
Hattiesburg Public Schools
301 Mamie Street
Hattiesburg, MS 39401
Phone: 601-582-5078
Fax: 601-583-7339

Dear New Employee,

It is with great pleasure that we welcome you to the Hattiesburg Public School District. We are pleased
that you have chosen to accept our offer of employment.

Enclosed you will find forms that must be completed and submitted to Human Resources on or before
the day of your scheduled onboarding. Once you have completed the onboarding process and received a
favorable result from your background screening, you will receive a call from a Personnel Specialist
providing you with an official start date.

The following fillable forms are included:
● Fleet Safety Program Verification Form
● W-4 Federal Tax Withholding Form
● Mississippi State Tax Withholding Form
● Public Employee’ Retirement System (PERS Form 1-Membership Application)
● Public Employee’s Retirement System Beneficiary Designation Form (PERS Form 1B)
● Retirement Status Form
● Employment Eligibility Verification (I-9 Form). Must attach a copy of your Social Security Card

and Driver’s License
● State and School Employee’s Health Insurance Form
● State and School Employee’s Life Insurance Enrollment Form
● Direct Deposit Form (provide a voided check or letter from bank with routing/account number

listed)
● Non-Covered Employment Acknowledgement Form (Part-Time Employees only)
● Instructions for Active Resources Set-up (On-line Payroll Information Access)
● Verification of Experience Form (Certified email to audrey.smith@hattiesburgpsd.com)
● Verification of Experience Form (Classified email to robyn.moore@hattiesburgpsd.com)

We are excited about you joining the team and want to ensure that you are successful in your new role.
Please do not hesitate to contact Human Resources at 601-582-5078 with any questions or concerns. If
you are a classified employee, please contact Human Resources Specialist Robyn Moore. If you are a
certified employee, please contact Human Resources Specialist Audrey Smith.

Thank you again for choosing Hattiesburg Public Schools.

mailto:audrey.smith@hattiesburgpsd.com
mailto:robyn.moore@hattiesburgpsd.com


All employees of Hattiesburg Public Schools are expected to operate vehicles safely to prevent accidents
that may result in injuries and property loss. It is the policy of Hattiesburg Public Schools to provide and
maintain a safe working environment to protect our employees and the citizens of the communities where
we conduct business from injury and property loss. Hattiesburg Public Schools considers the use of
automobiles as part of the working environment. As such, the Board of Trustees is committed to
promoting a heightened level of safety awareness and responsible driving behavior in its employees. The
following statements reflect our commitment to safety:

● Safety takes precedence over expedience and shortcuts.
● We will strive to prevent the possibility of an accident.
● We will strive to operate all vehicles in accordance with federal, state, and local laws.
● We pledge to demonstrate defensive driving practices at all times.

Responsibility
The Superintendent or designee is responsible for the successful implementation and ongoing execution of
this program. Supervisors and employees are responsible for meeting and maintaining the standards set
forth in this program.

Scope
This policy applies to employees who operate vehicles on company business and will be reviewed
annually to ensure implementation and compliance. The following rules are meant to serve as a guideline
and do not cover every possible item or situation. Contact your immediate supervisor if you have any
questions or concerns.

Statement of Acknowledgement

I have read the Hattiesburg Public School District Drivers Fleet Safety Program guidance and understand
the information contained in this document. I acknowledge that I will be held accountable for complying
with the rules and policies stated here. Additionally, my compliance with these rules and policies is a part
of my job and is a condition of my employment.

__________________________ _______________________ __________
Driver Name Driver Signature Date



Organization and Responsibilities

● Everyone is responsible for the implementation of the vehicle safety program.
● The superintendent (or designee) will provide the resources necessary to implement and maintain

the program.
● All accidents invoving motor vehicles will be reported to the immediate superintendent

immediately (or a soon as it is safe to do so).
● All accident reports will be forwarded to the superintendent’s office and the business office.
● Revisions to the Fleet Safety Program guidance will be forwarded to all employees.

Driver Qualification/ Eligibility

● Driver must possess the required license to operate the vehicle assigned to perform the job (i.e.,
proper class or CDL if required)

● Driver must maintain an acceptable motor vehicle driving record (MVR)
❖ No drug or alcohol-related violations, such as driving under the influence (DUI) or driving

while intoxicated (DWI) in the last year resulting in charge of a felony
● No major violations within the last year

❖ Excessive speeding resulting in charge of a felony
❖ Careless/reckless/ imprudent driving
❖ Vehicular homicide, manslaughter or assault resulting from a vehicle-related incident

Note:
● Drivers must immediately report license suspensions, revocations, and other restrictions and cease

driving to the personnel office.

