
	 4.	 sexual innuendo
	 5.	 pressure for dates or sexual favors
	 6.	 inappropriate touching, fondling, kissing or grabbing
	 7.	 rape
	 8.	 threats of physical harm
	 9.	 sexual assault
	10.	 electronic communication such as texting
	11.	 invitation to social networking
	12.	 remarks about a student’s body
	13.	 consensual sex.

Standard 5: Educator/Collegial Relationships
An educator should always maintain a professional relationship 
with colleagues, both in and outside the classroom.
5.	 Unethical conduct includes but is not limited to the following:

	 a.	Revealing confidential health or personnel information 
concerning colleagues unless disclosure serves lawful 
professional purposes or is required by law

	 b.	Harming others by knowingly making false statements about 
a colleague or the school system

	 c.	Interfering with a colleague’s exercise of political, 
professional, or citizenship rights and responsibilities

	 d.	Discriminating against or coercing a colleague on the basis 
of race, religion, national origin, age, sex, disability or family 
status

	 e.	Using coercive means or promise of special treatment in 
order to influence professional decisions of colleagues.

Standard 6: Alcohol, Drug and 
Tobacco Use or Possession
An educator should refrain from the use of alcohol and/or 
tobacco during the course of professional practice and should 
never use illegal or unauthorized drugs.
6.1.	Ethical conduct includes, but is not limited to, the following:
	 a.	Factually representing the dangers of alcohol, tobacco and 

illegal drug use and abuse to students during the course of 
professional practice.

6.2.	Unethical conduct includes, but is not limited to, the 
following:

	 a.	Being under the influence of, possessing, using, or 
consuming illegal or unauthorized drugs

	 b.	Being on school premises or at a school-related activity 
involving students while documented as being under the 
influence of, possessing, or consuming alcoholic beverages. 
A school-related activity includes but is not limited to, any 
activity that is sponsored by a school or a school system or 
any activity designed to enhance the school curriculum such 
as club trips, etc. which involve students.

	 c.	Being on school premises or at a school-related activity 
involving students while documented using tobacco.

Standard 7: Public Funds and Property
An educator shall not knowingly misappropriate, divert, or use 
funds, personnel, property, or equipment committed to his or her 
charge for personal gain or advantage.
7.1.	Ethical conduct includes, but is not limited to, the following:
	 a.	Maximizing the positive effect of school funds through 

judicious use of said funds
	 b.	Modeling for students and colleagues the responsible use of 

public property.
7.2.	Unethical conduct includes, but is not limited to, the 

following:
	 a.	Knowingly misappropriating, diverting or using funds, 

personnel, property or equipment committed to his or her 
charge for personal gain

	 b.	Failing to account for funds collected from students,  parents 
or any school-related function

	 c.	Submitting fraudulent requests for reimbursement of 
expenses or for pay

	 d.	Co-mingling public or school-related funds with personal 
funds or checking accounts

	 e.	Using school property without the approval of the local 
board of education/governing body.



 

CLAIBORNE COUNTY SCHOOL DISTRICT 

Statement of Understanding  
  

Professional Educators’   

Code of Ethics and Standards of Conduct   
  
  
Directions: Attached to your contract is a copy of the Mississippi Educator Code of Ethics and 
Standards of Conduct that was adopted by the Mississippi Board of Education and is referenced 
in your employment contract.  It is important for you to review the Code of Ethics and Standards 
of Conduct as all licensed employees are expected to comply with its requirements.    
  
Please sign this document on the signature line below and return this signed statement along with 
your contract to your principal. Your signature on this form indicates that you have received a copy 
of the Mississippi Educators’ Code of Ethics and Standards of Conduct and that you have read 

and understand the stipulations of such Code and Standards.     
  
  
  
  

STATEMENT  
  
  

This is to verify that I have received a copy of the Mississippi Educator Code of 

Ethics and Standards of Conduct. I have read the Mississippi Educator Code of 

Ethics and Standards of Conduct and understand and agree to abide by all 
stipulations of such Code and Standards.  
  
  
_____________________________________________  _____________________  
 Signature of Employee            Date  
  



1-866-487-9243
TTY: 1-877-889-5627

www.dol.gov/whd

WH1088  REV 07/16

OVERTIME PAY At least 1½ times the regular rate of pay for all hours worked over 40 in a workweek.

CHILD LABOR An employee must be at least 16 years old to work in most non-farm jobs and at least 18 to work 
in non-farm jobs declared hazardous by the Secretary of Labor. Youths 14 and 15 years old may 
work outside school hours in various non-manufacturing, non-mining, non-hazardous jobs with 
certain work hours restrictions. Different rules apply in agricultural employment.

TIP CREDIT Employers of “tipped employees” who meet certain conditions may claim a partial wage credit 
based on tips received by their employees. Employers must pay tipped employees a cash wage 
of at least $2.13 per hour if they claim a tip credit against their minimum wage obligation. If an 
employee’s tips combined with the employer’s cash wage of at least $2.13 per hour do not equal 
the minimum hourly wage, the employer must make up the difference.

NURSING 
MOTHERS

The FLSA requires employers to provide reasonable break time for a nursing mother employee 
who is subject to the FLSA’s overtime requirements in order for the employee to express breast 
milk for her nursing child for one year after the child’s birth each time such employee has a need 
to express breast milk. Employers are also required to provide a place, other than a bathroom, 
that is shielded from view and free from intrusion from coworkers and the public, which may be 
used by the employee to express breast milk.

