
 
DUDLEY-CHARLTON REGIONAL SCHOOL DISTRICT 

Background Documentation 
 

 

All applicants, school transportation providers, substitutes, sub-contractors and others who may have direct and 

unmonitored contact with children, must complete the proper background checks prior to commencing service 

in the Dudley-Charlton Regional School District.  

In this packet, you will find the appropriate forms, steps and documentation required by the Dudley Charlton 

Regional School District that will need to be completed prior to a new employee’s first day of work within the 

District. 

 
Please fill out and return the following documents attached: 

 
1. Acknowledgement of Applicant form – A signature is required in each section of this document, including 

the following: 
a) Criminal Offender Record Information (CORI) and State Applicant Fingerprint Identification System 

(SAFIS) Check 
b) Acknowledgement of Applicant 
c) Sex Offender Registry Information (SORI) Request/Acknowledgment Form  

 
2. Criminal Offender Record Information (CORI) Form – Please fill out the attached CORI form with signature 

and include a copy of your driver’s license or Massachusetts State identification card. 
 

3. State Applicant Fingerprint Identification System (SAFIS) – Fingerprint-based state and national criminal 
record check is required and the appointment must be made prior to your first day of work in the District. 
Information on how to register at one of the Identogo locations is provided.  There is a non-refundable fee 
of $35-$55.  

 

Once the SAFIS registration is complete, a copy of your receipt along with your signed Acknowledgement of 
Applicant Form, CORI Form and copy of your identification card must be returned to the Superintendent’s Office, 
attn: Celeste Andrade at candrade@dcrsd.org or at 68 Dudley-Oxford Road, Dudley, MA 01571. 
 

For more information regarding the CORI Law or State Applicant Fingerprint Indentification System, please visit 

dcrsd.org/about-dcrsd/district-employment. 

mailto:candrade@dcrsd.org
http://www.dcrsd.org/about-dcrsd/district-employment


CORI and SAFIS CHECK 

Massachusetts General Law Chapter 71 § 38R requires that all schools obtain Criminal Offender Records Information (CORI) on all applicants for 
employment and obtain a state and national fingerprint-based criminal background check, pursuant to 42 U.S.C. section 16962, to determine the 
suitability of current and prospective school employees who may have direct and unmonitored contact with children. Hiring may be conditioned on 
a satisfactory CORI and SAFIS (State Applicant Fingerprint Identification System) check and refusal to sign a request form will result in not being 
selected for employment.  (Please complete the attached CORI Request Form and register for a State Applicant Fingerprint Identification System 
appointment.)    
 
I CERTIFY THAT THE RESPONSES MADE BY ME TO THE ABOVE QUESTIONS ARE TRUE AND COMPLETE TO THE BEST OF MY KNOWLEDGE AND      
THAT I HAVE WITHHELD NOTHING THAT WOULD, IF DISCLOSED, AFFECT THIS EMPLOYMENT APPLICATION UNFAVORABLY.   
I HEREBY ACKNOWLEDGE THAT I HAVE READ THE ABOVE STATEMENTS AND UNDERSTAND THEM. 
 
Applicant Signature:  ____________________________________    Date:  _____________________________________ 

 

ACKNOWLEDGEMENT OF APPLICANT 

It is unlawful in Massachusetts to require or administer a lie detector test as a condition of employment or continued employment.  An employer 
who violates this law shall be subject to criminal penalties and civil liabilities. 

In the event of employment with the District, I will comply with all rules and regulations as set forth by District policy or other communications 
distributed to employees, which may be changed at the sole, unilateral discretion of the District, except as otherwise provided by applicable law.  
Additionally, I authorize the District to supply my employment record in whole or in part, and in confidence, to any prospective employer.  

I hereby authorize:  (1) the District to conduct a background inquiry to verify the statements and information of this application, other 
documentation which I have provided, and other areas that may be material to my possible employment, including but not necessarily limited to 
my present and prior employment, consumer credit, etc.; and (2) my present and/or former employers, educational institutions, references, credit 
reporting agencies and other persons to disclose to the District any and all information concerning my previous employment and any other 
pertinent information they may have, and I release all parties from any liability whatsoever resulting from such disclosure. 

I agree that, except at the request and for the benefit of the District, I will not disclose to anyone or use for my own purpose any of the District’s 
confidential or proprietary information, either during or after my employment. 

I also understand that an offer of employment, if any, would be contingent on my successful completion of any post-offer, pre-employment 
physical or other medical examination that the District may require relative to my ability to perform the essential functions of the job.  I further 
understand and agree that the District may require me to undergo and successfully pass a screening for alcohol and/or drugs during the hiring 
process and if employed. 

I understand that any offer of employment is conditioned upon the satisfactory completion of the verification process as required by the 
Immigration Reform and Control Act of 1986 and other applicable laws, if any, as amended from time to time, and that the District will only hire 
and retain those individuals who are legally authorized to work in the United States and who present acceptable proof of their lawful employment 
status and identity. 

I understand that the receipt and consideration of this application does not imply that I will be employed. 

I ALSO CERTIFY THAT ALL ANSWERS GIVEN BY ME ARE TRUE, ACCURATE, AND COMPLETE.  I UNDERSTAND THAT I WILL BE SUBJECT TO 
DISQUALIFICATION FROM EMPLOYMENT OR IMMEDIATE DISMISSAL AT THE DISTRICT’S SOLE DISCRETION, IF AT ANY TIME THE DISTRICT 
DISCOVERS ANY MATERIAL FALSIFICATION, OMISSION OR MISREPRESENTATION OF FACT IN THIS APPLICATION. 

I HEREBY ACKNOWLEDGE THAT I HAVE READ THE ABOVE STATEMENTS AND UNDERSTAND THEM. (Revised 11/2018) 

Applicant Signature:  ____________________________________    Date:  _____________________________________ 

 

SEX OFFENDER REGISTRY INFORMATION (SORI) 

REQUEST/ACKNOWLEDGEMENT FORM 

Massachusetts General Law Chapter 6 § 178C-178P 

As an applicant/employee/volunteer or sub-contractor for the Dudley Charlton Regional School District, I authorize to use the local and national 
Sexual Offender Registry Information to determine if I pose an unreasonable risk to students. 

I HEREBY ACKNOWLEDGE THAT I HAVE READ THE ABOVE STATEMENTS AND UNDERSTAND THEM. 

Applicant Signature:  ____________________________________    Date:  _____________________________________ 
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To be used by organizations conducting CORI checks for employment or licensing purposes. 

_______________________________________________________________________________ is registered under the  
(Organization) 

provisions of M.G.L. c.6, § 172 to receive CORI for the purpose of screening current and otherwise qualified prospective 
employees,  subcontractors,  volunteers,  license  applicants,  or current  licensees.  

As a prospective or current employee, subcontractor, volunteer, license applicant or current licensee, I understand that a 
CORI check will be submitted for my personal information to the DCJIS. I hereby acknowledge and provide permission to 
__________________________________________________________   

(Organization) 
to submit a CORI check  for my  information  to  the DCJIS. This authorization  is valid  for one year  from  the date of my 
signature. I may withdraw this authorization at any time by providing  _________________________________________ 

(Organization) 

with written notice of my intent to withdraw consent to a CORI check.  

I also understand, that ________________________________________________________________may conduct 
  (Organization) 

subsequent CORI checks within one year of the date this Form was signed by me.  

By  signing  below,  I  provide  my  consent  to  a  CORI  check  and  affirm  that  the  information  provided  on  Page  2  of  this 
Acknowledgement Form is true and accurate. 

 ___________________________________________________________ 
Signature of CORI Subject 

_________________________________ 
Date  

THE COMMONWEALTH OF MASSACHUSETTS 
EXECUTIVE OFFICE OF PUBLIC SAFETY AND SECURITY 
Department of Criminal Justice Information Services 200 

Arlington Street, Suite 2200, Chelsea, MA 02150 
TEL: 617-660-4640 | TTY: 617-660-4606 | FAX: 617-660-5973  

MASS.GOV/CJIS
    This form is not to be faxed. Please return form to organization .

Criminal Offender Record Information (CORI)  
Acknowledgement Form 

Purpose of the CORI (Please Check Below)

___Current Employee (CORI Renewal)

___Student Teacher/Intern 

___Sub-Contractor 

___New Employee/Applicant 

Please include a copy of one of the following forms of 
non-expired Government issued photographic identification:

___Drivers License

___State Identification Card

___Passport



THE COMMONWEALTH OF MASSACHUSETTS 
EXECUTIVE OFFICE OF PUBLIC SAFETY AND SECURITY 

Department of Criminal Justice Information Services 
200 Arlington Street, Suite 2200, Chelsea, MA 02150 

TEL: 617-660-4640 | TTY: 617-660-4606 | FAX: 617-660-5973  
MASS.GOV/CJIS 
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SUBJECT INFORMATION 

Please complete this section using the information of the person whose CORI you are requesting.  
The fields marked with an asterisk (*) are required fields. 

* First Name: ________________________________________________________  Middle Initial:  _________________

* Last Name:_________________________________________________________  Suffix (Jr., Sr., etc.):  _____________

Former Last Name 1:  _______________________________________________________________________________

Former Last Name 2:  _______________________________________________________________________________

Former Last Name 3:  _______________________________________________________________________________

Former Last Name 4:  _______________________________________________________________________________

* Date of Birth (MM/DD/YYYY):  ___________________  Place of Birth: ________________________________________

* Last SIX digits of Social Security Number:  ___ ___ ‐‐ ___ ___ ___ ___  ☐ No Social Security Number

Sex:  _________________ Height:  _____ ft. _____ in.  Eye Color: _______________  Race: ______________________

Driver’s License or ID Number: ______________________________________  State of Issue: ____________________

Father’s Full Name:  ________________________________________________________________________________

Mother’s Full Name:  _______________________________________________________________________________

Current Address 

* Street Address: ____________________________________________________________________________________

Apt. # or Suite:  _____________  *City: __________________________  *State:  ________  *Zip:  _______________

SUBJECT VERIFICATION 

The above information was verified by reviewing the following form(s) of government‐issued identification: 
 __________________________________________________________________________________________________ 
 __________________________________________________________________________________________________ 
 __________________________________________________________________________________________________ 

Verified by:  

 ___________________________________________________________
Print Name of Verifying Employee 

 ___________________________________________________________  _________________________________ 
Signature of Verifying Employee  Date  



 

  
DUDLEY-CHARLTON REGIONAL SCHOOL DISTRICT 

SAFIS Information 
(State Applicant Fingerprint Identification System) 

 

 

 

In September 2013, Governor Patrick signed into law, Chapter 77 of the Acts of 2013, “An Act Relative to Background Checks.” This 
law expands on what we as public schools already do with Criminal Offender Record Information (CORI) checks. It requires a 
fingerprint-based state and national criminal record check for all school employees, student teachers and substitute teachers. 

The State Applicant Fingerprint Identification System (SAFIS) MorphoTrust USA IdentoGoTM has been created for implementing 
this system. MorphoTrust has opened a new location to collect fingerprints at 850 Southbridge Street, Suite 4, Auburn, MA 01501. 

Newly hired employees must be fingerprinted prior to the start of employment. 

To register: 
http://www.identogo.com/FP/Massachusetts.aspx   

Select Online Scheduling and follow the instructions.  

Or by phone at (866) 349-8130 

 
You will be required to provide the Dudley-Charlton Regional School District DESE Organization Code: 06580000. 
(also called Provider ID Number)  
 
If you are working in one of our schools, please use the following codes which apply to the specific building that you work in: 

Shepherd Hill: 06580505 
Dudley Middle School: 06580305 

Charlton Middle School: 06580310 
Dudley Elementary School: 06580005 

Heritage School: 06580030 
Mason Road School: 06580010 

Charlton Elementary School: 06580020 
*If you work in multiple buildings, please use the Main Organization Code: 06580000 

Individuals will pay a fee to comply with this requirement: 

$35 – Non-licensed employees 

$55 – DESE Licensed Professionals 

Substitute teachers are school employees under the law and, therefore, must submit their fingerprints for the state and national 
background checks. If a substitute teacher holds an educator license issued under M.G.L. C. 71, §38G, the fee will be $55. Otherwise, 
the $35 fee will apply. 

When you have completed your fingerprinting, you will be provided with a receipt. You must return a copy of this receipt to 
Cheryl Kozub or Celeste Andrade in the Superintendent’s Office. This serves as confirmation that fingerprints were captured. 

For more information please visit: 

SAFIS Program Registration Guide 
http://www.malegislature.gov/Laws/SessionLaws/Acts/2013/Chapter77  

If you have further questions, please contact: 
Cheryl Kozub, Executive Assistant to the Director of Finance/Operations, ckozub@dcrsd.org  
Celeste Andrade, Executive Assistant, candrade@dcrsd.org   

http://www.identogo.com/FP/Massachusetts.aspx
http://www.malegislature.gov/Laws/SessionLaws/Acts/2013/Chapter77
mailto:ckozub@dcrsd.org
mailto:candrade@dcrsd.org
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Employment Eligibility Verification 
Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 
Form I-9

OMB No.1615-0047 
Expires 05/31/2027 

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. An alien 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 01/20/25 Page 1 of 4 

http://www.uscis.gov/I-9
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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, 
sex, 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, sex, 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 01/20/25 Page 2 of 4 
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 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 05/31/2027

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 01/20/25 Page 3 of 4 



 Supplement B, 
Reverification and Rehire (formerly Section 3) 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

USCIS 
Form I-9

Supplement B
OMB No. 1615-0047 
Expires 05/31/2027

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 01/20/25 Page 4 of 4 
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Form  W-4
2026

Employee’s Withholding Certificate

Department of the Treasury  
Internal Revenue Service 

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

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.)

Caution: To claim certain credits or deductions on your tax return, you (and/or your spouse if married filing jointly) are required to have a social security 
number valid for employment. See page 2 for more information.

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

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

Step 2: 
Multiple Jobs 
or Spouse 
Works

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

Do only one of the following.

(a) Use the estimator at www.irs.gov/W4App for the most accurate withholding for this step (and Steps 3–4). If 
you or your spouse have self-employment income, use this option; or 

(b) Use the Multiple Jobs 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 Step 2(b) if pay at the lower paying job is more than half of the pay at 
the higher paying job. Otherwise, Step 2(b) is more accurate . . . . . . . . . . . . . . .

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): 

(a) Multiply the number of qualifying children under age 17 by 
$2,200 . . . . . . . . . . . . . . . . . . 3(a) $

(b) Multiply the number of other dependents by $500 . . . 3(b) $
Add the amounts from Steps 3(a) and 3(b), plus the amount for other credits. Enter the
total here . . . . . . . . . . . . . . . . . . . . . . . . . . 3 $

Step 4: 

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. Use the Deductions Worksheet on page 4 to determine the amount of 
deductions you may claim, which will reduce your withholding. (If you skip this line, 
your withholding will be based on the standard deduction.) Enter the result here . . 4(b) $

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

Exempt from 
withholding

I claim exemption from withholding for 2026, and I certify that I meet both of the conditions for exemption for 
2026. See Exemption from withholding on page 2. I understand I will need to submit a new Form W-4 for 2027 .

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 4. Cat. No. 10220Q Form W-4 (2026) Created 12/8/25
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General Instructions
Section references are to the Internal Revenue Code unless 
otherwise noted. 

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

Purpose of Form
Complete Form W-4 so that your employer can withhold the 
correct federal income tax from your pay. If too 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 2026 if you meet both of the following 
conditions: you had no federal income tax liability in 2025 and 
you expect to have no federal income tax liability in 2026. You 
had no federal income tax liability in 2025 if (1) your total tax on 
line 24 on your 2025 Form 1040 or 1040-SR is zero (or less than 
the sum of lines 27a, 28, 29, and 30), or (2) you were not 
required to file a 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 
2026 tax return. To claim exemption from withholding, certify 
that you meet both of the conditions by checking the box in the 
Exempt from withholding section. Then, complete Steps 1(a), 
1(b), and 5. Do not complete any other steps. You will need to 
submit a new Form W-4 by February 16, 2027.

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

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

1. Are submitting this form after the beginning of the year;

2. Expect to work only part of the year; 

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

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

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

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

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

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

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

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

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

Instead, if you (and your spouse) have a total of only 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 accurate 
for jobs with similar pay; otherwise, more tax than necessary 
may be withheld, and this extra amount of tax withheld 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 (and/or your spouse if married filing 
jointly) must have the required social security number to claim 
certain credits. You may be able to claim a credit for other 
dependents for whom a child tax credit can’t be claimed, such 
as an older child or a qualifying relative. For additional eligibility 
requirements for these credits, see Pub. 501, Dependents, 
Standard Deduction, and Filing Information. You can also 
include other tax credits for which you are eligible in this step, 
such as the foreign tax credit and the education tax credits. To 
do so, add an estimate of the amount for the year to your credits 
for dependents and enter the total amount in Step 3. Including 
these credits will increase your paycheck and reduce the amount 
of any refund you may receive when you file your tax return. 

Step 4.

Step 4(a). Enter in this step the total of your other estimated 
income for the year, if any. You shouldn’t include income from 
any jobs or self-employment. If you complete Step 4(a), you 
likely won’t have to make estimated tax payments for that 
income. If you prefer to pay estimated tax rather than having tax 
on 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 15, if you expect to claim deductions other than 
the basic standard deduction on your 2026 tax return and want 
to reduce your withholding to account for these deductions. 
This includes both itemized deductions and other deductions 
such as for qualified tips, overtime compensation, and 
passenger vehicle loan interest; student loan interest; IRAs; and 
seniors. You (and/or your spouse if married filing jointly) must 
have the required social security number to claim certain 
deductions. For additional eligibility requirements, see Pub. 501. 

Step 4(c). Enter in this step any additional tax you want 
withheld from your pay each pay period, including any amounts 
from the Multiple Jobs Worksheet, line 4. Entering an amount 
here will reduce your paycheck and will either increase your 
refund or reduce any amount of tax that you owe when you file 
your tax return.
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Step 2(b)—Multiple Jobs Worksheet  (Keep for your records.)

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

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

1 
 
 

Two jobs. If you have two jobs or you’re married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 5. 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 5 using the annual wages from the highest 
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries 
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 5 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 (plus any other additional
amount you want withheld) . . . . . . . . . . . . . . . . . . . . . . . . . 4 $
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Step 4(b)—Deductions Worksheet  (Keep for your records.)

See the Instructions for Schedule 1-A (Form 1040) for more information about whether you qualify for the deductions on lines 1a, 1b, 
1c, 3a, and 3b.