Use of Private Vehicles for School Purposes
Hattiesburg Public Schools discourages the use of privately owned vehicles on behalf of the district.
Should occasions arise when a privately owned vehicle must be used, the following provisions must be
met.

● The school district employee must provide the district with proof of liability insurance to cover all
risks associated with driving an automobile.

● Each use of the automobile must be approved in writing by the principal and/or the superintendent
or his/her designee. The preferred mode of transportation is HPS-owned vehicles.

● No one shall be permitted to operate the vehicle other than the school district employee.
● Students should not be transported unless authorized by the principal and/or superintendent or

his/her designee.
● Possess a valid driver’s license in the state of Mississippi to operate the vehicle.
● Operate vehicle in accordance with federal, state, and local laws.
● There shall be a check of the driving record of each school employee permitted to operate a

school-owned vehicle or privately owned vehicle on behalf of the school district. No employee
shall be allowed to operate a vehicle in order to transport students if their driving record contains,
but is not limited to, a DUI or reckless driving charge.

● Under no circumstances will the operator allow more than six (6) elementary school age or four (4)
junior high school students to ride in the vehicle at any one time.

● Maintain their own vehicle in a safe operating condition when driving on company business.



● Maintain current state vehicle inspections when required.
● Drivers are required to conduct daily inspections of their vehicle with special emphasis on lights,

turn signals, and tires.

Rental Vehicles
● Rental vehicles will be leased from an approved vendor by the district.

Unauthorized Use of Vehicles
● If unauthorized use results in an accident, the responsible employee will be required to make

restitution for the damages.

Distracted Driving
No employee or volunteer driver of Hattiesburg Public Schools shall operate any district motor vehicle or
operate a personal vehicle in the course of their responsibilities and duties with the district in a manner
that allows them to knowingly drive distracted (See Board Policy ECIA: District Staff use of Electronic
Devices While Driving on District Business)

The primary responsibility of the driver is to operate the motor vehicle safely. The task of driving requires
full attention and focus. Drivers should resist engaging in any activity that takes their attention and eyes
off the road for more than a couple of seconds. There are three main types of distractions:

● Visual-taking eyes off the road
● Manual- taking hands off the wheel
● Cognitive-taking mind off what you’re doing

Examples of Distracted driving include, but are not limited to:
● Utilizing a wireless communication device for writing, sending, and/or receiving a message (s),

posting to social media, internet usage, viewing photos, playing games, and other such activities.
● Watching a video
● Eating or drinking
● Engaging with passengers
● Grooming
● Reading
● Retrieving items from the floor, purse, glove box, computer, etc.

When operating a district vehicle, employees are required to:
● Pull over to a safe place to send or receive a call or to complete any task that might distract

attention from the road.

Violations
● Violations of this policy may lead to disciplinary action, including denial of use of school vehicles

and district cellphones and up to and including termination. Certain violations are punishable by
law. Any fines or penalties incurred shall be the responsibility of the employee.



Statement of Acknowledgement
Please read and sign the Statement of Acknowledgment and return it to your supervisor. If you have any
questions regarding this Policy ECIA, please contact your supervisor.

I am aware of the policy prohibiting distracted driving while operating a district vehicle or a personal
vehicle in the course of my responsibilities and duties with the district. I fully understand the terms of this
policy and agree to abide by them.

Employee Signature______________________________ Date___________

Fatigue/Illness/Drugs and Alcohol _________ Initials
● Drivers should be well-rested, healthy, and alert before beginning any trip.
● Drivers should plan periodic rest breaks into their schedules to reduce fatigue. Generally, a driver

should not drive more than two hours without taking a short break.
● Drivers should be aware of their total time on-the-job and stop driving when they become drowsy

or fatigued.
● DOT-regulated drivers must comply with applicable hours-of-service requirements.
● Drivers should stop driving and find a safe place to park if an illness or stressor renders them

incapable of driving safely.
● Drivers should be aware of the impact of an over-the-counter drug or prescribed medications on

theirr driving and follow the precautions outlined, including not driving. Inform doctors of your
driving responsibilities when receiving any new medical recommendations.

● Being under the influence of alcohol or controlled substance is prohibited while operating a district
vehicle or in a personal vehicle on company business.

● Possessing controlled substances or open containers of alcohol in a district vehicle is prohibited.
● All drivers/employees must comply with the district’s drug and alcohol program.
● The driver and all occupants are required to wear safety belts when the vehicle is in operation or

while riding in a district vehicle or in a personal vehicle on district business. The driver is
responsible for ensuring passengers wear their safety belts. Students/children under four years of
age or under 40 pounds in weight must be secured in a DOT-approved child safety seat.

