NEW HIRE CHECKLIST

Name:

Position:

Location:

O Employee Profile Sheet
O Personal Information

O -9 Form
A. Passport
-or- . C
B. ID/Driver License and Social Security Card (Both REQUIRED)

O Direct Deposit Form
A. Voided Check
-or..
B. Documentation from Financial Institution
O W-4 (Federal Withholding)
O State Tax Withholding

O Blue Cross Blye Shield (Health Insurance)
A. Employee Base $0
B. Employee Select $50

O PERS Membership Form
A. Spouse, If applicable (name, SSN, Birthdate, Wedding Date)
B. Dependent Child(ren) (Name, SSN, Birthdate, Relationship)

O PERS Beneficiary Form
A. Beneficiary (Name, SSN, Birthdate, Relationship)

O Equitable Dental

L High Low
Employee Only $28.29 $15.98
Emp + Spouse $56.52 $31.95
Emp + Child(ren) $62.21 $35.16

.LEmp + Family $90.37 $51.95

O Equitable Vision

Employee Only $5.97
Emp + Family $11.90

O Active Resources

O Background Check ($40.00 money order)




Coahoma County School District
Employee Profile Sheet

Full Name (First, Middle, Last)

Date of Birth:

Home Phone Number/Cell Phone Number:

Social Security Number (for MS1S, SAM & Marathon):

Physical Address:

Mailing Address:

Family Information:
Marital Status: Single / Married / Divorced

Number of Children:

Number of Years Employed by Coahoma County
School District:

Number of Total Years of Experience in the Field of
Education:

Title of Current Position:

License/Certification Area/ Endorsements:

-

Emergency Contact Information:
Name:

Phone Number:

College/University Attended:

Three Self Describing Adjectives:
1.
2.
3.

Allergies/Allergic:

Personal Email Address:

Employee Signature:




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 MLI.
Address:
Street Address Apartment/Unit #
City State Zip Code
Primary Phone: Alternate Phone:
Relationship:
Title: Employee Id:
Supervisor: Department:
Work Location: Email:
Yrs. Of Exp: Certification:
Start Date: Salary:

Board Approval Date: HR Dept. Signature




Employment Eligibility Verification USCIS

. ; Form I-9
Depgl tmen.t of Homel.and ‘Secunt).( OMB No.1615-0047
U.S. Citizenship and Iinmigration Services Expires 07/31/2026

START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for
failing to comply with the requirements for completing this form. See below and the Instructions.

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or
Supplement B, Reverification and Rehire. Trealing 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 State ZIP Code

Date of Birth (mnuddfyyyy) U.S. Social Security Number Employee’s Email Address Employee's Telephone Number
L |

| am aware that federal law Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.):

rovides for imprisonment and/or ) .
gnes for false s’:aﬁements. or the _]:I 1. Acilizen of the United States
use of false documents, in D 2. A noncitizen national of the United States (See Instructions.)
connection with the completion of | 7] "3 A lawful permanent resident (Enter USCIS or A-Number.) |
this form. ) attest, under penalty —
of perjury, that this information, D 4.
including my selection of the box
attesting ta my citizenship or

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

If you check ltem Number 4., enter one of these:

immigration status, is true and USCIS A-Number Form |-94 Admission Numbear o Foreign Passport Number.and Country of Issuance
correct. R R
Signature of Emplayee Today's Date (mm/dd/yyyy)

If a preparer andlor translat isted you In compieting Section 1, that person MUST complete the Preparer and/or Translator Certification on Page 3.

Section 2. Employer Review and Verification: Employers or their authorized representative must complete and sign Section 2 within three
business days aiter the employee's first day of employment, and must physically examine, or examine consistent with an alternative procedure
authorized by the Secretary of DHS, documentation from List A OR a combination of documentation fram List B and List C. Enter any additional
documentatian in the Additional Information box; see [nstructions.

List A OR ListB AND ListC

Document Title 1

Issuing Authority

Dacument Number (if any)

Expiration Date (if any)

Additional Information

Document Title 2 {if any)

Issuing Authority

Document Number (if any)

Expiration Date (if any)

Document Title 3 (if any)

[ssuing Authority

Document Number (if any)

Expiration Date (if any) [[] check here if you used an altemative procedure authorized by DHS to examine documents.
Certification: |attest, under penalty of perjury, that (1) | have examined the documentation presented by the above-named z:;: /3:7 of E)rnployment
employee, (2] the above-fisted documentation appears to be genuine and to relate to the employee named, and (3) to the yyyyk

best of my knowledge, the employee is authorized to work in the United States.

Last Name, First Name and Title of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy)
Emplayer's Business or Organization Name Employer's Business or Organization Address, City or Town, State, ZIP Code

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

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




“

LISTS OF ACCEPTABLE DOCUMENTS

All documents containing an expiration date must be unexpired.
* Documents extended by the issuing authority are cansidered 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 ldentity
and Employment Authorization

OR

LISTB

Documents that Establish ldentity

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 1-551)

3. Foreign passport that contains a
temporary -551 stamp or temporary
1-551 printed notation en 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 parale:

a. Foreign passpart; and

‘b. Form [-94 or Form I-94A that has
the following:

(1) The same name as the
passport; and

(2) An endorsement of the
individual's status or parole as
long as that period of
endorsement has not yet
expired and the proposed
employment is not in conflict
with any restrictions or
limitations identified on the form.

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

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

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 ID card with a photograph

4. Voter's registration card

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

5. U.S. Military card or draft record

6. 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

7. U.S. Coast Guard Merchant Mariner Card

4. Native American tribal document

8. Native American tribal document

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

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

6. ldentification Card for Use of Resident
Citizen in the United States (Form I-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
Authorization 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.

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

e Form I-94 issued to a lawful
permanent resident that contains an
1-551 stamp and a photagraph 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 1-9 Central for more information.

Form I-9 Edition 08/61/23

Page 2 of 4



Supplement A, USCIS

Preparer and/or Translator Certification for Section 1 Form 1-9
. Supplement A
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026

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

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1
of Form 1-9. 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 1-9.

| 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) 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

| 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) 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 I-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. Middte initial (if any) from Section 1.

Instructions: This supplement replaces Section 3 on the previous version of Form 1-9. Only use this page if your employee requires
reverification, is rehired within three years of the date the original Form 1- 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 19 record. Additional guidance can be found in the_

Handbook for Employers: Guidance for Completing Form I-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

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.

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

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

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

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
continued employment authorization. Enter the document information in the spaces below.
Document Number (if any) Expiration Date (if any) (mm/dd/yyyy)

Document Title

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

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

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

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
continued employment authorization. Enter the document information in the spaces below.
Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy)

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

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

Additional Information (Initial and date each notation.) T T
alternative procedure authorized
by DHS to examine documents.