1 Deductions for qualified tips, overtime compensation, and passenger vehicle loan interest.

a Qualified tips. If your total income is less than $150,000 ($300,000 if married filing jointly), enter 
an estimate of your qualified tips up to $25,000 . . . . . . . . . . . . . . . . . 1a $

b 
 

Qualified overtime compensation. If your total income is less than $150,000 ($300,000 if married
filing jointly), enter an estimate of your qualified overtime compensation up to $12,500 ($25,000 if
married filing jointly) of the “and-a-half” portion of time-and-a-half compensation . . . . . . 1b $

c Qualified passenger vehicle loan interest. If your total income is less than $100,000 ($200,000 if
married filing jointly), enter an estimate of your qualified passenger vehicle loan interest up to $10,000 1c $

2 Add lines 1a, 1b, and 1c. Enter the result here . . . . . . . . . . . . . . . . . . . 2 $
3 Seniors age 65 or older. If your total income is less than $75,000 ($150,000 if married filing jointly):

a Enter $6,000 if you are age 65 or older before the end of the year . . . . . . . . . . . 3a $
b Enter $6,000 if your spouse is age 65 or older before the end of the year and has a social security 

number valid for employment . . . . . . . . . . . . . . . . . . . . . . . 3b $
4 Add lines 3a and 3b. Enter the result here . . . . . . . . . . . . . . . . . . . . 4 $

5 
 

Enter an estimate of your student loan interest, deductible IRA contributions, educator expenses, 
alimony paid, and certain other adjustments from Schedule 1 (Form 1040), Part II. See Pub. 505 for 
more information . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5 $

6 Itemized deductions. Enter an estimate of your 2026 itemized deductions from Schedule A (Form
1040). Such deductions may include qualifying:
a Medical and dental expenses. Enter expenses in excess of 7.5% (0.075) of your total income . 6a $

b State and local taxes. If your total income is less than $505,000 ($252,500 if married filing 
separately), enter state and local taxes paid up to $40,400 ($20,200 if married filing separately) . 6b $

c 
 

Home mortgage interest. If your home acquisition debt is less than $750,000 ($375,000 if
married filing separately), enter your home mortgage interest expense (including mortgage 
insurance premiums) . . . . . . . . . . . . . . . . . . . . . . . . . . 6c $

d Gifts to charities. Enter contributions in excess of 0.5% (0.005) of your total income . . . . 6d $
e Other itemized deductions. Enter the amount for other itemized deductions . . . . . . . 6e $

7 Add lines 6a, 6b, 6c, 6d, and 6e. Enter the result here . . . . . . . . . . . . . . . . 7 $
8 Limitation on itemized deductions.

a Enter your total income . . . . . . . . . . . . . . . . . . . . . . . . . 8a $
b Subtract line 4 from line 8a. If line 4 is greater than line 8a, enter -0- here and on line 10. Skip line 9 8b $

9 Enter: { • $768,700 if you’re married filing jointly or a qualifying surviving spouse
• $640,600 if you’re single or head of household
• $384,350 if you’re married filing separately

} . . . . . 9 $

10 If line 9 is greater than line 8b, enter the amount from line 7. Otherwise, multiply line 7 by 94% (0.94) 
and enter the result here . . . . . . . . . . . . . . . . . . . . . . . . . . 10 $

11 Standard deduction.

Enter: { • $32,200 if you’re married filing jointly or a qualifying surviving spouse
• $24,150 if you’re head of household
• $16,100 if you’re single or married filing separately

} . . . . . 11 $

12 Cash gifts to charities. If you take the standard deduction, enter cash contributions up to $1,000
($2,000 if married filing jointly) . . . . . . . . . . . . . . . . . . . . . . . . 12 $

13 Add lines 11 and 12. Enter the result here . . . . . . . . . . . . . . . . . . . . 13 $
14 If line 10 is greater than line 13, subtract line 11 from line 10 and enter the result here. If line 13 is 

greater than line 10, enter the amount from line 12 . . . . . . . . . . . . . . . . . 14 $
15 Add lines 2, 4, 5, and 14. Enter the result here and in Step 4(b) of Form W-4 . . . . . . . . . 15 $

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 $480 $850 $850 $1,020 $1,020 $1,020 $1,020 $1,020 $1,020 $1,020

$10,000 -   19,999 0 480 1,480 1,850 2,050 2,220 2,220 2,220 2,220 2,220 2,220 2,620

$20,000 -   29,999 480 1,480 2,480 3,050 3,250 3,420 3,420 3,420 3,420 3,420 3,820 4,820

$30,000 -   39,999 850 1,850 3,050 3,620 3,820 3,990 3,990 3,990 3,990 4,390 5,390 6,390

$40,000 -   49,999 850 2,050 3,250 3,820 4,020 4,190 4,190 4,190 4,590 5,590 6,590 7,590

$50,000 -   59,999 1,020 2,220 3,420 3,990 4,190 4,360 4,360 4,760 5,760 6,760 7,760 8,760

$60,000 -   69,999 1,020 2,220 3,420 3,990 4,190 4,360 4,760 5,760 6,760 7,760 8,760 9,760

$70,000 -   79,999 1,020 2,220 3,420 3,990 4,190 4,760 5,760 6,760 7,760 8,760 9,760 10,760

$80,000 -   99,999 1,020 2,220 3,420 4,240 5,440 6,610 7,610 8,610 9,610 10,610 11,610 12,610

$100,000 - 149,999 1,870 4,070 6,270 7,840 9,040 10,210 11,210 12,210 13,210 14,210 15,360 16,560

$150,000 - 239,999 1,870 4,100 6,500 8,270 9,670 11,040 12,240 13,440 14,640 15,840 17,040 18,240

$240,000 - 319,999 2,040 4,440 6,840 8,610 10,010 11,380 12,580 13,780 14,980 16,180 17,380 18,580

$320,000 - 364,999 2,040 4,440 6,840 8,610 10,010 11,380 12,580 13,860 15,860 17,860 19,860 21,860

$365,000 - 524,999 2,720 5,920 9,390 12,260 14,760 17,230 19,530 21,830 24,130 26,430 28,730 31,030

$525,000 and over 3,140 6,840 10,540 13,610 16,310 18,980 21,480 23,980 26,480 28,980 31,480 33,990

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 $90 $850 $1,020 $1,020 $1,020 $1,070 $1,870 $1,870 $1,870 $1,870 $1,870 $1,970

$10,000 -   19,999 850 1,780 1,980 1,980 2,030 3,030 3,830 3,830 3,830 3,830 3,930 4,130

$20,000 -   29,999 1,020 1,980 2,180 2,230 3,230 4,230 5,030 5,030 5,030 5,130 5,330 5,530

$30,000 -   39,999 1,020 1,980 2,230 3,230 4,230 5,230 6,030 6,030 6,130 6,330 6,530 6,730

$40,000 -   59,999 1,020 2,880 4,080 5,080 6,080 7,080 7,950 8,150 8,350 8,550 8,750 8,950

$60,000 -   79,999 1,870 3,830 5,030 6,030 7,100 8,300 9,300 9,500 9,700 9,900 10,100 10,300

$80,000 -   99,999 1,870 3,830 5,100 6,300 7,500 8,700 9,700 9,900 10,100 10,300 10,500 10,700

$100,000 - 124,999 2,030 4,190 5,590 6,790 7,990 9,190 10,190 10,390 10,590 10,940 11,940 12,940

$125,000 - 149,999 2,040 4,200 5,600 6,800 8,000 9,200 10,200 10,950 11,950 12,950 13,950 14,950

$150,000 - 174,999 2,040 4,200 5,600 6,800 8,150 10,150 11,950 12,950 13,950 14,950 16,170 17,470

$175,000 - 199,999 2,040 4,200 6,150 8,150 10,150 12,150 13,950 15,020 16,320 17,620 18,920 20,220

$200,000 - 249,999 2,720 5,680 7,880 10,140 12,440 14,740 16,840 18,140 19,440 20,740 22,040 23,340

$250,000 - 449,999 2,970 6,230 8,730 11,030 13,330 15,630 17,730 19,030 20,330 21,630 22,930 24,240

$450,000 and over 3,140 6,600 9,300 11,800 14,300 16,800 19,100 20,600 22,100 23,600 25,100 26,610

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 $280 $850 $950 $1,020 $1,020 $1,020 $1,020 $1,560 $1,870 $1,870 $1,870

$10,000 -   19,999 280 1,280 1,950 2,150 2,220 2,220 2,220 2,760 3,760 4,070 4,070 4,210

$20,000 -   29,999 850 1,950 2,720 2,920 2,980 2,980 3,520 4,520 5,520 5,830 5,980 6,180

$30,000 -   39,999 950 2,150 2,920 3,120 3,180 3,720 4,720 5,720 6,720 7,180 7,380 7,580

$40,000 -   59,999 1,020 2,220 2,980 3,570 4,640 5,640 6,640 7,750 8,950 9,460 9,660 9,860

$60,000 -   79,999 1,020 2,610 4,370 5,570 6,640 7,750 8,950 10,150 11,350 11,860 12,060 12,260

$80,000 -   99,999 1,870 4,070 5,830 7,150 8,410 9,610 10,810 12,010 13,210 13,720 13,920 14,120

$100,000 - 124,999 1,870 4,270 6,230 7,630 8,900 10,100 11,300 12,500 13,700 14,210 14,720 15,720

$125,000 - 149,999 2,040 4,440 6,400 7,800 9,070 10,270 11,470 12,670 14,580 15,890 16,890 17,890

$150,000 - 174,999 2,040 4,440 6,400 7,800 9,070 10,580 12,580 14,580 16,580 17,890 18,890 20,170

$175,000 - 199,999 2,040 4,440 6,400 8,510 10,580 12,580 14,580 16,580 18,710 20,320 21,620 22,920

$200,000 - 249,999 2,720 5,920 8,680 10,900 13,270 15,570 17,870 20,170 22,470 24,080 25,380 26,680

$250,000 - 449,999 2,970 6,470 9,540 12,040 14,410 16,710 19,010 21,310 23,610 25,220 26,520 27,820

$450,000 and over 3,140 6,840 10,110 12,810 15,380 17,880 20,380 22,880 25,380 27,190 28,690 30,190
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MASSACHUSETTS EMPLOYEE’S WITHHOLDING EXEMPTION CERTIFICATE                  Rev. 11/19

Print full name . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .         Social Security no. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Print home address. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .         City. . . . . . . . . . . . . . . . . . . . . . .    State. . . . . . . . . . . . . . .    Zip . . . . . . . . . . . . . . . .

FORM
M-4 E

N
E

S
P

E
T

I T
P

L
A

C

ID
A M

S V B
LIB

E
R

T
A
T

E
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I
V

T
E

E
M

Employee:
File this form with your em-
ployer.  Other wise, Massachu-
setts  Income Taxes will be
 withheld from your wages
 without exemptions.

Employer:
Keep this certificate with your
records. If the  em ployee is
 believed to have claimed
 excessive  exemp tions, the
Massachusetts De partment
of  Revenue should be so
 advised.

HOW TO CLAIM YOUR WITHHOLDING EXEMPTIONS

1.   Your personal exemption. Write the figure “1.” If you are age 65 or over or will be before next year, write “2”. . . . . . .           . . . . . . . .
2.   If married and if exemption for spouse is allowed, write the figure “4.” If your spouse is age 65 or over or will
      be before next year and if otherwise qualified, write “5.” See Instruction C. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .           . . . . . . . .
3.   Write the number of your qualified dependents. See Instruction D. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .           . . . . . . . .
4.   Add the number of exemptions which you have claimed above and write the total. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
5.   Additional withholding per pay period under agreement with employer $_____________________
      A. Check if you will file as head of household on your tax return.
      B. Check if you are blind.                 C. Check if spouse is blind and not subject to withholding.
      D. Check if you are a full-time student engaged in seasonal, part-time or temporary employment whose estimated annual income

will not exceed $8,000.
EMPLOYER: DO NOT withhold if Box D is checked.

I certify that the number of withholding exemptions claimed on this certificate does not exceed the number to which I am entitled.

Date. . . . . . . . . . . . . . . . . . . . . . . . . . . Signed . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

THIS FORM MAY BE REPRODUCED

THE COMMONWEALTH OF MASSACHUSETTS, DEPARTMENT OF REVENUE

A. Number. The more exemptions you claim on this certificate, the less tax
withheld from your employer. If you claim more exemptions than you are
entitled to, civil and criminal penalties may be imposed. However, you may
claim a smaller number of exemptions without penalty. If you do not file a
certificate, your employer must withhold on the basis of no exemptions.
If you expect to owe more income tax than will be withheld, you may either
claim a smaller number of exemptions or enter into an agreement with your
employer to have additional amounts withheld.
You should claim the total number of exemptions to which you are entitled to
prevent excessive overwithholding,  unless you have a significant amount of
other income. Underwithholding may result in owing additional taxes to the
Commonwealth at the end of the year. 
If you work for more than one employer at the same time, you must not claim
any exemptions  with employers  other than your principal employer.
If you are married and if your spouse is subject to withholding,  each may
claim a personal exemption.
B. Changes. You may file a new certificate  at any time if the number  of
exemptions increases. You must file a new certificate within 10 days if the
number of exemptions previously claimed by you decreases. For example,
if during the year your dependent  son’s income indicates that you will not

provide over half of his support for the year, you must file a new certificate.
C. Spouse. If your spouse is not working or if she or he is working but not
claiming the personal exemption or the age 65 or over exemption, general-
ly you may claim those exemptions in line 2. However, if you are planning to
file separate annual tax returns, you should not claim withholdingg  exemp-
tions for your spouse or for any dependents that will not be claimed on your
annual tax return.
If claiming a spouse, write “4” in line 2. Entering “4” makes a withholding sys-
tem adjustment for the $4,400 exemption for a spouse.
D. Dependent(s). You may claim an exemption in line 3 for each individual
who qualifies as a dependent under the Federal Income Tax Law. In addition,
if one or more of your dependents will be under age 12 at year end, add “1”
to your dependents total for line 3.
You  are  not  allowed  to  claim  “federal  withholding  deductions  and adjust-
ments” under the Massachusetts  withholding system.
If you have income not subject to withholding, you are urged to have addi-
tional amounts withheld to cover your tax liability on such income. See line
5.
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DUDLEY-CHARLTON REGIONAL SCHOOL DISTRICT
Authorization Agreement for Automatic Deposits (ACH Credits)

Properly completed agreements should be submitted to the District Business Office.  An approved copy will be returned to you.
It will state the starting date of your direct deposits.

INSTRUCTIONS FOR SECTIONS l THROUGH 9 BELOW (PLEASE PRINT OR TYPE

(1) Indicate whether you want your payroll check deposited into your checking or savings account by circling (a), (b), or
(c) below.

(2) Fill in your bank's name and address.
(3) List your bank's ABA Number. This number is located at the lower left hand corner of your check. Please attach a copy

of a blank check which you have marked "VOID". If your payroll check goes into your savings account, you will have
to ask the bank what their ABA Number is.

(4) Your bank account number
(5) Amount to be deposited: all or partial amount (partial deposit must include amount)
(6) Print your name
(7) List your school or office.
(8), (9) Date and sign this form acknowledging acceptance of terms.

I (We) hereby authorize the Dudley-Charlton Regional School District, hereinafter called COMPANY, to initiate credit entries
and to initiate, if necessary, debit entries and adjustments for any credit entries in error to my (our) account indicated below and
the depository named below, hereinafter called DEPOSITORY, to credit and/or debit the same to such account.

One form must be completed for each account to be changed

(1) Circle your choice:   (a)  Checking:  ⬜ New account ⬜ Change amount in existing account

(b)  Savings:    ⬜  New account ⬜ Change amount in existing account

(c)  Other Instructions: _____________________________________________________

_______________________________________________________________________________________________

(2) DEPOSITORY (Receiving Bank) Name:________________________________________________________

Street:___________________________________________________________________________________

City:_______________________________________________  State:  __________   Zip: ________________

(3) DEPOSITORY BANK Transit/ABA Number:     ____    ____   ____   ____ ____    ____    ____    ____ ____

(4) CUSTOMER ACCOUNT NUMBER:  _____________________________________________________________

(5) AMOUNT OF DEPOSIT:     ⬜ All of my payroll check               OR                  ⬜    $_____________ Partial

This authority is to remain in full force and effect until COMPANY has received written notification from me (us) of its
termination in such a time and such a manner as to afford COMPANY and DEPOSITORY a reasonable opportunity to act on it.

(6) NAME: _______________________________________________________________________________________

(7) WORK LOCATION: ____________________________________________________________________________

(8)  DATE: _______________________ (9) SIGNATURE: _________________________________________________

………………………………………………………………………………………………………………………………..

Business Office Approval: ___________________________________  Effective Date: ______________________________
Form ACH (12/22/22)
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Form SSA-1945 (03-2025)
Discontinue Prior Editions 
Social Security Administration

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

Page 1 of 2 

Employee Name:

Employee ID#:

Employer Name:

Employer ID#:

Your earnings from this job are not covered under Social Security (i.e., you will not pay Social Security taxes). This 
means that you will not earn credits for Social Security retirement or disability benefits in this job.  If you retire or 
become disabled, and you are eligible for a Social Security benefit based on other work, your earnings from this job 
will not be used to compute your Social Security benefit.  In addition, we will not consider these non-covered earnings 
for the future potential calculation of survivor benefits based on your earnings. Your earnings from this job are subject 
to Medicare taxes and will count for purposes of the Medicare program. For information on how you may qualify for 
Social Security benefits, visit www.ssa.gov.

For More Information 
Social Security publications and additional information are available at www.ssa.gov. You may also call toll free 
1-800-772-1213, or for the deaf or hard of hearing call the TTY number 1-800-325-0778 or contact your local Social 
Security office.

I certify that I have received Form SSA-1945 and understand that my earnings from this job are not covered 
under Social Security and will not be used to determine eligibility to or the amount of my potential future 
Social Security Benefits.

Signature of Employee:

Date:



Form SSA-1945 (03-2025) Page 2 of 2 

Information about Social Security Form SSA-1945 Statement Concerning Your 
Employment in a Job Not Covered by Social Security

The Social Security Protection Act of 2004, Pub. L. No. 108-203, Section 419 requires State and local government 
employers to provide a statement to employees hired January 1, 2005, or later in a job not covered under Social 
Security. Form SSA-1945, Statement Concerning Your Employment in a Job Not Covered by Social Security, is 
the document that employers must use to meet the requirements of the law.

While the earlier version of the SSA-1945 discussed the effect of the Windfall Elimination Provision and/or
Government Pension Offset on an employee’s potential future benefits, the Social Security Fairness Act (SSFA) of 
2023 enacted on January 5, 2025, eliminated the reduction of Social Security benefits under the Windfall Elimination 
Provision and/or Government Pension Offset for individuals entitled to certain pensions from work not covered by 
Social Security, starting January 2024.  However, this did not remove the requirement for State and local government 
employers to provide a statement to employees hired January 1, 2005, or later in jobs not covered under Social 
Security.  This version of SSA-1945 explains to an employee that non-covered earnings will not be used to determine 
eligibility to or calculate the amount of potential future benefits.

Employers must: 

Get the employee’s signature on the form

Give the signed statement and information page to the employee prior to the start of employment

Submit a copy of the signed form to the pension paying agency. 

Social Security will not be setting any additional guidelines for the use of this form.

A fillable, downloadable version of the SSA-1945 is available online at the Social Security website, 
www.ssa.gov/online/ssa-1945.pdf.
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Summary of the Conflict-of-Interest Law for  

Municipal Employees 
 

 

All municipal employees must be provided with this summary of the conflict of interest 
law annually 

All city and town employees must be provided with this Summary of the Conflict of Interest Law for 
Municipal Employees within 30 days of hire or election, and then annually. All city and town employees are 
then required to acknowledge in writing that they received the summary. 

 

Summary of the Conflict of Interest Law for Municipal Employees 

This summary is not a substitute for legal advice, nor does it mention every aspect of the law that may apply 
in a particular situation. Municipal employees can obtain free confidential advice about the conflict of 
interest law from the Commission's Legal Division at our website, phone number, and address above. 
Municipal counsel may also provide advice. 

 
The conflict of interest law seeks to prevent conflicts between private interests and public duties, foster 
integrity in public service, and promote the public's trust and confidence in that service by placing 
restrictions on what municipal employees may do on the job, after hours, and after leaving public service, 
as described below. The sections referenced below are sections of G.L. c. 268A. 
 
When the Commission determines that the conflict of interest law has been violated, it can impose a civil 
penalty of up to $10,000 ($25,000 for bribery cases) for each violation. In addition, the Commission can 
order the violator to repay any economic advantage he gained by the violation,     
and to make restitution to injured third parties. Violations of the conflict of interest law can also be 
prosecuted criminally. 
 

I. Are you a municipal employee for conflict of interest law purposes? 

 
You do not have to be a full-time, paid municipal employee to be considered a municipal employee 
for conflict of interest purposes. Anyone performing services for a city or town or holding a 
municipal position, whether paid or unpaid, including full- and part-time municipal employees, 
elected officials, volunteers, and consultants, is a municipal employee under the conflict of interest 
law. An employee of a private firm can also be a municipal employee, if the private firm has a 
contract with the city or town and the employee is a "key employee" under the contract, meaning 
the town has specifically contracted for her services. The law also covers private parties who engage 
in impermissible dealings with municipal employees, such as offering bribes or illegal gifts. Town
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meeting members and charter commission members are not municipal employees under the conflict 
of interest law. 

 
 

II. On-the-job restrictions 
 

a. Bribes. Asking for and taking bribes is prohibited. (See Section 2) 
 

A bribe is anything of value corruptly received by a municipal employee in exchange for the 
employee being influenced in his official actions. Giving, offering, receiving, or asking for a bribe is 
illegal. 

 
Bribes are more serious than illegal gifts because they involve corrupt intent. In other words, the 
municipal employee intends to sell his office by agreeing to do or not do some official act, and the 
giver intends to influence him to do so. Bribes of any value are illegal. 

 
b. Gifts and gratuities. Asking for or accepting a gift because of your official position, or because of 

something you can do or have done in your official position, is prohibited. (See Sections 3, 
23(b)(2), and 26) 

 
Municipal employees may not accept gifts and gratuities valued at $50 or more given to influence 
their official actions or because of their official position. Accepting a gift intended to reward past 
official action or to bring about future official action is illegal, as is giving such gifts. Accepting a gift 
given to you because of the municipal position you hold is also illegal. Meals, entertainment event 
tickets, golf, gift baskets, and payment of travel expenses can all be illegal gifts if given in connection 
with official action or position, as can anything worth $50 or more. A number of smaller gifts 
together worth $50 or more may also violate these sections. 
 
Example of violation: A town administrator accepts reduced rental payments from developers. 
 
Example of violation: A developer offers a ski trip to a school district employee who oversees the 
developer's work for the school district. 
 
Regulatory exemptions. There are situations in which a municipal employee's receipt of a gift does 
not present a genuine risk of a conflict of interest, and may in fact advance the public interest. The 
Commission has created exemptions permitting giving and receiving gifts in these situations. One 
commonly used exemption permits municipal employees to accept payment of travel-related 
expenses when doing so advances a public purpose. Another commonly used exemption permits 
municipal employees to accept payment of costs involved in attendance at educational and training 
programs. Other exemptions are listed on the Commission's website. 
 