Defensive Driving __________ Initials
Drivers should drive in a defensive manner, including the following:

● Maintain a safe speed, adjusting for traffic, road and weather conditions.
● Maintain a cushion of safety around your vehicle with an emphasis on following the proper

distance.
● Scan ahead to identify hazardous conditions or actions of others and be prepared to stop.
● Yield to the right-of-way of others. This includes stopping at intersections and not pulling out in

front of others. Anticipate unsafe actions of others, such as: not stopping where required, pulling
out in front of you, or driving distracted.

● Be extremely cautious when driving around pedestrians and bicyclists.
● Limit lane changes and passing

Vehicle Inspection and Maintenance _________ Initials
● Drivers are required to conduct a daily inspection of their vehicle with a speak emphasis on lights.

Turn, signals, and tires. Periodic inspections are required of all district vehicles.



● Defects should be reported immediately and discussed with the superintendent’s designee to
determine the vehicle’s status for safe operation. Drivers should not operate vehicles deemed
unsafe until repairs are completed.

● Drivers should ensure their designated vehicles are maintained in accordance with the
manufacturer’s requirements.

● In addition, DOT-regulated vehicle drivers are required to:
❖ Complete daily pre-trip and post-trip inspections.
❖ Ensure their vehicle and trailer, if applicable, have valid annual inspection stickers.
❖ Not operate a vehicle that has been placed out-of-service by the DOT until repairs or

conditions have been corrected.

Additional Driver Rules and Responsibilities __________ Initials
● Drivers will operate the vehicle in a manner consistent with reasonable practices to avoid abuse,

theft, neglect or disrespect of the equipment.
● Seatbelt and shoulder harness use is required for all drivers and passengers.
● Drivers should adhere to local, state and federal traffic laws.
● Drivers are required to pay fines for any violations received.
● Smoking is prohibited in district-owned vehicles.
● Drivers are required to attend all driver safety meetings and review safe driving materials provided

by the district.
● Vehicles should be parked in safe locations and keys removed and locked. Valuable cargo should

be removed or adequately secured from theft

Road Emergency Stops
Stopping along a roadway is dangerous and should only be done in an emergency, such as a breakdown.

● When possible, get off the roadway as soon as possible using four-way flashers to warn other
vehicles of your reduced vehicle speed.

● If you must stop:
❖ Move as far off the roadway as safely possible, being aware of soft or sloped shoulders.
❖ Try not to stop on a curve or other areas where it will be difficult to be seen by other

motorists.
● Turn on your emergency flashers and put out reflective safety triangles, if applicable.
● Contact the Business Office or Human Resources for directions on what to do,
● Do not work on the vehicle. After contact either the Business Office or Human Resources, have the

vehicle towed to s safer location to complete the repairs.

Employee Accident Reporting Procdures _____ Initials
Drivers are required to report all accidents and vhhicle/cargo vandalism or theft immediately. Employees
will take the following actions when there are injuries to persons and/or damage to other vehicles or
property:

● Report to Hattiesburg Public Schools Human Resource Representative. In the event you cannot
reach a Human Resrouce Representative, please contact a representative from the Business Office.

Follow these at -scene instructions.
● Stop, turn off your engine, set your brake, and turn on you emergency flashers.
● If the accident is minor and there are no serious injuries, move your vehice to a safe location out of

the way of traffice.
● Call 911 to alert police and other emergency personnel.



● Give the police complete and accurate information; do not guess. Do not discuss the specifics of
the accident with other drivers or anyone else without the district approval.

● Secure the names and addresses of drivers an occupants of any vehicles involved their operator’s
license number, insurance company names and policy numbers, as well as the names and addresses
of injured persons and witnesses.

● Do not admit fault or accept offers to settle.
● Do not sign anthing without district approval.
● Stay at the scene until police or a district representative releases you,

Accident scene photos:
❖ Accident photos should be taken of the scene as soon as practical to help substantate what

happened, preferable before vehicles are moved. However, they should only be taken if it is
safe to do so, depending on road conditions.

❖ Photos document vehicle damage can be taken after vehicles are moved to a sfe location.
● Photo Tips:

❖ Get the entire scene and surrounding area
❖ Take photos from all directions
❖ Take photos from all sides of the vehicles to include damaged areas, license plates,

company name, DOT #
❖ Skid marks, traffic control devices and signs etc..



Hattiesburg Public Schools
301 Mamie Street
Hattiesburg, MS 39401
Phone: 601-582-5078  
Fax: 601-583-7339     

Hattiesburg Public Schools

Fleet Safety Program

All employees of Hattiesburg Public Schools are expected to operate vehicles safely to prevent 
accidents that may result in injuries and property loss. It is the policy of Hattiesburg Public 
Schools to provide and maintain a safe working environment to protect our employees and the 
citizens of the communities where we conduct business from injury and property loss. 
Hattiesburg Public Schools considers the use of automobiles as part of the working environment. 
As such, the Board of Trustees is committed to promoting a heightened level of safety awareness 
and responsible driving behavior in its employees. The following statements reflect our 
commitment to safety:

●​ Safety takes precedence over expedience and shortcuts.
●​ We will strive to prevent the possibility of an accident.
●​ We will strive to operate all vehicles in accordance with federal, state, and local laws.
●​ We pledge to demonstrate defensive driving practices at all times.

