Coahoma County School District
1555 W. Lee Drive

Clarksdale, MS 38614

Phone: 662.624.5448

Employee Information

Personal Information

Full Name:
Last First M.I. Sex
Address: ~
Street Address Apartment/Unit #
City State Zip Code
Home Phone: Alternate Phone:
Email Race: -
SSN or Gov’t ID: Birth Date:

Emergency Contact Information

Full Name:

Last First M.I.
Address:

Street Address Apartment/Unit #

City State Zip Code
Primary Phone: Alternate Phone:
Relationship:

To be completed by Personnel Department — Job Information

Title: Employee Id:
Supervisor: Department:
Work Location: Email:

Yrs. Of Exp: Certification:

Start Date: Salary:

Board Approval Date: HR Dept. Signature




Employment Eligibility Verification

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

Expires 07/31/2026

USCIS

Form [-9
OMB No.1615-0047

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 -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 1-9 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

ZIP Code

Date of Birth (mmJ/dd/yyyy)

U.5. Social Secunty Number

Employee's Email Address

Employee’s Telephone Number

| 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. | 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.

A citizen of the United Stales

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

L]

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

1.
2.
3. A lawful permanent resident (Enter USCIS or A-Number.)
4. A noncitizen {other than ltem Numbers 2. and 3. above) authorized to work until (exp_ date, if any)

If you check tem Number 4., enter ane of these:

USCIS A-Number

Form -84 Admission Number

OR

Foreign Passport Number and Country of Issuance

OR

Signature of Employee

Today's Date (mm/dd/yyyy)

Section 2. Employer Review and Verification: Employers or their authorized representative must complete and sign Section 2 within three
e empelnfyee's first day of employment, and must physically examine, or examine

business days after

consistent with an alternative procedure

T e m—

authorized by the Secretary of DHS, documentation from List A OR a combination of documentation from List B and List C. Enter any additional
documentalion in the Addilional 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

Document Number (if any)

Expiration Date (if any)

Document Title 3 (if any)

Issuing Autharity

Document Number (if any)

Expiration Dale (if any)

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

Certification: | attest, under penalty of perjury, that (1) | 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 (imm/dd/yyyy)

Employer's Business or Organization Name

Employer's Business or Organization Address, City or Town, State, ZIP Cade

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

Form I-9 Edittion 08/01/23

Page | of 4




T e R e e e a—
T O O
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).

LISTA

Documents that Establish Both Identity
and Employment Authorization

OR

LISTB

Documents that Establish Identity

AND

LISTC

Documents that Establish Employment
Authorization

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

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

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

4. Employment Authorization Document
that contains a photograph (Form |-766)

5. 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 penod of
endorsement has not yet
expired and the proposed
employment is not in conflict
with any restrictions or
limitatlions identified on the form.

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of the
Marshall Islands (RMI) with Form |-84 or
Form 1-94A indicating nonimmigrant
admission under the Compact of Free
Association Between the United States
and the FSM or RMI

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

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

2. 1D card issued by federal, state or local
government agencies or entities, provided it

contains a photograph or information such as
name, date of birth, gender, height, eye color,

and address

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

3. School 1D card with a photograph

Voter's registration card

2. Certification of report of birth issued by the
Department of State (Forms DS-1350,
FS-545, F5-240)

e

U.S. Military card or draft record

Military dependent'’s ID 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

U.S. Coast Guard Merchant Mariner Card

4. Native American tribal document

Mative American tribal document

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

©of e | ~

Driver's license issued by a Canadian
government authority

6. ldentification Card for Use of Resident
Citizen in the United States (Form 1-179)

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

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

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 |-766, Employment
Authonzation Document, is a List A, Item
Number 4. document, not a List C
document.

Acceptable Receipts

May be presented in lieu of a document listed above for a temporary period.
For receipt validity dates, see the M-274.

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

¢ Form |-94 issued to a lawful
permanent resident that contains an

I-5651 stamp and a photograph of the
individual.

e Form |-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 19 Central for more information.

Form I-9 Editon 08/01/23

Page 2 of 4




Supplement A,

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

Preparer and/or Translator Certification for Section 1

USCIS
Form I-9

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

Last Name (Farmily 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 [-9.

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

knowledge the 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)

Cily or Town

State

ZIP Code

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

knowledge the information is true and 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

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

knowledge the information is true and correct.

Signature of Preparer or Translator

Date (mm/dd/yyyy)

Last Name (Family Name)

First Name (Given Name)

Middie Initial (if any)

Address (Street Number and Name)

City or Town

State

ZIP Code

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

knowledge the information is true and correct.

Signature of Preparer or Translator

Date (mm/dd/yyyy)

Last Name (Family Name)

First Name (Given Name)

Middle Initial (if any)

Address (Street Number and Name)

City or Town

State

ZIP Code

Form I-9 Edition 08/01/23

Page 3 of 4




Supplement B, USCIS

Reverification and Rehire (formerly Section 3) Form 1-9
Supplement B
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026

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

l

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

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

Date of Rehire (if applicable] |New Name (if applicable)
Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial

everification: If h;aw mqmmsmm ;uur amploya;zu can dms;aiu ﬁrumt any amptable List A or List C documentation to show
continued employment autherization. Enter the document information in the spaces below.
Document Title Document Number (if any) Expiration Date (if any) (mm/ddiyyyy)

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

Name of Employer or Authonzed 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
alternalive procedure authornzed
by DHS to examine documents,

Date of Rehire (if applicable) |New Name (if applicable)
Date (mmvdd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial

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

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

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

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

Additional Information (Initial and date each notation.) Check hera if you used an

alternative procedure authonzed
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)

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

MName of Employer or Authorized Representalive Signature of Employer or Authonized Representative Today's Dale (mmvddyyyy)

Additional Information (Initial and date each notation.) ik hars 1 v e s

[ ] alternative procedure authorized
by DHS to examine documents.

Form -9 Edition 08/01/23 Page 4 of 4
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m Coaroma County Scroor District

Commilisd Is Caring...Cagicaled b Excellence

For access to Direct Deposit Information/Check Stubs, please follow the steps below:

Go to coahomakl2.org
Click on Employees

Click on Marathon Active Resources (The Big R)
Click on Sign up for an Account

N e




COAHOMA COUNTY SCHOOL DISTRICT
EMPLOYEE AUTHORIZATION FOR DIRECT DEPOSIT OF PAYROLL

Beginning July 29, 2005, Coahoma County School District offered the opportunity

to automatically deposit your payroll directly into your personal account at your

own financial institution. EFFECTIVE JULY 1, 2012, SENATE BILL 2761 SECTION
37-151-103 MANDATES ALL PUBLIC-SCHOOL EMPLOYEES TO HAVE DIRECT

DEPOSIT OF NET PAY. With Direct Deposit, your pay will be available in your

account on the opening of payday. Employees will continue to receive their

statement of earnings just as before, but your net pay will already be deposited to

your account.

To enroll and be in compliance, please complete the Employee Authorization Form

below and attach a voided check to activate your Direct Deposit. Employee
Authorizations must be returned to the Payroll Office.

EMPLOYEE AUTHORIZATION FOR DIRECT DEPOSIT OF PAYROLL

1, , SSH#

Authorize Coahoma County School District to deposit my payroll into my bank

account, whose number is shown below, and to make any necessary credit or
debit adjustments for any entries made in error.

Name of Bank or Other Depository

Routing Number

Account Number

Checking Savings
*%** Please attach a voided check***

This authorization will remain in effect until the school district or myself make a
written request to change it, each giving reasonable time for the change to be

made.

Signature Date

Print Name

For Office Use Only:

Received by: Date:

Process by: Date:




Form 83-250-20-8-1-000 (Rev. 08/20

MISSISSIPPI EMPLOYEE'S WITHHOLDING EXEMPTION CERTIFICATE

Employea's Name SSN

Employee's Residence

Humber and Streat City or Town

CLAIM YOUR WITHHOLDING PERSONAL EXEMPTION

Marital Status Personal Exemption Allowed Amount Claimed
b—HPLU!EE: 1. Single D"L:' er 56,000 as exemption . . . . » 3
ile this form with your
tmpl : - _ (a) |: Spouse NOTemployed: Enter $12, 000 | s
oyer. Otherwise, you |2 Marital Status
rust® withhold Mississippi (Chack Onae) Spouse IS employed: Enter that parto
ncome tax from the full (i) j 12,000 claimed by you in multiples
amount of your wages. 25300, BSee instructions 2(b) bhelow, » =
Enter 359,500 as exs=mption. To quall
i3 .08 i I-l'ln_J.‘, b 1 must be v +
3. Head of Family ind have a dependent living in th
2 ¥ rr " . .-? L] ,‘_;1- '-I.ﬂ ] L"" t -\.I
and 2(d)below : 2o W T W :
Fﬂ?mm: You may iaim S1 ;5 Loy Aot rLide dent®, ther ha
eep this certificate with LOC Caxpayer and spouse, who receives chlef support
Frp— " it ol = . 1 i a - " s
our J:'I-t:nrd.l. [f 't"" L1 k l Afl W RN LdEE a2 d LIeSTIE i-r 1¥ i
i l I 4. Dependents income tax purposes,
+ T % e Tl = ] - |._|' For B C '!'_||
I -:.: -|r b ' 5 ‘r“ " o .|' - | i 1! 1 i 1-‘ ma -I- 4 ] 5 " L ! 4
1ave claimed excass Humber Claimed jependen:t iing th r gk i ualif o U
:{F_'I"'-LF":J.:'['-; 1'_!':":"' : ].'.t".tl.'"‘"—:ﬂt 2 = f. aa 3 L&l - f :: -..'.i.l j..ll LU T I AeEpEnmieEnt s
nf Revenus should be zlaimed by You by 1, 500, Enter amount claimed. .. » $
gdvised.
e Age &5 or clder ]:l Husband El'.'.': e |:| aingle
5. Age and * Blind D Husbanr I___l.r. fe D ingle
blindness . e I
Multiply the number of blocks checked by 51,500,
Enter the amount claimed . . . . . P S
* Note: 1l lowed for
Il . 1. H I Gl T e 4 - S —

