
AVOYELLES PARISH SCHOOL BOARD
Payroll Enrollment Form

The information contained within this form is needed by the payroll department to issue a paycheck to all new employees.It is the responsibility of the payroll clerk to have this form 
"ompt"teo 

oy all new emptoy""!, io 
"ni", 

tt i. information into thecomputer, and to place this form in the employee,s payroll file.

I
re line.all entries the siPlease

SECTIONT I :.:TOr BE: COM PLETED BY THE EMPLOYEE
in ink or

Irr

Did you retire from a Louisiana public Retire

lf Yes, name the relirement system below

Phone Number

Email Address

. YES -NO
ment System?

Mailing Address: Street / post Office Box

Social Security Number

First Name Middle lnitial

City, State, & Zip Code

MALE FEMALE

Date of Birth

Month Day

Last Name as printed on Social Security Card

BLACK

WHITE

HISPANIC

OTHER

By my signature below, I certify that the information
contained on this form is accurate. I also acknowledge
and agree that upon severance, whether voluntary
or involuntary, I will retum all property owned by the
Avoyelles Parish School to the work site to which I am
assigned. To insure compliance with this obligation,
I hereby autho ze the Board to hold my final
paycheck pending my return of such property.

Signature Date

m

SECTION il-TOEE BY THE EMPLOYER
in the cor€es with the: data to be : enteredfhis information

Sick days

New Days

Transfer Days
Extended Medical

Start to End Dates
Days Remaining

Personal

Degree

Certificate Number
73',1

B

930

NA

Contractcd

Other

M M+30 SpE EdD PhD NA

NA

831

Parish

Worked

2Retiree Rehired Code 1

First Check
Years Experience
Days Per Year

School or Department
Rate lnformation

Pay Frequency

Hourly/Salary

Full Time/Part Time
Hours per week
Pay Cycle

Salary

PIP

Taxes

FICA

Deductions

Retirement 1

Revised 6/20i 14

1
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Year



R-1300 (6/00)
State of Louisiana

Department of Revenue

Employee Withholding Exemption Certificate
(14)

Purpose: Complete form L_4 so that your employer can withhold the correcf
Baslc lnstructions

amount of stale income tax from your salary

not claim more than
: Employeos who are subjoct to state withholding should complete theyourcorrect personal allowances worksheet below. Doclaim additionalwith holding sxe

withholding personal exemplions and the correct nu mber ofwithhotdjng dependency credits. Do nolmptions lf you qua lity as head-of-household. tn such cases, only the withhol.Ji ng personal exemplion
applicabte to single individuats is allowable. you must tile a n€w certificate within '10 days ifthe numberof yourexemptions decreases
except where the change occurs as the result of death of a spouse or a dependent. You may file a new certificate at aoy time the
number of your exemptions increases. pena Ities are imposed for willfully su pplying false informalion or willful failu re to supply
information that would reduce the withhold rng exemption. This form musl be filed with your emp loyer Otherwise. he must withhold
Louisiana income lax from your wages without exemption

Not€ to Employer: Kee p this certiticate with your records lf the employe€ is believeddependency credits, the Secretary of Revonue shoulO be so advissd by forwardjng a
lo have claimed too man y exemptions orDepartment. copy of the employee,s sign€d L-4 form to lhe

Personal Allowan ces Worksheet

B

ln Block A, enter "0" it you olaim neither yoursotf nor your spouse, or
ln Block A, enter "r" if you claim vou.sEtl-provid€d you do not clairn this exemplion in connectionwrth other emptoyment or your spouse has nol ctaimed your ex;;;ii;;. .;"-,",
ln Bloc* A. enter .2" 

if you claim voursalf and_ylur spouse. you may choose to gnter .0, il you srei::ffi ;i.J,Xnfl:ler 
a workins spouse, o.',"," ih- ;;;l;;.'iihl'ifiil;! yo, ,,oio r,",rne

I"ii'S ft,1'1'"1ili,;:l;i"J;j":i:T:"JSJ!["jn,l;"? 1o,,."oo,"e or yourserr) whom you wi,

rtion of cerliticato to your employer. Kee

B.

portlon for your records. 
- -

- - Cut horo and glve the bottom po

ro.m L4

1. Type or print first name and middle initial

p the top

Employee's Withholdin g Allowance
Certificate

Lasl name

2. SocialSecurity Number E No exemptions or dependents claimeJ

4. Home address (numbe r and street or rural rout€)

5. City, Stat€, Ztp

6. Total numb€r of ex€mplions you are cla iming (from Btock A above)

7. Total number of depsndents you are claiming (Irom Block B above)

8. Additional amount, if any, you want withheld each pay period

pena repo NU exec€rtificate do not exceed

Employee's signature

th€ number to which I am entitled.