Please review the assigned vehicle safety videos as a part of our district's efforts to educate 
employees on the importance of maintaining a safe work environment.

I acknowledge that I viewed the assigned vehicle safety video.

___________________________________​ ___________________
Employee Signature ​ Date

 













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

MISSISSIPPI EMPLOYEE'S WITHHOLDING EXEMPTION CERTIFICATE 

Employee's Name SSN 

Employee's Residence 

Number and Street City or Town State Zip Code 

Marital Status 

CLAIM YOUR WITHHOLDING PERSONAL EXEMPTION 

Personal Exemption Allowed Amount Claimed 

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

2. Marital Status
(Check One)

3. Head of Family

(a) 

(b) 

Spouse NOT employed: Enter $12,000 ► $ 

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

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

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

4. Dependents

5. Age and
blindness

You may claim $1,500 for each dependent*, other than 
for taxpayer and spouse, who receives chief support 
from you and who qualifies as a dependent for Federal 
income tax purposes. 
* A head of family may claim $1,500 for each
dependent excluding the one which qualifies you
as head of family. Multiply number of dependents

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

• Age 65 or older Husband Wife Single 

• Blind Husband Wife Single 

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

blindness for dependents. 

Military Spouses 
Residency Relief Act 
Exemption from Mississippi 
Withholding 

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

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

8. If you meet the conditions set forth under the Service Member
Civil Relief, as amended by the Military Spouses Residency
Relief Act, and have no Mississippi tax liability, write
"Exempt" on Line 8. You must attach a copy of the Federal
Form DD-2058 and a copy of your Military Spouse ID Card to
this form so your employer can validate the exemption claim.. ►

I declare under the penalties imposed for filing false reports that the amount of exemption claimed on this 
certificate does not exceed the amount to which I am entitled or I am entitled to claim exempt status. 

Employee's Signature: Date: 

INSTRUCTIONS
1. The personal exemptions  allowed:

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

2. Claiming personal exemptions:
(a) Single Individuals enter $6,000 on Line 1.

(b) Married individuals are allowed a joint exemption of $12,000. 
If the spouse is not employed, enter $12,000 on Line 2(a). If the spouse is employed, the 
exemption of $12,000 may be divided between taxpayer and spouse in any manner they 
choose - in multiples of $500. For example, the taxpayer may claim $6,500 and the spouse 
claims $5,500; or the taxpayer may claim $8,000 and the spouse claims $4,000. The total 
claimed by the taxpayer and spouse may not exceed $12,000.  Enter amount claimed by 
you on Line 2(b). 

(c) Head of Family 
A head of family is a single individual who maintains a home which is the principal place of 
abode for himself and at least one other dependent. Single individuals qualifying as a head 
of family enter $9,500 on Line 3. If the taxpayer has more than one dependent, additional 
exemptions are applicable.  See item (d). 

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

should not include themselves or their spouse. Married taxpayers may divide the number of their 
dependents between them in any manner they choose; for example, a married couple has 3 children 
who qualify as dependents. The taxpayer may claim 2 dependents and the spouse 1; or the taxpayer 
may claim 3 dependents and the spouse none. Enter the amount of dependent exemption on Line 4. 

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

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

$ 

$ 

$

$

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

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

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

5. PENALTIES ARE IMPOSED FOR WILLFULLY SUPPLYING FALSE INFORMATION.

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

Number Claimed 



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

 

 

Membership Application 
Form 1 – Revised 02/11/2026 
 
Please print or type in black ink. Completed form should be mailed or faxed to PERS. See bottom of form for contact information.  

 Member Information –  Attach a copy of the member’s Social Security card.  

First Name: _______________________________________  MI: ______  Last Name: ______________________________________ Gender:  M    F 

Provide previous name, if applicable. First Name: _______________________________  MI: _____  Last Name: __________________________________  

Social Security No.: ______________________  Birth Date mm/dd/ccyy: ____________________ E-Mail: ________________________________________  

Mailing Address: _____________________________________________________________  City: ______________________  State: _____  Zip: ________  

Mobile Phone: _____________________________________________ Other Phone:  _______________________________________________________   

Have you previously served on active duty in the U.S. Armed Forces? If yes,  attach a legible Form(s) DD214 .............................................  Yes    No 

Have you ever been a member of the Optional Retirement Plan (ORP) for Institutions of Higher Learning in the State of Mississippi? .................  Yes    No 

 Retirement Plan – Plans are governmental plans qualified under Section 401(a) of the Internal Revenue Code. Select applicable plan. 