Example where there is no violation: A fire truck manufacturer offers to pay the travel expenses of 
a fire chief to a trade show where the chief can examine various kinds of fire-fighting equipment 
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that the town may purchase. The chief fills out a disclosure form and obtains prior approval from his 
appointing authority. 
 
Example where there is no violation: A town treasurer attends a two-day annual school featuring 
multiple substantive seminars on issues relevant to treasurers. The annual school is paid for in part 
by banks that do business with town treasurers. The treasurer is only required to make a disclosure 
if one of the sponsoring banks has official business before her in the six months before or after the 
annual school. 

 
c. Misuse of position. Using your official position to get something you are not entitled to, or to get 

someone else something they are not entitled to, is prohibited. Causing someone else to do these 
things is also prohibited. (See Sections 23(b)(2) and 26) 

 
A municipal employee may not use her official position to get something worth $50 or more that 
would not be properly available to other similarly situated individuals. Similarly, a municipal 
employee may not use her official position to get something worth $50 or more for someone else 
that would not be properly available to other similarly situated individuals. Causing someone else to 
do these things is also prohibited. 
 
Example of violation: A full-time town employee writes a novel on work time, using her office 
computer, and directing her secretary to proofread the draft. 
 
Example of violation: A city councilor directs subordinates to drive the councilor's wife to and from 
the grocery store. 
 
Example of violation: A mayor avoids a speeding ticket by asking the police officer who stops him, 
"Do you know who I am?" and showing his municipal I.D. 

 
d. Self-dealing and nepotism. Participating as a municipal employee in a matter in which you, your 

immediate family, your business organization, or your future employer has a financial interest is 
prohibited. (See Section 19) 

 
A municipal employee may not participate in any particular matter in which he or a member of his 
immediate family (parents, children, siblings, spouse, and spouse's parents, children, and siblings) 
has a financial interest. He also may not participate in any particular matter in which a prospective 
employer, or a business organization of which he is a director, officer, trustee, or employee has a 
financial interest. 

  
Participation includes discussing as well as voting on a matter, and delegating a matter to someone 
else. 
 
A financial interest may create a conflict of interest whether it is large or small, and positive or 
negative. In other words, it does not matter if a lot of money is involved or only a little. It also does 
not matter if you are putting money into your pocket or taking it out. If you, your immediate family, 
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your business, or your employer have or has a financial interest in a matter, you may not participate. 
The financial interest must be direct and immediate or reasonably foreseeable to create a conflict. 
Financial interests which are remote, speculative or not sufficiently identifiable do not create 
conflicts. 
 
Example of violation: A school committee member's wife is a teacher in the town's public schools. 
The school committee member votes on the budget line item for teachers' salaries. 
 
Example of violation: A member of a town affordable housing committee is also the director of a 
non-profit housing development corporation. The non-profit makes an application to the 
committee, and the member/director participates in the discussion. 
 
Example: A planning board member lives next door to property where a developer plans to 
construct a new building. Because the planning board member owns abutting property, he is 
presumed to have a financial interest in the matter. He cannot participate unless he provides the 
State Ethics Commission with an opinion from a qualified independent appraiser that the new 
construction will not affect his financial interest. 
 
In many cases, where not otherwise required to participate, a municipal employee may comply with 
the law by simply not participating in the particular matter in which she has a financial interest. She 
need not give a reason for not participating. 
 
There are several exemptions to this section of the law. An appointed municipal employee may file a 
written disclosure about the financial 
  
interest with his appointing authority, and seek permission to participate notwithstanding the 
conflict. The appointing authority may grant written permission if she determines that the financial 
interest in question is not so substantial that it is likely to affect the integrity of his services to the 
municipality. Participating without disclosing the financial interest is a violation. Elected employees 
cannot use the disclosure procedure because they have no appointing authority. 
 
Example where there is no violation: An appointed member of the town zoning advisory 
committee, which will review and recommend changes to the town's by-laws with regard to a 
commercial district, is a partner at a company that owns commercial property in the district. Prior to 
participating in any committee discussions, the member files a disclosure with the zoning board of 
appeals that appointed him to his position, and that board gives him a written determination 
authorizing his participation, despite his company's financial interest. There is no violation. 
 
There is also an exemption for both appointed and elected employees where the employee's task is 
to address a matter of general policy and the employee's financial interest is shared with a 
substantial portion (generally 10% or more) of the town's population, such as, for instance, a 
financial interest in real estate tax rates or municipal utility rates. 
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Regulatory exemptions. In addition to the statutory exemptions just mentioned, the Commission 
has created several regulatory exemptions permitting municipal employees to participate in 
particular matters notwithstanding the presence of a financial interest in certain very specific 
situations when permitting them to do so advances a public purpose. There is an exemption 
permitting school committee 
members to participate in setting school fees that will affect their own children if they make a prior 
written disclosure. There is an exemption permitting town clerks to perform election-related 
functions even when they, or their immediate family members, are on the ballot, because clerks’ 
election-related functions are extensively regulated by other laws. 
  
There is also an exemption permitting a person serving as a member of a municipal board pursuant 
to a legal requirement that the board have members with a specified affiliation to participate fully in 
determinations of general policy by the board, even if the entity with which he is affiliated has a 
financial interest in the matter. Other exemptions are listed in the Commission's regulations, 
available on the Commission’s website. 
 
Example where there is no violation: A municipal Shellfish Advisory Board has been created to 
provide advice to the Board of Selectmen on policy issues related to shellfishing. The Advisory Board 
is required to have members who are currently commercial fishermen. A board member who is a 
commercial fisherman may participate in determinations of general policy in which he has a financial 
interest common to all commercial fishermen, but may not participate in determinations in which 
he alone has a financial interest, such as the extension of his own individual permits or leases. 

 
e. False claims. Presenting a false claim to your employer for a payment or benefit is prohibited, and 

causing someone else to do so is also prohibited. (See Sections 23(b)(4) and 26) 
 

A municipal employee may not present a false or fraudulent claim to his employer for any payment 
or benefit worth $50 or more, or cause another person to do so. 
Example of violation: A public works director directs his secretary to fill out time sheets to show him 
as present at work on days when he was skiing. 

 
f. Appearance of conflict. Acting in a manner that would make a reasonable person think you can be 

improperly influenced is prohibited. (See Section 23(b)(3)) 
 

A municipal employee may not act in a manner that would cause a reasonable person to think that 
she would show favor toward someone or that she can be improperly influenced. Section 23(b)(3)  
 
 
requires a municipal employee to consider whether her relationships and affiliations could prevent 
her from acting fairly and objectively when she performs 
  
her duties for a city or town. If she cannot be fair and objective because of a relationship or 
affiliation, she should not perform her duties. However, a municipal employee, whether elected or 
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appointed, can avoid violating this provision by making a public disclosure of the facts. An appointed 
employee must make the disclosure in writing to his appointing official. 
 
Example where there is no violation: A developer who is the cousin of the chair of the conservation 
commission has filed an application with the commission. A reasonable person could conclude that 
the chair might favor her cousin. The chair files a written disclosure with her appointing authority 
explaining her relationship with her cousin prior to the meeting at which the application will be 
considered. There is no violation of Sec. 23(b)(3). 

 
g. Confidential information. Improperly disclosing or personally using confidential information 

obtained through your job is prohibited. (See Section 23(c)) 
 

Municipal employees may not improperly disclose confidential information, or make personal use of 
non-public information they acquired in the course of their official duties to further their personal 
interests. 

 
 
 

III. After-hours restrictions. 
 

a. Taking a second paid job that conflicts with the duties of your municipal job is prohibited. (See 
Section 23(b)(1)) 

 
A municipal employee may not accept other paid employment if the responsibilities of the second 
job are incompatible with his or her municipal job. 
 
Example: A police officer may not work as a paid private security guard in the town where he serves 
because the demands of his private employment would conflict with his duties as a police officer. 
  

b. Divided loyalties. Receiving pay from anyone other than the city or town to work on a matter 
involving the city or town is prohibited. Acting as agent or attorney for anyone other than the city 
or town in a matter involving the city or town is also prohibited whether or not you are paid. (See 
Sec. 17) 

 
Because cities and towns are entitled to the undivided loyalty of their employees, a municipal 
employee may not be paid by other people and organizations in relation to a matter if the city or 
town has an interest in the matter. In addition, a municipal employee may not act on behalf of other 
people and organizations or act as an attorney for other people and organizations in which the town 
has an interest. Acting as agent includes contacting the municipality in person, by phone, or in 
writing; acting as a liaison; providing documents to the city or town; and serving as spokesman. 

 
A municipal employee may always represent his own personal interests, even before his own 
municipal agency or board, on the same terms and conditions that other similarly situated members 
of the public would be allowed to do so. A municipal employee may also apply for building and 
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related permits on behalf of someone else and be paid for doing so, unless he works for the 
permitting agency, or an agency which regulates the permitting agency. 
 
Example of violation: A full-time health agent submits a septic system plan that she has prepared 
for a private client to the town's board of health. 
 
Example of violation: A planning board member represents a private client before the board of 
selectmen on a request that town meeting consider rezoning the client's property. 
 
While many municipal employees earn their livelihood in municipal jobs, some municipal employees 
volunteer their time to provide services to the town or receive small stipends. Others, such as a 
private attorney who provides legal services to a town as needed, may serve in a position in which 
they may have other personal or private employment during normal working hours. In recognition 
of the need not to unduly restrict the ability of town volunteers and part-time employees to earn a 
living, the law is less restrictive for "special" municipal employees than for other municipal 
employees. 
 
The status of "special" municipal employee has to be assigned to a municipal position by vote of the 
board of selectmen, city council, or similar body. A position is eligible to be designated as "special" if 
it is unpaid, or if it is part-time and the employee is allowed to have another job during normal 
working hours, or if the employee was not paid for working more than 800 hours during the 
preceding 365 days. It is the position that is designated as "special" and not the person or persons 
holding the position. Selectmen in towns of 10,000 or fewer are automatically "special"; selectman 
in larger towns cannot be "specials." 
 
If a municipal position has been designated as "special," an employee holding that position may be 
paid by others, act on behalf of others, and act as attorney for others with respect to matters before 
municipal boards other than his own, provided that he has not officially participated in the matter, 
and the matter is not now, and has not within the past year been, under his official responsibility. 

 
Example: A school committee member who has been designated as a special municipal employee 
appears before the board of health on behalf of a client of his private law practice, on a matter that 
he has not participated in or had responsibility for as a school committee member. There is no 
conflict. However, he may not appear before the school committee, or the school department, on 
behalf of a client because he has official responsibility for any matter that comes before the school 
committee. This is still the case even if he has recused himself from participating in the matter in his 
official capacity. 
 
Example: A member who sits as an alternate on the conservation commission is a special municipal 
employee. Under town by-laws, he only has official responsibility for matters assigned to him. He 
may represent a resident who wants to file an application with the conservation commission as long 
as the matter is not assigned to him and he will not participate in it. 
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c. Inside track. Being paid by your city or town, directly or indirectly, under some second 
arrangement in addition to your job is prohibited, unless an exemption applies. (See Section 20) 

 
A municipal employee generally may not have a financial interest in a municipal contract, including a 
second municipal job. A municipal employee is also generally prohibited from having an indirect 
financial interest in a contract that the city or town has with someone else. This provision is 
intended to prevent municipal employees from having an "inside track" to further financial 
opportunities. 
 
Example of violation: Legal counsel to the town housing authority becomes the acting executive 
director of the authority, and is paid in both positions. 
 
Example of violation: A selectman buys a surplus truck from the town DPW. 
 
Example of violation: A full-time secretary for the board of health wants to have a second paid job 
working part-time for the town library. She will violate Section 20 unless she can meet the 
requirements of an exemption. 
 
Example of violation: A city councilor wants to work for a non-profit that receives funding under a 
contract with her city. Unless she can satisfy the requirements of an exemption under Section 20, 
she cannot take the job. 
 
There are numerous exemptions. A municipal employee may hold multiple unpaid or elected 
positions. Some exemptions apply only to special municipal employees. Specific exemptions may 
cover serving as an unpaid volunteer in a second town position, housing-related benefits, public 
safety positions, certain elected positions, small towns, and other specific situations. Please call the 
Ethics Commission's Legal Division for advice about a specific situation. 
 
 

 

IV. After you leave municipal employment. (See Section 18) 

 
a. Forever ban. After you leave your municipal job, you may never work for anyone other than the 

municipality on a matter that you worked on as a municipal employee. 
 

If you participated in a matter as a municipal employee, you cannot ever be paid to work on that 
same matter for anyone other than the municipality, nor may you act for someone else, whether 
paid or not. The purpose of this restriction is to bar former employees from selling to private 
interests their familiarity with the facts of particular matters that are of continuing concern to their 
former municipal employer. The restriction does not prohibit former municipal employees from 
using the expertise acquired in government service in their subsequent private activities. 
 
Example of violation: A former school department employee works for a contractor under a 
contract that she helped to draft and oversee for the school department. 
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b. One year cooling-off period. For one year after you leave your municipal job you may not 

participate in any matter over which you had official responsibility during your last two years of 
public service. 

 
Former municipal employees are barred for one year after they leave municipal employment from 
personally appearing before any agency of the municipality in connection with matters that were 
under their authority in their prior municipal positions during the two years before they left. 
 
Example: An assistant town manager negotiates a three-year contract with a company. The town 
manager who supervised the assistant, and had official responsibility for the contract but did not 
participate in negotiating it, leaves her job to work for the company to which the contract was 
awarded. The former manager may not call or write the town in connection with the company's 
work on the contract for one year after leaving the town. 
  
A former municipal employee who participated as such in general legislation on expanded gaming 
and related matters may not become an officer or employee of, or acquire a financial interest in, an 
applicant for a gaming license, or a gaming license, for one year after his public employment ceases. 

 
c. Partners. Your partners will be subject to restrictions while you serve as a municipal employee 

and after your municipal service ends. 
 

Partners of municipal employees and former municipal employees are also subject to restrictions 
under the conflict of interest law. If a municipal employee participated in a matter, or if he has 
official responsibility for a matter, then his partner may not act on behalf of anyone other than the 
municipality or provide services as an attorney to anyone but the city or town in relation to the 
matter. 

 
Example: While serving on a city's historic district commission, an architect reviewed an application 
to get landmark status for a building. His partners at his architecture firm may not prepare and sign 
plans for the owner of the building or otherwise act on the owner's behalf in relation to the 
application for landmark status. In addition, because the architect has official responsibility as a 
commissioner for every matter that comes before the commission, his partners may not 
communicate with the commission or otherwise act on behalf of any client on any matter that 
comes before the commission during the time that the architect serves on the commission. 
 
Example: A former town counsel joins a law firm as a partner. Because she litigated a lawsuit for the 
town, her new partners cannot represent any private clients in the lawsuit for one year after her job 
with the town ended. 
 
 
* * * * * 
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This summary is not intended to be legal advice and, because it is a summary, it does not mention every 
provision of the conflict law that may apply in a particular situation. Our website, www.mass.gov/state-
ethics-commission, contains further information about how the law applies in many situations. You can also 
contact the Commission's Legal Division via our website, by telephone, or by letter. Our contact information 
is at the top of this document. 
  
Version 7: Revised November 14, 2016 



 
 

Acknowledgement of Receipt 

Conflict of Interest Law for Municipal Employees 

As an employee of the Dudley-Charlton Regional School District, I hereby acknowledge that I have 
received a copy of the SUMMARY of the Conflict of Interest Law for Municipal Employees. 

The Summary of the Conflict of Interest Law for Municipal Employees will be completed annually. 

I further understand that as an employee of the Dudley-Charlton Regional School District, I must 

create an account on the State Ethics Commission Conflict of Interest Training website to complete 
the online TRAINING of the Conflict of Interest Law for Municipal Employees. 

All Municipal employees must complete the online training program within 30 days of election or 
appointment to a state, county, or municipal position, and then every 2 years thereafter. 

To set up an account, visit MassEthicsTraining.Skillburst.com.  

 

 

Employee Name (Print) Date 

 

 

 

 

Employee Signature 

’...to advance the knowledge and well being of our children and our community.” 

https://massethicstraining.skillburst.com/User/index.php
https://massethicstraining.skillburst.com/User/index.php
https://massethicstraining.skillburst.com/User/index.php
https://massethicstraining.skillburst.com/User/index.php
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Quick Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA 98966-02
Participant Information
Yes! I would like to enroll in the Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA and voluntarily contribute:

 I do not wish to contribute to the Plan at this time.

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service Provider.)

Address - Number & Street E-Mail Address

  Married         Unmarried 
City State Zip Code

  Female          Male           Nonbinary         Unspecified
(             ) (             )

Home Phone Work Phone Mo Day Year Mo Day Year

(             )
Mobile Phone Date of Birth Date of Hire

Do you have a retirement savings account with a previous employer or an
IRA?    Yes    No

Investment Option: I understand that this form is my election to enroll in the Plan. By signing this form, my contributions will be allocated to the
Plan's default investment fund(s), SMART Capital Preservation Fund, without additional action by me. If I wish to contribute to any of the investment
options of the Plan other than the default fund(s), I understand that I must contact my Plan Administrator or local representative to obtain a Participant
Enrollment Form. I acknowledge that information about Plan investment options, including prospectuses, disclosure document and Fund Data sheets
are available to me through my Plan Administrator or Plan Web site. I understand the risks of investing and that all payments and account values may
not be guaranteed and may fluctuate in value.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period stated in the
fund's prospectus or other disclosure documents. I understand that I have the right to direct the investment of my account and that I can change my
investment allocation from the Plan's default fund at any time by logging on to my account at www.mass-smart.com or by calling the Voice Response
System at 1-877-457-1900.
My Account: I understand that it is my obligation to review all confirmations and quarterly statements for discrepancies or errors. Corrections will
be made only for errors which I communicate within 90 calendar days from the last calendar quarter. After this 90 days, account information shall be
deemed accurate and acceptable to me. If I notify Service Provider of an error after this 90 days, the correction will only be processed from the date
of the notification forward and not on a retroactive basis.
Beneficiary Designation: I understand that I must choose a beneficiary of my account with this Plan by filing a separate Beneficiary Designation
form with the Service Provider.
Required Signature - By signing this form, I acknowledge that I have previously received detailed information about this Plan from my employer and
understand that my participation in the Plan must be in compliance with the Plan Document and/or the Internal Revenue Code. Deferral agreements
must be entered into prior to the first day of the month that the deferral will be made.
X
Participant Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Participant send to Plan Administrator:

X
Plan Administrator Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Print Full Name

Plan Administrator Mail to: Empower, PO Box 173764, Denver, CO 80217-3764

Securities, when presented, are offered and/or distributed by Empower Financial Services, Inc. (EFSI), Member FINRA/SIPC. EFSI is an affiliate
of Empower Retirement, LLC; Empower Funds, Inc.; and registered investment adviser Empower Advisory Group, LLC. This material is for informational
purposes only and is not intended to provide investment, legal or tax recommendations or advice.
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Participant Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory
OBRA

98966-02

Participant Information

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service
Provider.)

Mailing Address E-Mail Address

  Married     Unmarried          Female    Male
City State Zip Code

Mo Day Year Mo Day Year
(             ) (             )

Home Phone Work Phone Date of Birth Date of Hire

Annual Income (Required for My Total Retirement enrollment)
Check box if you prefer to receive quarterly account
statements in Spanish.

Do you have a retirement savings account with a previous
employer or an IRA?     Yes  or    No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-spouse. If you have any questions regarding
SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Payroll Information

To be completed by
Representative:

Division Name Division Number

My Total Retirement Information
The My Total Retirement provided by Empower Advisory Group, LLC will automatically direct your investment elections and will
rebalance your account periodically, as necessary. This election will be effective as soon as administratively feasible following receipt
of your completed enrollment form and signed Advisory Services Agreement. By electing My Total Retirement, you agree to the fees
associated with this service and understand the fees will be deducted from your account in accordance with the attached Advisory
Services Agreement. If you prefer to make your own investment decisions and not participate in this service, simply select the Select
My Own Investment Options box and enter your investment instructions in the Investment Option Information section.
My Total Retirement:

By checking this box, I elect to have my account professionally managed by Empower Advisory Group, LLC until such time as I
cancel my enrollment in the service.

-OR-
Select My Own Investment Options:

I elect to direct my own investments.
I understand and agree that my employer and other Plan fiduciaries will not be liable for the results of my personal investment
decisions.

Make your investment election for future deposits in the Investment Option Information section.
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Participant Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory
OBRA

98966-02

Participant Information

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service
Provider.)

Mailing Address E-Mail Address

  Married     Unmarried          Female    Male
City State Zip Code

Mo Day Year Mo Day Year
(             ) (             )

Home Phone Work Phone Date of Birth Date of Hire

Annual Income (Required for My Total Retirement enrollment)
Check box if you prefer to receive quarterly account
statements in Spanish.