$
1. Additional dollar amount f withholding per pay period if 5
dgreed to DY VYour amplovyer . . . « « P S R
= - - =
ilitary Spouses B. If you meet the conditions set forth under the Service Member
sidency Relief Act “ivil Relief, as amended by the Military Spouses Residerncy
emption from Mississippi Relief Act, and have no Mississippl tax liability, write
ithholding "Exempt" on Line 8. You must attach a copy cof the Federal
Form DD=ZU5H and a copy of your Military Spouse ID Card to
this form 50 your employer can validate the exXemption claim.. »
I declare under the penalties impcsed for filing false reports that the amount of exemption claimed on this
ertillcate does not exceed tl amount to which I am entitled or I am entitled t zlaim exempt status.
Employee's Signature: Date:

1. The personal exemptions allowed: should not includa thamsalves or their spouse. Married taxpayars may dvide the number of thesr
(a) Single Individuals S5 000 (d] Dependents $1 500 dependents between them i any manner they chocse, for example, a mamed couple has 3 chidren
(b) Mamed Individuals | Jointly) $12.000 (e} Age 65 and Over 51,500 who quality as dependents. The taxpayer may clawm 2 dependents and the spouss 1, or the laxpayer
(c) Head of famity 59 S00 (f] Blindness $1,500 may cimm 3 dependents and the spouse none. Enter the amount of dependent exemption on Line 4

2. Claiming personal exsmptions: (2) *”Eﬂ"ﬁﬂﬂﬂﬂmmﬂl&lm&mw-”ﬁmws of both if
(b) Mamed indinduals are sllowsd a i sxemption of $12.000 blocks on Line 5

_ (") An additonal exempbon of §1 500 may be claimed by aither laxpayer or spouse or bath
I the spouss is T:'l employed, enter $12 000 on Line ?mr If Tha_auu:use s employed. the sither or both are blind. No addiional exemption is authorized for dependents by reason of
exemption of $12,000 may be divided between taxpayer and spouse in any manner they blindness Check applcable blocks on Line 5. Multiply number of blocks checked on Line 5

choose - in multiples of $500 For example. the taxpayer may clam 58 500 and the spouse
claims $5.500. or the taxpayer may claim S8 000 and the spouse claims 54 000 The total

by $1.500 and enter amount of exemption claimed
claimad by the taxpayer and spouse may not exceed $12.000 Enter amount ciamed by 3. Total Exemption Claimed:

Add the amount of axemplions claémed in each calegory and enter the total on Line & This

you on Ling 210) amourd will be used as a bass for withholding moome tax under tha appropnate wihholding

(c) Head of Family e
A head ol family is a single indiwdual who maintans a home which is the princpal place of
abode for himself and at least one other dependenl. Single individuals qualifying as a head 4 A NEW EXEMPTION CERTIFICATE MUST BE FILED WITH YOUR EMPLOYER
of family enter $9.500 on Line 3. if the taxpayer has more than one depandent. additional WITHIN 30 DAYS AFTER ANY CHANGE IN YOUR EXEMPTION STATUS.
exemphons are applhcable. See item {d)
(d} An addtional exemption of $1.500 may generally be claaned for each dependent of the |5. PENALTIES ARE IMPOSED FOR WILLFULLY SUPPLYING FALSE INFORMATION.
fazpayer A dependent iz any relalive who recaives chiel support fram the taxpayer and wha
qualifies a% a dapendant lor Faderal income tax purposes. Head of lamily individuals My |6. IF THE EMPLOYEE FAILS TO FILE AN EXEMPTION CERTIFICATE WITH HIS
clasm an addilonal exempbon for each dependent gxcluding the one which is requered for EMPLOYER, INCOME TAX MUST BE WITHHELD BY THE EMPLOYER ON TOTAL
head of family status. For example. a head of family taxpayer has 2 dependent chidren and WAGES WITHOUT THE BENIFIT OF EXEMPTION.

fes dependent mother Iving weth ham. The taxpayer may cdmm 2 addbonal axemptions

Marnied or Singhe indWiduals mary ciasm an addilionsl sxemption for sach dependent, bt To comply with the Mditary Spouse Resdency Rebef Act (PL111-37) signed on November 11 2009




—_— w-4 Employee's Withholding Certificate OMB No. 1545-0074

Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay.

Department of the Treasury Give Form W-4 to your employer. 2 @ 24

Intarnal Revenue Service Your withholding is subject to review by the IRS.

StEp j & . First riarme snd miclele initie Last name (b) Social security number

Enter

Address Does your name match the
Personal name on your social security
: card? If not, to ensure you get

Information City or town, state, and ZIP code credit for your earnings,
contact SSA at 800-772-1213
or go to www.s5a.gov.

(c) E_E Single or Married filing separately
D Married filing jointly or Qualifying surviving spouse
]:] Head of household (Check only if you're unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

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

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

or Spouse Do only one of the following.

Works (a) Use the estimator at www.irs.gov/W4App for most accurate withhalding 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 (b) if pay at the lower paying job is more than half of the pay at the

higher paying job. Otherwise, (b) is more accurate

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: If your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000 $
Dependent .
and Other Multiply the number of other dependentsby $500 . . . . . §
Credits Add the amounts above for qualifying children and other dependents. You may add to
this the amount of any other credits. Enterthetotalhere . . . . . . . . . . 3 [$
Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you
(optional): expect this year that won’t have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirementincome . . . . . . . . |4(a)l$
Adjustments (b) Deductions, If you expect to claim deductions other than the standard deduction and
want to reduce your withholding, use the Deductions Worksheet on page 3 and enter
MErBBMie: : < i ¢ & & & ¢ 3 &5 & @ @ 8 ® B W e e con e ve e (DD
(c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4(c)|$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here
Employee’s signature (This form is not valid unless you sign it.) Date
Employers | Employer's name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W=4 (2024)




Form W-4 (2024)

Page 2

General Instructions
Section references are to the Internal Revenue Code.

Future Developments

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

Purpose of Form

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

Exemption from withholding. You may claim exemption
from withholding for 2024 if you meet both of the following
conditions: you had no federal income tax liability in 2023
and you expect to have no federal income tax liability in
2024. You had no federal income tax liability in 2023 if (1)
your total tax on line 24 on your 2023 Form 1040 or 1040-SR
is zero (or less than the sum of lines 27, 28, and 29), or (2)
you were not required to file a return because your income
was below the filing threshold for your correct filing status. If
you claim exemption, you will have no income tax withheld
from your paycheck and may owe taxes and penalties when
you file your 2024 tax return. To claim exemption from
withholding, certify that you meet both of the conditions
above by writing “Exempt” on Form W-4 in the space below
Step 4(c). Then, complete Steps 1(a), 1(b), and 5. Do not
complete any other steps. You will need to submit a new
Form W-4 by February 15, 2025.

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/iW4App if you:

1. Expect to work only part of the year;

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

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

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.

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 will
be larger the greater the difference in pay is between the two
jobs.

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

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

Step 4 (optional).

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

Step 4(b). Enter in this step the amount from the
Deductions Worksheet, line 5, if you expect to claim
deductions other than the basic standard deduction on your
2024 tax return and want to reduce your withholding to
account for these deductions. This includes both itemized
deductions and other deductions such as for student loan
interest and IRAs.

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

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 4. Using the “Higher Paying Job” row and the
“Lower Paying Job" column, find the value at the intersection of the two household salaries and enter

that value on line 1. Then, skiptoline3 . . . . . . . . . . . . . . . . . . . . . 1 $

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

a Find the amount from the appropriate table on page 4 using the annual wages from the highest
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job" column. Find the value at the intersection of the two household salaries
andenterthatvalueonline2a. . . . . . . . .« « v v 4 e e e e e e e e 2a 3

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

ONINEREE & & o 5 & s %5 = ® ® & % & % % w® @ w ¥ & & &€ £ © © o © 0 p vy %

¢ Add the amounts from lines 2a and 2b and enter theresulton line2¢c . . . . . . . . . . 2c $

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

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

amountyouwantwithheld) . . . . . . . . . . . . . . . . . . . . . . ... 4%

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

1 Enter an estimate of your 2024 itemized deductions (from Schedule A (Form 1040)). Such deductions
may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to

$10,000), and medical expenses in excess of 7.5% of yourincome . . . . . . . . . . . . 1 8
» $29,200 if you're married filing jointly or a qualifying surviving spouse
2 Enter: e $21,900 if you're head of household 2 %
* 314,600 if you're single or married filing separately
3 If line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater
thante ). eer®0=" . . & o o s e e B oW E o aE G B e e 3 B B 4 B B oE mz BE
4 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other
adjustments (from Part Il of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4
5 Add lines 3 and 4. Enter the result here and in Step 4(b) of FormW-4 . . . . . . . . . . . 5
Privacy Act and Paperwork Reduction Act Notice. We ask for the information You are not required to provide the information requested on a form that is
on this form to carry out the Internal Revenue laws of the United States. Intemnal subject to the Paperwork Reduction Act unless the form displays a valid OMB
Revenue Code sections 3402(f)(2) and 6109 and their regulations require you to control number. Books or records relating to a form or its instructions must be
provide this information; your employer uses it to determine your federal income retained as long as their contents may become material in the administration of
tax withholding. Failure to provide a properly completed form will result in your any Internal Revenue law. Generally, tax returns and return information are
being treated as a single person with no other entries on the form; providing confidential, as required by Code section 6103.
fraudulent information may subject you to penalties. Routine uses of this The average ti i - .
. gl : - . e el ge time and expenses required to complete and file this form will vary
information include giving it to the Department of Justice for civil and criminal depending on individual circumstances, For estimated averages, see the
litigation; to cities, states, the District of Columbia, and U.S. commonwealths and instructions for your income tax return,

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.