 Public Employees’ Retirement System of Mississippi (PERS)  Mississippi Highway Safety Patrol Retirement System (MHSPRS)    

 Family Information – Use additional Membership Applications if listing more than four dependent children. Information is for determining statutory 
benefits only. Use Form 1B, Beneficiary Designation, to officially designate any and all beneficiaries.  

Marital Status – Select one. Add date for last three.  Single     Married     Divorced     Widowed Effective Date mm/dd/ccyy: ________________  

Spouse’s Full Name Social Security No. Birth Date mm/dd/ccyy Wedding Date mm/dd/ccyy  Gender 

 _____________________________________   ____________________________   _______________________   _______________________   M    F 

Dependent Child’s Full Name – Up to age Social Security No. Birth Date mm/dd/ccyy Relationship  Gender 
19, or 23 if unmarried and a full-time student 

 _____________________________________   ____________________________   _______________________   _______________________   M    F 

 _____________________________________   ____________________________   _______________________   _______________________   M    F 

 _____________________________________   ____________________________   _______________________   _______________________   M    F 

 _____________________________________   ____________________________   _______________________   _______________________   M    F 

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

Member’s Signature: ______________________________________________________________________ Date mm/dd/ccyy:______________________  

 Employer Certification – This section must be completed by an authorized employer representative, not the member. 

Member’s Position Held/Job Title: __________________________________________  Member’s Hire Date for Position mm/dd/ccyy: ______________  

Member’s Status:  Elected Official:   Yes    No Fee Paid Official:   Yes    No Public Safety Employee:   Yes    No  

Employer Name: ____________________________________________________________  PERS Employer No.: _______________________________   

Employer Representative’s Name: ________________________________  Employer Representative’s Title: _____________________________________  

Employer Representative’s Phone: _________________________ Fax: __________________________  E-Mail: __________________________________  

As employer representative, I certify that employment in this position meets the eligibility requirements of PERS Board of Trustees Regulation 25, Eligibility of 
Part-time Employees for State Retirement Annuity Service Credit, and PERS Board of Trustees Regulation 36, Eligibility for Membership in the Public 
Employees’ Retirement System of Mississippi (PERS). I understand that, if the employee named in Section 1 became a member of PERS on or after March 
1, 2026, I am required to report employee information, as well as contributions as defined in state statute to both PERS and the contracted third-party 
administrator. Mandatory employer contributions must be reported to PERS. 

Employer Representative’s Signature: _________________________________________________________  Date mm/dd/ccyy: _____________________  



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

 

 

Beneficiary Designation 
Form 1B – Revised 07/01/2016 
 
Please print or type in black ink. Completed form should be mailed or faxed to PERS. See bottom of form for contact information.  

 Member/Retiree Information 

First Name: _______________________________________  MI: ______  Last Name: ___________________________________   Member    Retiree 

Social Security No.: ____________________________  Birth Date mm/dd/ccyy: ____________________________________________  Gender:  M    F 

 Retirement Plan – Plans are governmental defined benefit plans qualified under Section 401(a) of the Internal Revenue Code. Select applicable plan. 

 Public Employees’ Retirement System of Mississippi (PERS)  Mississippi Highway Safety Patrol Retirement System (MHSPRS) 

 Supplemental Legislative Retirement Plan (SLRP) 

  Beneficiary Information – Use additional Form 1B, Beneficiary Designation, to designate additional beneficiaries. If more than one primary beneficiary 
is named, the primary beneficiaries shall share equally unless otherwise indicated. Likewise, if more than one secondary beneficiary is named, the secondary 
beneficiaries shall share equally unless otherwise indicated. Total primary and secondary beneficiary percentages must equal 100 percent. 

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

 _____________________________________   ________________________  ____________   _________________   P    S  ________ %  M    F 

 _____________________________________   ________________________  ____________   _________________   P    S  ________ %  M    F 

 _____________________________________   ________________________  ____________   _________________   P    S  ________ %  M    F 

 _____________________________________   ________________________  ____________   _________________   P    S  ________ %  M    F 

 _____________________________________   ________________________  ____________   _________________   P    S  ________ %  M    F 

 Member/Retiree Certification – Check applicable acknowledgement then sign. If an authorized representative signs this form,  attach a copy of 
the durable power of attorney, conservatorship or guardianship papers, or other legal documents as proof of authority to sign this form. 

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

 Retiree – I hereby designate the above beneficiary(ies) to receive any residual amount payable by reason of my death and the death of my joint 
annuitant(s), if applicable. 