Do you have a retirement savings account with a previous
employer or an IRA?     Yes  or    No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-spouse. If you have any questions regarding
SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Payroll Information

To be completed by
Representative:

Division Name Division Number

My Total Retirement Information
The My Total Retirement provided by Empower Advisory Group, LLC will automatically direct your investment elections and will
rebalance your account periodically, as necessary. This election will be effective as soon as administratively feasible following receipt
of your completed enrollment form and signed Advisory Services Agreement. By electing My Total Retirement, you agree to the fees
associated with this service and understand the fees will be deducted from your account in accordance with the attached Advisory
Services Agreement. If you prefer to make your own investment decisions and not participate in this service, simply select the Select
My Own Investment Options box and enter your investment instructions in the Investment Option Information section.
My Total Retirement:

By checking this box, I elect to have my account professionally managed by Empower Advisory Group, LLC until such time as I
cancel my enrollment in the service.

-OR-
Select My Own Investment Options:

I elect to direct my own investments.
I understand and agree that my employer and other Plan fiduciaries will not be liable for the results of my personal investment
decisions.

Make your investment election for future deposits in the Investment Option Information section.

98966-02
Last Name First Name M.I. Social Security Number Number
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Do not complete this section if you are electing to enroll in the My Total Retirement.
Investment Option Information (applies to all contributions) - Please refer to your communication materials for information
regarding each investment option.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
stated in the fund's prospectus or other disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more
information.

INVESTMENT OPTION NAME
INVESTMENT
OPTION CODE

(Internal Use Only)
SMARTPath Retirement Allocation Fund.............................. SMPT00........................................ 100%
SMARTPath 2010 Retirement Fund..................................... SMPT10........................................ 100%
SMARTPath 2015 Retirement Fund..................................... SMPT15........................................ 100%
SMARTPath 2020 Retirement Fund..................................... SMPT20........................................ 100%
SMARTPath 2025 Retirement Fund..................................... SMPT25........................................ 100%
SMARTPath 2030 Retirement Fund..................................... SMPT30........................................ 100%
SMARTPath 2035 Retirement Fund..................................... SMPT35........................................ 100%
SMARTPath 2040 Retirement Fund..................................... SMPT40........................................ 100%
SMARTPath 2045 Retirement Fund..................................... SMPT45........................................ 100%
SMARTPath 2050 Retirement Fund..................................... SMPT50........................................ 100%
SMARTPath 2055 Retirement Fund..................................... SMPT55........................................ 100%
SMARTPath 2060 Retirement Fund..................................... SMPT60........................................ 100%
SMARTPath 2065 Retirement Fund..................................... SMPT65........................................ 100%
SMART Capital Preservation Fund...................................... MELINC.......................................100%

Plan Beneficiary Designation
This designation is effective upon execution and delivery to Service Provider at the address below. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of
the Plan Document or applicable law.
You may only designate one primary and one contingent beneficiary on this form. However, the number of primary or contingent
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.
Primary Beneficiary

100.00%
% of Account Balance Social Security Number Primary Beneficiary Name Date of Birth

(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Contingent Beneficiary
100.00%

% of Account Balance Social Security Number Contingent Beneficiary Name Date of Birth
(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Participation Agreement
Withdrawal Restrictions - I understand that the Internal Revenue Code (the "Code") and/or my employer's Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator to determine when and/or under
what circumstances I am eligible to receive distributions or make transfers.
I understand if I elect to have my account managed by Empower Advisory Group, LLC, that my entire account, including any transfers or
rollovers, will be professionally managed and I have not completed the Investment Option Information section. In the event investment
option information is completed, my election to have my account professionally managed will override my investment option elections.
Dollar cost averaging and asset allocation are not available if my account is professionally managed. I understand that the applicable
fees will be deducted from my account. In order to enroll in the My Total Retirement, I understand that I must provide my date of birth,

Employer/Division Number Employer/Division Number

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan 
(the Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part 
time employees not covered by their employers retirement system. If you have any questions regarding SSA-1945 or if you have not 
completed SSA-1945, please contact your employer. 
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Participant Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory
OBRA

98966-02

Participant Information

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service
Provider.)

Mailing Address E-Mail Address

  Married     Unmarried          Female    Male
City State Zip Code

Mo Day Year Mo Day Year
(             ) (             )

Home Phone Work Phone Date of Birth Date of Hire

Annual Income (Required for My Total Retirement enrollment)
Check box if you prefer to receive quarterly account
statements in Spanish.

Do you have a retirement savings account with a previous
employer or an IRA?     Yes  or    No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-spouse. If you have any questions regarding
SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Payroll Information

To be completed by
Representative:

Division Name Division Number

My Total Retirement Information
The My Total Retirement provided by Empower Advisory Group, LLC will automatically direct your investment elections and will
rebalance your account periodically, as necessary. This election will be effective as soon as administratively feasible following receipt
of your completed enrollment form and signed Advisory Services Agreement. By electing My Total Retirement, you agree to the fees
associated with this service and understand the fees will be deducted from your account in accordance with the attached Advisory
Services Agreement. If you prefer to make your own investment decisions and not participate in this service, simply select the Select
My Own Investment Options box and enter your investment instructions in the Investment Option Information section.
My Total Retirement:

By checking this box, I elect to have my account professionally managed by Empower Advisory Group, LLC until such time as I
cancel my enrollment in the service.

-OR-
Select My Own Investment Options:

I elect to direct my own investments.
I understand and agree that my employer and other Plan fiduciaries will not be liable for the results of my personal investment
decisions.

Make your investment election for future deposits in the Investment Option Information section.

GWRS FENRAP 3121  ]

[02/29/24)(
98966-02 ADD NUPART

ADMIN FORMAT
][DAES/DOC ID: 876794967)(

Page 1 of 9

Participant Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory
OBRA

98966-02

Participant Information

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service
Provider.)

Mailing Address E-Mail Address

  Married     Unmarried          Female    Male
City State Zip Code

Mo Day Year Mo Day Year
(             ) (             )

Home Phone Work Phone Date of Birth Date of Hire

Annual Income (Required for My Total Retirement enrollment)
Check box if you prefer to receive quarterly account
statements in Spanish.

Do you have a retirement savings account with a previous
employer or an IRA?     Yes  or    No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-spouse. If you have any questions regarding
SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Payroll Information

To be completed by
Representative:

Division Name Division Number

My Total Retirement Information
The My Total Retirement provided by Empower Advisory Group, LLC will automatically direct your investment elections and will
rebalance your account periodically, as necessary. This election will be effective as soon as administratively feasible following receipt
of your completed enrollment form and signed Advisory Services Agreement. By electing My Total Retirement, you agree to the fees
associated with this service and understand the fees will be deducted from your account in accordance with the attached Advisory
Services Agreement. If you prefer to make your own investment decisions and not participate in this service, simply select the Select
My Own Investment Options box and enter your investment instructions in the Investment Option Information section.
My Total Retirement:

By checking this box, I elect to have my account professionally managed by Empower Advisory Group, LLC until such time as I
cancel my enrollment in the service.

-OR-
Select My Own Investment Options:

I elect to direct my own investments.
I understand and agree that my employer and other Plan fiduciaries will not be liable for the results of my personal investment
decisions.

Make your investment election for future deposits in the Investment Option Information section.
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Do not complete this section if you are electing to enroll in the My Total Retirement.
Investment Option Information (applies to all contributions) - Please refer to your communication materials for information
regarding each investment option.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
stated in the fund's prospectus or other disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more
information.

INVESTMENT OPTION NAME
INVESTMENT
OPTION CODE

(Internal Use Only)
SMARTPath Retirement Allocation Fund.............................. SMPT00........................................ 100%
SMARTPath 2010 Retirement Fund..................................... SMPT10........................................ 100%
SMARTPath 2015 Retirement Fund..................................... SMPT15........................................ 100%
SMARTPath 2020 Retirement Fund..................................... SMPT20........................................ 100%
SMARTPath 2025 Retirement Fund..................................... SMPT25........................................ 100%
SMARTPath 2030 Retirement Fund..................................... SMPT30........................................ 100%
SMARTPath 2035 Retirement Fund..................................... SMPT35........................................ 100%
SMARTPath 2040 Retirement Fund..................................... SMPT40........................................ 100%
SMARTPath 2045 Retirement Fund..................................... SMPT45........................................ 100%
SMARTPath 2050 Retirement Fund..................................... SMPT50........................................ 100%
SMARTPath 2055 Retirement Fund..................................... SMPT55........................................ 100%
SMARTPath 2060 Retirement Fund..................................... SMPT60........................................ 100%
SMARTPath 2065 Retirement Fund..................................... SMPT65........................................ 100%
SMART Capital Preservation Fund...................................... MELINC.......................................100%

Plan Beneficiary Designation
This designation is effective upon execution and delivery to Service Provider at the address below. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of
the Plan Document or applicable law.
You may only designate one primary and one contingent beneficiary on this form. However, the number of primary or contingent
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.
Primary Beneficiary

100.00%
% of Account Balance Social Security Number Primary Beneficiary Name Date of Birth

(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Contingent Beneficiary
100.00%

% of Account Balance Social Security Number Contingent Beneficiary Name Date of Birth
(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Participation Agreement
Withdrawal Restrictions - I understand that the Internal Revenue Code (the "Code") and/or my employer's Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator to determine when and/or under
what circumstances I am eligible to receive distributions or make transfers.
I understand if I elect to have my account managed by Empower Advisory Group, LLC, that my entire account, including any transfers or
rollovers, will be professionally managed and I have not completed the Investment Option Information section. In the event investment
option information is completed, my election to have my account professionally managed will override my investment option elections.
Dollar cost averaging and asset allocation are not available if my account is professionally managed. I understand that the applicable
fees will be deducted from my account. In order to enroll in the My Total Retirement, I understand that I must provide my date of birth,

Employer/Division Number Employer/Division Number
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Do not complete this section if you are electing to enroll in the My Total Retirement.
Investment Option Information (applies to all contributions) - Please refer to your communication materials for information
regarding each investment option.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
stated in the fund's prospectus or other disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more
information.

INVESTMENT OPTION NAME
INVESTMENT
OPTION CODE

(Internal Use Only)
SMARTPath Retirement Allocation Fund.............................. SMPT00........................................ 100%
SMARTPath 2010 Retirement Fund..................................... SMPT10........................................ 100%
SMARTPath 2015 Retirement Fund..................................... SMPT15........................................ 100%
SMARTPath 2020 Retirement Fund..................................... SMPT20........................................ 100%
SMARTPath 2025 Retirement Fund..................................... SMPT25........................................ 100%
SMARTPath 2030 Retirement Fund..................................... SMPT30........................................ 100%
SMARTPath 2035 Retirement Fund..................................... SMPT35........................................ 100%
SMARTPath 2040 Retirement Fund..................................... SMPT40........................................ 100%
SMARTPath 2045 Retirement Fund..................................... SMPT45........................................ 100%
SMARTPath 2050 Retirement Fund..................................... SMPT50........................................ 100%
SMARTPath 2055 Retirement Fund..................................... SMPT55........................................ 100%
SMARTPath 2060 Retirement Fund..................................... SMPT60........................................ 100%
SMARTPath 2065 Retirement Fund..................................... SMPT65........................................ 100%
SMART Capital Preservation Fund...................................... MELINC.......................................100%

Plan Beneficiary Designation
This designation is effective upon execution and delivery to Service Provider at the address below. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of
the Plan Document or applicable law.
You may only designate one primary and one contingent beneficiary on this form. However, the number of primary or contingent
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.
Primary Beneficiary

100.00%
% of Account Balance Social Security Number Primary Beneficiary Name Date of Birth

(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Contingent Beneficiary
100.00%

% of Account Balance Social Security Number Contingent Beneficiary Name Date of Birth
(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Participation Agreement
Withdrawal Restrictions - I understand that the Internal Revenue Code (the "Code") and/or my employer's Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator to determine when and/or under
what circumstances I am eligible to receive distributions or make transfers.
I understand if I elect to have my account managed by Empower Advisory Group, LLC, that my entire account, including any transfers or
rollovers, will be professionally managed and I have not completed the Investment Option Information section. In the event investment
option information is completed, my election to have my account professionally managed will override my investment option elections.
Dollar cost averaging and asset allocation are not available if my account is professionally managed. I understand that the applicable
fees will be deducted from my account. In order to enroll in the My Total Retirement, I understand that I must provide my date of birth,

98966-02
Last Name First Name M.I. Social Security Number Number
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Do not complete this section if you are electing to enroll in the My Total Retirement.
Investment Option Information (applies to all contributions) - Please refer to your communication materials for information
regarding each investment option.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
stated in the fund's prospectus or other disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more
information.

INVESTMENT OPTION NAME
INVESTMENT
OPTION CODE

(Internal Use Only)
SMARTPath Retirement Allocation Fund.............................. SMPT00........................................ 100%
SMARTPath 2010 Retirement Fund..................................... SMPT10........................................ 100%
SMARTPath 2015 Retirement Fund..................................... SMPT15........................................ 100%
SMARTPath 2020 Retirement Fund..................................... SMPT20........................................ 100%
SMARTPath 2025 Retirement Fund..................................... SMPT25........................................ 100%
SMARTPath 2030 Retirement Fund..................................... SMPT30........................................ 100%
SMARTPath 2035 Retirement Fund..................................... SMPT35........................................ 100%
SMARTPath 2040 Retirement Fund..................................... SMPT40........................................ 100%
SMARTPath 2045 Retirement Fund..................................... SMPT45........................................ 100%
SMARTPath 2050 Retirement Fund..................................... SMPT50........................................ 100%
SMARTPath 2055 Retirement Fund..................................... SMPT55........................................ 100%
SMARTPath 2060 Retirement Fund..................................... SMPT60........................................ 100%
SMARTPath 2065 Retirement Fund..................................... SMPT65........................................ 100%
SMART Capital Preservation Fund...................................... MELINC.......................................100%

Plan Beneficiary Designation
This designation is effective upon execution and delivery to Service Provider at the address below. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of
the Plan Document or applicable law.
You may only designate one primary and one contingent beneficiary on this form. However, the number of primary or contingent
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.
Primary Beneficiary

100.00%
% of Account Balance Social Security Number Primary Beneficiary Name Date of Birth

(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Contingent Beneficiary
100.00%

% of Account Balance Social Security Number Contingent Beneficiary Name Date of Birth
(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Participation Agreement
Withdrawal Restrictions - I understand that the Internal Revenue Code (the "Code") and/or my employer's Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator to determine when and/or under
what circumstances I am eligible to receive distributions or make transfers.
I understand if I elect to have my account managed by Empower Advisory Group, LLC, that my entire account, including any transfers or
rollovers, will be professionally managed and I have not completed the Investment Option Information section. In the event investment
option information is completed, my election to have my account professionally managed will override my investment option elections.
Dollar cost averaging and asset allocation are not available if my account is professionally managed. I understand that the applicable
fees will be deducted from my account. In order to enroll in the My Total Retirement, I understand that I must provide my date of birth,

98966-02
Last Name First Name M.I. Social Security Number Number
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Do not complete this section if you are electing to enroll in the My Total Retirement.
Investment Option Information (applies to all contributions) - Please refer to your communication materials for information
regarding each investment option.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
stated in the fund's prospectus or other disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more
information.

INVESTMENT OPTION NAME
INVESTMENT
OPTION CODE

(Internal Use Only)
SMARTPath Retirement Allocation Fund.............................. SMPT00........................................ 100%
SMARTPath 2010 Retirement Fund..................................... SMPT10........................................ 100%
SMARTPath 2015 Retirement Fund..................................... SMPT15........................................ 100%
SMARTPath 2020 Retirement Fund..................................... SMPT20........................................ 100%
SMARTPath 2025 Retirement Fund..................................... SMPT25........................................ 100%
SMARTPath 2030 Retirement Fund..................................... SMPT30........................................ 100%
SMARTPath 2035 Retirement Fund..................................... SMPT35........................................ 100%
SMARTPath 2040 Retirement Fund..................................... SMPT40........................................ 100%
SMARTPath 2045 Retirement Fund..................................... SMPT45........................................ 100%
SMARTPath 2050 Retirement Fund..................................... SMPT50........................................ 100%
SMARTPath 2055 Retirement Fund..................................... SMPT55........................................ 100%
SMARTPath 2060 Retirement Fund..................................... SMPT60........................................ 100%
SMARTPath 2065 Retirement Fund..................................... SMPT65........................................ 100%
SMART Capital Preservation Fund...................................... MELINC.......................................100%

Plan Beneficiary Designation
This designation is effective upon execution and delivery to Service Provider at the address below. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of
the Plan Document or applicable law.
You may only designate one primary and one contingent beneficiary on this form. However, the number of primary or contingent
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.
Primary Beneficiary

100.00%
% of Account Balance Social Security Number Primary Beneficiary Name Date of Birth

(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Contingent Beneficiary
100.00%

% of Account Balance Social Security Number Contingent Beneficiary Name Date of Birth
(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Participation Agreement
Withdrawal Restrictions - I understand that the Internal Revenue Code (the "Code") and/or my employer's Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator to determine when and/or under
what circumstances I am eligible to receive distributions or make transfers.
I understand if I elect to have my account managed by Empower Advisory Group, LLC, that my entire account, including any transfers or
rollovers, will be professionally managed and I have not completed the Investment Option Information section. In the event investment
option information is completed, my election to have my account professionally managed will override my investment option elections.
Dollar cost averaging and asset allocation are not available if my account is professionally managed. I understand that the applicable
fees will be deducted from my account. In order to enroll in the My Total Retirement, I understand that I must provide my date of birth,
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Participant Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory
OBRA

98966-02

Participant Information

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service
Provider.)

Mailing Address E-Mail Address

  Married     Unmarried          Female    Male
City State Zip Code

Mo Day Year Mo Day Year
(             ) (             )

Home Phone Work Phone Date of Birth Date of Hire

Annual Income (Required for My Total Retirement enrollment)
Check box if you prefer to receive quarterly account
statements in Spanish.

Do you have a retirement savings account with a previous
employer or an IRA?     Yes  or    No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-spouse. If you have any questions regarding
SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Payroll Information

To be completed by
Representative:

Division Name Division Number

My Total Retirement Information
The My Total Retirement provided by Empower Advisory Group, LLC will automatically direct your investment elections and will
rebalance your account periodically, as necessary. This election will be effective as soon as administratively feasible following receipt
of your completed enrollment form and signed Advisory Services Agreement. By electing My Total Retirement, you agree to the fees
associated with this service and understand the fees will be deducted from your account in accordance with the attached Advisory
Services Agreement. If you prefer to make your own investment decisions and not participate in this service, simply select the Select
My Own Investment Options box and enter your investment instructions in the Investment Option Information section.
My Total Retirement:

By checking this box, I elect to have my account professionally managed by Empower Advisory Group, LLC until such time as I
cancel my enrollment in the service.

-OR-
Select My Own Investment Options:

I elect to direct my own investments.
I understand and agree that my employer and other Plan fiduciaries will not be liable for the results of my personal investment
decisions.

Make your investment election for future deposits in the Investment Option Information section.

Investment Options- If I elect to direct my own investments, I understand that by signing and submitting this Participant Enrollment 
form for processing, I am requesting to have investment options established under the Plan as specified in the Investment Option 
Information section. I understand and agree that this account is subject to the terms of the Plan Document. I understand and acknowledge 
that all payments and account values, when based on the experience of the investment options, may not be guaranteed and may fluctuate, 
and upon redemption, shares may be worth more or less than their original cost. I acknowledge that investment option information, 
including prospectuses, disclosure documents and Fund Profile sheets, have been made available to me and I understand the risks of 
investing. 

  INVESTMENT OPTION                                                                                   INVESTMENT OPTION
NAME                                                        TICKER            CODE           %             NAME                                                       TICKER             CODE           % 
SMARTPath Retirement Allocation Fund......N/A             SMPT00    _______      SMARTPath 2045 Retirement Fund...............N/A              SMPT45  _______  
SMARTPath 2015 Retirement Fund...............N/A             SMPT15    _______      SMARTPath 2050 Retirement Fund...............N/A              SMPT50  _______  
SMARTPath 2020 Retirement Fund...............N/A             SMPT20    _______      SMARTPath 2055 Retirement Fund...............N/A              SMPT55  _______  
SMARTPath 2025 Retirement Fund...............N/A             SMPT25    _______      SMARTPath 2060 Retirement Fund...............N/A              SMPT60  _______  
SMARTPath 2030 Retirement Fund...............N/A             SMPT30    _______      SMARTPath 2065 Retirement Fund...............N/A              SMPT65  _______  
SMARTPath 2035 Retirement Fund...............N/A             SMPT35    _______      SMARTPath 2070 Retirement Fund...............N/A              SMPT70  _______  
SMARTPath 2040 Retirement Fund...............N/A             SMPT40    _______      SMART Capital Preservation Fund ...............N/A              MELINC _______

                                                                                                                                         MUST INDICATE WHOLE PERCENTAGES                               = 100%  

                                                                                                                        -OR-
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Quick Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA 98966-02
Participant Information
Yes! I would like to enroll in the Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA and voluntarily contribute:

 I do not wish to contribute to the Plan at this time.