O Singte O l\4arried

on

6.

7

8

a epe

v- Dale

A

9. Em 's name and address

The tollowing is to be co

10. Employer's stats withholding accouht number

mpleted by employer.

Louisiana
Department of
Revenue



..,.W-4 Employee's Wlthholdlng Gerflllcate
> Complot6 Form W4 so thgt your gmploy€r oan wlthhold tho corect lodoral income

OMa No. 1545,0074

tax from your pay,
O6p.rh€nl oi lho Tr6asury
lnlomal Rov6nu6 Servics

> Glve Form W-4 to your omployer.
> Your withholding is subrect to review by tho lRS.

Step 1:

Enter
Personal
lnformation

Complete Steps 2-4
claim exemption from

Step 2:
Muluple Jobs
or Spouse Oo only one of the tollowing

Step 3:

Claim
lf your total tncome will be $200,000 or less (S4OO,OOO or less if married tiling joinfly)

Dependents lv|ultiply the number of qualifying children under age 17 by g2,Oo0 > g

Multiply the number of other dependents by 9500 . > $

Add the amounts above and enter the total here

2@21

(c) Singl€ or Merrlod titing separately

E Manied tiling roin0y or eualrying wtdow(erl

n Hoad of hous€hotd (Check only if you're unmaried and pay more than halt the costs of keoping up a hom6 ,or yours6f and a qualitying individuat.)

> Do€s your nam6 match the
n.me oh your sociat sscu.itv
card? ll not, to ensure vou dri
crsdit for your eaminos. ;onl:cl
SSA al 800-772-1214 or so ro
wl.vw'ssa.goy.

oNLY if they apply to you; otherwise, skip to step s. see page 2 for more iniormation on each step, who canwithholding, when to use the estimator at |yww.irs.go vtWeepp,-e],ila jiivacy,

CompletE this st€p if you (1) hold more than one iob at a
also works. The correct amount of withholding depends on

tim6, or (2) are married filing jointly and your spouse
rncome earned from all ot these jobs.

d for other income you expect

": "t:"1'":"T' l"': '.n".':,

(b)

$

$

works (al use the estimat or al www.irs.gov/w4Appror most accurate withholding for this step (and steps 3-4); or
(b) use the Multiple Jobs worksheet on page 3 and enterthe result in step 4(c) below Ior roughly accurate withholdingl or(c) lf there are only lwo jobs total, you may check this box. Do the same on Form w-4 lor th€ other job. This optionis accurate for jobs with simirar pay; otherwrse, more tax than necessary may be wrinneto . > tr
TIP: To be accurate, submit a 2021 Fom, w-4 for all other jobs. lf you (or your spouse) have self-employmentincome, including as an independent contractor, use the estimator.

complete steps 3-4(bl on Form w-4 for only oNE ot these iobs. Leave.those steps blank for th6 other jobs. (your withholding willbe most accurate if you comptete steps s_4(bf on the Form w-i roi tne nignest pry"il"oj '

Step 4
(optional):

Other
Adjustments

(a) Other income (not from ,obs), lf you want tax withhel
this year that won't have withholding, enter the amount
include interest, dividends, and retirement incom€

(b) Deductions' It you expect to claim deductions other rhan the standard deduction
and want to reduce your withholding, use the Deductions Worksheet on page 3 and
enler the result here

$

(c) Extra withholding. Enter any additionaltax you want withheld each pay period

Under penalties of periury, I declare that this certilicate, to the best of my knowledge and belief, is true, conect, and comptete
Step 5:

Sign
Here / )

,/
iniliall.) Flrst namo and mlddlo

Cily or town. stat6, and ZIP code

4(a)

4(b)

;

Employee's signature Cfhis form is not valid unless you sign it.) Dale

Employer id6ntif ication
number (ElN)

72-6000115

Employers
Only

For Prlvscy Act and Papsrwork Roduction Act Notlce, see page 3, Cal. No. 10220Q

Employer's name and address

AVOYELLES PARISH SCHOOL BOARD
221 TUNICA DRIVE WEST
MARKSVILLE, LA 71351

First date of
omployment

Form W-4 (2021)