Member/Retiree’s Signature: ________________________________________________________________ Date mm/dd/ccyy:______________________  

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

Employer Name: ____________________________________________________________  Employer No.: ________________ - ___________________  

Employer Representative’s Name: ________________________________  Employer Representative’s Title: _____________________________________  

Employer Representative’s Phone: _________________________ Fax: __________________________  E-Mail: __________________________________  

Employer Representative’s Signature: _________________________________________________________  Date mm/dd/ccyy: _____________________  



Hattiesburg Public Schools
301 Mamie Street
Hattiesburg, MS 39401
Phone: 601-582-5078
Fax: 601-583-7339

Date: _______________________________

Instructions for Determining Your Retirement Status

1. ______ I am currently an active member of the MS Public Employees Retirement

System, and I am employed by ___________________________

● Complete PERS Form 1.

2. ______ I am retired and receive monthly benefits from the MS Public Employees

Retirement System.

● Complete PERS Form 4B.

3. ______ I am not a member of the MS Public Employees Retirement System.

● Complete PERS Form 4A.

_________________________________
Print

___________________________________
Signature











Application for Coverage Mississippi State and School Employees’ Health Insurance Plan  Health1 (1/17) 

STATE OF MISSISSIPPI 
STATE AND SCHOOL EMPLOYEES’ HEALTH INSURANCE PLAN 

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

 

Social Security Number First Name MI Last Name 

Home Address City State ZIP 

Primary Telephone Number Secondary Telephone Number Personal Email Address 

Marital Status 
    Single    Married  

Gender 
   Male    Female 

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

Were you ever a full-time employee of a covered entity under the Plan prior to 1/1/2006?  No (Horizon)  Yes (Legacy)

If yes, please list your most recent (pre-1/1/06) employer and dates of employment: ________________________________________________________ 
_________________________________________________________________________________________________________________________________________ 
If married, is your spouse a Plan participant?        Yes        No  If yes, Spouse Name and SSN: ________________________________________________ 

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

  I hereby apply to ADD, CONTINUE AND/OR CHANGE COVERAGE for myself and/or my dependents named on this Application For 
Coverage form through the State and School Employees' Health Insurance Plan (PLAN).  I certify that all information provided by me on this 
application is complete and accurate, and is the basis for providing coverage herein.  I understand that any misrepresentation by me or my 
dependents may result in the cancellation of my/our coverage under the PLAN.  I understand that the coverage applied for is subject to all 
exclusions, provisions, and limitations set forth by the Plan Document.  I agree to be bound by all terms and conditions of the PLAN.  I understand 
and agree that if my application for coverage is approved, any requested coverage changes will be effective the date fixed by the PLAN or 
its Administrator.  I understand that if the requested coverage is approved, I am responsible for payment of the appropriate premiums and 
hereby authorize for such payments to be payroll deducted, or as appropriate, withheld from my State of Mississippi retirement benefits.   

  I hereby WAIVE COVERAGE in the State and School Employees’ Health Insurance Plan.  I have been offered coverage (or am eligible for 
continuation of coverage) through the PLAN, but I elect not to be covered.  I understand that by waiving coverage at this time, I may only 
request coverage for myself or myself and eligible dependents at an Open Enrollment Period or during a Special Enrollment Period.  I understand 
that if I am a retiree and I waive coverage, I will not be allowed to re-enroll or have my coverage reinstated at a later date.  If you are waiving 
coverage because you are currently covered under another health insurance policy, please complete Section D.   

Enrollee Signature: _________________________________________________________    Date: ______________________________________ 

    Section C: Coverage 

Enrollee Type: 
Employee - Legacy 
Employee - Horizon 
Retiree 
COBRA 
Surviving Spouse 

Coverage Type: 
Enrollee Only 
Enrollee + Spouse 
Enrollee + Child 
Enrollee + Children 
Enrollee + Spouse & Child(ren) 

Coverage Option: 
(Choose Only One) 

Select 

Base (HIGH DEDUCTIBLE) 

Do you have Medicare?           Yes            No  
Medicare Number: ___________________________ 

“A” Effective Date: _________________________ 
“B” Effective Date: _________________________ 

Reason for Entitlement: 
  Age     ESRD   Disability 

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

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

Name of Individual Covered:   1.____________________     2.____________________    3.______________________   4.___________________ 
Policyholder’s Name:    _______________________   __________________________    __________________________    _______________________ 
Policyholder’s Date of Birth:  _______________________  __________________________    __________________________    _______________________ 
Policyholder’s Insurance 