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 Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable [ $0- |$10,000 -|$20,000 -|$30,000 - | $40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $90.000 - [$100.000 -/$110.000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,939 | 109999 | 120,000
$0- 9,999 $0 $0 $780 $850 $940 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,370
$10,000 - 19,999 0 780 1,780 1,940 2,140 2,220 2,220 2,220 2,220 2,220 2,570 3,570
$20,000 - 29,999 780 1,780 2,870 3,140 3,340 3,420 3,420 3,420 3,420 3,770 4,770 5,770
$30,000 - 39,999 850 1,940 3,140 3,410 3,610 3,690 3,690 3,690 4,040 5,040 6,040 7,040
$40,000 - 49,999 940 2,140 3,340 3,610 3,810 3,890 3,890 4,240 5,240 6,240 7,240 8,240
$50,000 - 59,999 1,020 2,220 3,420 3,690 3,890 3,970 4,320 5,320 6,320 7,320 8,320 9,320
$60,000 - 69,999 1,020 2,220 3,420 3,690 3,890 4,320 5,320 6,320 7,320 8,320 9,320 | 10,320
$70,000- 79,999| 1,020 2,220 3,420 3,690 4,240 5,320 6,320 7,320 8,320 9,320 | 10,320 | 11,320
$80,000 - 99,999 1,020 2,220 3,620 4,890 6,090 7,170 8,170 9,170 | 10,170 11170 | 12170 13,170
$100,000 - 149,999 1,870 4,070 6,270 7,540 8,740 9,820 | 10,820 | 11,820 | 12,830 | 14,030 | 15,230 | 16,430
$150,000 - 239,999 1,960 4,360 6,760 8,230 9,630 | 10910 | 12,110 | 13,310 | 14,510 | 15,710 | 16,910 | 18,110
$240,000 - 259,999 2,040 4,440 6,840 8,310 9,710 | 10,990 | 12,190 | 13,390 | 14,590 | 15,790 | 16,990 | 18,190
$260,000 - 279,999 2,040 4,440 6,840 8,310 9,710 | 10,990 | 12,190 | 13,390 | 14,590 | 15,790 | 16,990 | 18,190
$280,000 - 299,999 2,040 4,440 6,840 8,310 9,710 | 10,990 | 12,190 | 13,390 | 14,590 | 15,790 | 16,990 | 18,380
$300,000 - 319,999 2,040 4,440 6,840 8,310 9,710 | 10,990 | 12,190 | 13,390 | 14,590 | 15,980 | 17,980 | 19,980
$320,000 - 364,998 2,040 4,440 6,840 8,310 9,710 | 11,280 | 13,280 | 15,280 | 17,280 | 19,280 | 21,280 | 23,280
$365,000 - 524,999 2,720 6,010 9,510 | 12,080 | 14,580 | 16,950 | 19,250 | 21,550 | 23,850 | 26,150 | 28,450 | 30,750
$525,000 and over | 3,140 6,840 | 10,540 | 13,310 | 16,010 | 18,590 | 21,090 | 23,590 | 26,090 | 28,590 | 31,090 | 33,590
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable $0- |$10,000 -|$20,000 -|$30,000 -| $40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - [$100,000 -|$110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 09,999 $240 $870 | $1,020 | $1,020 | $1,020 | $1,540 | $1,870 | $1,870 | $1,870 | $1,870 | $1,910 | $2,040
$10,000 - 19,999 870 1,680 1,830 1,830 2,350 3,350 3,680 3,680 3,680 3,720 3,920 4,050
$20,000 - 29,999 1,020 1,830 1,980 2,510 3,510 4,510 4,830 4,830 4,870 5,070 5,270 5,400
$30,000 - 39,999 1,020 1,830 2,510 3,510 4,510 5,510 5,830 5,870 6,070 6,270 6,470 6,600
$40,000 - 59,999 1,390 3,200 4,360 5,360 6,360 7,370 7,800 8,090 8,290 8,490 8,690 8,820
$60,000 - 79,999| 1,870 3,680 4,830 5,840 7,040 8,240 8,770 8,970 9,170 9,370 9,570 9,700
$80,000 - 99,999| 1,870 3,690 5,040 6,240 7.440 8,640 9,170 9,370 9,570 9,770 9,970 | 10,810
$100,000 - 124,998 2,040 4,050 2,400 6,600 7,800 9,000 9,530 9,730 | 10,180 | 11,180 | 12,180 | 13,120
$125,000 - 149,993 2,040 4,050 5,400 6,600 7,800 9,000 | 10,180 | 11,180 | 12,180 | 13,180 | 14,180 | 15,310
$150,000 - 174,999| 2,040 4,050 5,400 6,860 8,860 | 10,860 | 12,180 | 13,180 | 14,230 | 15,530 | 16,830 | 18,060
$175,000 - 199,999 2,040 4,710 6,860 8,860 | 10,860 | 12,860 | 14,380 | 15,680 | 16,980 | 18,280 | 19,580 | 20,810
$200,000 - 249,999 2,720 5,610 8,060 | 10,360 | 12,660 | 14,960 | 16,590 | 17,890 | 19,190 | 20,490 | 21,790 | 23,020
$250,000 - 399,999 2,970 6,080 8,540 | 10,840 | 13,140 | 15440 | 17,060 | 18,360 | 19,660 | 20,960 | 22,260 | 23,500
$400,000 - 449,999 2,970 6,080 8,540 | 10,840 | 13,140 | 15440 | 17,060 | 18,360 | 19,660 | 20,960 | 22,260 | 23.500
$450,000 and over | 3,140 6,450 9,110 | 11,610 | 14,110 | 16,610 | 18,430 | 19,930 | 21,430 | 22,930 | 24,430 | 25,870
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable $0- |$10,000 - |$20,000 -|$30,000 - | $40,000 - | $50,000 - | $60,000 - |$70,000 - |$80,000 - { $90,000 - [$100,000 -|$110,000 -
Wage & Salary | 9,899 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $0 $510 $850 | $1,020 | $1,020 | $1,020 | $1,020 | $1,220 | $1,870 | $1,870 | $1,870 | $1,960
$10,000 - 19,999 510 1,510 2,020 2,220 2,220 2,220 2,420 3,420 4,070 4,070 4,160 4,360
$20,000 - 29,999 850 2,020 2,560 2,760 2,760 2,960 3,960 4,960 5,610 5,700 5,900 6,100
$30,000 - 39,999| 1,020 2,220 2,760 2,960 3,160 4,160 5,160 6,160 6,900 7,100 7,300 7,500
$40,000 - 59,999 1,020 2,220 2,810 4,010 5,010 6,010 7,070 8,270 9,120 9,320 9,520 9,720
$60,000 - 79,999 1,070 3,270 4,810 6,010 7,070 8,270 9,470 | 10,670 | 11,520 | 11,720 | 11,920 | 12,120
$80,000 - 99,999 1,870 4,070 5,670 7,070 8,270 9,470 | 10,670 | 11,870 | 12,720 | 12,920 | 13,120 | 13,450
$100,000 - 124,993 2,020 4,420 6,160 7,560 8,760 9,960 | 11,160 | 12,360 | 13,210 | 13,880 | 14,880 | 15,880
$125,000 - 149,999 2,040 4,440 6,180 7,580 8,780 9,980 | 11,250 | 13,250 | 14,900 | 15,900 | 16,900 | 17,900
$150,000 - 174,999| 2,040 4,440 6,180 7,580 9,250 | 11,250 | 13,250 | 15,250 | 16,900 | 18,030 | 19,330 | 20,630
$175,000 - 199,999| 2,040 4,510 7,050 9,250 | 11,250 | 13,250 | 15,250 | 17,530 | 19,480 | 20,780 | 22,080 | 23,380
$200,000 - 249,999 2,720 5,920 8,620 | 11,120 | 13,420 | 15,720 | 18,020 | 20,320 | 22,270 | 23,570 | 24,870 | 26,170
$250,000 - 449,999 2,970 6,470 9,310 | 11,810 | 14,110 | 16,410 | 18,710 | 21,010 | 22,960 | 24,260 | 25,560 | 26,860
$450,000 and over | 3,140 6,840 9,880 | 12,580 | 15,080 | 17,580 | 20,080 | 22,580 | 24,730 | 26,230 | 27,730 | 29,230




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

PLEASE PRINT Employer Name
|. Section A: Enrollee Information (all fields are required)
Social Security Number First Name M I Last Name
Home Address City State ZIP

l Primary Telephone Number | Secondary Telephone Number | Personal Email Address

Marital Status Gender Date of Birth (mm/dd/yyyy) | Date of Employment/Retirement
Single [_] Married || Mdle Female
Were you ever a full-time employee of a covered entity under the Plan prior to 1/1/20046% ] No (Horizon) [ Yes (Legacy)

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

If maried, is your spouse a Plan participantz [ Yes [0 No If yes, Spouse Name and S5N:

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

| hereby apply to ADD, CONTINUE AND/OR CHANGE COVERAGE for myself and/or my dependents named on this Application For Coverage

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

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

Enrollee Signature: Date:

Section C: Cuvemge

= —
| Enrollee Type. el b I Covaiogs Oplion: Do you have Medii:ure. O vyes O No
Medicare Number:
:] Employee - Legacy Enrollee Only (Choose Only One| A" Effective Date:
j Employee - Horizon Enrollee + Spouse I: Base “B" Effective Date:
| Retiree Enrollee + Child <on for Enti |
m : Choice it
CDE‘iE‘A Enrollee + Children | ’jj Age ﬁ ESRD Disability
I_ Surviving Spouse Enrollee + Spouse & Child{ren) Select
Are you a tobacco user? I: Yes MNo If yes, are you interested in participating in the Plan's free cessation program? [0 Yes [J No

Section D: Other Coverage Information

I Do any of the persons listed on this application have other health insurance coverage®| |Yes I‘JG 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 ive, Retiree or COBRA ive, Refiree or RA ive, Retiree or A ive, Retiree or RA
- o

Insurance Company Name
address & phone #:

Coverage Type: ] Group L_Non-Group Group jﬂon—Gmup Group LINon-Group || Group LINon-Group

Mississippi’s State and SCHGDTEmplﬂ‘fEES' Life and Health Insurance Plan - Ap_p:;!i:;uﬁcm for Coverage - Revised 03/2023 Page |




Enrollee Last Name: l First Name: — ] LEnrnlIeE SSN: J

Section E: Dependents

| Dependents to be Covered | Relation to Social Security | Date of Birth Address Current Status |
(Last Mame, First Name, Mi) | Enrollee Number {mmf{fdfw:l (if different from Enrolize])
1. Spouse Employed? 1
Male L] ves
L ) Female [] No
2. I .
E Son Child under 26
Daughter Disabled
3‘ -1 s I — I .
Son [ ] Child under 24
Daughter [ ] Disabled
F 4. ——— - ==t 4 .
H Son Child under 24 I
Daughter Disabled
Are any of the dependents listed above covered by Medicare Part A or Part B2 [ ] Yes No

If yes, please provide the following:

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

Section F; Change Information

i: Add Enrollee: Open Enrollment Marriage [ ] Birth E Adoption Loss of Coverage due to Divorce
| Other: Requested Effective Date:
Add Dependeni(s): LI Open Enrollment L1 Marriage Birth Adoption [ ] Other: I
(List all dependents in Section E.) Qualifying Event/ Effective Date:
] Change Coverage: bﬂse Coverage Choice Coverage Select Coverage

Drop Dependent(s): Divorce Deceased Other:

Provide information below for dependents to be dropped:

|
Name Social Security Number Requested Termination Date

Other Changes (Explain):

e ENTERED BY:
New Legacy Employee, Requested Effective Date: DATE I

New Horizon Employee, Requested Effective Date:

Retiree, Requested Effective Date:
cnang:n : ted Effective Dat VERIFIED BY:
equeste ective Date;
| | pare:
Surviving Spouse, Requested Effective Date:

Change(s), Requested Effective Date:

Hississfppi*i State and School Employees’ Life and Health Insurance Plan - Application for Coverage - Revised 03/2023 Page 2




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/DDIYYYY):
Employee/Retiree Home Address: Email Address: Home Phone:
Altemate Phone:
Employer Name: Employer Phone:
| Employer Address:

SECTION B: Coverage (NOTE: For more information on available coverage, contact Minnesota Life toll 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: 35,000 $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. Login 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.

st Form Page 1 of 2 MSLIFEAPP 12
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Employee/Retiree Last Name First Name Ml | Social Security Number | Daytime Phone

SECTION D: Authorization and Certification

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

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

| understand and authorize that the appropriate premiums for the coverage requested will be deducted from my wages or
retirement benefits, as appropriate, and authorize release of employment and payroll information or other such eligibility
information to the Plan and/or 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.)