ENFORCEMENT The Department has authority to recover back wages and an equal amount in liquidated damages 
in instances of minimum wage, overtime, and other violations. The Department may litigate 
and/or recommend criminal prosecution. Employers may be assessed civil money penalties for 
each willful or repeated violation of the minimum wage or overtime pay provisions of the law. 
Civil money penalties may also be assessed for violations of the FLSA’s child labor provisions. 
Heightened civil money penalties may be assessed for each child labor violation that results in 
the death or serious injury of any minor employee, and such assessments may be doubled when 
the violations are determined to be willful or repeated. The law also prohibits retaliating against or 
discharging workers who file a complaint or participate in any proceeding under the FLSA.

ADDITIONAL 
INFORMATION

•	 Certain occupations and establishments are exempt from the minimum wage, and/or overtime 
pay provisions.

•	 Special provisions apply to workers in American Samoa, the Commonwealth of the Northern 
Mariana Islands, and the Commonwealth of Puerto Rico.

•	 Some state laws provide greater employee protections; employers must comply with both.

•	 Some employers incorrectly classify workers as “independent contractors” when they are 
actually employees under the FLSA. It is important to know the difference between the two 
because employees (unless exempt) are entitled to the FLSA’s minimum wage and overtime 
pay protections and correctly classified independent contractors are not.

•	 Certain full-time students, student learners, apprentices, and workers with disabilities may be 
paid less than the minimum wage under special certificates issued by the Department of Labor.

EMPLOYEE RIGHTS 
UNDER THE FAIR LABOR STANDARDS ACT

The law requires employers to display this poster where employees can readily see it.

FEDERAL MINIMUM WAGE

$7.25 PER HOUR

BEGINNING JULY 24, 2009

WAGE AND HOUR DIVISION
UNITED STATES DEPARTMENT OF LABOR



EMPLOYEE RIGHTS
UNDER THE FAMILY AND MEDICAL LEAVE ACT

Eligible employees who work for a covered employer can take up to 12 weeks of unpaid, job-protected leave in a 12-month period 
for the following reasons:

•	 The birth of a child or placement of a child for adoption or foster care;
•	 To bond with a child (leave must be taken within one year of the child’s birth or placement);
•	 To care for the employee’s spouse, child, or parent who has a qualifying serious health condition;
•	 For the employee’s own qualifying serious health condition that makes the employee unable to perform the employee’s job;
•	 For qualifying exigencies related to the foreign deployment of a military member who is the employee’s spouse, 

child, or parent.

An eligible employee who is a covered servicemember’s spouse, child, parent, or next of kin may also take up to 26 weeks 
of FMLA leave in a single 12-month period to care for the servicemember with a serious injury or illness. 

An employee does not need to use leave in one block. When it is medically necessary or otherwise permitted, employees 
may take leave intermittently or on a reduced schedule. 

Employees may choose, or an employer may require, use of accrued paid leave while taking FMLA leave. If an employee 
substitutes accrued paid leave for FMLA leave, the employee must comply with the employer’s normal paid leave policies.

While employees are on FMLA leave, employers must continue health insurance coverage as if the employees were not on leave. 

Upon return from FMLA leave, most employees must be restored to the same job or one nearly identical to it with 
equivalent pay, benefits, and other employment terms and conditions. 

An employer may not interfere with an individual’s FMLA rights or retaliate against someone for using or trying to use FMLA leave, 
opposing any practice made unlawful by the FMLA, or being involved in any proceeding under or related to the FMLA.  

An employee who works for a covered employer must meet three criteria in order to be eligible for FMLA leave. The employee must: 

•	 Have worked for the employer for at least 12 months; 
•	 Have at least 1,250 hours of service in the 12 months before taking leave;* and 
•	 Work at a location where the employer has at least 50 employees within 75 miles of the employee’s worksite. 

*Special “hours of service” requirements apply to airline flight crew employees. 

Generally, employees must give 30-days’ advance notice of the need for FMLA leave. If it is not possible to give 30-days’ notice, 
an employee must notify the employer as soon as possible and, generally, follow the employer’s usual procedures. 

Employees do not have to share a medical diagnosis, but must provide enough information to the employer so it can determine 
if the leave qualifies for FMLA protection. Sufficient information could include informing an employer that the employee is or 
will be unable to perform his or her job functions, that a family member cannot perform daily activities, or that hospitalization or 
continuing medical treatment is necessary. Employees must inform the employer if the need for leave is for a reason for which 
FMLA leave was previously taken or certified.

Employers can require a certification or periodic recertification supporting the need for leave. If the employer determines that the 
certification is incomplete, it must provide a written notice indicating what additional information is required. 

Once an employer becomes aware that an employee’s need for leave is for a reason that may qualify under the FMLA, the 
employer must notify the employee if he or she is eligible for FMLA leave and, if eligible, must also provide a notice of rights and 
responsibilities under the FMLA. If the employee is not eligible, the employer must provide a reason for ineligibility.

Employers must notify its employees if leave will be designated as FMLA leave, and if so, how much leave will be designated as 
FMLA leave.    

Employees may file a complaint with the U.S. Department of Labor, Wage and Hour Division, or may bring a private lawsuit 
against an employer.

The FMLA does not affect any federal or state law prohibiting discrimination or supersede any state or local law or collective 
bargaining agreement that provides greater family or medical leave rights.

LEAVE 
ENTITLEMENTS

BENEFITS &
PROTECTIONS

ELIGIBILITY  
REQUIREMENTS

1-866-4-USWAGE

www.dol.gov/whd

For additional information or to file a complaint:

(1-866-487-9243)     TTY: 1-877-889-5627

U.S. Department of Labor     Wage and Hour Division

 THE UNITED STATES DEPARTMENT OF LABOR WAGE AND HOUR DIVISION

WH1420  REV 04/16

REQUESTING 
LEAVE

EMPLOYER 
RESPONSIBILITIES 

ENFORCEMENT 
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