Effective Date:  _______________________     __________________________    __________________________    _______________________ 
Policy Number:    _______________________   __________________________    __________________________    _______________________ 
Policyholder’s Employment   
Status:   
Insurance Company Name    _______________________   __________________________    __________________________    _______________________ 

address & phone #:    _______________________    __________________________    __________________________    _______________________ 
  _______________________   __________________________    __________________________    _______________________ 
  _______________________    __________________________    __________________________    _______________________ 

Coverage Type:  

Employer Name  

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

       Group       Non-Group    Group       Non-Group    Group       Non-Group    Group       Non-Group



Application for Coverage Mississippi State and School Employees’ Health Insurance Plan  Health1 (1/17) 

Enrollee Last Name: First Name: Enrollee SSN: 

    Section E:  Dependents 
Dependents to be Covered 
(Last Name, First Name, MI)

Relation to 
Enrollee 

Social Security 
Number 

Date of Birth 
(mm/dd/yyyy) 

Address 
(if different from Enrollee)

Current Status 

1. Spouse 
  Male 
  Female 

  Employed? 

2.  Son 
  Daughter 

   Child under 26 
   Disabled 

3.  Son 
 Daughter 

   Child under 26 
   Disabled 

4.  Son 
 Daughter 

   Child under 26 
   Disabled 

Are any of the dependents listed above covered by Medicare Part A or Part B? 
If yes, please provide the following: 

Name  Medicare Number              Part A Effective Date        Part B Effective Date       Medicare Reason 
_______________________     ______________________   ___________________     ___________________    _____________________ 
_______________________     ______________________   ___________________     ___________________    _____________________ 
_______________________     ______________________   ___________________    ___________________    _____________________ 

    Section F: Change Information

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

 Add Enrollee:   Other: _______________________________ Requested Effective Date: _________________________________ 

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

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

Change Coverage:   Base Coverage    Select Coverage 

Drop Dependent(s):   Divorce    Deceased    Other: ________________________________________________________________ 

 Provide information below for dependents to be dropped: 

Name Social Security Number Requested  Termination Date     
___________________________________        ______________________             _____________________________________ 
___________________________________        ______________________             _____________________________________ 
___________________________________        ______________________             _____________________________________ 
___________________________________        ______________________             _____________________________________ 

 Other Changes (Explain): 

FOR EMPLOYER / ADMINISTRATOR USE ONLY:     GROUP NUMBER:___________________________ 
  New Legacy Employee, Requested Effective Date: _____________________________________________ 
  New Horizon Employee, Requested Effective Date: _____________________________________________ 
  Retiree, Requested Effective Date: ____________________________________________________________ 
  COBRA, Requested Effective Date: ___________________________________________________________ 
  Surviving Spouse, Requested Effective Date: ___________________________________________________ 
  Change(s), Requested Effective Date: _________________________________________________________ 

  ENTERED BY: __________________ 
  DATE: _________________________ 

  VERIFIED BY: ___________________ 
  DATE: __________________________ 

Yes
No

Yes No
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STATE AND SCHOOL EMPLOYEES’ LIFE INSURANCE PLAN 
ENROLLMENT/CHANGE REQUEST FORM 

Underwritten by Minnesota Life Insurance Company, an affiliate of Securian Financial Group, Inc.
Policy 33683-G 

SECTION A: Employee/Employer Information 
Employee/Retiree Last Name:  First Name:  MI: Social Security Number: Birthdate: (MM/DD/YYYY): 

Employee/Retiree Home Address: Email Address: Home Phone: 

Alternate Phone: 

Employer Name:  Employer Phone: 

Employer Address: 

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

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

New Employee – Applications made within initial 31 days of employment; coverage becomes effective on the first day of employment. 
Late Enrollee Applicant – Applications made after initial 31 days of employment will be subject to medical evidence of insurability; 
coverage will become effective on the first day of the month after or coincident with date of approval by Minnesota Life. (Employee 
must also complete the Minnesota Life GROUP LIFE INSURANCE EVIDENCE OF INSURABILITY form.) 

Date of Employment: _____________________ 

RETIRED EMPLOYEE: Life benefit amounts are limited to $5,000, $10,000 or $20,000. Retired employees are not eligible for AD&D 
benefits. A retired employee should apply before, but no later than 31 days after the date active employee coverage terminates. A 
retiree pays 100 percent of the monthly premium.  

Date of Retirement:  ______________________       COVERAGE AMOUNT REQUESTED:     $5,000    $10,000        $20,000 

DISABLED EMPLOYEE:  Life benefit amounts are equal to employee’s current benefit level at the time coverage ceases as an active 
employee. Disabled employees must apply no later than 31 days from the date active employee coverage terminates. Minnesota Life 
is solely responsible for evaluating applications for coverage continuation. Premiums are waived after the first nine months.  
(Employee must also complete the Minnesota Life NOTICE OF DISABILITY and ATTENDING PHYSICIAN’S STATEMENT forms.)  