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service Provider.)

Address - Number & Street E-Mail Address

  Married         Unmarried 
City State Zip Code

  Female          Male           Nonbinary         Unspecified
(             ) (             )

Home Phone Work Phone Mo Day Year Mo Day Year

(             )
Mobile Phone Date of Birth Date of Hire

Do you have a retirement savings account with a previous employer or an
IRA?    Yes    No

Investment Option: I understand that this form is my election to enroll in the Plan. By signing this form, my contributions will be allocated to the
Plan's default investment fund(s), SMART Capital Preservation Fund, without additional action by me. If I wish to contribute to any of the investment
options of the Plan other than the default fund(s), I understand that I must contact my Plan Administrator or local representative to obtain a Participant
Enrollment Form. I acknowledge that information about Plan investment options, including prospectuses, disclosure document and Fund Data sheets
are available to me through my Plan Administrator or Plan Web site. I understand the risks of investing and that all payments and account values may
not be guaranteed and may fluctuate in value.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period stated in the
fund's prospectus or other disclosure documents. I understand that I have the right to direct the investment of my account and that I can change my
investment allocation from the Plan's default fund at any time by logging on to my account at www.mass-smart.com or by calling the Voice Response
System at 1-877-457-1900.
My Account: I understand that it is my obligation to review all confirmations and quarterly statements for discrepancies or errors. Corrections will
be made only for errors which I communicate within 90 calendar days from the last calendar quarter. After this 90 days, account information shall be
deemed accurate and acceptable to me. If I notify Service Provider of an error after this 90 days, the correction will only be processed from the date
of the notification forward and not on a retroactive basis.
Beneficiary Designation: I understand that I must choose a beneficiary of my account with this Plan by filing a separate Beneficiary Designation
form with the Service Provider.
Required Signature - By signing this form, I acknowledge that I have previously received detailed information about this Plan from my employer and
understand that my participation in the Plan must be in compliance with the Plan Document and/or the Internal Revenue Code. Deferral agreements
must be entered into prior to the first day of the month that the deferral will be made.
X
Participant Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Participant send to Plan Administrator:

X
Plan Administrator Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Print Full Name

Plan Administrator Mail to: Empower, PO Box 173764, Denver, CO 80217-3764

Securities, when presented, are offered and/or distributed by Empower Financial Services, Inc. (EFSI), Member FINRA/SIPC. EFSI is an affiliate
of Empower Retirement, LLC; Empower Funds, Inc.; and registered investment adviser Empower Advisory Group, LLC. This material is for informational
purposes only and is not intended to provide investment, legal or tax recommendations or advice.
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Quick Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA 98966-02
Participant Information
Yes! I would like to enroll in the Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA and voluntarily contribute:

 I do not wish to contribute to the Plan at this time.

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service Provider.)

Address - Number & Street E-Mail Address

  Married         Unmarried 
City State Zip Code

  Female          Male           Nonbinary         Unspecified
(             ) (             )

Home Phone Work Phone Mo Day Year Mo Day Year

(             )
Mobile Phone Date of Birth Date of Hire

Do you have a retirement savings account with a previous employer or an
IRA?    Yes    No

Investment Option: I understand that this form is my election to enroll in the Plan. By signing this form, my contributions will be allocated to the
Plan's default investment fund(s), SMART Capital Preservation Fund, without additional action by me. If I wish to contribute to any of the investment
options of the Plan other than the default fund(s), I understand that I must contact my Plan Administrator or local representative to obtain a Participant
Enrollment Form. I acknowledge that information about Plan investment options, including prospectuses, disclosure document and Fund Data sheets
are available to me through my Plan Administrator or Plan Web site. I understand the risks of investing and that all payments and account values may
not be guaranteed and may fluctuate in value.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period stated in the
fund's prospectus or other disclosure documents. I understand that I have the right to direct the investment of my account and that I can change my
investment allocation from the Plan's default fund at any time by logging on to my account at www.mass-smart.com or by calling the Voice Response
System at 1-877-457-1900.
My Account: I understand that it is my obligation to review all confirmations and quarterly statements for discrepancies or errors. Corrections will
be made only for errors which I communicate within 90 calendar days from the last calendar quarter. After this 90 days, account information shall be
deemed accurate and acceptable to me. If I notify Service Provider of an error after this 90 days, the correction will only be processed from the date
of the notification forward and not on a retroactive basis.
Beneficiary Designation: I understand that I must choose a beneficiary of my account with this Plan by filing a separate Beneficiary Designation
form with the Service Provider.
Required Signature - By signing this form, I acknowledge that I have previously received detailed information about this Plan from my employer and
understand that my participation in the Plan must be in compliance with the Plan Document and/or the Internal Revenue Code. Deferral agreements
must be entered into prior to the first day of the month that the deferral will be made.
X
Participant Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Participant send to Plan Administrator:

X
Plan Administrator Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Print Full Name

Plan Administrator Mail to: Empower, PO Box 173764, Denver, CO 80217-3764

Securities, when presented, are offered and/or distributed by Empower Financial Services, Inc. (EFSI), Member FINRA/SIPC. EFSI is an affiliate
of Empower Retirement, LLC; Empower Funds, Inc.; and registered investment adviser Empower Advisory Group, LLC. This material is for informational
purposes only and is not intended to provide investment, legal or tax recommendations or advice.
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Participant Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory
OBRA

98966-02

Participant Information

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service
Provider.)

Mailing Address E-Mail Address

  Married     Unmarried          Female    Male
City State Zip Code

Mo Day Year Mo Day Year
(             ) (             )

Home Phone Work Phone Date of Birth Date of Hire

Annual Income (Required for My Total Retirement enrollment)
Check box if you prefer to receive quarterly account
statements in Spanish.

Do you have a retirement savings account with a previous
employer or an IRA?     Yes  or    No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-spouse. If you have any questions regarding
SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Payroll Information

To be completed by
Representative:

Division Name Division Number

My Total Retirement Information
The My Total Retirement provided by Empower Advisory Group, LLC will automatically direct your investment elections and will
rebalance your account periodically, as necessary. This election will be effective as soon as administratively feasible following receipt
of your completed enrollment form and signed Advisory Services Agreement. By electing My Total Retirement, you agree to the fees
associated with this service and understand the fees will be deducted from your account in accordance with the attached Advisory
Services Agreement. If you prefer to make your own investment decisions and not participate in this service, simply select the Select
My Own Investment Options box and enter your investment instructions in the Investment Option Information section.
My Total Retirement:

By checking this box, I elect to have my account professionally managed by Empower Advisory Group, LLC until such time as I
cancel my enrollment in the service.

-OR-
Select My Own Investment Options:

I elect to direct my own investments.
I understand and agree that my employer and other Plan fiduciaries will not be liable for the results of my personal investment
decisions.

Make your investment election for future deposits in the Investment Option Information section.
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Participant Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory
OBRA

98966-02

Participant Information

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service
Provider.)

Mailing Address E-Mail Address

  Married     Unmarried          Female    Male
City State Zip Code

Mo Day Year Mo Day Year
(             ) (             )

Home Phone Work Phone Date of Birth Date of Hire

Annual Income (Required for My Total Retirement enrollment)
Check box if you prefer to receive quarterly account
statements in Spanish.

Do you have a retirement savings account with a previous
employer or an IRA?     Yes  or    No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-spouse. If you have any questions regarding
SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Payroll Information

To be completed by
Representative:

Division Name Division Number

My Total Retirement Information
The My Total Retirement provided by Empower Advisory Group, LLC will automatically direct your investment elections and will
rebalance your account periodically, as necessary. This election will be effective as soon as administratively feasible following receipt
of your completed enrollment form and signed Advisory Services Agreement. By electing My Total Retirement, you agree to the fees
associated with this service and understand the fees will be deducted from your account in accordance with the attached Advisory
Services Agreement. If you prefer to make your own investment decisions and not participate in this service, simply select the Select
My Own Investment Options box and enter your investment instructions in the Investment Option Information section.
My Total Retirement:

By checking this box, I elect to have my account professionally managed by Empower Advisory Group, LLC until such time as I
cancel my enrollment in the service.

-OR-
Select My Own Investment Options:

I elect to direct my own investments.
I understand and agree that my employer and other Plan fiduciaries will not be liable for the results of my personal investment
decisions.

Make your investment election for future deposits in the Investment Option Information section.

98966-02
Last Name First Name M.I. Social Security Number Number
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Do not complete this section if you are electing to enroll in the My Total Retirement.
Investment Option Information (applies to all contributions) - Please refer to your communication materials for information
regarding each investment option.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
stated in the fund's prospectus or other disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more
information.

INVESTMENT OPTION NAME
INVESTMENT
OPTION CODE

(Internal Use Only)
SMARTPath Retirement Allocation Fund.............................. SMPT00........................................ 100%
SMARTPath 2010 Retirement Fund..................................... SMPT10........................................ 100%
SMARTPath 2015 Retirement Fund..................................... SMPT15........................................ 100%
SMARTPath 2020 Retirement Fund..................................... SMPT20........................................ 100%
SMARTPath 2025 Retirement Fund..................................... SMPT25........................................ 100%
SMARTPath 2030 Retirement Fund..................................... SMPT30........................................ 100%
SMARTPath 2035 Retirement Fund..................................... SMPT35........................................ 100%
SMARTPath 2040 Retirement Fund..................................... SMPT40........................................ 100%
SMARTPath 2045 Retirement Fund..................................... SMPT45........................................ 100%
SMARTPath 2050 Retirement Fund..................................... SMPT50........................................ 100%
SMARTPath 2055 Retirement Fund..................................... SMPT55........................................ 100%
SMARTPath 2060 Retirement Fund..................................... SMPT60........................................ 100%
SMARTPath 2065 Retirement Fund..................................... SMPT65........................................ 100%
SMART Capital Preservation Fund...................................... MELINC.......................................100%

Plan Beneficiary Designation
This designation is effective upon execution and delivery to Service Provider at the address below. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of
the Plan Document or applicable law.
You may only designate one primary and one contingent beneficiary on this form. However, the number of primary or contingent
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.
Primary Beneficiary

100.00%
% of Account Balance Social Security Number Primary Beneficiary Name Date of Birth

(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Contingent Beneficiary
100.00%

% of Account Balance Social Security Number Contingent Beneficiary Name Date of Birth
(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Participation Agreement
Withdrawal Restrictions - I understand that the Internal Revenue Code (the "Code") and/or my employer's Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator to determine when and/or under
what circumstances I am eligible to receive distributions or make transfers.
I understand if I elect to have my account managed by Empower Advisory Group, LLC, that my entire account, including any transfers or
rollovers, will be professionally managed and I have not completed the Investment Option Information section. In the event investment
option information is completed, my election to have my account professionally managed will override my investment option elections.
Dollar cost averaging and asset allocation are not available if my account is professionally managed. I understand that the applicable
fees will be deducted from my account. In order to enroll in the My Total Retirement, I understand that I must provide my date of birth,

Employer/Division Number Employer/Division Number

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan 
(the Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part 
time employees not covered by their employers retirement system. If you have any questions regarding SSA-1945 or if you have not 
completed SSA-1945, please contact your employer. 
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Participant Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory
OBRA

98966-02

Participant Information

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service
Provider.)

Mailing Address E-Mail Address

  Married     Unmarried          Female    Male
City State Zip Code

Mo Day Year Mo Day Year
(             ) (             )

Home Phone Work Phone Date of Birth Date of Hire

Annual Income (Required for My Total Retirement enrollment)
Check box if you prefer to receive quarterly account
statements in Spanish.

Do you have a retirement savings account with a previous
employer or an IRA?     Yes  or    No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-spouse. If you have any questions regarding
SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Payroll Information

To be completed by
Representative:

Division Name Division Number

My Total Retirement Information
The My Total Retirement provided by Empower Advisory Group, LLC will automatically direct your investment elections and will
rebalance your account periodically, as necessary. This election will be effective as soon as administratively feasible following receipt
of your completed enrollment form and signed Advisory Services Agreement. By electing My Total Retirement, you agree to the fees
associated with this service and understand the fees will be deducted from your account in accordance with the attached Advisory
Services Agreement. If you prefer to make your own investment decisions and not participate in this service, simply select the Select
My Own Investment Options box and enter your investment instructions in the Investment Option Information section.
My Total Retirement:

By checking this box, I elect to have my account professionally managed by Empower Advisory Group, LLC until such time as I
cancel my enrollment in the service.

-OR-
Select My Own Investment Options:

I elect to direct my own investments.
I understand and agree that my employer and other Plan fiduciaries will not be liable for the results of my personal investment
decisions.

Make your investment election for future deposits in the Investment Option Information section.
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Participant Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory
OBRA

98966-02

Participant Information

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service
Provider.)

Mailing Address E-Mail Address

  Married     Unmarried          Female    Male
City State Zip Code

Mo Day Year Mo Day Year
(             ) (             )

Home Phone Work Phone Date of Birth Date of Hire

Annual Income (Required for My Total Retirement enrollment)
Check box if you prefer to receive quarterly account
statements in Spanish.

Do you have a retirement savings account with a previous
employer or an IRA?     Yes  or    No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-spouse. If you have any questions regarding
SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Payroll Information

To be completed by
Representative:

Division Name Division Number

My Total Retirement Information
The My Total Retirement provided by Empower Advisory Group, LLC will automatically direct your investment elections and will
rebalance your account periodically, as necessary. This election will be effective as soon as administratively feasible following receipt
of your completed enrollment form and signed Advisory Services Agreement. By electing My Total Retirement, you agree to the fees
associated with this service and understand the fees will be deducted from your account in accordance with the attached Advisory
Services Agreement. If you prefer to make your own investment decisions and not participate in this service, simply select the Select
My Own Investment Options box and enter your investment instructions in the Investment Option Information section.
My Total Retirement:

By checking this box, I elect to have my account professionally managed by Empower Advisory Group, LLC until such time as I
cancel my enrollment in the service.

-OR-
Select My Own Investment Options:

I elect to direct my own investments.
I understand and agree that my employer and other Plan fiduciaries will not be liable for the results of my personal investment
decisions.

Make your investment election for future deposits in the Investment Option Information section.

98966-02
Last Name First Name M.I. Social Security Number Number
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Do not complete this section if you are electing to enroll in the My Total Retirement.
Investment Option Information (applies to all contributions) - Please refer to your communication materials for information
regarding each investment option.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
stated in the fund's prospectus or other disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more
information.

INVESTMENT OPTION NAME
INVESTMENT
OPTION CODE

(Internal Use Only)
SMARTPath Retirement Allocation Fund.............................. SMPT00........................................ 100%
SMARTPath 2010 Retirement Fund..................................... SMPT10........................................ 100%
SMARTPath 2015 Retirement Fund..................................... SMPT15........................................ 100%
SMARTPath 2020 Retirement Fund..................................... SMPT20........................................ 100%
SMARTPath 2025 Retirement Fund..................................... SMPT25........................................ 100%
SMARTPath 2030 Retirement Fund..................................... SMPT30........................................ 100%
SMARTPath 2035 Retirement Fund..................................... SMPT35........................................ 100%
SMARTPath 2040 Retirement Fund..................................... SMPT40........................................ 100%
SMARTPath 2045 Retirement Fund..................................... SMPT45........................................ 100%
SMARTPath 2050 Retirement Fund..................................... SMPT50........................................ 100%
SMARTPath 2055 Retirement Fund..................................... SMPT55........................................ 100%
SMARTPath 2060 Retirement Fund..................................... SMPT60........................................ 100%
SMARTPath 2065 Retirement Fund..................................... SMPT65........................................ 100%
SMART Capital Preservation Fund...................................... MELINC.......................................100%

Plan Beneficiary Designation
This designation is effective upon execution and delivery to Service Provider at the address below. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of
the Plan Document or applicable law.
You may only designate one primary and one contingent beneficiary on this form. However, the number of primary or contingent
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.
Primary Beneficiary

100.00%
% of Account Balance Social Security Number Primary Beneficiary Name Date of Birth

(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Contingent Beneficiary
100.00%

% of Account Balance Social Security Number Contingent Beneficiary Name Date of Birth
(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Participation Agreement
Withdrawal Restrictions - I understand that the Internal Revenue Code (the "Code") and/or my employer's Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator to determine when and/or under
what circumstances I am eligible to receive distributions or make transfers.
I understand if I elect to have my account managed by Empower Advisory Group, LLC, that my entire account, including any transfers or
rollovers, will be professionally managed and I have not completed the Investment Option Information section. In the event investment
option information is completed, my election to have my account professionally managed will override my investment option elections.
Dollar cost averaging and asset allocation are not available if my account is professionally managed. I understand that the applicable
fees will be deducted from my account. In order to enroll in the My Total Retirement, I understand that I must provide my date of birth,

Employer/Division Number Employer/Division Number
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Do not complete this section if you are electing to enroll in the My Total Retirement.
Investment Option Information (applies to all contributions) - Please refer to your communication materials for information
regarding each investment option.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
stated in the fund's prospectus or other disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more
information.

INVESTMENT OPTION NAME
INVESTMENT
OPTION CODE

(Internal Use Only)
SMARTPath Retirement Allocation Fund.............................. SMPT00........................................ 100%
SMARTPath 2010 Retirement Fund..................................... SMPT10........................................ 100%
SMARTPath 2015 Retirement Fund..................................... SMPT15........................................ 100%
SMARTPath 2020 Retirement Fund..................................... SMPT20........................................ 100%
SMARTPath 2025 Retirement Fund..................................... SMPT25........................................ 100%
SMARTPath 2030 Retirement Fund..................................... SMPT30........................................ 100%
SMARTPath 2035 Retirement Fund..................................... SMPT35........................................ 100%
SMARTPath 2040 Retirement Fund..................................... SMPT40........................................ 100%
SMARTPath 2045 Retirement Fund..................................... SMPT45........................................ 100%
SMARTPath 2050 Retirement Fund..................................... SMPT50........................................ 100%
SMARTPath 2055 Retirement Fund..................................... SMPT55........................................ 100%
SMARTPath 2060 Retirement Fund..................................... SMPT60........................................ 100%
SMARTPath 2065 Retirement Fund..................................... SMPT65........................................ 100%
SMART Capital Preservation Fund...................................... MELINC.......................................100%

Plan Beneficiary Designation
This designation is effective upon execution and delivery to Service Provider at the address below. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of
the Plan Document or applicable law.
You may only designate one primary and one contingent beneficiary on this form. However, the number of primary or contingent
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.
Primary Beneficiary

100.00%
% of Account Balance Social Security Number Primary Beneficiary Name Date of Birth

(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Contingent Beneficiary
100.00%

% of Account Balance Social Security Number Contingent Beneficiary Name Date of Birth
(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Participation Agreement
Withdrawal Restrictions - I understand that the Internal Revenue Code (the "Code") and/or my employer's Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator to determine when and/or under
what circumstances I am eligible to receive distributions or make transfers.
I understand if I elect to have my account managed by Empower Advisory Group, LLC, that my entire account, including any transfers or
rollovers, will be professionally managed and I have not completed the Investment Option Information section. In the event investment
option information is completed, my election to have my account professionally managed will override my investment option elections.
Dollar cost averaging and asset allocation are not available if my account is professionally managed. I understand that the applicable
fees will be deducted from my account. In order to enroll in the My Total Retirement, I understand that I must provide my date of birth,
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Last Name First Name M.I. Social Security Number Number
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Do not complete this section if you are electing to enroll in the My Total Retirement.
Investment Option Information (applies to all contributions) - Please refer to your communication materials for information
regarding each investment option.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
stated in the fund's prospectus or other disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more
information.