E Waiver of Coverage — | hereby decline to apply for life insurance coverage in the State and School Employees’ Life
Insurance Plan. | understand that an active employee who waives coverage in the Plan may apply for coverage at a later
date so long as he continues to qualify as an active employee. | further understand that late enrollee applicants are subject
to medical evidence of insurability that may result in coverage being denied. | understand that a service retired employee
or totally disabled employee who declines to apply for continuation of coverage in the Plan within 31 days of the date his
coverage ceases as an active employee, forfeits his right to participate in the State and School Employees’ Life Insurance

Plan and will not be allowed to apply at a later date.

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

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

Employee/Retiree Signature Date

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

FOR PERSONNEL/PAYROLL USE ONLY

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

L4
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Beneficiary Designation

Securian Financial Group, Inc.
Minnesota Life Insurance Company
SECURIAN®

Group Customer Service
Fax651-665-4827

Securian Life Insurance Company, a New York authorized insurer
400 Robert Street North e St. Paul, Minnesota 55101-2098

Visit https://bcbsms.com to designate your beneficiary.

EMPLOYERNAME: Mississippi State and Schools Employees’ Life Insurance Plan POLICY NUMBER: 33683
Insured’s name (last, first, middle initial) Last four digits of SSN

Address(street, city, state, zip)

Insured’sdate of birth | Policyowner (if different than the insured) | Pol icyowner’s phone number Email address

This beneficiary designation applies to all eligible coverages.

INSTRUCTIONS:

1. Clearly print or type the information below.
2. Sign and date the completed form.
3. Return to Securian at address above.

CHANGE BENEFICIARY REVOKING ALL PRIOR DESIGNATIONS

The primary and contingent beneficiary(ies) determines the order in which beneficiaries become eligible to receive a
death benefit. Surviving beneficiaries in any category share equally with beneficiaries in the same category unless
otherwise specified. Use of the word "Children”, without modification, includes only your biological children of first
generation and adopted children. For revocable designations, this signed beneficiary designation, when accepted by the
underwriting company, is the only form needed to elect or change a designation under this policy. No other documents

are required,

Name beneficiaries by category. To receive a death benefit, a beneficiary must survive the insured. In the event a

beneficiary does not survive the insured, that beneficiary’s portion shall be equally distributed to the remaining
beneficiaries within that category. In the event of simultaneous death of the insured and a beneficiary, the death benefit

will be paid as if the insured survived the beneficiary.
The same person cannot be named as a primary and a contingent beneficiary.

PRIMARY BENEFICIARY (IES) - The person or persons named will receive the benefit

Beneficiary Full Name | Dateof Address and Phone Number

Share % (must
total 100%)

Social Security

S pt Relationship

————————————————————————————————————————————————— )

Total = 100%

CONTINGENT BENEFICIARY (IES) - If the pri mary beneficiary(ies) is no longer living, the benefitis paid to this person(s)

- Date of Social Security
Beneficiary Full Name Birth Address and Phone Number Number

share % (must

Relationship % -1 100%)

Total = 100%

SIGNATURE REQUIRED

Policyowner’s signature
X

FB83345-22 3-2017




EXAMPLES OF BENEFICIARY DESIGNATIONS

Example 1: Ifaprimary beneficiary is to receive the benefit, followed by a contingent beneficiary, if the primary

beneficiary is deceased.

PRIMARY BENEFICIARY(IES) - The person or persons named will receive the benefit

Beneficiary Full Name Daaﬁr?f Address and Phone Number Sﬂcmﬁﬁﬂ:my Relationship Si:g;; j%tl}sst
Mary Doe 01-01-1980| 123 4thStreet, Anywhere, MN 12345, 651-665-1234 OO MU=NANN, Daughter 100%
Total = 100%
CONTINGENT BENEFICIARY(IES) - If the primary beneficiary(ies) is nolonger living, the benefitis paid to this person(s)
Beneficiary Full Name Dﬁaitr?ﬁ' Addressand Phone Number Snﬂ'ilajriil.:.;rity Relationship 5?3;:; ?EET,SEI
Nancy Doe 02-02-1980 5 Main Street, Anywhere, MN 45685, 651-665-2345 XXX NH-XX XX Sister 100%
Total = 100%

Example 2: If more than one primary beneficiary(ies) are to receive the benefit first, followed by the contingent
beneficiary(ies) if all of the primary beneficiary(ies) are deceased.

PRIMARY BENEFICIARY(IES) - The person or persons named will receive the benefit

Beneficiary Full Name Dsitﬁﬁf Address and Phone Number sm:iﬁgg'f"y Relationship S*t";l:’! T'E}EITISH
Mary Doe 03-03-1980| 123 4th Street, Anywhere, MN 12345, 651-665-3456 XAXKH-XXXK Daughter 40%
Jim Doe 04-04-1980| 123 4th Street, Anywhere, MN 12345, 651-665-4567 XXX X-XX XX Husband 40%
Mary Smith 05-05-1980| 45 0ak Street, Anywhere, MN 56789, 651-665-5678 MMM X XX Friend 20%
Total = 100%
CONTINGENT BENEFICIARY(IES) - If the primary beneficiary(ies) is nolongerliving, the benefit is paid to this person(s)
Beneficiary Full Name Dé‘itret:f Address and Phone Number Sﬂcmrﬁ%g‘:”w Relationship 5?;"; ?B::JT’EET
Nancy Jones 06-06-1980| 5 Main Street, Anywhere, MN 45685, 651-665-6789 XX X=X XXX KX Sister 50%
Jack Williams 07-07-1980| 10 Elm Street, Anywhere, MN 58378, 651-665-7890 XXU-XH-XAAX Brother 50%
Total = 100%
Example 3: If the beneficiary is a formal trust.
PRIMARY BENEFICIARY(IES) - The person or persons named will receive the benefit
Beneficiary Full Name Dﬁaﬁﬁf Address and Phone Number 5“&:3%‘;’;’""1‘ Relationship 5?;":[ T‘Eg;};f’t
John Doe - Trustee, his successors or successor in trust under the John Doe Revocable Trust N/ A Trust 100%

agreement. Executed by the insured on June 1, 2008.

Total = 100%




C) Membership Application

PE I—B Form 1 - Revised 07/01/2016

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

0 Member Information - =5 Attach a copy of the member's Social Security card.

First Name: MI: __ Last Name: Gender: OM OF
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:

FPhone: U Cellular 0O Home [0 Work Phone: O Cellular O Home 0O Work
Have you previously served on active duty in the U.S. Amed Forces? If yes, =0 attach Form(s) DD274 ..........eueeeeeeiieeeeeereaereerarenesressansssans OYes ONo
Have you ever been a member of the Optional Retirement Plan (ORP) for Institutions of Higher Learning in the State of Mississippi? .......c....... O Yes O No

9 Retirement Plan - Plans are governmental defined benefit plans qualified under Section 401(a) of the Intemal Revenue Code, Select applicable plan.

O Public Employees’ Retirement System of Mississippi (FERS) [0 Mississippi Highway Safety Patrol Retirement System (MHSPRS)

O Supplemental Legislative Retirement Plan (SLRFP)

€ 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 0O 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

OM OF

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

OM OF

OM OF

OM OF

OM OF

® Member Certification - if an authorized representative signs this form, —= attach a copy of the durable power of attomey, conservatorship or
guardianship papers, or other legal documents as proof of authority to sign this form.

Member's Signature: Date mm/dd/ccyy:

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

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

Member's Status: Elected Official: [0 Yes [ No Fee Paid Official: O Yes 0O No Public Safety Employee: O Yes O No
Employer Name: Employer No.: -

Employer Representative's Name: Employer Representative's Title:

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

As employer representative, | certify that employment in this position meets the eligibility requirements of PERS Board of Trustees Regulation 25, Eligibility of
Part-time Employees for State Retirement Annuily Service Credit, and PERS Board of Trustees Regulation 38, Eligibility for Membership in the Public
Employees’ Retirement System of Mississippi (PERS).

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

Public Employees’ Retirement System of Mississippi
429 Mississippi Street, Jackson, MS 39201-1005 B800.444.7377 601.359.3589 601.359.5262, fax www.pers.ms.gov




C) Beneficiary Designation
P E l—{s Form 1B - Revised 08/30/2022

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

0 Member/Retiree Information

First Name: Mi: Last Name: O Member O Retiree

Sacial Security No.: Birth Date mm/dd/ccyy: Gender: OM OF

(2] Retirement Plan - Plans are governmental defined benefit plans qualified under Section 401(a) of the Intemal Revenue Code. Select applicable plan.

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

O Supplemental Legislative Retirement Plan (SLRP)

© Beneficiary Information - Use additional Form 18, Beneficiary Designation, to designate additional beneficiaries. If more than one primary beneficiary
is named, the primary beneficiaries shall share equally unless otherwise indicated. Likewise, if more than one secondary beneficiary is named, the secondary
beneficiaries shall share equally unless otherwise indicated. Total primary beneficiaries must equal 100 percent, and total secondary beneficiaries must equal
100 percent. Secondary beneficiaries will only receive payment if all listed primary beneficiaries are deceased.