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



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, , SS#

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 39-350-20-8-1-00Q (Rev. 08/20)

MISSISSIPPI EMPLOYEE'S WITHHOLDING EXEMPTION CERTIFICATE

Employee's Name

SSN

Employee's Rasidence

Number and Street

City or Town State Zip Code

CLAIM YOUR WITHHOLDING PERSONATL, EXEMPTION

Marital Status

Personal Exemption Allowed Amount Claimed

Marital Status

PLOYEE : 1. single Clenter $6,000 as exemption . . . . » $
ile this form with your
(a) . &
bmployer. Otherwise, you % E] Spouse NOT employed: Enter $12, 000 > s

nust withhold Mississippi (Chack Ona)
incceme tax from tha full {h) E:
pmount of your wages.

Spouse IS employed: Enter cthat part of
§12,000 claimed by you in multiples of
$500.

See instructions 2(b) below. » $

-

3. Head of Family

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

employee is believed ta
have claimed excess
exemption, the Departmant
of Revenues should be

Number Claimed

income tax purposes.
* A head of family may <laim §1,500 far each
dependent excluding the one which qualifies you
as head of family. Multiply numbeq_oi depandents

and 2(d)below . > $
PLOYER : You may claim $1,500 for each dependent*, other than
keep this certificate with for taxpayer and spouse, who receives chief supporrn
your records. If ths 4. b dent. from you and who qualifies as a dependent for Federal
= . Dependents

claimed by ycu by $1,500. Enter anount =laimed...» $
advised.
* Age 65 or older[:] Husband E:]Hife E:] Single
5. Age and « 3lind O3 husbana Owite I single
blindness . .
Multiply the number of blocks checkad by $1,500.
Enter the amount claimed . . . . .» $
* Note: llo azxemption allowad for age or
blindnass for depandants .
6. TOTAL AMOUNT OF EXEMPTION CLAIMED - Lines 1 through 5...» $
7. Additional dollar amount of withholding per pay period if $
agreed to by your employer T T T A,
Military Spouses 8. If you meet the conditions set forth under the Service Member

esidency Relief Act
xemption from Mississippi
Withholding

Civil Relief, as amended by the Military Spouses Residency
Relief Act, and have no Mississippi tax liability, write
"Exempt" on Line 8. You must attach a copy of the Federal

Form DD-2058 and a copy of your Military Spouse ID Card to

this form so your employer can validate the exemption claim..»

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

Employee's Signature:

Date:

INSTRUCTIONS

1. The parsonal examptions aliowed:
(a) Single Individuals $6.000 (d) Dependents $1,500
(b) Married Individuals (Jointly) $12,000 (o) Age 65and Over  $1,500
(c) Head of family §9,500 (N Blindness $1,500
2, Claiming parsonal exemotions:

(a) Single Individuals enter $6,000 on Line 1,

(b) Married indlividuals are allowed a icint exemotion of $12,000.
If the spouse is not emplayed, enter $12,000 on Line 2(a). If the spouse is amployed, the
exemption of §12,000 may be divided batween taxpayer and spouse in any manner they
choose - in mulliples of $500. For example, the taxpayer may claim $8,500 and the spouse
claims $5,500; or the laxpayer may clalm 8,000 and the spouse clalms $4,000. The lotal
claimed by tha taxpayer and spouse may not exceed $12,000. Enter amount claimed by
you on Une 2(b).
(c) Head of Familv
A head of family is a single incividual who maintains a home which s the principal place of
aboda for himself and at teast one ather dependent. Single individuals qualifying as a head
of family enter §9.500 on Line 3. If the taxpayer has more than one dependent, additional
exemptions are applicable. See itam (d).

(d) An additi molion of $1,500 m; anerall laimad f h dependent of {
laxoayer. A dependent is any relative who receives chief support from the taxpayer and who
qualifies as a dapendent for Federal income tax purposes. Head of lamily individuals may
claim an additional ption for each d dent excluding the one which Is requirad for
head of family status. For example, a haad of family taxpayer has 2 dependent chitdren and
his dependent molher living with him. The taxpayer may claim 2 addilional exemptions,
Married or single Individuals may claim an additional examption for aach depandent, but

should not include themselves or their spouse. Married taxpayers may divide the number of thair

dependents between them in any manner they choose; for example, a married couple has 3 children
who qualify as dependents. The taxpayer may clalm 2 dependenis and tha spouse 1; or the taxpayer
may clalm 3 dependents and the spouse none. Enter the amount of depandent exemption on Line 4.

(e) th mptio b m ither tax, r H if
i f hi No

additional exemption is autharized for dependents by reasan of age. Check applicable
blocks on Une5.

(N An additional exemplion of $1,500 may ba claimed by either taxpayar or spause o bath if
elther or both are blind. No additional ion Is authorized for dep by reason of
blindness. Check applicable blocks on Line 5. Multiply number of blocks checked on Line 5
by $1,500 and enter amount of exemption claimed.

. Yotal Examption Claimed:
Add the amount of exemplions claimed in each category and enter the total on Line 6. This
amount will be usaed as a basis for withhalding income tax under the appropriate withhalding
tables.

™)

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

PENALTIES ARE IMPOSED FOR WILLFULLY SUPPLYING FALSE INFORMATION.

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

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




Form w-4

Department of the Treasury
Internal Revenue Service

Employee’s Withholding Certificate
Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay.
Give Form W-4 to your employer.
Your withholding is subject to review by the IRS.

OMB No. 1545-0074

2026

Step 1:

(a) First name and middle initia! Last name (b) Social security number

Enter
Personal
Information

Address Does your name match the
name on your social security

card? [f not, to ensure you get

credit for your earnings,
contact SSA at 800-772-1213
or go to www.ssa.gov.

City or town, state, and ZIP code

(c) D Single or Married filing separately
[:] Married filing jointly or Qualifying surviving spouse

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

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

TIP: Consider using the estimator at www.irs.gov/W4App to determine the most accurate withholding for the rest of the year if you:

are completing

this form after the beginning of the year; expect to work only part of the year; or have changes during the year in your

marital status, number of jobs for you (and/or your spouse if married filing jointly), dependents, other income (not from jobs),

deductions, or

credits. Have your most recent pay stub(s) from this year available when using the estimator. At the beginning of next

year, use the estimator again to recheck your withholding.