Date of Disability:  ______________________ 

SECTION C: Beneficiary Information 

NOTE: You cannot designate your life insurance beneficiary on this form. To designate your life insurance beneficiary, please follow 
the instructions below: 

1. Log in to your myBlue site, https://myblue.bcbsms.com, and click on the My Benefits tab.

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

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

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

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

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



Enrollment/Change Request Form Page 2 of 2 MSLIFEAPP 12/2016 

SECTION D: Authorization and Certification 

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

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

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

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

______________________________________________       ___________________________________ 
Employee/Retiree Signature (Required)             Date 

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

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

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

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

______________________________________________       ___________________________________      
Employee/Retiree Signature      Date 

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

FOR PERSONNEL/PAYROLL USE ONLY 

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

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

http://knowyourbenefits.dfa.ms.gov/
http://knowyourbenefits.dfa.ms.gov/


HATTIESBURG PUBLIC SCHOOL DISTRICT 
Employee Pay Selection Form 

 

Select One:       _______ENROLLMENT          _______CHANGE 
 
You have two options to receive your pay, as listed below.  Please review them and make your selection by initialing your 
choice and signing below. 
 

 
 
_____ 
Initials 

DIRECT DEPOSIT 
 
I hereby authorize my employer Hattiesburg Public School District to initiate deposits of my net pay into the 
account at the financial institution shown on the attached personal check and further authorize Financial 
Institution to credit the account indicated with the deposits.  If funds to which I am not entitled are deposited to 
my account, I authorize debits from my account and the return of such funds. This authority is to remain in 
effect until Company or Financial Institution has received notification from me of termination of such 
authorization in such time and such manner as to afford Company and Financial Institution a reasonable 
opportunity to act on those instructions or until Company or Financial Institution cancels the direct deposit 
arrangement.  
 

MUST ATTACH AN ORIGINAL VOIDED CHECK  
or  

INFORMATION ON LETTERHEAD FROM MY FINANCIAL INSTITUTION 
 

Bank/Financial Institution Name:___________________________________ 
 

Routing/Transit #:____________________________       Account #:______________________________ 
 

Account Type:         Checking     or         Savings 
 

  
 
I authorize Hattiesburg Public School District to disburse my pay by direct deposit or Money Network Service debit card 
according to the selection I initialed above.  If I don’t make a selection within 7 days of payroll date, I agree that my pay will be 
disbursed using Money Network Service debit card. I understand that I can change my pay selection at any time in the future. 

 
Employee Printed Name: ________________________ Employee Work Location: ______________________________ 

 
 
 

Employee Signature 
 
 
 

Date 
 

 
 
 

Social Security Number 

 
 

 





To Access your Direct Deposit Statement: 
Go to: www.hattiesburgpsd.com 

 

Step 1:  Click on “Employee Links” and from the drop down box, click on “Active Resources” 

 

       Home Leadership      Schools    Departments Employee Links   Parent Links 

 
Step 2:  Click on “Sign up for an Account!”, complete “Create an Account” information and click “Create Account”. 

R  active Resources Powered By CA 

User Name:    

Password:    

   Login
 

   
 

 

 

Forgot Password?  | Forgot User Name?  | Sign up for an Account! 

 
Create an Account  

Desired User Name:  
 

Password:  
 

Confirm Password:  
 

Employee Last Name:  
 

SSN (without hyphens):  
 

Security Question:  
 

Security Answer:  
 

Email Address:  
 

 

http://www.hattiesburgpsd.com/
javascript:__doPostBack('lbtnResetPwd','')
javascript:__doPostBack('LinkButton1','')
javascript:__doPostBack('lbtnSignup','')


Create Account
 

 
Step 3:   Once your account has been successfully created, enter your “User Name” and “Password” above and then  

click “Login”. 

R  active Resources Powered By CA 

User Name:  

Password:  

 
Login

 
 

 

Forgot Password?  | Forgot User Name?  | Sign up for an Account! 

 

Step 4: To view and/or print your Direct Deposit Statement, click “Employee” tab.  A drop down box will appear.  Click 

on the “Check/Direct Deposit” tab and your checks by date, will be listed.  Click on the Direct Deposit Statement you 
wish to view and/or print to continue. 

R  active Resources Powered By CA 

 

           Doe, Jane|Logout 

 

     News    Employee  

               Information  

       Leave 

        Checks/Direct Deposits 

                                 W-2   

       Help 

       Clocked Time 

       Substitute Statement 

       Tax Wages 

                            Work Schedules      

javascript:__doPostBack('lbtnResetPwd','')
javascript:__doPostBack('LinkButton1','')
javascript:__doPostBack('lbtnSignup','')
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