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

OpP Os % OM OF

OP OS % OM OF

op Os % OM OF

OpP OS % OM OF

OP OS % OM OF

(4] Member/Retiree Certification - Check appiicable 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.

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

00 Retiree — | 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:

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

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

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

Employer Representative’s Signature: Date mm/dd/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




B MetLife

Metropolitan Life Insurance Company, New York, NY 10165

ENROLLMENT « CHANGE FORM

==

SECTION 1: Group Custuer Infurmaﬂn (To be C.ﬁ the Recordkeeper)

Name of Group Customer/Employer Group Customer Numbar | Division Class Dept Code
Coahoma Counly School District 53683711

Date of hire (nun/ddsnyy) 'Coveragﬁ Effective Dats fmm kf 13119

Original COBRA Effsctive Dats (if applicable, mmsdd vyyv) [ COBRA Temmination Date (if upplicable, mm dd ywyy)

SECTION 2: Your Enrollment Information (To be Completed by the Emplopee in blue or black ink)

First Name ,Mdd!a Nama lLast Name
SSN Date of birth fmm/ddyyvv) Gender: Marital status:
L] Male Female |[] Singla _[[] Married
Address City State ZIP
Job title Hours worked per week
(1 New Enroliment Change in Enroliment COBRA Continuation
If dus to a Qualifying Event, enter dats (mmdd ywyy)

Phone number ‘ Email address

P | have read my enrollment materials and | request coverage for the benefits for which | am or may become
eligible. I understand that contributions are required for the benefits | select below,

P The following disclosure is required by New Mexico law: This type of plan is NOT considered "minimum
essential coverage" under the Affordable Care Act and therefore does NOT satisfy the individual
mandate that you have health insurance coverage. If you do not have other health insurance
coverage, you may be subject fo a federal tax penalty.

P If you are enrolling after the initial enrollment period, please refer to the Declarations and Signature section
of this enrollment form to determine the evidence of insurability and late entrant requirements. If evidence of
insurability is required for a coverage you are electing, you must complete a Statement of Health form for all
amounts you are requesting.

GEF02-1

ADM

(The form number above applies to residents of all states except as follows: Form number GEF08-1 appliss to
residents of Montana;

GEF02-1

ADM applies to residents of North Dakota and Utah)

Page 1 of 4 GLME - MS (05/23)
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B MetLife

Metropolitan Life Insurance Company, New York, NY 10155

Vision Insurance

Vision Option

Select your level of coverage

Employee Only

[1Employee + Spouse/Domestic Pariner'

Employee + Child(ren)

Employee + Spouse/Domestic Partner' + Child(ren)

* Domestic Partnar includes your registersd Domestic Partner if you and your Domestic Partner are registered as domestic partners
civil union partners or reciprocal beneficiaries with a govemment agency or office where such registration is available. It also includes
your non-regisisred Domestic Partner in whom you have an insurable interest. By enrolling such stic Partner for coverage and
signing this enroliment form, you are attesting to your insurable interest.

SECTION 3: Dependent Information

I you are applying for coverages for your Spouse/Domestic Partner and/or Child(ren), please provide the
information requested below.

Name of your Spouse/Domestic Partner (firsz, middle, last) | Date of birth (mnvddiyvyw)

Male []Female

Name(s) of your Child(ren) (first, middle, last) Date of birth (mm/ddiyyvy)
[IMale [JFemale

Male [] Female
{ 1Male [ Female
| CIMale [ Female

Check here if you need more lines. Provide the additional information on a separate piece of paper and
return it with your enrollment form.

GEF02-1
ADM ‘
(The form number above applies to residents of all states except as follows: Form number GEF08-1 applies to

residents of Montana;
GEF02-1

ADM applies to residents of North Dakota and Utah)

I e e e o S SR e TTTT—————
SECTION 4: Fraud Warnings

Before signing this encollment form, please read the warning for the state where you reside and for the state
where the contract under which you are applying for coverage was lssued.

Alabama, Arkansas, District of Columbia, Louisiana, Massachusetts, New Mexico, Ohio, Rhode Island
and West Virginia: Any person who knowingly presents a false or fraudulent claim for payment of a loss or
benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be
subject to fines and confinement in prison.

EE’FQBJ

(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to
residents of Montana;

GEF09-1

FW applies to residents of North Dakota and Utah)

Page 2 of 4 GLME - MS (05/23)
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B MetLife

Metropolitan Life Insuranes Company, New Yerk, NY 10185

Colorado: It is unlawful to knowingly provide false, incompiete or misleading facts or information to an
insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may include
imprisonment, fines, denial of insurance and civil damages. Any insurance company or agent of an insurance
company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or
claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a
settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance
within the Department of Regulatory Agencies to the extent required by applicable law.

Florida: Any person who knowingly and with intent to injure, defraud or deceive any insurance company files a
statement of claim or an application containing any false, incomplete or misleading information is guilty of a
felony of the third degree.

Kansas and Oregon: Any person who knowingly presents a materially false statement in an application for
insurance may be guilty of a criminal offense and may be subject to penalties under state law.

Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files
an application for insurance containing any materially false information or conceals, for the purpose of
misleading, information conceming any fact material thereto commits a fraudulent insurance act, which is a
crime.

Maine, Tennessee and Washington: It is a crime to knowingly provide false, incomplete or misleading
information to an insurance company for the purpose of defrauding the company. Penalfies may

include imprisonment, fines or a denial of insurance benefits.
Maryland: Any person who knowingly or williully presents a false or fraudulent claim for payment of a loss or

benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a crime
and may be subject to fines and confinement in prison.

New Jersey: Any person who files an application containing any false or misleading information is subject to
criminal and civil penalties.

New York {only applies to Accident and Health Insurance): Any person who knowingly and with intent to
defraud 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
conceming any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall
also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim

for each such violation. _
Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer,

makes any claim for the proceeds of an insurance policy containing any false, incomplete or misleading

information is guilty of a felony. , * :
Puerto Rico: Any person who knowingly and with the intention to defraud includes false information in an

application for insurance or files, assists or abets in the filing of a fraudulent claim to obtain payment of a loss or
other benefit, or files more than one claim for the same loss or damage, commits a felony and if found guilty
shall be punished for each violation with a fine of no less than five thousand dollars ($5,000), not to exceed ten
thousand dollars ($10,000); or imprisoned for a fixed term of three (3) years, or both. If aggravating
circumstances exist, the fixed jail term may be increased to a maximum of five (5) years; and if mitigating
circumstances are present, the jail term may be reduced to a minimum of two (2) years. .
Vermont: Any person who knowingly presents a false statement in an application for insurance may be guilty of
a criminal offense and subject to penalties under state law. ,
Virginia: Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer,
submits an application or files a claim containing a false or deceptive statement may have violated the state law.

EE;F 09-1

(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to
residents of Montana;

GEF03-1

FW applies to residents of North Dakota and Utah)

Page 3 of 4 GLME - MS (05/23)
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& MetlLife

Metropolitan Life Insurance Company, New York, NY 10166

Pennsylvania and all other states: Any person who knowingly and with intent to defraud 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 conceming any fact material thereto commits
a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

GEF09-1
FW

(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to
residents of Montana;

GEF08-1
FW applies to residents of North Dakota and Utah)

SECTION 5: Declarations and Signature

By signing below, | acknowledge:

1. Thave read this enroliment form and declare that all information | have given is true and complete to the
best of my knowledge and belief,

2. ldeclare that | am actively at work on the date | am enrolling.

3. | understand that if | do not enroll for vision coverage during the initial enroltment period, | cannot enroll for
such coverage until the next annual enroliment period.

4. lauthorize my employer to deduct the required contributions from my earnings for my coverage. This
authorization applies to such coverage until | rescind it in writing.

o. |afiirmatively decline coverage for any benefits for which | am eligible which | do not request on this
enroliment form.

6. |have read the applicable Fraud Warning(s) provided in this enrollment form.

Sign Signature of Employee Date signed (mm/dd yyyy)
Here

Print First Name Print Middle Name l Print Last Name

GEEBE-'I

DE ,
(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to
residents of Montana,

GEF09-1

DEC applies to residents of North Dakota and Utah)

How to submit this form
After completion, make a copy for your records and return the original to your employer.

Page 4 of 4 GLME - MS (05/23)
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i MetLife

Delaware American Life Insurance Company Metropolitan Life Insurance Gompany
MetLife Health Plans, Inc. Metropolitan Tower Life Insurance Company
MetLife Legal Plans, Inc. SafeGuard Health Plans, Inc.

MetlLife Legal Plans of Florida, Ine. SafeHealth Life Insurance Company

Metropolitan General Insurance Company

Our Privacy Notice

We know that you buy our products and services because you trust us. This notice explains how we protect
your privacy and treat your personal information. [t applies to current and former customers. “Personal

information” as used here means anything we know about you personally.

SECTION 1: Plan Sponsors and Group Insurance Contract Holders

This privacy notice is for individuals who apply for or obtain our products and services under an employee
benefit plan, group insurance or annuity contract, or as an executive benefit. In this notice, “you” refers to these

individuals.
SECTION 2: Protecting Your Information

We take important steps to protect your personal information. We treat it as confidential. We tell our employees
to take care in handling it. We limit access to those who need it to perform their jobs. Our outside service
providers must also protectit, and use it only to meet our business needs. We also take steps to protect our
systems from unauthorized access, We comply with all laws that apply to us.

SECTION 3: Collecting Your Information

We typically collect your name, address, age, and other relevant information. We may also collect information
about any business you have with us, our affiliates, or other companies. Qur affiliates include life insurers, a
legal plans company and a securities broker-dealer. In the future, we may also have afiiliates in other

businesses.
SECTION 4: How We Get Your Information

We get your personal information mostly from you. We may also use outside sources to help ensure our
records are correct and complete. These sources may include consumer reporting agencies, employers, other
financial institutions, adult relatives, and others. These sources may give us reports or share what they know
with others. We don't control the accuracy of information outside sources give us. If you want to make any
changes to information we receive from others about You, you must contact those sources.