Complete Steps 2—4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can

claim exemptio

n 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 the most accurate withholding for this step (and Steps 3—4). If

you or your spouse have self-employment income, use this option; or
(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; or

(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This
option is generally more accurate than Step 2(b) if pay at the lower paying job is more than half of the pay at
the higher paying job. Otherwise, Step 2(b) is more accurate . "R T T

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
Claim married filing jointly):
Dependent (a) Multiply the number of qualifying children under age 17 by
and Other $2,200 . : 3(@) [$
Credits (b) Multiply the number of other dependents by $500 3(b) |$

Add the amounts from Steps 3(a) and 3(b), plus the amount for other credits. Enter the

total here 3 |$
Step 4: (a) Other income (not from jobs). If you want tax withheld for other income you
Other expect this year that won't have withholding, enter the amount of other income here.
Adjustments This may include interest, dividends, and retirement income 4(a) [$

(b) Deductions. Use the Deductions Worksheet on page 4 to determine the amount of

deductions you may claim, which will reduce your withholding. (If you skip this line,
your withholding will be based on the standard deduction.) Enter the result here 4(b) |$

(c) Extra withholding. Enter any additional tax you want withheld each pay period . 4(c) [$
Exempt from | claim exemption from withholding for 2026, and | certify that | meet both of the conditions for exemption for
withholding 2026. See Exemption from withholding on page 2. | understand | will need to submit a new Form W-4 for 2027 O
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 4. Cat. No. 10220Q Form W-4 (2026) Created 12/8/25



Form W-4 (2026)

Page 2

General Instructions

Section references are to the Internal Revenue Code unless
otherwise noted.

Future Developments

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

Purpose of Form

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

Exemption from withholding. You may claim exemption from
withholding for 2026 if you meet both of the following
conditions: you had no federal income tax liability in 2025 and
you expect to have no federal income tax liability in 2026. You
had no federal income tax liability in 2025 if (1) your total tax on
line 24 on your 2025 Form 1040 or 1040-SR is zero (or less than
the sum of lines 27a, 28, 29, and 30), or (2) you were not
required to file a return because your income was below the
filing threshold for your correct filing status. If you claim
exemption, you will have no income tax withheld from your
paycheck and may owe taxes and penalties when you file your
2026 tax return. To claim exemption from withholding, certify
that you meet both of the conditions by checking the box in the
Exempt from withholding section. Then, complete Steps 1(a),
1(b), and 5. Do not complete any other steps. You will need to
submit a new Form W-4 by February 16, 2027.

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

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

1. Are submitting this form after the beginning of the year;
2. Expect to work only part of the year;

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

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

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

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

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

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

Specific Instructions

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

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

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

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

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

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

Step 4.

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

Step 4(b). Enter in this step the amount from the Deductions
Worksheet, line 15, if you expect to claim deductions other than
the basic standard deduction on your 2026 tax return and want
to reduce your withholding to account for these deductions.
This includes both itemized deductions and other deductions
such as for qualified tips, overtime compensation, and
passenger vehicle loan interest; student loan interest; IRAs; and
seniors. You (and/or your spouse if married filing jointly) must
have the required social security number to claim certain
deductions. For additional eligibility requirements, see Pub. 501.

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



Form W-4 (2026) Page 3

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

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

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

1 Two jobs. If you have two jobs or you're married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 5. Using the “Higher Paying Job” row and the
“Lower Paying Job" column, find the value at the intersection of the two household salaries and enter
that value online 1. Then, skiptoline3 . . . . . . . . . . . . . . . . . . . .. 1 9

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

a Find the amount from the appropriate table on page 5 using the annual wages from the highest
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries
and enter thatvalueonline2a. . . . . . . . . . . . . . . . . . . . . .. 2a $

b Add the annual wages of the two highest paying jobs from line 2a together and use the total as the
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower
Paying Job” column to find the amount from the appropriate table on page 5 and enter this amount
onfine2b . . . . . . . . . . . . . .. ... .. .. ... 2%

¢ Add the amounts from lines 2a and 2b and enter the resulton 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 2¢c by the number of pay periods on line 3. Enter this
amount here and in Step 4(c) of Form W-4 for the highest paying job (plus any other additional
amountyou wantwithheld) . . . . . . . . . . . . . . . . L. . . ... .. 4 3
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Step 4(b)—Deductions Worksheet (Keep for your records.) ﬂ

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

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

a Qualified tips. If your total income is less than $150,000 ($300 000 if married filing jomtly) enter

an estimate of your qualified tips up to $25,000 . . . . 1a §
b Qualified overtime compensation. If your total income is less than $150 000 ($300 000 if marned

filing jointly), enter an estimate of your qualified overtime compensation up to $12,500 ($25.000 if

married filing jointly) of the “and-a-half’ portion of time-and-a-half compensation . . . ib §

¢ Qualified passenger vehicle loan interest. if your total income is less than $100,000 ($200 000 |f

married filing jointly), enter an estimate of your qualified passenger vehicle loan interest up to $10,000 1c¢ §$
2 Addlines 1a, 1b, and 1c. Enter the result here . . . 2 3
3  Seniors age 65 or older. If your total income is less than $75 000 ($1 50 000 lf marrled flllng jomtly)
a Enter $6,000 if you are age 65 or older before the end of the year . . . 3a §
b Enter $6,000 if your spouse is age 65 or older before the end of the year and has a socral securlty
number valid foremployment . . . . . . . . . . . . . . . . . ... ... 3b §$
4  Add lines 3a and 3b. Enter the result here . . . . e e 4 $

5 Enter an estimate of your student loan interest, deductlble IRA contnbutrons, educator expenses,
alimony paid, and certain other ad;ustments from Schedule 1 (Form 1040) Part Il. See Pub. 505 for
more information . . . . : S8 % % o % 5 §

6 Itemized deductions. Enter an estimate of your 2026 itemized deductlons from Schedule A (Form
1040). Such deductions may include qualifying:

a Medical and dental expenses. Enter expenses in excess of 7.5% (0.075) of your total income . 6a $
b State and local taxes. If your total income is less than $505,000 ($252,500 if married filing
separately), enter state and local taxes paid up to $40,400 ($20,200 if married filing separately) . 6b $

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

insurance premiums) . . . . . . s oW W W 6c $

d Gifts to charities. Enter contributions in excess of 0 5% (0 005) of your tota( income . . . . 6d $

e Other itemized deductions. Enter the amount for other itemized deductions . . . . . . . 6e $

7 Addlines 64, 6b, 6c, 6d, and 6e. Entertheresulthere . . . . . . . . . . . . . . . . 7 9%
8 Limitation on itemized deductions.

a Enter your total income . . . 8a §$

b Subtract line 4 from line 8a. If line 4 is greater than Ime 8a enter -0- here and on Ilne 10 Sklp llne 9 8b §