INVESTMENT OPTION NAME
INVESTMENT
OPTION CODE

(Internal Use Only)
SMARTPath Retirement Allocation Fund.............................. SMPT00........................................ 100%
SMARTPath 2010 Retirement Fund..................................... SMPT10........................................ 100%
SMARTPath 2015 Retirement Fund..................................... SMPT15........................................ 100%
SMARTPath 2020 Retirement Fund..................................... SMPT20........................................ 100%
SMARTPath 2025 Retirement Fund..................................... SMPT25........................................ 100%
SMARTPath 2030 Retirement Fund..................................... SMPT30........................................ 100%
SMARTPath 2035 Retirement Fund..................................... SMPT35........................................ 100%
SMARTPath 2040 Retirement Fund..................................... SMPT40........................................ 100%
SMARTPath 2045 Retirement Fund..................................... SMPT45........................................ 100%
SMARTPath 2050 Retirement Fund..................................... SMPT50........................................ 100%
SMARTPath 2055 Retirement Fund..................................... SMPT55........................................ 100%
SMARTPath 2060 Retirement Fund..................................... SMPT60........................................ 100%
SMARTPath 2065 Retirement Fund..................................... SMPT65........................................ 100%
SMART Capital Preservation Fund...................................... MELINC.......................................100%

Plan Beneficiary Designation
This designation is effective upon execution and delivery to Service Provider at the address below. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of
the Plan Document or applicable law.
You may only designate one primary and one contingent beneficiary on this form. However, the number of primary or contingent
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.
Primary Beneficiary

100.00%
% of Account Balance Social Security Number Primary Beneficiary Name Date of Birth

(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Contingent Beneficiary
100.00%

% of Account Balance Social Security Number Contingent Beneficiary Name Date of Birth
(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Participation Agreement
Withdrawal Restrictions - I understand that the Internal Revenue Code (the "Code") and/or my employer's Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator to determine when and/or under
what circumstances I am eligible to receive distributions or make transfers.
I understand if I elect to have my account managed by Empower Advisory Group, LLC, that my entire account, including any transfers or
rollovers, will be professionally managed and I have not completed the Investment Option Information section. In the event investment
option information is completed, my election to have my account professionally managed will override my investment option elections.
Dollar cost averaging and asset allocation are not available if my account is professionally managed. I understand that the applicable
fees will be deducted from my account. In order to enroll in the My Total Retirement, I understand that I must provide my date of birth,
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Do not complete this section if you are electing to enroll in the My Total Retirement.
Investment Option Information (applies to all contributions) - Please refer to your communication materials for information
regarding each investment option.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
stated in the fund's prospectus or other disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more
information.

INVESTMENT OPTION NAME
INVESTMENT
OPTION CODE

(Internal Use Only)
SMARTPath Retirement Allocation Fund.............................. SMPT00........................................ 100%
SMARTPath 2010 Retirement Fund..................................... SMPT10........................................ 100%
SMARTPath 2015 Retirement Fund..................................... SMPT15........................................ 100%
SMARTPath 2020 Retirement Fund..................................... SMPT20........................................ 100%
SMARTPath 2025 Retirement Fund..................................... SMPT25........................................ 100%
SMARTPath 2030 Retirement Fund..................................... SMPT30........................................ 100%
SMARTPath 2035 Retirement Fund..................................... SMPT35........................................ 100%
SMARTPath 2040 Retirement Fund..................................... SMPT40........................................ 100%
SMARTPath 2045 Retirement Fund..................................... SMPT45........................................ 100%
SMARTPath 2050 Retirement Fund..................................... SMPT50........................................ 100%
SMARTPath 2055 Retirement Fund..................................... SMPT55........................................ 100%
SMARTPath 2060 Retirement Fund..................................... SMPT60........................................ 100%
SMARTPath 2065 Retirement Fund..................................... SMPT65........................................ 100%
SMART Capital Preservation Fund...................................... MELINC.......................................100%

Plan Beneficiary Designation
This designation is effective upon execution and delivery to Service Provider at the address below. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of
the Plan Document or applicable law.
You may only designate one primary and one contingent beneficiary on this form. However, the number of primary or contingent
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.
Primary Beneficiary

100.00%
% of Account Balance Social Security Number Primary Beneficiary Name Date of Birth

(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Contingent Beneficiary
100.00%

% of Account Balance Social Security Number Contingent Beneficiary Name Date of Birth
(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Participation Agreement
Withdrawal Restrictions - I understand that the Internal Revenue Code (the "Code") and/or my employer's Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator to determine when and/or under
what circumstances I am eligible to receive distributions or make transfers.
I understand if I elect to have my account managed by Empower Advisory Group, LLC, that my entire account, including any transfers or
rollovers, will be professionally managed and I have not completed the Investment Option Information section. In the event investment
option information is completed, my election to have my account professionally managed will override my investment option elections.
Dollar cost averaging and asset allocation are not available if my account is professionally managed. I understand that the applicable
fees will be deducted from my account. In order to enroll in the My Total Retirement, I understand that I must provide my date of birth,
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Participant Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory
OBRA

98966-02

Participant Information

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service
Provider.)

Mailing Address E-Mail Address

  Married     Unmarried          Female    Male
City State Zip Code

Mo Day Year Mo Day Year
(             ) (             )

Home Phone Work Phone Date of Birth Date of Hire

Annual Income (Required for My Total Retirement enrollment)
Check box if you prefer to receive quarterly account
statements in Spanish.

Do you have a retirement savings account with a previous
employer or an IRA?     Yes  or    No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-spouse. If you have any questions regarding
SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Payroll Information

To be completed by
Representative:

Division Name Division Number

My Total Retirement Information
The My Total Retirement provided by Empower Advisory Group, LLC will automatically direct your investment elections and will
rebalance your account periodically, as necessary. This election will be effective as soon as administratively feasible following receipt
of your completed enrollment form and signed Advisory Services Agreement. By electing My Total Retirement, you agree to the fees
associated with this service and understand the fees will be deducted from your account in accordance with the attached Advisory
Services Agreement. If you prefer to make your own investment decisions and not participate in this service, simply select the Select
My Own Investment Options box and enter your investment instructions in the Investment Option Information section.
My Total Retirement:

By checking this box, I elect to have my account professionally managed by Empower Advisory Group, LLC until such time as I
cancel my enrollment in the service.

-OR-
Select My Own Investment Options:

I elect to direct my own investments.
I understand and agree that my employer and other Plan fiduciaries will not be liable for the results of my personal investment
decisions.

Make your investment election for future deposits in the Investment Option Information section.

Investment Options- If I elect to direct my own investments, I understand that by signing and submitting this Participant Enrollment 
form for processing, I am requesting to have investment options established under the Plan as specified in the Investment Option 
Information section. I understand and agree that this account is subject to the terms of the Plan Document. I understand and acknowledge 
that all payments and account values, when based on the experience of the investment options, may not be guaranteed and may fluctuate, 
and upon redemption, shares may be worth more or less than their original cost. I acknowledge that investment option information, 
including prospectuses, disclosure documents and Fund Profile sheets, have been made available to me and I understand the risks of 
investing. 

  INVESTMENT OPTION                                                                                   INVESTMENT OPTION
NAME                                                        TICKER            CODE           %             NAME                                                       TICKER             CODE           % 
SMARTPath Retirement Allocation Fund......N/A             SMPT00    _______      SMARTPath 2045 Retirement Fund...............N/A              SMPT45  _______  
SMARTPath 2015 Retirement Fund...............N/A             SMPT15    _______      SMARTPath 2050 Retirement Fund...............N/A              SMPT50  _______  
SMARTPath 2020 Retirement Fund...............N/A             SMPT20    _______      SMARTPath 2055 Retirement Fund...............N/A              SMPT55  _______  
SMARTPath 2025 Retirement Fund...............N/A             SMPT25    _______      SMARTPath 2060 Retirement Fund...............N/A              SMPT60  _______  
SMARTPath 2030 Retirement Fund...............N/A             SMPT30    _______      SMARTPath 2065 Retirement Fund...............N/A              SMPT65  _______  
SMARTPath 2035 Retirement Fund...............N/A             SMPT35    _______      SMARTPath 2070 Retirement Fund...............N/A              SMPT70  _______  
SMARTPath 2040 Retirement Fund...............N/A             SMPT40    _______      SMART Capital Preservation Fund ...............N/A              MELINC _______

                                                                                                                                         MUST INDICATE WHOLE PERCENTAGES                               = 100%  

                                                                                                                        -OR-
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Quick Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA 98966-02
Participant Information
Yes! I would like to enroll in the Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA and voluntarily contribute:

 I do not wish to contribute to the Plan at this time.

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service Provider.)

Address - Number & Street E-Mail Address

  Married         Unmarried 
City State Zip Code

  Female          Male           Nonbinary         Unspecified
(             ) (             )

Home Phone Work Phone Mo Day Year Mo Day Year

(             )
Mobile Phone Date of Birth Date of Hire

Do you have a retirement savings account with a previous employer or an
IRA?    Yes    No

Investment Option: I understand that this form is my election to enroll in the Plan. By signing this form, my contributions will be allocated to the
Plan's default investment fund(s), SMART Capital Preservation Fund, without additional action by me. If I wish to contribute to any of the investment
options of the Plan other than the default fund(s), I understand that I must contact my Plan Administrator or local representative to obtain a Participant
Enrollment Form. I acknowledge that information about Plan investment options, including prospectuses, disclosure document and Fund Data sheets
are available to me through my Plan Administrator or Plan Web site. I understand the risks of investing and that all payments and account values may
not be guaranteed and may fluctuate in value.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period stated in the
fund's prospectus or other disclosure documents. I understand that I have the right to direct the investment of my account and that I can change my
investment allocation from the Plan's default fund at any time by logging on to my account at www.mass-smart.com or by calling the Voice Response
System at 1-877-457-1900.
My Account: I understand that it is my obligation to review all confirmations and quarterly statements for discrepancies or errors. Corrections will
be made only for errors which I communicate within 90 calendar days from the last calendar quarter. After this 90 days, account information shall be
deemed accurate and acceptable to me. If I notify Service Provider of an error after this 90 days, the correction will only be processed from the date
of the notification forward and not on a retroactive basis.
Beneficiary Designation: I understand that I must choose a beneficiary of my account with this Plan by filing a separate Beneficiary Designation
form with the Service Provider.
Required Signature - By signing this form, I acknowledge that I have previously received detailed information about this Plan from my employer and
understand that my participation in the Plan must be in compliance with the Plan Document and/or the Internal Revenue Code. Deferral agreements
must be entered into prior to the first day of the month that the deferral will be made.
X
Participant Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Participant send to Plan Administrator:

X
Plan Administrator Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Print Full Name

Plan Administrator Mail to: Empower, PO Box 173764, Denver, CO 80217-3764

Securities, when presented, are offered and/or distributed by Empower Financial Services, Inc. (EFSI), Member FINRA/SIPC. EFSI is an affiliate
of Empower Retirement, LLC; Empower Funds, Inc.; and registered investment adviser Empower Advisory Group, LLC. This material is for informational
purposes only and is not intended to provide investment, legal or tax recommendations or advice.
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Quick Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA 98966-02
Participant Information
Yes! I would like to enroll in the Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA and voluntarily contribute:

 I do not wish to contribute to the Plan at this time.

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service Provider.)

Address - Number & Street E-Mail Address

  Married         Unmarried 
City State Zip Code

  Female          Male           Nonbinary         Unspecified
(             ) (             )

Home Phone Work Phone Mo Day Year Mo Day Year

(             )
Mobile Phone Date of Birth Date of Hire

Do you have a retirement savings account with a previous employer or an
IRA?    Yes    No

Investment Option: I understand that this form is my election to enroll in the Plan. By signing this form, my contributions will be allocated to the
Plan's default investment fund(s), SMART Capital Preservation Fund, without additional action by me. If I wish to contribute to any of the investment
options of the Plan other than the default fund(s), I understand that I must contact my Plan Administrator or local representative to obtain a Participant
Enrollment Form. I acknowledge that information about Plan investment options, including prospectuses, disclosure document and Fund Data sheets
are available to me through my Plan Administrator or Plan Web site. I understand the risks of investing and that all payments and account values may
not be guaranteed and may fluctuate in value.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period stated in the
fund's prospectus or other disclosure documents. I understand that I have the right to direct the investment of my account and that I can change my
investment allocation from the Plan's default fund at any time by logging on to my account at www.mass-smart.com or by calling the Voice Response
System at 1-877-457-1900.
My Account: I understand that it is my obligation to review all confirmations and quarterly statements for discrepancies or errors. Corrections will
be made only for errors which I communicate within 90 calendar days from the last calendar quarter. After this 90 days, account information shall be
deemed accurate and acceptable to me. If I notify Service Provider of an error after this 90 days, the correction will only be processed from the date
of the notification forward and not on a retroactive basis.
Beneficiary Designation: I understand that I must choose a beneficiary of my account with this Plan by filing a separate Beneficiary Designation
form with the Service Provider.
Required Signature - By signing this form, I acknowledge that I have previously received detailed information about this Plan from my employer and
understand that my participation in the Plan must be in compliance with the Plan Document and/or the Internal Revenue Code. Deferral agreements
must be entered into prior to the first day of the month that the deferral will be made.
X
Participant Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Participant send to Plan Administrator:

X
Plan Administrator Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Print Full Name

Plan Administrator Mail to: Empower, PO Box 173764, Denver, CO 80217-3764

Securities, when presented, are offered and/or distributed by Empower Financial Services, Inc. (EFSI), Member FINRA/SIPC. EFSI is an affiliate
of Empower Retirement, LLC; Empower Funds, Inc.; and registered investment adviser Empower Advisory Group, LLC. This material is for informational
purposes only and is not intended to provide investment, legal or tax recommendations or advice.
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Participant Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory
OBRA

98966-02

Participant Information

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service
Provider.)

Mailing Address E-Mail Address

  Married     Unmarried          Female    Male
City State Zip Code

Mo Day Year Mo Day Year
(             ) (             )

Home Phone Work Phone Date of Birth Date of Hire

Annual Income (Required for My Total Retirement enrollment)
Check box if you prefer to receive quarterly account
statements in Spanish.

Do you have a retirement savings account with a previous
employer or an IRA?     Yes  or    No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-spouse. If you have any questions regarding
SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Payroll Information

To be completed by
Representative:

Division Name Division Number

My Total Retirement Information
The My Total Retirement provided by Empower Advisory Group, LLC will automatically direct your investment elections and will
rebalance your account periodically, as necessary. This election will be effective as soon as administratively feasible following receipt
of your completed enrollment form and signed Advisory Services Agreement. By electing My Total Retirement, you agree to the fees
associated with this service and understand the fees will be deducted from your account in accordance with the attached Advisory
Services Agreement. If you prefer to make your own investment decisions and not participate in this service, simply select the Select
My Own Investment Options box and enter your investment instructions in the Investment Option Information section.
My Total Retirement:

By checking this box, I elect to have my account professionally managed by Empower Advisory Group, LLC until such time as I
cancel my enrollment in the service.

-OR-
Select My Own Investment Options:

I elect to direct my own investments.
I understand and agree that my employer and other Plan fiduciaries will not be liable for the results of my personal investment
decisions.

Make your investment election for future deposits in the Investment Option Information section.
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Participant Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory
OBRA

98966-02

Participant Information

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service
Provider.)

Mailing Address E-Mail Address

  Married     Unmarried          Female    Male
City State Zip Code

Mo Day Year Mo Day Year
(             ) (             )

Home Phone Work Phone Date of Birth Date of Hire

Annual Income (Required for My Total Retirement enrollment)
Check box if you prefer to receive quarterly account
statements in Spanish.

Do you have a retirement savings account with a previous
employer or an IRA?     Yes  or    No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-spouse. If you have any questions regarding
SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Payroll Information

To be completed by
Representative:

Division Name Division Number

My Total Retirement Information
The My Total Retirement provided by Empower Advisory Group, LLC will automatically direct your investment elections and will
rebalance your account periodically, as necessary. This election will be effective as soon as administratively feasible following receipt
of your completed enrollment form and signed Advisory Services Agreement. By electing My Total Retirement, you agree to the fees
associated with this service and understand the fees will be deducted from your account in accordance with the attached Advisory
Services Agreement. If you prefer to make your own investment decisions and not participate in this service, simply select the Select
My Own Investment Options box and enter your investment instructions in the Investment Option Information section.
My Total Retirement:

By checking this box, I elect to have my account professionally managed by Empower Advisory Group, LLC until such time as I
cancel my enrollment in the service.

-OR-
Select My Own Investment Options:

I elect to direct my own investments.
I understand and agree that my employer and other Plan fiduciaries will not be liable for the results of my personal investment
decisions.

Make your investment election for future deposits in the Investment Option Information section.
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Do not complete this section if you are electing to enroll in the My Total Retirement.
Investment Option Information (applies to all contributions) - Please refer to your communication materials for information
regarding each investment option.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
stated in the fund's prospectus or other disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more
information.

INVESTMENT OPTION NAME
INVESTMENT
OPTION CODE

(Internal Use Only)
SMARTPath Retirement Allocation Fund.............................. SMPT00........................................ 100%
SMARTPath 2010 Retirement Fund..................................... SMPT10........................................ 100%
SMARTPath 2015 Retirement Fund..................................... SMPT15........................................ 100%
SMARTPath 2020 Retirement Fund..................................... SMPT20........................................ 100%
SMARTPath 2025 Retirement Fund..................................... SMPT25........................................ 100%
SMARTPath 2030 Retirement Fund..................................... SMPT30........................................ 100%
SMARTPath 2035 Retirement Fund..................................... SMPT35........................................ 100%
SMARTPath 2040 Retirement Fund..................................... SMPT40........................................ 100%
SMARTPath 2045 Retirement Fund..................................... SMPT45........................................ 100%
SMARTPath 2050 Retirement Fund..................................... SMPT50........................................ 100%
SMARTPath 2055 Retirement Fund..................................... SMPT55........................................ 100%
SMARTPath 2060 Retirement Fund..................................... SMPT60........................................ 100%
SMARTPath 2065 Retirement Fund..................................... SMPT65........................................ 100%
SMART Capital Preservation Fund...................................... MELINC.......................................100%

Plan Beneficiary Designation
This designation is effective upon execution and delivery to Service Provider at the address below. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of
the Plan Document or applicable law.
You may only designate one primary and one contingent beneficiary on this form. However, the number of primary or contingent
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.
Primary Beneficiary

100.00%
% of Account Balance Social Security Number Primary Beneficiary Name Date of Birth

(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Contingent Beneficiary
100.00%

% of Account Balance Social Security Number Contingent Beneficiary Name Date of Birth
(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Participation Agreement
Withdrawal Restrictions - I understand that the Internal Revenue Code (the "Code") and/or my employer's Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator to determine when and/or under
what circumstances I am eligible to receive distributions or make transfers.
I understand if I elect to have my account managed by Empower Advisory Group, LLC, that my entire account, including any transfers or
rollovers, will be professionally managed and I have not completed the Investment Option Information section. In the event investment
option information is completed, my election to have my account professionally managed will override my investment option elections.
Dollar cost averaging and asset allocation are not available if my account is professionally managed. I understand that the applicable
fees will be deducted from my account. In order to enroll in the My Total Retirement, I understand that I must provide my date of birth,

Employer/Division Number Employer/Division Number

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan 
(the Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part 
time employees not covered by their employers retirement system. If you have any questions regarding SSA-1945 or if you have not 
completed SSA-1945, please contact your employer. 
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Participant Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory
OBRA

98966-02

Participant Information

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service
Provider.)

Mailing Address E-Mail Address

  Married     Unmarried          Female    Male
City State Zip Code

Mo Day Year Mo Day Year
(             ) (             )

Home Phone Work Phone Date of Birth Date of Hire

Annual Income (Required for My Total Retirement enrollment)
Check box if you prefer to receive quarterly account
statements in Spanish.

Do you have a retirement savings account with a previous
employer or an IRA?     Yes  or    No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-spouse. If you have any questions regarding
SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Payroll Information

To be completed by
Representative:

Division Name Division Number

My Total Retirement Information
The My Total Retirement provided by Empower Advisory Group, LLC will automatically direct your investment elections and will
rebalance your account periodically, as necessary. This election will be effective as soon as administratively feasible following receipt
of your completed enrollment form and signed Advisory Services Agreement. By electing My Total Retirement, you agree to the fees
associated with this service and understand the fees will be deducted from your account in accordance with the attached Advisory
Services Agreement. If you prefer to make your own investment decisions and not participate in this service, simply select the Select
My Own Investment Options box and enter your investment instructions in the Investment Option Information section.
My Total Retirement:

By checking this box, I elect to have my account professionally managed by Empower Advisory Group, LLC until such time as I
cancel my enrollment in the service.

-OR-
Select My Own Investment Options:

I elect to direct my own investments.
I understand and agree that my employer and other Plan fiduciaries will not be liable for the results of my personal investment
decisions.

Make your investment election for future deposits in the Investment Option Information section.
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Participant Information

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service
Provider.)

Mailing Address E-Mail Address

  Married     Unmarried          Female    Male
City State Zip Code

Mo Day Year Mo Day Year
(             ) (             )

Home Phone Work Phone Date of Birth Date of Hire

Annual Income (Required for My Total Retirement enrollment)
Check box if you prefer to receive quarterly account
statements in Spanish.

Do you have a retirement savings account with a previous
employer or an IRA?     Yes  or    No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-spouse. If you have any questions regarding
SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Payroll Information

To be completed by
Representative:

Division Name Division Number

My Total Retirement Information
The My Total Retirement provided by Empower Advisory Group, LLC will automatically direct your investment elections and will
rebalance your account periodically, as necessary. This election will be effective as soon as administratively feasible following receipt
of your completed enrollment form and signed Advisory Services Agreement. By electing My Total Retirement, you agree to the fees
associated with this service and understand the fees will be deducted from your account in accordance with the attached Advisory
Services Agreement. If you prefer to make your own investment decisions and not participate in this service, simply select the Select
My Own Investment Options box and enter your investment instructions in the Investment Option Information section.
My Total Retirement:

By checking this box, I elect to have my account professionally managed by Empower Advisory Group, LLC until such time as I
cancel my enrollment in the service.