We may ask for medical information. The Authorization that you sign when you request insurance permits these
sources to tell us about you. We may also, at our expense:

« Ask for a medical exam * AsK for blood and urine tests
* Ask health care providers to give us health data, including information about alcohol or drug abuse

We may also ask a consumer reporting agency for a “consumer report” about you (or anyone else to be
insured). Consumer reports may tell us about a lot of things, including information about:

* Reputation * Driving record *» Finances
* Work and work history * Hobbies and dangerous activities

The information may be kept by the consumer reporting agency and later given to others as permitted by law,
The agency will give you a copy of the report it provides to us, if you ask the agency and can provide adequate
identification. If you write to us and we have asked for a consumer report about you, we will tell you so and give
you the name, address and phone number of the consumer reporting agency.

Another source of information is MIB, Inc. ("MIB"). It is a not-for-profit membership organization of insurance
companies which operates an information exchange on behalf of its Members. We, or our reinsurers, may make
a brief report to MIB. If you apply to another MIB Member company for life or health insurance coverage, or a
claim for benefits is submitted, MIB, upon request, will supply such company with the information in its file.
Upon receipt of a request from you MIB will atrange disclosure of any information it may have in your file.
Please contact MIB at 866-692-6901. If you question the accuracy of information in MIB's file, you may contact
MIB and seek a correction in accordance with the procedures set forth in the federal Fair Credit Reporting Act,
You may do so by writing to MIB, Inc., 50 Braintree Hill, Suite 400, Braintree, MA 02184-8734 or go fo MIB

website at www.mib.com.

CPN-Initial Enr/SOH and SBR (08/21) CPN-SBR
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SECTION §6: Using Your Information

We collect your personal information to help us decide if you're eligible for our products or services. Ve may
also need it to verify identities to help deter fraud, money laundering, or other crimes. How we use this
information depends on what products and services you have or want from us. It also depends on what laws
apply to those products and services. For example, we may also use your information to:

+ administer your products and services * process claims and other transactions
« perform business research * confirm or correct your information
 market new products to you « help us run our business

« comply with applicable laws

SECTION 6: Sharing Your Information With Others
We may share your personal information with others with your consent, by agreement, or as permitted or
required by law. We may share your personal information without your consent if permitted or required by law.
For example, we may share your information with businesses hired to carry out services for us. We may also
share it with our affiliated or unaffiliated business partners through joint marketing agreements. In those
situations, we share your information to jointly offer you products and services or have others offer you products
and services we endorse or sponsor. Before sharing your information with any affiliate or joint marketing partner
for their own marketing purposes, however, we will first notify you and give you an opportunity to opt out.
Other reasons we may share your information include:
* doing what a court, law enforcement, or government agency requires us to do (for example, complying
with search warrants or subpoenas)
* telling another company what we know about you if we are selling or merging any part of our business
* giving information to a governmental agency so it can decide if you are eligible for public benefits
* giving your information to someone with a legal interest in your assets (for example, a creditor with a
lien on your account)
* giving your information to your health care provider
* having a peer review organization evaluate your information, if you have health coverage with us
 those listed in our “Using Your Information” section above

m

SECTION 7: HIPAA

We will not share your health information with any other company — even one of our affiliates — for their own
marketing purposes, The Health Insurance Portability and Accountability Act (*HIPAA™) protects your
information if you request or purchase dental, vision, long-term care and/or medical insurance from us. HIPAA
limits our ability to use and disclose the information that we obtain as a result of your request or purchase of
insurance. Information about your rights under HIPAA will be provided to you with any dental, vision, long-term
care or medical coverage issued to you.

You may obtain a copy of our HIPAA Privacy Notice by visiting our website at www MetLife.com. For additional
information about your rights under HIPAA,; or to have a HIPAA Privacy Notice mailed to you, contact us at

HIPAApnivacyAmericasUS@metlife.com, or call us at telephone number (212) 578-0299,

SECTION 8: Accessing and Correcting Your Information

You may ask us for a copy of the personal information we have about you. We will provide it as long as it is
reasonably locatable and retrievable. You must make your request in writing listing the account or policy
numbers with the information you want to access. For legal reasons, we may not show you privileged
information relating to a claim or lawsuit, unless required by law.

If you tell us that what we know about you is incorrect, we will review it. If we agree, we will update our records,
Otherwise, you may dispute our findings in writing, and we will include your statement whenever we give your
disputed information to anyone outside MetLife.

m

SECTION 9: Questions
We want you to understand how we protect your privacy. If you have any questions or want more information
about this notice, please contact us, A detailed notice shall be furnished to you upon request. When you write,
include your name, address, and policy or account number.
Send privacy questions to: MetLife Privacy Office

P.O. Box 489

Warwick, Rl 02887-9954

privacy@metlife.com

We may revise this privacy notice, If we make any material changes, we will notify you as required by law. We
provide this privacy notice to you on behalf of the MetLife companies listed at the top of the first page.

CPN-lnitial Enr/SOH and SBR (08/21) CPN-SBR
Page 2 Fs
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CALIFORNIA HEALTHCARE LANGUAGE ASSISTANCE PROGRAM
NOTICE TO INSUREDS

No Cost Language Services. You can getan interpreter. You can get documents read to you and some sent to you in your language. For help, callus & the
number listed on your ID card, if any, or 1-800-942-0854. For mare help call the CA Dept. of Insurance at 1-800-927-4357,

To receive a copy of the attached Mell.ife document translated into Spanish or Chinese, please mark the box by the requested language statement below, and
mai the document with this fom to:

Mstropolitan Life Insurance Company

PO Box 14587
Lexington, KY 40512
Please indicate to whom and where the translated document is ko be sent.

[ ] Servicio deldiomas Sin Costa Puede obtener la ayuda de un intérprete. Se |2 pueden ker documentos y enviar algunos en espafiol. Para recibir
ayuda, llamenos al nimero que aparece en su tajela de idenfificacion, si tiene ung, o al 1-800-942-0854. Para recibi ayuda adicional lame d
Departamento de Seguros de Califoria af 1-800-027-4357.

Pararecibiruna copla del documento adunto de MatLife traducido al espaficl, marque la caslla comespendiente & esta oracion, y enviz porcomeo el
documento junto con este formulario a:

Metropolitan Life Insurance Company

PO Box 14587

Lexington, KY 40512

Por favor, indique a quién y a dénde debe erviarse el dacumento fradudido.

NOMBRE
DIRECCION _ e _ _ e

[l ERFSEE. sUEcL%02R%, TARRWFRARNRAIYY  RTERBRBEN Y FER, NS ,

s SRR+ LFIR NG (1047 ) |, o 1-800.942-0854, MIE BB | 5 24 w00 A (R R AR 481-800-927-4357 .

A PERINtL X IR XGRS | SR I BGRB9S 4E | RN FERLR - ESE

Metropofitan Life Insurance Company

PO Box 14587

Lexington, KY 40512

iﬁiﬁﬁ REM 3R A S Bt itk

i3]

Ulnjduip purpgeimbymijuh tumuympynibibibp: 25q Yupulugpdh huybkpklh puipgihnbhy, nph ogimpyudp Yupnn Ep huybpbing
Yupguwy ruuwnwpnpebng: 2wpgbph nhupou! ththmpl:p]ﬁlbq Jtn 1D pwpanh pw bgjwd hbpwhmuwhwduspng Yund 1-800-942-
0854: Unwty dwbpunwul nbnbwundmprub huniwp quiquihwpbp Yuwh$opbhagh Uywhodugpulwh Yegupunuwdbin 1-
800-527-4357 htmujunuwhunfwpnd;

swhonfiohaistinid 1 snnsegnuRERLR NG BudmmehnanimngEnandthmanias 1 mpncten wugioums msettas
vl REnMgaIuRg iUt g U Muse 1-800-042-0854 1 nEndegtruiguies mugiins] prUmeS taisigmdiingn (cA

Depl. of lsurance) mutose 1-800.927.4357 4

Kev pab txhais lus tsis kam them ngi. Koj thov lau kom nthizv neeg txhais lus thiab nyeem ntaub ntawv hais ua lus Hmoob rau kql mlﬁ. Yog xav tau key
pab, hu rau peb ntawm tus xov tooj sau hauv koj daim apav ID, 0g muaj, lossis 1-800-342-0854. Yog xav kom pab bwm yam hu rau lub CA Haur Paus Iv-
sawsas ntawm 1-800-927-4357.

REDERY -2, BRREBLTERETCKES RS LFTE SICENTESY, Y-LANERECHEL0H L. FEEHL0 Dh-FloEE
NTVSHES . FhI3 1-800-942-0854 ABBEECEE, SR HENGELB ST DUZAILZPRIRIEF 1-800-9274357 FTERLS hH(E
AN

TE SN U2 o4 BAL {ioli glojriul 4 gliyut L] MR siAlE, A8t I Fhrel gl W} 1800942
6554 2 gL AL 'EHT.» Lgo] gy, dsE 1-&3%-92?—435? v FEE| EL o} BT 1g3le] £4AQ.

becnnaTibIe yonyru yCTHOIO nepenofa. Byl MOXETe BOCI0rbI0BATHCR ycnyTamit nep2aog4MKa, KOTOPGIA NPOYATAST BaM AOKYMEHTL! HA PYCLKOM RIBIKS.
YTOGE! MONYY4 T MOMOLLL, NOIBOHITE HaM NO "ONEDY, Y{@3BHHOMY Ha Ballei HASHTHGMEAUIDHKHON KAPTOuKe, BCU § BAC OHA 8CTs, B0 NO Howepy 1-80)-

942-0854. Ecnm au 1tpiia nomotes b APYTMX BONPOCaX, NOJBOIMTES B ropAyyio niimio flenapramerma crpaxosalma (CA Dept. of Insurance) 1-800-927-4357.

Libreng serbisyo sa pagsasalin. Maaan kang kumuha na tagasalin pars basahin sa iyo ang mga dokumento sa wikang Tagalog. Para ikaw ay matulungan,
mwauarg*l kami sﬁumg::ﬂnq nakalista sa iyungﬁﬂ card, Icuﬁg n%a:.rrunn man, 0 sa numafong 1-800-842-0854. Para sa karagdagang tulong tawagan ang r&
Dept. of Insurance sa numereng 1-800-927-4357. N o ;

Dich vy théng dijch mién phi. Quy vj c6 thé tim mét thong dich vién va nhér doc cac 1ai liéu nay cho quy vi béng tidng Vist. D&
dwgrc glup de, goi che ching tol tai sb néu trén thé 1D cla quy vi, néu c6, hosc *-800-642-0854. D& dwoe glip A& thém gol cho Ban
Bao Hiem CA tai sb 1-800-9274357.