$768,700 if you're married filing jointly or a qualifying surviving spouse
9 Enter [ » $640,600 if you're single or head of household } 9 §
 $384,350 if you're married filing separately

10 If line 9 is greater than line 8b, enter the amount from line 7. Otherwise, multiply line 7 by 94% (0.94)
andentertheresulthere . . . . . . . . . . . . . . . .00 0w e e e 10 $

11 Standard deduction.

* $32,200 if you're married filing jointly or a qualifying surviving spouse
Enter e $24,150 if you're head of household 1 §
* $16,100 if you're single or married filing separately
12 Cash gifts to charities. If you take the standard deduction, enter cash contributions up to $1,000
($2,000 if married filing jointly) . . . . . . . . . . . . . L . . . .o 12 $
13 Addlines 11 and 12. Enter the resulthere . . . 13 §
14  If line 10 is greater than line 13, subtract line 11 from Ime 10 and enter the result here If Ilne 13 is
greater than line 10, enter the amount fromline12 . . . . . . . . . . . . . . . . . 14 $
15 Addlines 2, 4, 5, and 14. Enter the result here and in Step 4(b) of FormW-4 . . . . . . . . . 15 §
Privacy Act and Paperwork Reduction Act Notice. We ask for the information on You are not required to provide the information requested on a form that is
this form to carry out the Internal Revenue laws of the United States. Internal Revenue subject to the Paperwork Reduction Act unless the form displays a valid OMB
Code sections 3402(f)(2) and 6109 and their regulations require you to provide this control number. Books or records relating to a form or its instructions must be
information; your employer uses it to determine your federal income tax withholding. retained as long as their contents may become material in the administration of
Failure to provide a properly completed form will result in your being treated as a any Internal Revenue law. Generally, tax returns and return information are
single person with no other entries on the form; providing fraudulent information may confidential, as required by Code section 6103.

subject you to penalties. Routine uses of this information include giving it to the
Department of Justice for civil and criminal litigation; to cities, states, the District of
Columbia, and U.S. commonwealths and teritories 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 If you have suggestions for making this form simpler, we would be happy to hear
under a tax treaty, to federal and state agencies to enforce federal nontax criminal from you. See the instructions for your income tax return.

laws, or to federal law enforcement and intelligence agencies to combat terrorism.