-OR-
Select My Own Investment Options:

I elect to direct my own investments.
I understand and agree that my employer and other Plan fiduciaries will not be liable for the results of my personal investment
decisions.

Make your investment election for future deposits in the Investment Option Information section.
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Do not complete this section if you are electing to enroll in the My Total Retirement.
Investment Option Information (applies to all contributions) - Please refer to your communication materials for information
regarding each investment option.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
stated in the fund's prospectus or other disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more
information.

INVESTMENT OPTION NAME
INVESTMENT
OPTION CODE

(Internal Use Only)
SMARTPath Retirement Allocation Fund.............................. SMPT00........................................ 100%
SMARTPath 2010 Retirement Fund..................................... SMPT10........................................ 100%
SMARTPath 2015 Retirement Fund..................................... SMPT15........................................ 100%
SMARTPath 2020 Retirement Fund..................................... SMPT20........................................ 100%
SMARTPath 2025 Retirement Fund..................................... SMPT25........................................ 100%
SMARTPath 2030 Retirement Fund..................................... SMPT30........................................ 100%
SMARTPath 2035 Retirement Fund..................................... SMPT35........................................ 100%
SMARTPath 2040 Retirement Fund..................................... SMPT40........................................ 100%
SMARTPath 2045 Retirement Fund..................................... SMPT45........................................ 100%
SMARTPath 2050 Retirement Fund..................................... SMPT50........................................ 100%
SMARTPath 2055 Retirement Fund..................................... SMPT55........................................ 100%
SMARTPath 2060 Retirement Fund..................................... SMPT60........................................ 100%
SMARTPath 2065 Retirement Fund..................................... SMPT65........................................ 100%
SMART Capital Preservation Fund...................................... MELINC.......................................100%

Plan Beneficiary Designation
This designation is effective upon execution and delivery to Service Provider at the address below. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of
the Plan Document or applicable law.
You may only designate one primary and one contingent beneficiary on this form. However, the number of primary or contingent
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.
Primary Beneficiary

100.00%
% of Account Balance Social Security Number Primary Beneficiary Name Date of Birth

(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Contingent Beneficiary
100.00%

% of Account Balance Social Security Number Contingent Beneficiary Name Date of Birth
(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Participation Agreement
Withdrawal Restrictions - I understand that the Internal Revenue Code (the "Code") and/or my employer's Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator to determine when and/or under
what circumstances I am eligible to receive distributions or make transfers.
I understand if I elect to have my account managed by Empower Advisory Group, LLC, that my entire account, including any transfers or
rollovers, will be professionally managed and I have not completed the Investment Option Information section. In the event investment
option information is completed, my election to have my account professionally managed will override my investment option elections.
Dollar cost averaging and asset allocation are not available if my account is professionally managed. I understand that the applicable
fees will be deducted from my account. In order to enroll in the My Total Retirement, I understand that I must provide my date of birth,

Employer/Division Number Employer/Division Number
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Do not complete this section if you are electing to enroll in the My Total Retirement.
Investment Option Information (applies to all contributions) - Please refer to your communication materials for information
regarding each investment option.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
stated in the fund's prospectus or other disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more
information.

INVESTMENT OPTION NAME
INVESTMENT
OPTION CODE

(Internal Use Only)
SMARTPath Retirement Allocation Fund.............................. SMPT00........................................ 100%
SMARTPath 2010 Retirement Fund..................................... SMPT10........................................ 100%
SMARTPath 2015 Retirement Fund..................................... SMPT15........................................ 100%
SMARTPath 2020 Retirement Fund..................................... SMPT20........................................ 100%
SMARTPath 2025 Retirement Fund..................................... SMPT25........................................ 100%
SMARTPath 2030 Retirement Fund..................................... SMPT30........................................ 100%
SMARTPath 2035 Retirement Fund..................................... SMPT35........................................ 100%
SMARTPath 2040 Retirement Fund..................................... SMPT40........................................ 100%
SMARTPath 2045 Retirement Fund..................................... SMPT45........................................ 100%
SMARTPath 2050 Retirement Fund..................................... SMPT50........................................ 100%
SMARTPath 2055 Retirement Fund..................................... SMPT55........................................ 100%
SMARTPath 2060 Retirement Fund..................................... SMPT60........................................ 100%
SMARTPath 2065 Retirement Fund..................................... SMPT65........................................ 100%
SMART Capital Preservation Fund...................................... MELINC.......................................100%

Plan Beneficiary Designation
This designation is effective upon execution and delivery to Service Provider at the address below. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of
the Plan Document or applicable law.
You may only designate one primary and one contingent beneficiary on this form. However, the number of primary or contingent
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.
Primary Beneficiary

100.00%
% of Account Balance Social Security Number Primary Beneficiary Name Date of Birth

(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Contingent Beneficiary
100.00%

% of Account Balance Social Security Number Contingent Beneficiary Name Date of Birth
(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Participation Agreement
Withdrawal Restrictions - I understand that the Internal Revenue Code (the "Code") and/or my employer's Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator to determine when and/or under
what circumstances I am eligible to receive distributions or make transfers.
I understand if I elect to have my account managed by Empower Advisory Group, LLC, that my entire account, including any transfers or
rollovers, will be professionally managed and I have not completed the Investment Option Information section. In the event investment
option information is completed, my election to have my account professionally managed will override my investment option elections.
Dollar cost averaging and asset allocation are not available if my account is professionally managed. I understand that the applicable
fees will be deducted from my account. In order to enroll in the My Total Retirement, I understand that I must provide my date of birth,
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Do not complete this section if you are electing to enroll in the My Total Retirement.
Investment Option Information (applies to all contributions) - Please refer to your communication materials for information
regarding each investment option.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
stated in the fund's prospectus or other disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more
information.

INVESTMENT OPTION NAME
INVESTMENT
OPTION CODE

(Internal Use Only)
SMARTPath Retirement Allocation Fund.............................. SMPT00........................................ 100%
SMARTPath 2010 Retirement Fund..................................... SMPT10........................................ 100%
SMARTPath 2015 Retirement Fund..................................... SMPT15........................................ 100%
SMARTPath 2020 Retirement Fund..................................... SMPT20........................................ 100%
SMARTPath 2025 Retirement Fund..................................... SMPT25........................................ 100%
SMARTPath 2030 Retirement Fund..................................... SMPT30........................................ 100%
SMARTPath 2035 Retirement Fund..................................... SMPT35........................................ 100%
SMARTPath 2040 Retirement Fund..................................... SMPT40........................................ 100%
SMARTPath 2045 Retirement Fund..................................... SMPT45........................................ 100%
SMARTPath 2050 Retirement Fund..................................... SMPT50........................................ 100%
SMARTPath 2055 Retirement Fund..................................... SMPT55........................................ 100%
SMARTPath 2060 Retirement Fund..................................... SMPT60........................................ 100%
SMARTPath 2065 Retirement Fund..................................... SMPT65........................................ 100%
SMART Capital Preservation Fund...................................... MELINC.......................................100%

Plan Beneficiary Designation
This designation is effective upon execution and delivery to Service Provider at the address below. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of
the Plan Document or applicable law.
You may only designate one primary and one contingent beneficiary on this form. However, the number of primary or contingent
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.
Primary Beneficiary

100.00%
% of Account Balance Social Security Number Primary Beneficiary Name Date of Birth

(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Contingent Beneficiary
100.00%

% of Account Balance Social Security Number Contingent Beneficiary Name Date of Birth
(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Participation Agreement
Withdrawal Restrictions - I understand that the Internal Revenue Code (the "Code") and/or my employer's Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator to determine when and/or under
what circumstances I am eligible to receive distributions or make transfers.
I understand if I elect to have my account managed by Empower Advisory Group, LLC, that my entire account, including any transfers or
rollovers, will be professionally managed and I have not completed the Investment Option Information section. In the event investment
option information is completed, my election to have my account professionally managed will override my investment option elections.
Dollar cost averaging and asset allocation are not available if my account is professionally managed. I understand that the applicable
fees will be deducted from my account. In order to enroll in the My Total Retirement, I understand that I must provide my date of birth,
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Do not complete this section if you are electing to enroll in the My Total Retirement.
Investment Option Information (applies to all contributions) - Please refer to your communication materials for information
regarding each investment option.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
stated in the fund's prospectus or other disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more
information.

INVESTMENT OPTION NAME
INVESTMENT
OPTION CODE

(Internal Use Only)
SMARTPath Retirement Allocation Fund.............................. SMPT00........................................ 100%
SMARTPath 2010 Retirement Fund..................................... SMPT10........................................ 100%
SMARTPath 2015 Retirement Fund..................................... SMPT15........................................ 100%
SMARTPath 2020 Retirement Fund..................................... SMPT20........................................ 100%
SMARTPath 2025 Retirement Fund..................................... SMPT25........................................ 100%
SMARTPath 2030 Retirement Fund..................................... SMPT30........................................ 100%
SMARTPath 2035 Retirement Fund..................................... SMPT35........................................ 100%
SMARTPath 2040 Retirement Fund..................................... SMPT40........................................ 100%
SMARTPath 2045 Retirement Fund..................................... SMPT45........................................ 100%
SMARTPath 2050 Retirement Fund..................................... SMPT50........................................ 100%
SMARTPath 2055 Retirement Fund..................................... SMPT55........................................ 100%
SMARTPath 2060 Retirement Fund..................................... SMPT60........................................ 100%
SMARTPath 2065 Retirement Fund..................................... SMPT65........................................ 100%
SMART Capital Preservation Fund...................................... MELINC.......................................100%

Plan Beneficiary Designation
This designation is effective upon execution and delivery to Service Provider at the address below. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of
the Plan Document or applicable law.
You may only designate one primary and one contingent beneficiary on this form. However, the number of primary or contingent
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.
Primary Beneficiary

100.00%
% of Account Balance Social Security Number Primary Beneficiary Name Date of Birth

(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Contingent Beneficiary
100.00%

% of Account Balance Social Security Number Contingent Beneficiary Name Date of Birth
(                ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)

Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other
  Domestic Partner

Participation Agreement
Withdrawal Restrictions - I understand that the Internal Revenue Code (the "Code") and/or my employer's Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator to determine when and/or under
what circumstances I am eligible to receive distributions or make transfers.
I understand if I elect to have my account managed by Empower Advisory Group, LLC, that my entire account, including any transfers or
rollovers, will be professionally managed and I have not completed the Investment Option Information section. In the event investment
option information is completed, my election to have my account professionally managed will override my investment option elections.
Dollar cost averaging and asset allocation are not available if my account is professionally managed. I understand that the applicable
fees will be deducted from my account. In order to enroll in the My Total Retirement, I understand that I must provide my date of birth,
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Participant Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory
OBRA

98966-02

Participant Information

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service
Provider.)

Mailing Address E-Mail Address

  Married     Unmarried          Female    Male
City State Zip Code

Mo Day Year Mo Day Year
(             ) (             )

Home Phone Work Phone Date of Birth Date of Hire

Annual Income (Required for My Total Retirement enrollment)
Check box if you prefer to receive quarterly account
statements in Spanish.

Do you have a retirement savings account with a previous
employer or an IRA?     Yes  or    No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-spouse. If you have any questions regarding
SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Payroll Information

To be completed by
Representative:

Division Name Division Number

My Total Retirement Information
The My Total Retirement provided by Empower Advisory Group, LLC will automatically direct your investment elections and will
rebalance your account periodically, as necessary. This election will be effective as soon as administratively feasible following receipt
of your completed enrollment form and signed Advisory Services Agreement. By electing My Total Retirement, you agree to the fees
associated with this service and understand the fees will be deducted from your account in accordance with the attached Advisory
Services Agreement. If you prefer to make your own investment decisions and not participate in this service, simply select the Select
My Own Investment Options box and enter your investment instructions in the Investment Option Information section.
My Total Retirement:

By checking this box, I elect to have my account professionally managed by Empower Advisory Group, LLC until such time as I
cancel my enrollment in the service.

-OR-
Select My Own Investment Options:

I elect to direct my own investments.
I understand and agree that my employer and other Plan fiduciaries will not be liable for the results of my personal investment
decisions.

Make your investment election for future deposits in the Investment Option Information section.

Investment Options- If I elect to direct my own investments, I understand that by signing and submitting this Participant Enrollment 
form for processing, I am requesting to have investment options established under the Plan as specified in the Investment Option 
Information section. I understand and agree that this account is subject to the terms of the Plan Document. I understand and acknowledge 
that all payments and account values, when based on the experience of the investment options, may not be guaranteed and may fluctuate, 
and upon redemption, shares may be worth more or less than their original cost. I acknowledge that investment option information, 
including prospectuses, disclosure documents and Fund Profile sheets, have been made available to me and I understand the risks of 
investing. 

  INVESTMENT OPTION                                                                                   INVESTMENT OPTION
NAME                                                        TICKER            CODE           %             NAME                                                       TICKER             CODE           % 
SMARTPath Retirement Allocation Fund......N/A             SMPT00    _______      SMARTPath 2045 Retirement Fund...............N/A              SMPT45  _______  
SMARTPath 2015 Retirement Fund...............N/A             SMPT15    _______      SMARTPath 2050 Retirement Fund...............N/A              SMPT50  _______  
SMARTPath 2020 Retirement Fund...............N/A             SMPT20    _______      SMARTPath 2055 Retirement Fund...............N/A              SMPT55  _______  
SMARTPath 2025 Retirement Fund...............N/A             SMPT25    _______      SMARTPath 2060 Retirement Fund...............N/A              SMPT60  _______  
SMARTPath 2030 Retirement Fund...............N/A             SMPT30    _______      SMARTPath 2065 Retirement Fund...............N/A              SMPT65  _______  
SMARTPath 2035 Retirement Fund...............N/A             SMPT35    _______      SMARTPath 2070 Retirement Fund...............N/A              SMPT70  _______  
SMARTPath 2040 Retirement Fund...............N/A             SMPT40    _______      SMART Capital Preservation Fund ...............N/A              MELINC _______

                                                                                                                                         MUST INDICATE WHOLE PERCENTAGES                               = 100%  

                                                                                                                        -OR-
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Quick Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA 98966-02
Participant Information
Yes! I would like to enroll in the Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA and voluntarily contribute:

 I do not wish to contribute to the Plan at this time.

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service Provider.)

Address - Number & Street E-Mail Address

  Married         Unmarried 
City State Zip Code

  Female          Male           Nonbinary         Unspecified
(             ) (             )

Home Phone Work Phone Mo Day Year Mo Day Year

(             )
Mobile Phone Date of Birth Date of Hire

Do you have a retirement savings account with a previous employer or an
IRA?    Yes    No

Investment Option: I understand that this form is my election to enroll in the Plan. By signing this form, my contributions will be allocated to the
Plan's default investment fund(s), SMART Capital Preservation Fund, without additional action by me. If I wish to contribute to any of the investment
options of the Plan other than the default fund(s), I understand that I must contact my Plan Administrator or local representative to obtain a Participant
Enrollment Form. I acknowledge that information about Plan investment options, including prospectuses, disclosure document and Fund Data sheets
are available to me through my Plan Administrator or Plan Web site. I understand the risks of investing and that all payments and account values may
not be guaranteed and may fluctuate in value.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period stated in the
fund's prospectus or other disclosure documents. I understand that I have the right to direct the investment of my account and that I can change my
investment allocation from the Plan's default fund at any time by logging on to my account at www.mass-smart.com or by calling the Voice Response
System at 1-877-457-1900.
My Account: I understand that it is my obligation to review all confirmations and quarterly statements for discrepancies or errors. Corrections will
be made only for errors which I communicate within 90 calendar days from the last calendar quarter. After this 90 days, account information shall be
deemed accurate and acceptable to me. If I notify Service Provider of an error after this 90 days, the correction will only be processed from the date
of the notification forward and not on a retroactive basis.
Beneficiary Designation: I understand that I must choose a beneficiary of my account with this Plan by filing a separate Beneficiary Designation
form with the Service Provider.
Required Signature - By signing this form, I acknowledge that I have previously received detailed information about this Plan from my employer and
understand that my participation in the Plan must be in compliance with the Plan Document and/or the Internal Revenue Code. Deferral agreements
must be entered into prior to the first day of the month that the deferral will be made.
X
Participant Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Participant send to Plan Administrator:

X
Plan Administrator Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Print Full Name

Plan Administrator Mail to: Empower, PO Box 173764, Denver, CO 80217-3764

Securities, when presented, are offered and/or distributed by Empower Financial Services, Inc. (EFSI), Member FINRA/SIPC. EFSI is an affiliate
of Empower Retirement, LLC; Empower Funds, Inc.; and registered investment adviser Empower Advisory Group, LLC. This material is for informational
purposes only and is not intended to provide investment, legal or tax recommendations or advice.
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Quick Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA 98966-02
Participant Information
Yes! I would like to enroll in the Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA and voluntarily contribute:

 I do not wish to contribute to the Plan at this time.

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service Provider.)

Address - Number & Street E-Mail Address

  Married         Unmarried 
City State Zip Code

  Female          Male           Nonbinary         Unspecified
(             ) (             )

Home Phone Work Phone Mo Day Year Mo Day Year

(             )
Mobile Phone Date of Birth Date of Hire

Do you have a retirement savings account with a previous employer or an
IRA?    Yes    No

Investment Option: I understand that this form is my election to enroll in the Plan. By signing this form, my contributions will be allocated to the
Plan's default investment fund(s), SMART Capital Preservation Fund, without additional action by me. If I wish to contribute to any of the investment
options of the Plan other than the default fund(s), I understand that I must contact my Plan Administrator or local representative to obtain a Participant
Enrollment Form. I acknowledge that information about Plan investment options, including prospectuses, disclosure document and Fund Data sheets
are available to me through my Plan Administrator or Plan Web site. I understand the risks of investing and that all payments and account values may
not be guaranteed and may fluctuate in value.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period stated in the
fund's prospectus or other disclosure documents. I understand that I have the right to direct the investment of my account and that I can change my
investment allocation from the Plan's default fund at any time by logging on to my account at www.mass-smart.com or by calling the Voice Response
System at 1-877-457-1900.
My Account: I understand that it is my obligation to review all confirmations and quarterly statements for discrepancies or errors. Corrections will
be made only for errors which I communicate within 90 calendar days from the last calendar quarter. After this 90 days, account information shall be
deemed accurate and acceptable to me. If I notify Service Provider of an error after this 90 days, the correction will only be processed from the date
of the notification forward and not on a retroactive basis.
Beneficiary Designation: I understand that I must choose a beneficiary of my account with this Plan by filing a separate Beneficiary Designation
form with the Service Provider.
Required Signature - By signing this form, I acknowledge that I have previously received detailed information about this Plan from my employer and
understand that my participation in the Plan must be in compliance with the Plan Document and/or the Internal Revenue Code. Deferral agreements
must be entered into prior to the first day of the month that the deferral will be made.
X
Participant Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Participant send to Plan Administrator:

X
Plan Administrator Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Print Full Name

Plan Administrator Mail to: Empower, PO Box 173764, Denver, CO 80217-3764

Securities, when presented, are offered and/or distributed by Empower Financial Services, Inc. (EFSI), Member FINRA/SIPC. EFSI is an affiliate
of Empower Retirement, LLC; Empower Funds, Inc.; and registered investment adviser Empower Advisory Group, LLC. This material is for informational
purposes only and is not intended to provide investment, legal or tax recommendations or advice.
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Quick Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA 98966-02
Participant Information
Yes! I would like to enroll in the Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA and voluntarily contribute:

 I do not wish to contribute to the Plan at this time.

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service Provider.)

Address - Number & Street E-Mail Address

  Married         Unmarried 
City State Zip Code

  Female          Male           Nonbinary         Unspecified
(             ) (             )

Home Phone Work Phone Mo Day Year Mo Day Year

(             )
Mobile Phone Date of Birth Date of Hire

Do you have a retirement savings account with a previous employer or an
IRA?    Yes    No

Investment Option: I understand that this form is my election to enroll in the Plan. By signing this form, my contributions will be allocated to the
Plan's default investment fund(s), SMART Capital Preservation Fund, without additional action by me. If I wish to contribute to any of the investment
options of the Plan other than the default fund(s), I understand that I must contact my Plan Administrator or local representative to obtain a Participant
Enrollment Form. I acknowledge that information about Plan investment options, including prospectuses, disclosure document and Fund Data sheets
are available to me through my Plan Administrator or Plan Web site. I understand the risks of investing and that all payments and account values may
not be guaranteed and may fluctuate in value.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period stated in the
fund's prospectus or other disclosure documents. I understand that I have the right to direct the investment of my account and that I can change my
investment allocation from the Plan's default fund at any time by logging on to my account at www.mass-smart.com or by calling the Voice Response
System at 1-877-457-1900.
My Account: I understand that it is my obligation to review all confirmations and quarterly statements for discrepancies or errors. Corrections will
be made only for errors which I communicate within 90 calendar days from the last calendar quarter. After this 90 days, account information shall be
deemed accurate and acceptable to me. If I notify Service Provider of an error after this 90 days, the correction will only be processed from the date
of the notification forward and not on a retroactive basis.
Beneficiary Designation: I understand that I must choose a beneficiary of my account with this Plan by filing a separate Beneficiary Designation
form with the Service Provider.
Required Signature - By signing this form, I acknowledge that I have previously received detailed information about this Plan from my employer and
understand that my participation in the Plan must be in compliance with the Plan Document and/or the Internal Revenue Code. Deferral agreements
must be entered into prior to the first day of the month that the deferral will be made.
X
Participant Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Participant send to Plan Administrator:

X
Plan Administrator Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Print Full Name

Plan Administrator Mail to: Empower, PO Box 173764, Denver, CO 80217-3764

Securities, when presented, are offered and/or distributed by Empower Financial Services, Inc. (EFSI), Member FINRA/SIPC. EFSI is an affiliate
of Empower Retirement, LLC; Empower Funds, Inc.; and registered investment adviser Empower Advisory Group, LLC. This material is for informational
purposes only and is not intended to provide investment, legal or tax recommendations or advice.
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Quick Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA 98966-02
Participant Information
Yes! I would like to enroll in the Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA and voluntarily contribute:

 I do not wish to contribute to the Plan at this time.