By o d e gl 8] o Uy daal etamloaall g pall Gy ZAaTieaall Beb i dcza = | pecmall y a iy a1 iy Ay dap i Clari Jgi Y
1-800-927-4357 o330 o CA J @il el oy ool daeladdl o 3y jal g 1-800-942-0854 3 s Juadl gl oy Ll iy yui

WA i D3 S 3030 w30 e 3y sl i pleint ool s S 33 dalllan (gl g e 3 5 A 1) 53 g e e 35 e et AR ot 5l g g
A0 A 18000274357 L ADS 4ap S8y il Laial )5y 30 58y A3 e, 1-800-042-0854 o a1 (1555 =3 )

30 63 ST ol b by sae oy WSz gy ooy glius bly o 85 o Jo 0SS Jraluiladst €3 am G &Tﬁﬁﬁd—i&ﬂhﬂﬂﬂf&ﬁﬁ}lﬂﬁ
25 J8 J6 il iy caaifd o ) o oy 18008274357 i | by 300350 ST.0S SIS &, 1-800-8420854 b o a3, 0 5
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Superior Vision Plan Summary ({l”z‘tf_

With your Sug

ior Visior

«Go to any licensed 'uperinr visi

network.

SuperiorVision
| I MetLife

N Preferred Provider Organization Plan, you can:
on provider and receive coverage. Just remember your benefit dollars go further when you stay in

«Choose from a large network of ophthalmologists, optometrists and opticians, from private practices to retailers like Costcos
Optical, Walmart, Sam's Club and Visionworks.

In-network

value added features:
Additional savings on lens
enhancements:® Average 20-
25% savings over retail on all
lens enhancements not
otherwise

covered under the Superior
Vision Insurance program.

Additional savings on glasses
and sunglasses:® Members
may receive 50% off of
additional complete pairs of
eyeglasses and sunglasses at
Visionworks or 30% off at other
participating providers on the
same transaction. Otherwise, a
20% discount off the provider's
usual and customary rate may
be available.

Additional savings on
frames:® 20% off any amount
over your frames allowance.

Additional savings on
contacts:® 15% off any amount
over your contact lens
allowance. 15% discount on
additional contacts beyond your
covered amount.

Laser vision correction:5
Savings of 40% - 50% off the
national average price of
traditional LASIK are available
at over 1,000 locations across
our nationwide network of laser
vision correction providers.

Monthly Premium:

 Employee Only: $7.02

B EmEuyaa + Familz: $14.04 |
In-network benefits
There are no claims for you to file when you go to an in-network Superior vision provider.

Simply pay any copays or member out of pocket amount (MOOP) and, if applicable, any
amount over your frame/contacts allowance at the time of service.

Frequency

Eye exam Once every 12 months

* Eye health exam, dilation, prescription and refraction for glasses: Covered in full after $10
copay.

* Retinal imaging: Up to a $39 copay on routine retinal screening when performed by a

private practice.
m

Frame Once every 24 months

* Allowance: $130 after $20 eyewear copay.
You will receive an additional 20% savings on the amount that you pay over your

allowance.
Participating private practice providers typically do not display the Collection but are

contractually required to maintain a comparable selection (in both quantity and quality) of
frames that would be covered, with no additional member out-of-pocket expense.
Special lens designs, materials, powers and frames may require additional cost.
Collection is available at most participating independent provider offices. Collection is

suh‘!ect to change.

Standard corrective lenses Once every 12 months
* Single vision, lined bifocal, lined trifocal, lenticular: Covered in full after $20 eyewear

copay’.
h

Standard lens enhancements? Once every 12 months

» Standard Polycarbonate (child up to age 18)°: Covered in full after $20 eyewear copay’.

» Progressive Standard, Progressive Premium/Custom, Standard Polycarbonate (adult)®, UV
coating, Scratch-resistant coatings, Solid or Gradient Tints, Anti-reflective, Photochromic,
Blue Light filtering, Digital Single Vision, Polarized, High Index (1.67 1 1.74): Your cost will
be limited to @ member out of pocket amount (MOOP) that MetLife has negotiated for you.
These amounts may be viewed after enroliment at www.metlife.com/mybenefits.

" Materials co-pay applies to lenses and frames only, not contact lenses.
* The above list highlights some of the most popular lens enhancements and is not a complele listing.

! Polycarbonate lenses are covered for dependent children, monocular patients, and patients with prescriptions +/- 8,00 diopters
or greater,

('U’,HLC(@F PESIM: F@;C {ffr"(‘co M{Ljaf)@
|- S0 - Q42 -0854

200 Park Ave., New York, NY 10166
© 2022 MetLife Services and Solutions, LLC
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Other in network features -
continued:

Hearing discounts:® A National
Hearing Network of hearing
care professionals, featuring
Your Hearing Network, offers
Superior Vision members
discounts on services, hearing
aids and accessories. These
discounts should be verified
prior to service.

m
Contact lenses (instead of eye glasses)*

Once every 12 months

Contact fitting and evaluation:
* Standard fitting: Covered in full after $25 copay.
* Specialty fitting:$50 allowance after $25 copay

¢ Elective lenses: $130 allowance.

» Necessary lenses: Covered in full.

» Conventional contacts: You will receive an additional 20% savings on the amount that you
pay over your allowance.

* Disposable contacts: You will receive an additional 10% savings on the amount that you pay

over your allowance.
* Standard contact lens fitting applies to a current contact lens user who wears disposable, daily wear, or
extended wear lenses only. Specialty contact lens fitting applies to new contact wearers and/or a member whao

wear toric, Eas ﬁrmeable. or mulli-focal lenses.

We're here to help

Find a Superior Vision provider at

www.metlife.com/vision and select Superior Vision by MetLife'.

For general questions, go to www.metlife.com/mybenefits.
or call 1-833-EYE-LIFE (1-833-393-5433)

“Not all providers participate in vision program discounts, including the member out-of-pocket features. Call your provider prior to
scheduling an appointment to confirm if the discount and member out-of-pocket features are offered at that location. Discounts
and member cut-of-pocke! are not insurance and subject to change without notice.

* These features may not be available in all states and with all in-network vision providers, Discounts are not available at Walmart
and Sam’s Club. Please check with your in-network vision provider.

200 Park Ave., New York, NY 10166
© 2022 MetLife Services and Solutions, LLC

VI-STAND Vision Benefit Summary L0222020327[exp0323][All States]




Out-of-network reimbursement
You pay for services and then submit a claim for reimbursement. The same benefit frequencies for In-network benefits apply.
Once you enroll, visit www.metlife.com/mybenefits for detailed out-of-network benefits information.

¢ Materials allowance after a $0 copay e Single vision lenses: up to $30 * Progressive lenses: up to $50
¢ Eye exam: up to $45 after a $0 * Lined bifocal lenses: up to $50
B copay.
Frames: up to $70 ¢ _ Lined trifocal lenses: up to $65
Contact lenses: ¢ Lenticular lenses: up to $100

e Elective up to $105

« Necessary up to $210

200 Park Ave., New York, NY 10166
© 2022 MetLife Services and Solutions, LLC

VI-STAND Vision Benefit Summary L0222020327[exp0323][All States]




Exclusions and Limitations of Benefits

This plan does not cover the following services, materials and treatments:
Services and Eyewear » Services and materials obtained while outside the
» Services and/or materials not specifically included United States, except for emergency vision care.
g\et:er\;;:;.mn Fian Benefits Overview (Schedule of Services, procedures, or materials for which a
el charge would not have been made in the absence
* Any portion of a charge above the Maximum of insurance. .
iengglt_l:gﬂ;”a”fg nrelﬁumbursament incicatedin Services: (a) for which the employer of the person
2 VRGO receiving such services is not required to pay; or

» Any eye examination or corrective eyewear (b) received at a facility maintained by the
required as a condition of employment, Employer, labor union, mutual benefit association,

» Services and supplies received by you or your or VA hospital.
Dependent before the Vision Insurance starts. e Services, to the extent such services, or benefits

Contact lens insurance policies and
service agreements,

Refitting of contact lenses after the
initial (90 day) fitting period.

Contact lens moedification, polishing,
and cleaning.

Treatments
» Orthoptics or vision training and any
associated supplemental testing.

e Medical and surgical treatment of the

i i eye(s).
e Missed appointments. for such services, are_auallablg undgr a ye(s)
) _ _ ) Government Plan, This exclusion will apply Medications
* Services or materials resulting from orin the whether or not the person receiving the services is poceriotion and n SigRsaaiion
course of a Covered Person’s regular occupation enrolled for the Government Plan, We will not o fndion

exclude payment of benefits for such services if
the Government Plan requires that Vision
Insurance under the Group Palicy be paid first.
Government Plan means any plan, program, or
coverage which is established under the laws or
regulations of any government. The term does not
include any plan, program, or coverage providad
by a government as an employer or Medicare.

for pay or profit for which the Covered Person is
entitled to benefits under any Workers'
Compensation Law, Employer’s Liability Law or
similar law. You must promptly claim and notify
the Company of all such benefits.

¢ Local, state and/or federal taxes, except where
MetLife is required by law to pay.

« Services or materials received as a result of
disease, defect, or injury due to war or an act of
war (declared or undeclared), taking part in a riot
or insurrection, or committing or attempting to .
commit a felony. .

+ Plano lenses (lenses with refractive correction of
less than % .50 diopter).

Twao pairs of glasses instead of bifocals.

Replacement of lenses, frames and/or contact
lenses, furnished under this Plan which are lost,
stolen, or damaged, except at the normal intervals
when Plan Benefits are otherwise available.

Important: If you or your family members are covered by more than one health care plan, you may not be able to collect benefits from both plans.
Each plan may require you to follow its rules or use specific doctors and hospitals, and it may be impossible to comply with both plans at the same
time. Before you enroll in this plan, read all of the rules very carefully and compare them with the rules of any other plan that covers you or your

family.

Savings from enrolling in a MetLife Vision Plan will depend on various factors, including plan premiums, number of visits to an eye care professional
by your family per year and the cost of services and materials received. Be sure to review the Schedule of Benefits for your plan's specific benefits

and other important details.