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



Form W-4 (2026) Page 5
Married Filing Jointly or Qualifying Surviving Spouse
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
l\‘ﬂ'l‘:;:'&T;:f:;’ $0- |$10,000 - |$20,000 - |$30,000 - | $40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - |$30,000 - [$100,000-]$110,000-
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- 9,999 $0 $0 $480 $850 $850 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020
$10,000 - 19,999 0 480 | 1,480 | 1,850 | 2,050 | 2220 | 2220 | 2220 | 2220| 2220 2220 | 2620
$20,000 - 29,999 480 | 1,480 | 2480 | 3,050 | 3250 | 3420 | 3420 | 3420 | 3420 | 3420 | 3820 | 4,820
$30,000 - 39,999 850 | 1,850 [ 3,050 | 3620 3820 | 3990 | 3990 | 3990 | 399 | 439 | 5390 | 6,390
$40,000 - 49,999 850 | 2,050 | 3250 3820 | 4020| 4190 | 4190 | 4190 | 4590 | 5590 | 6590 | 7,590
$50,000- 59,999| 1,020 | 2,220 | 3,420 | 3,990 | 4190 | 4360 | 4360 | 4760 | 5760 | 6,760 | 7,760 | 8,760
$60,000- 69,999| 1,020 | 2,220 | 3420 | 3990 | 4,190 | 4360 | 4760 | 5760 | 6,760 | 7,760 | 8,760 | 9,760
$70,000 - 79,999 1,020 | 2220 | 3420 | 3,990 | 4190 | 4,760 | 5760 | 6,760 | 7,760 | 8,760 | 9,760 | 10,760
$80,000- 99,999 1,020 | 2,220 | 3,420 | 4,240 | 5440 | 6610 | 7610 | 8610 | 9,610 | 10,610 | 11,610 | 12,610
$100,000 - 149,999| 1,870 | 4,070 | 6270 | 7,840 | 9,040 | 10210 | 11,210 | 12,210 | 13,210 | 14,210 | 15,360 | 16,560
$150,000 - 239,999| 1,870 | 4,100 | 6,500 | 8270 | 9,670 | 11,040 | 12,240 | 13,440 | 14,640 | 15,840 | 17.040 | 18,240
$240,000-319,999| 2,040 | 4440 | 6840 | 8610 | 10,010 | 11,380 | 12,580 | 13,780 | 14,980 | 16,180 | 17,380 | 18,580
$320,000 - 364,999 2,040 | 4440 ( 6840 | 8,610 | 10,010 | 11,380 [ 12,580 | 13,860 | 15,860 | 17,860 | 19,860 | 21,860
$365,000 - 524,999 2,720 | 5920 | 9,390 | 12,260 | 14,760 | 17,230 | 19,530 | 21,830 | 24,130 | 26,430 | 28,730 | 31,030
$525,000andover | 3,140 | 6,840 | 10,540 | 13,610 | 16,310 | 18,980 | 21,480 | 23,980 | 26,480 | 28,980 | 31,480 | 33,990
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Q’,‘:;:'&T;:f:r': $0- ($10,000 - [$20,000 - |$30,000 - | $40,000 - |$50,000 - | $60,000 - |$70,000 - | $80,000 - | $90,000 - {$100,000- [ $110,000-
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- 9,999 $90 $850 | $1,020 | $1,020 | $1,020 | $1,070 | $1,870 | $1,870 [ $1.870 | $1.870 | $1,870 | $1,970
$10,000 - 19,999 850 | 1,780 | 1980 | 1,980 | 2030 | 3,030 | 3830 | 3830 | 380 | 3830 | 393 | 4130
$20,000- 29,999| 1,020 | 1980 | 2180 | 2230 | 3230 | 4230 | 5030 | 5030 | 5080 | 5130 | 5330 | 5,530
$30,000- 39,999 1,020 | 1,980 | 2230 | 3230 | 4230 | 5230 | 6030 | 603 | 6130 | 6330 | 6530 | 6730
$40,000- 59,999 1,020 | 2,880 | 4080 | 5080 | 6080 | 7080 | 7950 | 8150 | 8350 | 8550 | 8750 | 8,950
$60,000- 79,999| 1,870 | 3830 | 5030 | 6030 | 77100 | 8300| 9300] 9500 9,700 | 9,900 | 10,100 | 10,300
$80,000- 99,999| 1,870 | 3830 | s5100| 6300 7500( 8700 9,700 | 9,900 | 10,100 | 10,300 | 10,500 | 10,700
$100,000 - 124,999 2,030 | 4,190 | 5590 | 6,790 | 7,990 | 9,190 [ 10,190 | 10,390 | 10,590 | 10,940 | 11,940 | 12,940
$125,000 - 149,999| 2,040 [ 4,200 | 5600 | 6,800 | 8,000 | 9,200 | 10,200 | 10,950 | 11,950 | 12,950 | 13,950 | 14,950
$150,000-174,999| 2,040 | 4,200 | 5600 | 6,800 | 8,150 [ 10,150 [ 11,950 [ 12,950 | 13,950 | 14,950 | 16,170 | 17,470
$175,000- 199,999 2,040 | 4,200 | 6,150 | 8,150 | 10,150 | 12,150 | 13,950 | 15,020 | 16,320 | 17,620 | 18,920 | 20,220
$200,000-249,999| 2,720 | 5680 | 7,880 | 10,140 | 12,440 | 14,740 | 16,840 | 18,140 | 19,440 | 20,740 | 22,040 | 23,340
$250,000 - 449,999 2,970 | 6,230 | 8,730 | 11,030 | 13,330 | 15,630 | 17,730 | 19,030 | 20,330 | 21,630 | 22,930 | 24,240
$450,000 andover [ 3,140 | 6,600 | 9,300 | 11,800 | 14,300 | 16,800 | 19,100 | 20,600 | 22,100 | 23,600 | 25,100 | 26,610
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
At Tt . . - - - ¥ . . -|$90,000 - [$100,000-| $110,000-
Wege A oy 9$:g99 ﬂgggg $§32333 $332333 sig'.ggg 3?,3',333 sgg',ggg $;g:ggg 533'.333 $gg'.899 109,999 | 120,000
$0- 9,999 $0 $280 $850 $950 | $1,020 | $1,020 | $1,020 | $1,020 | $1,560 | $1,870 | $1,870 | $1,870
$10,000 - 19,999 280 | 1,280 | 1,950 | 2,150 | 2220 | 2220 | 2220| 2,760 | 3,760 | 4,070 | 4,070 | 4210
$20,000 - 29,999 850 | 1,950 | 2,720 | 2920 | 2980 | 2980 | 3520 | 4520| 5520 | 5830 | 5980 | 6,180
$30,000 - 39,999 950 | 2,150 | 2,920 | 3,20 | 3180 | 3720 | 4720| 5720 6720 7,18 | 7,38 | 7,580
$40,000- 59,999 1,020 | 2220 | 2980 ( 3,570 | 4640 | 5640 | 6640 | 7,750 | 8950 | 9,460 | 9,660 | 9,860
$60,000- 79,999| 1,020 | 2610 | 4370 | 5570 | 6640 | 7,750 | 8950 | 10,150 | 11,350 | 11,860 | 12,060 | 12,260
$80,000- 99,999 1870 | 4070 | 5830 | 7,950 | 8410 | 9,610 [ 10,810 | 12,010 | 13,210 | 13,720 | 13,920 | 14,120
$100,000 - 124,999 1,870 | 4,270 | 6230 | 7,630 | 8900 | 10,100 | 11,300 | 12,500 | 13,700 | 14,210 | 14,720 | 15,720
$125,000-149,999| 2,040 | 4,440 | 6,400 | 7,800 | 9,070 | 10,270 | 11,470 | 12,670 | 14,580 | 15,890 | 16,800 | 17,890
$150,000 - 174,999| 2,040 | 4,440 [ 6400 | 7,800 | 9070 | 105580 | 12,580 | 14,580 | 16,580 | 17,890 | 18,800 | 20,170
$175,000 - 199,999 2,040 | 4,440 | 6,400 | 8,510 | 10,580 | 12,580 | 14,580 | 16,580 | 18,710 | 20,320 | 21,620 | 22,920
$200,000-249,999| 2,720 | 5920 | 8,680 | 10,900 | 13,270 | 15,570 | 17,870 | 20,170 | 22,470 | 24,080 | 25,380 | 26,680
$250,000 - 449,999 2,970 | 6,470 | 9,540 | 12,040 | 14,410 | 16,710 | 19,010 | 21,310 | 23,610 | 25,220 | 26,520 | 27,820
$450,000 andover | 3,140 | 6,840 | 10,110 | 12,810 | 15,380 | 17,880 | 20,380 | 22,880 | 25,380 | 27,190 | 28,690 | 30,190




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 mi Last Name

Home Address City State ZIP

Primary Telephone Number | Secondary Telephone Number | Personal Email Address

Marital Status Gender Date of Birth (mm/dd/yyyy) | Date of Employment/Retirement
Single E] Married [:l Male D Female
Were you ever a full-time employee of a covered entity under the Plan prior to 1/1/20062 [ No (Horizon) [ Yes (Legacy)

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

If manied, is your spouse a Plan parficipant? [ Yes [ No If yes, Spouse Name and SSN: -

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

D I hereby apply to ADD, CONTINUE AND/OR CHANGE COVERAGE for myself and/or my dependents named on this Application For Coverage
form through the State and School Employees' Health Insurance Plan {PLAN]. | certify that all information provided by me on this application s
complete and accurate, and is the basis for providing coverage herein. lunderstand 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.

q | 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 fime, | may only
request coverage for myself or myself and eligible dependents af an Open Enrollment Period or during a Special Enrollment Period. | understand
that if | am a retiree 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 currently covered under another health insurance policy, please complete Section D.

Enrollee Signature: Date:

Section C: Coverage

Enrollee Type: Coverage Type: Coverage Option: zzz;‘;:‘:mxs:rme'z Llves Do
D Employee - Legacy Enrollee Only (Choose Only One) A" Effective Date:

[[] employee -Horizon | [[] Enrollee + Spouse DBase [ ]'8" Effective Date:

[] Retiree [] enrollee + child ‘ sl

[] cosra [ enroliee + Children [ ]cnoice oy rﬁ ESRD D Disabilty
D Surviving Spouse E] Enrollee + Spouse & Child(ren) l:l Select

Are you a tobacco user? [:| Yes [] No If yes, are you interested in participating in the Plan's free cessation programz [ Yes [ No

Section D: Other Coverage Information

Do any of the persons listed on this application have other health insurance coverage?| |[Yes o If yes, please provide the following:
9

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, Retitee or COBRA ive, Retiree or A ive, Retiree or A
Status: ﬁ] ﬁ |:|

Insurance Company Name
address & phone #:

Coverage Type: O Group [:lNon-Group | Group D\Jon—Group O Group DNon-Group O Group O Non-Group

Mississippi's State and School Employees' Life and Health Insurance Plan - Application for Coverage - Revised 03/2023 Page 1



Enrollee Last Name: First Name: Enrollee SSN:
Section E: Dependents

Dependents to be Covered | Relation to Social Security | Date of Birth Address Current Status

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

1. Spouse Employed?

EMole O vYes

Female [ No

2. B Son Child under 26
Daughter Disabled

3. Son [[] Child under 26
Daughter [ bisabled

4. Son [T] Childunder 26
Daughter [] Disabled

If yes, please provide the following:

Name

Medicare Number

Part A Effective Date

Are any of the dependents listed above covered by Medicare Part A or Part B2

[ Yes

[ No

Part B Effective Date

Medicare Reason

Section F: Change Information

D Add Enrollee:

[:]‘ Open Enroliment O Mariage [ sirth D Adoption [ Loss of Coverage due to Divorce

O other: Requested Effective Date:

[ add Dependeni(s): [:] Open Enroliment D Marriage D Birth D Adoption D Other:

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

O Change Coverage:Dcse Coverage DChoice Coverage DSelecf Coverage

Name

Drop Dependent(s): [ ] Divorce []Deceased []Other:

Provide information below for dependents to be dropped:

Social Security Number

Requested Termination Date

Other Changes (Explain):

New Legacy Employee, Requested Effective Date:
New Horizon Employee, Requested Effective Date:
Retiree, Requested Effective Date:

FOR EMPLOYER / ADMINISTRATOR USE ONLY: GROUP NUMBER:

COBRA, Requested Effective Date:

Surviving Spouse, Requested Effective Date:

Change(s), Requested Effective Date:

ENTERED BY:
DATE:

VERIFIED BY:
DATE:

Mississippi’s 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/DDrYYYY):
Employee/Retiree Home Address: Email Address: Home Phone:
Altemnate 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.

D New Employee — Applications made within initial 31 days of employment; coverage becomes effective on the first day of employment.

D 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:

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

Date of Retirement: COVERAGE AMOUNT REQUESTED: [_] $5,000 [_] $10,000 [_] $20,000

|:I DISABLED EMPLOYEE: Life benefit amounts are equial to employee's current benefit level at the time coverage ceases as an active
employee. Disabled employees must apply no later than 31 days from the date active employee coverage terminates. Minnesota Life
is solely responsible for evaluating applications for coverage continuation. Premiums are waived after the first nine months.

(Employee must also complete the Minnesota Life NOTICE OF DISABILITY and ATTENDING PHYSICIAN'S STATEMENT forms.)

Date of Disability:

SECTION C: Beneficiary Information

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

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

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

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

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

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

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

Snirolimand/Change Raguest Torm Payedoil MSLIFEAPR 12/2018



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

SECTION D: Authorization and Certification

I am applying for group term life insurance for myself through the State and School Employees’ Life Insurance Plan (Plan). I
understand that if my application is approved, coverage will become effective on the date fixed by the Plan or Minnesota Life.
| 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.

I'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.)

DWaiver 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.

]:]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)

EnrallnenifShangz Ravues: Forme Pags 2 of Print MSLIFEARR 1272015



Beneficiary Designation

SecurianFinancial Group, Inc.

Minnesota Life Insurance Company

Securian Life Insurance Company, a New York authorized insurer Group Customer Service S ——
400Robert StreetNorth e St. Paul, Minnesota 55101-2098 Fax 651-665-4827 SECURIAN®

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’s date of birth Policyowner (if different than the insured) Policyowner’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. Inthe 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

Date of
Birth

Share % (must
total 100%)

Beneficiary Full Name Address and Phane Number Socrl\laulrﬁgzt:rity Relationship

Total = 100%

CONTINGENT BENEFICIARY(IES) - If the primary beneficiary(ies) is nolonger living, the benefit is paid to this person(s)

) Date of Saocial Security
Beneficiary Full Name Birth Address and Phone Number Number

Share % (must

Relationship total 100%)

Total = 100%

| SIGNATURE REQUIRED
Policyowner’s signature

X
F83345-22 3-2017




Example 1: If a primary beneficiary is to receive the benefit, followed b

beneficiary is deceased.

EXAMPLES OF BENEFICIARY DESIGNATIONS

y a contingent beneficiary, if the primary

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

. D ial uri . . re%
Beneficiary Full Name ;ﬁﬁf Address and Phone Number Socrl\ﬁl:‘g:r Wy Relationship S?gtal (og;:)ﬂ
Mary Doe 01-01-1980| 123 4th Street, Anywhere, MN 12345, 651-665-1234 XXX-XX=XXXX Daughter 100%

Total = 100%

CONTINGENT BENEFICIARY(IES) - I the primary beneficiary(ies) is nolongerliving, the benefit is paid to

this person(s)

- ate of ial ri \ . hare %
Beneficiary Full Name DBitr(ter? Address and Phone Number Soc&auriizt: ity Relationship Stc?tal 10g:21)5t
Nancy Doe 02-02-1980( 5 Main Street, Anywhere, MN 45685, 651-665-2345 XXX-XX-XXXX Sister 100%

Example 2: If more than one primary beneficiary(ies) are to receive the benef

beneficiary(ies) if all of the primary beneficiary(ies) are deceased.

Total = 100%

it first, followed by the contingent

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

Beneficiary Full Name D[;tr?r?f Address and Phane Number Socri\letlrigcet:rity Relationship S?:trael ZAO(()'IL‘*')SI
Mary Doe 03-03-1980 123 4thStreet, Anywhere, MN 12345, 651-665-3456 | XXX-XX-XXXX Daughter 40%
Jim Doe 04-04-1980 123 4th Street, Anywhere, MN 12345, 651-665-4567 | XXX-XX-XXXX Husband 40%
Mary Smith 05-05-1980( 45 Oak Street, Anywhere, MN 56789, 651-665-5678 | XXX-XX-XXXX Friend 20%

Total = 100%

CONTINGENT BENEFICIARY(IES) - If the primary beneficiary(ies) is nolonger living, the benefit is paid to this person(s)

P Date of Social Security ionshi Share % (must
Beneficiary Full Name Birth Address and Phone Number Eianbar Relationship total 100%)
Nancy Jones 06-06-1980 5 Main Street, Anywhere, MN 45685, 651-665-6789 XXX-XX-XXXX Sister 50%
Jack Williams 07-07-1980 10 Elm Street, Anywhere, MN 58978, 651-665-7890 XXUX=XX=-XXXX 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
ini Date of Social Security | pa(ationshio | Share % (must
Beneficiary Full Name Birth Address and Phone Number Number a o] total 100%)
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.