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service Provider.)

Address - Number & Street E-Mail Address

  Married         Unmarried 
City State Zip Code

  Female          Male           Nonbinary         Unspecified
(             ) (             )

Home Phone Work Phone Mo Day Year Mo Day Year

(             )
Mobile Phone Date of Birth Date of Hire

Do you have a retirement savings account with a previous employer or an
IRA?    Yes    No

Investment Option: I understand that this form is my election to enroll in the Plan. By signing this form, my contributions will be allocated to the
Plan's default investment fund(s), SMART Capital Preservation Fund, without additional action by me. If I wish to contribute to any of the investment
options of the Plan other than the default fund(s), I understand that I must contact my Plan Administrator or local representative to obtain a Participant
Enrollment Form. I acknowledge that information about Plan investment options, including prospectuses, disclosure document and Fund Data sheets
are available to me through my Plan Administrator or Plan Web site. I understand the risks of investing and that all payments and account values may
not be guaranteed and may fluctuate in value.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period stated in the
fund's prospectus or other disclosure documents. I understand that I have the right to direct the investment of my account and that I can change my
investment allocation from the Plan's default fund at any time by logging on to my account at www.mass-smart.com or by calling the Voice Response
System at 1-877-457-1900.
My Account: I understand that it is my obligation to review all confirmations and quarterly statements for discrepancies or errors. Corrections will
be made only for errors which I communicate within 90 calendar days from the last calendar quarter. After this 90 days, account information shall be
deemed accurate and acceptable to me. If I notify Service Provider of an error after this 90 days, the correction will only be processed from the date
of the notification forward and not on a retroactive basis.
Beneficiary Designation: I understand that I must choose a beneficiary of my account with this Plan by filing a separate Beneficiary Designation
form with the Service Provider.
Required Signature - By signing this form, I acknowledge that I have previously received detailed information about this Plan from my employer and
understand that my participation in the Plan must be in compliance with the Plan Document and/or the Internal Revenue Code. Deferral agreements
must be entered into prior to the first day of the month that the deferral will be made.
X
Participant Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Participant send to Plan Administrator:

X
Plan Administrator Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Print Full Name

Plan Administrator Mail to: Empower, PO Box 173764, Denver, CO 80217-3764

Securities, when presented, are offered and/or distributed by Empower Financial Services, Inc. (EFSI), Member FINRA/SIPC. EFSI is an affiliate
of Empower Retirement, LLC; Empower Funds, Inc.; and registered investment adviser Empower Advisory Group, LLC. This material is for informational
purposes only and is not intended to provide investment, legal or tax recommendations or advice.
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gender, marital status, state of residence and annual income. If any of this information is not provided, I understand that I will not be
enrolled in the My Total Retirement.
Compliance With Plan Document and/or the Code - Participation in this Plan is mandatory. A deduction will be taken from your
wages and invested on your behalf based on your employer's Plan Document. I agree that my employer or Plan Administrator may take
any action that may be necessary to ensure that my participation in the Plan is in compliance with any applicable requirement of the Plan
Document and/or the Code. I understand that the maximum annual limit on contributions is determined under the Plan Document and/or
the Code. I understand that it is my responsibility to monitor my total annual contributions to ensure that I do not exceed the amount
permitted. If I exceed the contribution limit, I assume sole liability for any tax, penalty, or costs that may be incurred.
Incomplete Forms - I understand that in the event my Participant Enrollment form is incomplete or is not received by Service Provider
at the address below prior to the receipt of any deposits, I specifically consent to Service Provider retaining all monies received and
allocating them to the default investment option.
Account Corrections - I understand that it is my obligation to review all confirmations and quarterly statements for discrepancies or
errors. Corrections will be made only for errors which I communicate within 90 calendar days of the last calendar quarter. After this 90
days, account information shall be deemed accurate and acceptable to me. If I notify Service Provider of an error after this 90 days, the
correction will only be processed from the date of notification forward and not on a retroactive basis.
My Total Retirement Fee - If you elect the My Total Retirement, a quarterly fee will be assessed. If you wish to cancel your enrollment
in the future please call your Plan's Voice Response System number.

Signature(s) and Consent

Participant Consent

I have completed, understand and agree to all pages of this Participant Enrollment form including the terms of the My Total Retirement
Agreement.

Deferral agreements must be entered into prior to the first day of the month that the deferral will be made.

Participant Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

After all signatures have been obtained, this form can be:
Uploaded electronically to: OR Sent regular mail to: OR Sent express mail to:

Empower
8515 E. Orchard Road

Login to account at
www.mass-smart.com
Click on Upload Documents to submit

Empower
PO Box 173764
Denver, CO 80217-3764 Greenwood Village, CO 80111

We will not accept hand delivered forms at express mail addresses.
Securities, when presented, are offered and/or distributed by Empower Financial Services, Inc., Member FINRA/SIPC. EFSI is an affiliate of
Empower Retirement, LLC; Empower Funds, Inc.; and registered investment adviser Empower Advisory Group, LLC. This material is for informational
purposes only and is not intended to provide investment, legal or tax recommendations or advice.
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gender, marital status, state of residence and annual income. If any of this information is not provided, I understand that I will not be
enrolled in the My Total Retirement.
Compliance With Plan Document and/or the Code - Participation in this Plan is mandatory. A deduction will be taken from your
wages and invested on your behalf based on your employer's Plan Document. I agree that my employer or Plan Administrator may take
any action that may be necessary to ensure that my participation in the Plan is in compliance with any applicable requirement of the Plan
Document and/or the Code. I understand that the maximum annual limit on contributions is determined under the Plan Document and/or
the Code. I understand that it is my responsibility to monitor my total annual contributions to ensure that I do not exceed the amount
permitted. If I exceed the contribution limit, I assume sole liability for any tax, penalty, or costs that may be incurred.
Incomplete Forms - I understand that in the event my Participant Enrollment form is incomplete or is not received by Service Provider
at the address below prior to the receipt of any deposits, I specifically consent to Service Provider retaining all monies received and
allocating them to the default investment option.
Account Corrections - I understand that it is my obligation to review all confirmations and quarterly statements for discrepancies or
errors. Corrections will be made only for errors which I communicate within 90 calendar days of the last calendar quarter. After this 90
days, account information shall be deemed accurate and acceptable to me. If I notify Service Provider of an error after this 90 days, the
correction will only be processed from the date of notification forward and not on a retroactive basis.
My Total Retirement Fee - If you elect the My Total Retirement, a quarterly fee will be assessed. If you wish to cancel your enrollment
in the future please call your Plan's Voice Response System number.

Signature(s) and Consent

Participant Consent

I have completed, understand and agree to all pages of this Participant Enrollment form including the terms of the My Total Retirement
Agreement.

Deferral agreements must be entered into prior to the first day of the month that the deferral will be made.

Participant Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

After all signatures have been obtained, this form can be:
Uploaded electronically to: OR Sent regular mail to: OR Sent express mail to:

Empower
8515 E. Orchard Road

Login to account at
www.mass-smart.com
Click on Upload Documents to submit

Empower
PO Box 173764
Denver, CO 80217-3764 Greenwood Village, CO 80111

We will not accept hand delivered forms at express mail addresses.
Securities, when presented, are offered and/or distributed by Empower Financial Services, Inc., Member FINRA/SIPC. EFSI is an affiliate of
Empower Retirement, LLC; Empower Funds, Inc.; and registered investment adviser Empower Advisory Group, LLC. This material is for informational
purposes only and is not intended to provide investment, legal or tax recommendations or advice.

I understand if I elect to have my account managed by Empower Advisory Group, LLC, that my entire account, including any transfers or 
rollovers, will be professionally managed and I have not completed the Investment Option Information section. In the event investment 
option information is completed, my elction to have my account professionally managed will override my investment option elections. 
Dollar cost averaging and asset allocation are not available if my account is professionally managed . I understand that the applicable 
fees will be deducted from my account. In order to enroll in the My Total Retirement, I understand that I must provide my date of birth, 
gender, marital status, state of residence and annual income. If any of this information is not provided, I understand that I will not be 
enrolled in the My Total Retirement.
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Quick Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA 98966-02
Participant Information
Yes! I would like to enroll in the Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA and voluntarily contribute:

 I do not wish to contribute to the Plan at this time.

Last Name First Name MI Social Security Number
(The name provided MUST match the name on file with Service Provider.)

Address - Number & Street E-Mail Address

  Married         Unmarried 
City State Zip Code

  Female          Male           Nonbinary         Unspecified
(             ) (             )

Home Phone Work Phone Mo Day Year Mo Day Year

(             )
Mobile Phone Date of Birth Date of Hire

Do you have a retirement savings account with a previous employer or an
IRA?    Yes    No

Investment Option: I understand that this form is my election to enroll in the Plan. By signing this form, my contributions will be allocated to the
Plan's default investment fund(s), SMART Capital Preservation Fund, without additional action by me. If I wish to contribute to any of the investment
options of the Plan other than the default fund(s), I understand that I must contact my Plan Administrator or local representative to obtain a Participant
Enrollment Form. I acknowledge that information about Plan investment options, including prospectuses, disclosure document and Fund Data sheets
are available to me through my Plan Administrator or Plan Web site. I understand the risks of investing and that all payments and account values may
not be guaranteed and may fluctuate in value.
I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period stated in the
fund's prospectus or other disclosure documents. I understand that I have the right to direct the investment of my account and that I can change my
investment allocation from the Plan's default fund at any time by logging on to my account at www.mass-smart.com or by calling the Voice Response
System at 1-877-457-1900.
My Account: I understand that it is my obligation to review all confirmations and quarterly statements for discrepancies or errors. Corrections will
be made only for errors which I communicate within 90 calendar days from the last calendar quarter. After this 90 days, account information shall be
deemed accurate and acceptable to me. If I notify Service Provider of an error after this 90 days, the correction will only be processed from the date
of the notification forward and not on a retroactive basis.
Beneficiary Designation: I understand that I must choose a beneficiary of my account with this Plan by filing a separate Beneficiary Designation
form with the Service Provider.
Required Signature - By signing this form, I acknowledge that I have previously received detailed information about this Plan from my employer and
understand that my participation in the Plan must be in compliance with the Plan Document and/or the Internal Revenue Code. Deferral agreements
must be entered into prior to the first day of the month that the deferral will be made.
X
Participant Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Participant send to Plan Administrator:

X
Plan Administrator Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Print Full Name

Plan Administrator Mail to: Empower, PO Box 173764, Denver, CO 80217-3764

Securities, when presented, are offered and/or distributed by Empower Financial Services, Inc. (EFSI), Member FINRA/SIPC. EFSI is an affiliate
of Empower Retirement, LLC; Empower Funds, Inc.; and registered investment adviser Empower Advisory Group, LLC. This material is for informational
purposes only and is not intended to provide investment, legal or tax recommendations or advice.
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gender, marital status, state of residence and annual income. If any of this information is not provided, I understand that I will not be
enrolled in the My Total Retirement.
Compliance With Plan Document and/or the Code - Participation in this Plan is mandatory. A deduction will be taken from your
wages and invested on your behalf based on your employer's Plan Document. I agree that my employer or Plan Administrator may take
any action that may be necessary to ensure that my participation in the Plan is in compliance with any applicable requirement of the Plan
Document and/or the Code. I understand that the maximum annual limit on contributions is determined under the Plan Document and/or
the Code. I understand that it is my responsibility to monitor my total annual contributions to ensure that I do not exceed the amount
permitted. If I exceed the contribution limit, I assume sole liability for any tax, penalty, or costs that may be incurred.
Incomplete Forms - I understand that in the event my Participant Enrollment form is incomplete or is not received by Service Provider
at the address below prior to the receipt of any deposits, I specifically consent to Service Provider retaining all monies received and
allocating them to the default investment option.
Account Corrections - I understand that it is my obligation to review all confirmations and quarterly statements for discrepancies or
errors. Corrections will be made only for errors which I communicate within 90 calendar days of the last calendar quarter. After this 90
days, account information shall be deemed accurate and acceptable to me. If I notify Service Provider of an error after this 90 days, the
correction will only be processed from the date of notification forward and not on a retroactive basis.
My Total Retirement Fee - If you elect the My Total Retirement, a quarterly fee will be assessed. If you wish to cancel your enrollment
in the future please call your Plan's Voice Response System number.

Signature(s) and Consent

Participant Consent

I have completed, understand and agree to all pages of this Participant Enrollment form including the terms of the My Total Retirement
Agreement.

Deferral agreements must be entered into prior to the first day of the month that the deferral will be made.

Participant Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

After all signatures have been obtained, this form can be:
Uploaded electronically to: OR Sent regular mail to: OR Sent express mail to:

Empower
8515 E. Orchard Road

Login to account at
www.mass-smart.com
Click on Upload Documents to submit

Empower
PO Box 173764
Denver, CO 80217-3764 Greenwood Village, CO 80111

We will not accept hand delivered forms at express mail addresses.
Securities, when presented, are offered and/or distributed by Empower Financial Services, Inc., Member FINRA/SIPC. EFSI is an affiliate of
Empower Retirement, LLC; Empower Funds, Inc.; and registered investment adviser Empower Advisory Group, LLC. This material is for informational
purposes only and is not intended to provide investment, legal or tax recommendations or advice.
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gender, marital status, state of residence and annual income. If any of this information is not provided, I understand that I will not be
enrolled in the My Total Retirement.
Compliance With Plan Document and/or the Code - Participation in this Plan is mandatory. A deduction will be taken from your
wages and invested on your behalf based on your employer's Plan Document. I agree that my employer or Plan Administrator may take
any action that may be necessary to ensure that my participation in the Plan is in compliance with any applicable requirement of the Plan
Document and/or the Code. I understand that the maximum annual limit on contributions is determined under the Plan Document and/or
the Code. I understand that it is my responsibility to monitor my total annual contributions to ensure that I do not exceed the amount
permitted. If I exceed the contribution limit, I assume sole liability for any tax, penalty, or costs that may be incurred.
Incomplete Forms - I understand that in the event my Participant Enrollment form is incomplete or is not received by Service Provider
at the address below prior to the receipt of any deposits, I specifically consent to Service Provider retaining all monies received and
allocating them to the default investment option.
Account Corrections - I understand that it is my obligation to review all confirmations and quarterly statements for discrepancies or
errors. Corrections will be made only for errors which I communicate within 90 calendar days of the last calendar quarter. After this 90
days, account information shall be deemed accurate and acceptable to me. If I notify Service Provider of an error after this 90 days, the
correction will only be processed from the date of notification forward and not on a retroactive basis.
My Total Retirement Fee - If you elect the My Total Retirement, a quarterly fee will be assessed. If you wish to cancel your enrollment
in the future please call your Plan's Voice Response System number.

Signature(s) and Consent

Participant Consent

I have completed, understand and agree to all pages of this Participant Enrollment form including the terms of the My Total Retirement
Agreement.

Deferral agreements must be entered into prior to the first day of the month that the deferral will be made.

Participant Signature Date
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

After all signatures have been obtained, this form can be:
Uploaded electronically to: OR Sent regular mail to: OR Sent express mail to:

Empower
8515 E. Orchard Road

Login to account at
www.mass-smart.com
Click on Upload Documents to submit

Empower
PO Box 173764
Denver, CO 80217-3764 Greenwood Village, CO 80111

We will not accept hand delivered forms at express mail addresses.
Securities, when presented, are offered and/or distributed by Empower Financial Services, Inc., Member FINRA/SIPC. EFSI is an affiliate of
Empower Retirement, LLC; Empower Funds, Inc.; and registered investment adviser Empower Advisory Group, LLC. This material is for informational
purposes only and is not intended to provide investment, legal or tax recommendations or advice.

I understand if I elect to have my account managed by Empower Advisory Group, LLC, that my entire account, including any transfers or 
rollovers, will be professionally managed and I have not completed the Investment Option Information section. In the event investment 
option information is completed, my elction to have my account professionally managed will override my investment option elections. 
Dollar cost averaging and asset allocation are not available if my account is professionally managed . I understand that the applicable 
fees will be deducted from my account. In order to enroll in the My Total Retirement, I understand that I must provide my date of birth, 
gender, marital status, state of residence and annual income. If any of this information is not provided, I understand that I will not be 
enrolled in the My Total Retirement.

Investment Option: By signing this form, my contributions will be allocated to the Plan’s default investment fund(s), SMART Capital Preservation 
Fund, without additional action by me.  If I wish to contribute to any of the investment options of the Plan other than the default fund(s), I understand 
that I must contact my Plan Administrator or local representative to obtain a Participant Enrollment Form. I acknowledge that information about Plan 
investment options, including prospectuses, disclosure document and Fund Data sheets are available to me through my Plan Administrator or Plan 
Web site. I understand the risks of investing and that all payments and account values may not be guaranteed and may fluctuate in value.
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	Summary of the Conflict of Interest Law for Municipal Employees
	I. Are you a municipal employee for conflict of interest law purposes?
	II. On-the-job restrictions.
	(a) Bribes. Asking for and taking bribes is prohibited. (See Section 2)
	(b) Gifts and gratuities. Asking for or accepting a gift because of your official position, or because of something you can do or have done in your official position, is prohibited. (See Sections 3, 23(b)(2), and 26)
	(c) Misuse of position. Using your official position to get something you are not entitled to, or to get someone else something they are not entitled to, is prohibited. Causing someone else to do these things is also prohibited. (See Sections 23(b)(2)...
	(d) Self-dealing and nepotism. Participating as a municipal employee in a matter in which you, your immediate family, your business organization, or your future employer has a financial interest is prohibited. (See Section 19)
	(e) False claims. Presenting a false claim to your employer for a payment or benefit is prohibited, and causing someone else to do so is also prohibited. (See Sections 23(b)(4) and 26)
	(f) Appearance of conflict. Acting in a manner that would make a reasonable person think you can be improperly influenced is prohibited. (See Section 23(b)(3))
	(g) Confidential information. Improperly disclosing or personally using confidential information obtained through your job is prohibited. (See Section 23(c))

	III. After-hours restrictions.
	(a) Taking a second paid job that conflicts with the duties of your municipal job is prohibited. (See Section 23(b)(1))
	(b) Divided loyalties. Receiving pay from anyone other than the city or town to work on a matter involving the city or town is prohibited. Acting as agent or attorney for anyone other than the city or town in a matter involving the city or town is als...
	(c) Inside track. Being paid by your city or town, directly or indirectly, under some second arrangement in addition to your job is prohibited, unless an exemption applies. (See Section 20)

	IV. After you leave municipal employment. (See Section 18)
	(a) Forever ban. After you leave your municipal job, you may never work for anyone other than the municipality on a matter that you worked on as a municipal employee.
	(b) One year cooling-off period. For one year after you leave your municipal job you may not participate in any matter over which you had official responsibility during your last two years of public service.
	(c) Partners. Your partners will be subject to restrictions while you serve as a municipal employee and after your municipal service ends.
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	Acknowledgement of Receipt
	Conflict of Interest Law for Municipal Employees
	As an employee of the Dudley-Charlton Regional School District, I hereby acknowledge that I have received a copy of the SUMMARY of the Conflict of Interest Law for Municipal Employees.
	The Summary of the Conflict of Interest Law for Municipal Employees will be completed annually.
	I further understand that as an employee of the Dudley-Charlton Regional School District, I must create an account on the State Ethics Commission Conflict of Interest Training website to complete the online TRAINING of the Conflict of Interest Law for...
	All Municipal employees must complete the online training program within 30 days of election or appointment to a state, county, or municipal position, and then every 2 years thereafter.
	To set up an account, visit MassEthicsTraining.Skillburst.com
	________________________________________________   _____________________________
	Employee Name (Print)      Date
	________________________________________________
	Employee Signature
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	CB_2: Off
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