MetLife Vision benefits are underwritten by Metropolitan Life Insurance Company, New York, NY. Certain claims and network administration services
are provided through Superior Vision Services, Inc. ("Superior Vision™), a Delaware corporation. Superior Vision is part of the MetLife family of

companies.

Like most group benefit programs, benefit programs offered by MetLife and its affiliates contain certain exclusions, exceptions, reductions, limitations,
waiting periods, and terms for keeping them in force. Please contact MetLife or your plan administrator for costs and complete details.

VI-STAND Vision Benefit Summary

200 Park Ave., New York, NY 10166
© 2022 MetlLife Services and Solutions, LLC
L0222020327[exp0323][All States]




Delta Dental Insurance Company
FP.O. Box 1809

Alpharetta, GA 30023-1809
deltadentalins.com

ENROLLMENT/CHANGE FORM

Delta Dental Insurance Company

VERY IMPORTANT — Please Print Legibly

Enrollee/Change Information

FOR GROUP USE ONLY

Grgup, Ng Division

Hire
Date

Effective
Date

/

/

S|

Name of Employer

Benefit
Package

Location Pay Code

Enrollee Classification

O New Enrollment O marital status Change L Terminate Enroliee Coverage a S55N/Enrollee ID Number Correction or O Fuil-time 0 Hourly L certified
previous ID under which benefits are received
O part-Time [ salaried O classified
O Add/Delete Dependent L Address Cha nge U other
O O O Y O O O ) S O Retired O Member/Other
[ Primary Enrollee Information COBRA (if applicable)
Soclal Security Number Enrollee ID Number (if applicable) Date of Birth — Gender Marital Status
Termination
| | _ l _ | | | HERER RN | | of / O Non-binary O Male O Female O singte O Married
First Name Last Name Middle initial Reduction in Hours
. Divorce/Legal Separation®
Mailing Address (Street) City State ZIP Code
Widowed/Surviving Dependent*
Email Address (internal use only)
Phone Number n U. = Phone Type (. Dependent Child No Longer Eligible’
Cell O work O Home O
Name of Other Dental Carrier Policy Holder Name (first/last) Date of Birth Indicate qualifying date: \_. \\
- _\. \. "If a dependent is enrolling under his/her social security
Effective Date Policy Holder Street Address City State ZIP Code number, the SSN currently enrolied under must be
of Other Policy \ \ provided.
Dependent Information
; Dependent First Name . MNon b
Relationship ¢ ° Fdoddnil leg) Add / Term Social Security Number Date of Birth Inﬂ__..x _H-.._._..”__.q Student / Disabled** Mame of School (overage student)**
Spouse
Q O b /7 Daao Q 0O
Dependent
Q_ O oy /[ / 990 Q a
Dependent
O 9 v vl /[ / 400 Q g
Dependent
Q O 0 vl g g A i 0 00 O
Dependent
g Qi g ! L1 1 / / 400 g O

Please attach a separate sheet for additional dependent information. All dependents listed will

be considered enrolled.

“*Additional documentation will be required for disabled and student status.

i

Q

| authorize any payroll deduction

| understand that changes can only be made during the annual open enrollment period unl
may otherwise be provided by the group contract.

consistent with that event, or as

| decline coverage at this time.

Signature of Enrollee

| certify that the above information is true and
ess | experience a qualifying family status change, in which case the change must be

Date

correct to the best of my knowledge.

(AL, GA, M5, NV ,TX, UT) #11B6038 (rev. 1/19)
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Mississippi Schools Pool

Delta Dental gives you something to smile about

As the nation’s leading dental carrier, Delta Dental makes it easy to protect smiles with a network of quality dentists in the
Mississippi area.’ Plus, flexible plan options and personalized customer service resources? ensure that enrollees can finally
prioritize their oral health needs.

Cost savings made simple
With options like Delta Dental's D&P Maximum Waiver® costs for diagnostic and preventive dental services like routine
cleanings, x-rays and exams don't count against plan year maximums. That means enrollees have more dollars for other dental

services.

Value-added features beyond dental care
Being your trusted health partner is about more than just dental health — Delta Dental cares about enrollees’ overall well-being,

That's why this pool has access to preferred pricing on hearing aid and LASIK services through Amplifon Hearing Health Care
and QualSight.* Through these partnerships, enrollees can benefit from 64% average savings off retail hearing aids through
Amplifon* and 40-50% savings off the national average price of traditional LASIK.®

Plan benefits

Deductible per
calendar year

High Plan

$50 per person / $150 per family
Waived for D&P services and orthodontics

Low Plan

$50 per person / $150 per family
Waived for diagnostic and preventive (D&P)
services

$1,500 per person
D&P and orthodontics do not count toward
annual maximum

$1,000 per person

Annual maximum per $1,000 per person

calendar year

Lifetime orthodontic maximum Not applicable

Waiting periods None None

Enrollee only: $19.49 Enrollee only: $34.50

Enrollee + spouse: $38.96 Enrollee + spouse; $68.93

Enrollee + dependent child(ren): $42.88 Enrollee + dependent child(ren); $75.86
Family (enroliee + spouse + child(ren)): $63.35 Family (enrollee + spouse + child(ren)): $110.21

Monthly rates®
Rates are guaranteed for 12 months

Delta Dental PPO™ or Non-Delta Dental Delta Dq_antal F'F:U or Nan-nelta. Dental
Premier® Dentist Dentist Premier Dentist Dentist
Diagnostic & Preventive Services 100% 100% 100% 100%
Sealants 100% 100% I_ 100% 100%
Space Maintainers 100% 100% 100% 100%
Basic Restorative BO% 80% 80% 80%
Oral Surgery 80% 80% l BO% BO%
Simple Extractions 80% BO% BO% 80%
Endodontics Not Covered Not Covered 50% 50%
Surgical and Non-Surgical Periodontics Not Covered Not Covered S0% 50%
Major Restorative Mot Covered MNot Covered 50% 50%
Prosthodontics — Fixed & removable Not Covered Mot Covered 50% S50%
Denture Repair and Relining 80% 80% | 80% 80%
Implants Not Covered Mot Covered S0% 50%
Orthodontics — Child Not Covered Not Covered | 50% 50%
Orthodontics — Adult Not Covered Not Covered l Not Covered Not Covered

' Network360 Unigue Dentist Report, March 2021,

* All groups have access to Delta Dental's online billing and eligibility tools.

¥ Vision corrective services and hearing health care services are not insured benefits, Delta Dental makes
the Vision Corrective Services program available to enrollees to provide access to the preferred pricing
for LASIK surgery. Delta Dental makes the hearing health care services program available to enrollees
to provide access to the preferred pricing for hearing aids and other hearing health services.

* According to Amplifon's internal analysis of Amplifon savings off MSRP in 2020, Discounts or savings
may vary by manufacturer, provider and technology level of the hearing aid device.

® As compared to the reported overall naticnal LASIK eye surgery cost by Market Scope LLC 2020.

Discounts or savings may vary by provider,

OY oD Mn

deltadentalins.com




Plan Guidelines’

The rates quoted in this proposal are based on the
information provided to Delta Dental at the time the
proposal was released. This proposal is not a contract,

If a group wishes to sign a contract with Delta Dental,
each group will be required to complete and sign a group
application. Delta Dental's acceptance of a completed
group application will be based on verification of group
enrollment specifications. If during the contract term

any new or increased tax, assessment or fee is imposed
on the amounts payable to or by Delta Dental under

this contract or any immediately preceding contract
between Delta Dental and contractholder, the premium
amount will be increased by the amount of any such new
or increased tax, assessment or fee by written notice

to contractholder, and the contract shall thereby be
modified on the date set forth in the notice.

Group pool requirements

This Delta Dental group pool plan is available to any
public school system in Mississippi employing 50 to 1,000
employees. Any district that falls under 50 employees, or
grows above 1,000 employees, will be carved out of the
group pool and individually underwritten. These groups
will be allowed to remain in the pool until their contract's
expiration date. Clients wishing to leave the pool will be
individually underwritten according to standard Delta
Dental business practices. Current Delta Dental clients
are not eligible for this program unless specifically
approved by Sales management.

Single dental carrier

It is assumed that Delta Dental is to be the only
dental carrier and that all primary enrollees (and their
dependent enrollees) will be covered under our plans.

Rate guarantee
Rates are guaranteed for 12 months. Delta
Dental recommends 90 days’ advance notice for

implementation.

Maximum contract allowance
Contracted dentists are paid directly by Delta Dental and

by agreement cannot bill the enrollee more than their
contracted fee. Non-contracted dentists may not always
accept Delta Dental's program allowance as payment in
full, The enrollee is responsible for paying up to the non-
contracted dentist's submitted charge. Benefit payments
for services rendered by non-contracted dentists are sent
directly to the enrollee, It is the enrollee’s responsibility
to pay the non-contracted dentist,

Deductibles and maximums

Deductible and maximum amounts for in-network and
out-of-network are inclusive of each other and not in
addition to. Takeover of deductibles and maximums is
included.

Eligibility

Eligible employees may enroll on the first day of

the month following completion of the employer’s
required eligibility period. Eligible employees who
decline dental coverage may elect to enroll at the next
open enrollment.® The same requirements also apply
for dependent coverage. Primary enrollees electing
dependent coverage must enroll all eligible dependents
in the dental program. Eligibility for employees and
dependents is subject to all state laws or regulatory
reguirements. Enrollees eligible for optional continuation
of group benefits under the Consolidated Omnibus
Reconciliation Act of 1986 (COBRA) may continue
coverage as allowed by law.

Fully insured non-retention contract

Any profit or loss remaining at the end of the contract
period will be absorbed by Delta Dental. The client
assumes no liability in a loss situation.

Limitations and exclusions
The proposed plan will be administered under Delta
Dental's benefits, limitations and exclusions.

Additional benefits for pregnancy

Pregnant enrollees are eligible for a benefit enhancement
consisting of one additional oral evaluation and either
one additional prophylaxis or one periodontal scaling and
root planing procedure.

¢ Quoted monthly rates are for Mississippi Schools Pool Plan ID: E-PPO-A-DM2LH2.
" Coverage is subject to Delta Dental's Termination and Renewal provisions and Delta Dental's Limitations and Exclusions. Please consult a Delta Dental Sales

representative or broker for more information.
* Delta Dental does not guarantee open enroliment attendance by staff or contracted enrollers.

In MS, Delta Dental PFPO is underwritten by Delta Dental Insurance Company.