Tofal = 100%



CD Membership Application

PEI-G Farm 1 - Revised 02/11/2026

of MISSISSIPRI Please print or type in black ink. Complatad form should be mailed or faxed lo PERS. See bottom of farm for contact information.

(1) Member Information - < Attach a copy of the member's Social Sacurity card.

First Name: Ml: Last Name: Gender: OM OF
Provide pravious name, if applicable. First Name: Ml Last Name:

Sacial Security No.: Birth Date mmv/dd/ceyy. E-Mail:

Mailing Address: City: State: Zp
Mabile Phane: Other Phone:

Have you previously served on active duty in the U.S. Armed Forces? If yas, & altach a legible Form(s) DD214 .OYes ONo
Have you ever been a member of the Optional Retirament Plan (ORP) for Institutions of Higher Leaming in the State of Mississippi? ................. OYes ONo

@ Retirement Plan - Plans are govammental plans qualified under Section 401(a) of the Intemal Revenue Code. Select applicable plan,

O Public Employees' Retirament System of Mississippi (PERS) O Mississippl Highway Safety Patrol Retirement System (MHSPRS)

(3] Family Information - Use additional Membaership Applications if listing more than four dependent children. Infarmation Is for determining statutory
benefits only. Use Form 18, Beneficiary Deslgnation, to officially designate any and all beneficiaries.

Marital Stalus - Selsct one. Add dale for fast three. 01 Single [ Married [ Divorced [Widowed Effactive Date mm/dd/ccyy:
Spouse's Full Name Saclal Securlty No. Birth Date mnvdd/ccyy WeddIng Date mm/dd/ccyy  Gendar

OM aF

Dependent Chlld's Full Name — Up to age Saclal Security No. Birth Date mm/dd/ccyy Relationship Gender
19, or 23 if unmarrled and a full-time student

OM OF

OM aF

aM aF

OM aF

® member Certification -/ cartify that the abave Information /s true and corract. Furthermors, | understand that if | became a member of PERS on or after

March 1, 2026, | have been automatically enrolled in a hybrid retirement pian, which consists of a defined benefit and defined contribution components
administerad by PERS and a contracted third-party administratar.

Member’s Signature: Date mm/dd/ceyy.

(5] Employer Certification - This section must be complatad by an authorizad smplayar reprasentative, not the member.

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

Member's Status: Elected Officlal: O Yes O No Fae Paid Official: O Yes O No Publlc Safety Employee: O Yes O No
Employer Name: CO2homa County School District PERS Employer No.: __0299-000

Employer Reprasentaliva's Name: Tracey Smith Employer Representative’s Title: HR_Coordinator

Employer Representative’s Phone; 662-624-5448 Fax;_062-624-5512 g-Mal: tsmith@coahoma.kl2.ms.us¢

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

Employer Representativé’s Signature: Date mmv/dd/ceyy.

Public Employees’ Retirement System of Mississippi
429 Mississippi Street, Jackson, MS 39201-1005  800.444,7377  601.359.3589  601.359.5262, fax WWW, pers.ms.gov



CD Beneficiary Designation

PE]’{S Form 1B - Revised 08/30/2022

of MISSISSIPPI Pleasa print or type In black ink. Complated form should be mailed or faxed (o PERS. See baltom of form for contact infermation.

@ Member/Retiree Information

First Name: Mi: Last Name: O Member 0O Retirge

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

@ Retirement Plan - Plans are govemmental defined benefit plans qualified under Sectian 401(a) of the Intemal Revenue Cade. Sefect appiicable plan.

0O Public Employees’ Retirement System of Mississippi (PERS) O Mississippi Highway Safety Palrol Retirement System (MHSPRS)

O Supplemental Legislative Retirement Plan (SLRP)

(3] Beneficiary Information - Use additional Form 18, Beneflciary Daslgnation, lo designate additional beneficiaries. If mora than ana primary beneficlary
Is namad, the primary beneficlarles shall share equally unless otherwise Indlcated, Likewlss, If more than one secondary beneficlary Is named, the secondary

beneficlaries shall share equally unless otherwise Indlcatad. Total primary beneficlarles must equal 100 percent, and total secondary benefic/aries must equal
100 pearcent. Secondary beneficiaries will only receive payment if all listed primary benaficiaries are deceased.

Beneficlary Name Saclal Security No. Blrth Date Relationship Beneflclary Percantage Gender
mm/dd/ccyy P=Primary, S=Secondary
Use whole numbers
ae 4as % OM OF
OoP Os % OM OFf

ap Os % OM ar

op Os _ % OM OF

ap as % OM OF

(4] Member/Retiree Certification - Ceck applicable acknowladgement then sign. If an authorized representative signs this form, <D aftach a copy of
the durable power of attomey, conservatarship or guardianship papers, or other lagal documents as proaf of authority to sign this form.

O Member - | acknowledge and understand that the PERS Board of Trustees Is autharized to pay benefits in accordance with the statutory provisions
that govem tha retirement system In which | am a member. To the extent pemitted by such stalutary provislons at the time of my death priar to
relirement, | heraby designate the above beneficlary(les) to receive the payment of my accumulated contributions and any interest relaling thersto,. |

further acknawladge and understand that certalin banefits may be raquired by law to be paid that may limit, partially or totally, any payment to my
deslgnated beneficiary(jes).

O Retiree ~ | hereby dasignate the above beneficlary(les) to receive any residual amount payable by reason of my death and the dealh of my joint
annuitant(s), if applicable.

Member/Ratires’s Signature: Date mm/dd/ceyy:

(5] Employer Certification - This saction must be complated by an authorized employer representative, not the member. Only complata for active membars.

Employer Name: _C0ahoma County School District Employer No: 0299 . 000
Tracey Smith

Employer Representalive’s Name; Employer Representative's Tille: HR Coordinator
662-624-5448 x.662-624—5512

Employer Reprasentativa's Phone: Fa

tsmith@coahoma.kl2.ms.us
E-Mall:

Employer Representaliva’s Signature: Date mm/dd/ccyy.

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



Regular Mall:

Group Employee Bengefits Equitable Employse Banefits % E Q U I TA B L

8501 1BM Drive Suite 150-8
Enrollment Form/Change Form o 2 0 Sul

For Assistance Call (366) 2749837
Emall: EB_Enrollment@Eauitabla.com

Equitable Financial Life Insurance Company

Equitable Financial Life Insurance Company of America

e PSRRI T e &) 5V Y M Mg b Yot T eiente, e

Employer Name and Address (ABC Company, Inc.) o

Group Number# Class# Subsidiary/Division/Dept/Loc# Effective Date (subject to underwriting approval as needed
Employee Name (First, M, Last) Social Security Number (SSN) OMale Osingle Date of Birth (DOB)
mim/dd/,
OFemale OMarried:* (minfilyyy)
Home Address (123 Any Street) City (Anytown) State (US) | Zip (12345) County Worksite Zip
Job Title Annual Salary Hours Per Week | Osalaried Employment/Rehire Date
OHourly
Status  Change
New Enrollee ONew Retires
Olate Enrollee - OAddiRemove Dependent(s)/ Date
Reason: Oother/ Dats / Date
Ochange in Marital** Status/Date

ISR fei gt 2R AT M i

R R R LRI R R e P T T M KR Tt e R Rt (R B R MR I PIE TS
02 Voluntary Supplemental Life/AD&D - Enter Amount Requested
O Basic Life/AD&D $
O Basic Dependent Life/AD&D-Spouse** O Voluntary Supplemental Life/AD&D -Spouse** - Enter Amount Requestec
£ Basic Dependent Life/AD&D-Child(ren) $
O Waive". . O Voluntary Supplemental Life/AD&D -Child(ren) - Enter Amount Requeste:
$
0 Waive® )
L R RO B ,7‘:: _- _r —‘u‘_—.‘-—n‘f : 1 i L Rt Lo R .‘-..~::.'.';'-:-.:g.’. _:;':';: ;:-:' P
O Dental 0 Vision
OEmployee Only OEmployee Only
Employee + Spouse OEmponee + Spouse
OEmployee + Child(ren) OEmployee + Child(ren)
OEmployee + Spouse + Child(ren) OEmployee + Spouse + Child(ren)
Owaive* Owaive*
If waiving* Dental and/or Vision coverage, please check one of the fallowing:
O 1 have Dental andlor Vision caverage through my spouse.
O 1 have other Dental and/or Vision coverage.
O 1 do not have other Dental and/or Vision coverage.

»  Waivers are notallowed for non-contributory coverage.
*  “Note: Spouse includes the Proposed insured's legally mamied spouse, or civil union partner or domestic partner if legally recognized in the goveming jurisdiction
MOEB15GRPEF

Page
Catalog No. 156526 All Products Enroliment Form (August 2024) E



3 Short-Term Disability Amount §

3 Yoluntary Short -Term Digability

3 Long-Term Disability Amount §

03 Yoluntary Long -Term Disability

e B Tl e TR et it

Enter Amount Requested § Enter Amount Requsstad §
- Waive* 1 Walve*
Person Proposed for Insurance Date of Birth ;
(first, middle and last name) Gender (mmiddlyyyy) Social Security Number Life Dental Vision

Spouse™ OMale O o
OFemale -
OMale

Child O [ O
OFemale
Owmale

Child (s O a
OFemale _

Child Owite O 0 )
OFemale

Child Otvle a = o
OFfemale

Child Obale O 0 o
OFemale

Indicate your beneficiary designation in the space below. If you need more space, please use another sheet.
(1) IFyou are married, or, where permitted by law, in a domestic partnership or civil union, a primary beneficiary designation of a person or organization
other than your Spouse/partner may not be valid under your state law. Please consult your legal advisor before making such a designation.
(2) Youmay designate more than one primary or secondary beneficlary. Please be sure to indicate the percentage share that each beneficiaryshould
receive. The total within each class - primary and secondary - must equal 100%.

PRIMARY BENEFICIARY(IES) Basic Life / Basic AD&D

Name (Last, First, MI) Address (Street, City, State, Zip) Soclal Security Number Relatlonship | % of Benefit
SECONDARYICONTINGENT BENEFICIARY(IES) = Basic Lifé / Basic AD&D

Name (Last, First, Mi) Address (Street, City, State, Zip) Social Security Number Relationship | % of Benefi
PRIMARY BENEFICIARY(IES) Supplemental/Voluntary Life / Supplemental/Voluntary AD&D

Name (Last, First, Mi) Address (Street, Clty, State, Zip) Social Security Number Relationship | % of Benefi

" References herein to the “Company” refer to either Equitable Financial Life Insurance Company or Equitable Financial Life Insurance Company of America

as the applicable issuing company.

Catalog No. 156526 All Products Enrollment Form (July 2016)
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(SECONDARYlCOI‘-ITIMGEI\IT BENEFICIARY(IES) SupplementalVoluntary Life / SupplementalVoluntary AD&D
Narne (Last, First, M) Addrass (Street, City, State, ZIp) Soclal Security Number Relatlonship | % of Benefit

PLEASE NOTE: Equitable does not act or serve as a record keeper or a third party administrator in any capacity in connection with an employee's
designation of beneficiaries under any group life insurance policy. Equitable assumes no responsibility for an employee's designation of beneficiaries or the
transmission, maintenance or use of such information by the Benefits Administrator, Plan Sponsor or the employee. The Benefits Administrator and Plan
Sponsor remain solely responsible for maintaining the Plan's official record of such designation and the accuracy of the information,

st sy RS et 4 R
ben SR B B IR

By signing this Enrollment form, | understand and agree that:
(1) lauthorize my Employer to make required deductions, if any, from my salary to pay the premium for my insurance as elected above once ineffect,
(2) Al statements and answers | have given are complete and true to the best of my knowledge and belief.
) Coverage is not in effect until final approval is given by the Company1.
(4) No person, except an officer of the Company, is authorized to vary or modify a contract.
) I'have read and acknowledge the applicable fraud warning attached.
) |, the undersigned agree that statements and answers in all parts of the enrollment form are true and complete to the best of my knowledge and belief.

PR LR R U HIRE R TR LS TR P
t

0 | have been given the opportunity to apply for the group insurance plan coverage as presented to me, but do NOT wish to enroll in the insurance
plans offered. Coverage offered by my Employer and not elected in the Insurance Coverage Election portion of this form is assumed to be coverage
that | have refused. No waivers are allowed for nan-contributory coverage. | understand that if | or my dependents decide to apply for this group
insurance plan at a later date, Late entrant penalty and/or Evidence of Insurability will be required at my own expense. The Evidence of Insurability
must be approved by the Company.

m Employee/Applicant
Signature Date

' References herein to the “Company" refer to either Equitable Financial Life Insurance Company or Equitable Financial Life Insurance Company of America
as the applicable issuing company.



Coanoma County Scroor Districs

Comniillad 12 Garing..Cagicata ta Exeallence

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

Go to coahomaki2.org

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