)

,/ ,,,.//'
E-MAIL ADDRESS: CURRENT PHoNE



Social Security Administration

Employee Name

Employer Name AvoyELLEs pARrsH scHool,

Signature of Employee

Statement Concerning your Employment in a JobNot covered-bv siciii5J8;fiii;' "''

Employee lD#

Employer lD#

SOC SEC

72 -600011s

Your earnlngs from this iob are not covered under social security. when you retire, or if you become disabled,you may receive a pension based on earnings fr", tnii i"U. iit"u do, and you are also enti ed to a benefitfrom sociar securitv based on eitner youi iri; ;;;i Hd;ilrk of your husband or wife, or former husband orwife, vour pension mav affecr ftre am6unt oi tre'siji,i-"r i""liiiiv bd.fii y;;;;;;. vo-.'ir-1,,l""0,""r" benerits,:ffiili';yl #t"tf":[Tt* under the s""i"is""rritv'iIi]'ii"r" 
",".o,rays 

your sociar security benerit

Windfall Elimination provision
under the windfall Elimination Provision, your social security retirement or disability benefit is figured using amodified formula when vou att atso-entitiJiio;;ffiilJil ,iob where you did not pay sociar security tax.As a result' you will receive a low^e^rsocial s""rriiv lln"ni iian.if you were not entiled to a pension from thisiob For example' if vou are aoe oz in zot3, ihe ii'"r]ril#',irJ"mry.reduction in you. sociat Security benefit asa result of this proviiion is $3d5.50.. rnis ,-orni'iJ rpo"i"j lrrr"nv. This provision reduces, bur does nol
Ellllll,",ilgli,ii;ffi1?1,fi?I".,i#r,, o"*i' iJiiaf,itiJnZiilio'.,"tt"", JJ;'ffi;i;"d;;rsecurity

Government pension Offset provision
Under the Government Pension offset Frwision' any social Security spouse or widow(er) benetit to which youbecome entitled will be offset if you also receive a e.jo"rur, bi"t" or rocar government pen'sion based on workwhere vou did not pav sociar securitv tar. il;;".;;;1,;i""Jin" rr"r"i"r'y;;ili:i#;rity spouse orwidow(er) benefit by two-thirOs ot tne amouni;iy;;; ;;#.
For exampre' if you get a monthry persio-n of $600 based on eamings that are not covered under sociarsecuritv, two-thirds of that amo;ni,.g+oo, ii ,iJt" 

"'i."iy""rr.s^"ji"r s""rritv.por"J'Ji-io*t"o benefit. rfyou are erigibre for a $500 widow(er).benefit, vo, *irri"""irlltoo per monin ri#-sJJa]'delurnv tEsoo -$400=$100)' Even if vour pension ii nign 
""bigh 

i; i"i"r'tlfflet your spouse or widow(er) sociar security
3:ffi::,f.1flil:ffi||Tiii:"*if%fl:,?J "sJ 

o5 i;,.;iiili"nai inro'.mation,'pr""." .Li,j,.i" s"ciar Security

For More lnformation
social security publications and additional information, including information about exceptions to eachprwision, are available at www.socialsecurity.qov vo, m"v]so cal to free i-eoo-lii:iiii,or for the deafor hard of hearing ca the TTy nrmueil+06-5E-ozzg, oiGnt""t your rocar so"irr s""rritv-im"u.

I certify that I have received Form ssA'l945 that contains lnformation about the posslble effects of thewindfall Elimination Provision and the Government Pension offset provision on m-i-pJiential ttureSocial Securlty Beneflts.

Date

Form SSA-1945 (01-2013)
Destroy Prior Editions



lnformation about social_security Form^ssA-i945 statement concerning your
Employment in a Job Not Covered by Social Security

New legislation [Section 4'l 9(c) of Public Law 108-203, the Social Security protection Act of 2OO4] requiresstate and local government employers to provide a statement to employees rrireo .ranuirv r,)005 or later in a
iob not covered under Social Se.cuJity The statement explains how a pension trom tnatlo6 could affect futureSocial Security benefits to which they may become entitied.

Form SSA-1945, Statement Concerning Your Employment in a Job Not Covered by Social security, is
the document that employers should use-to meet the requirements of the law. The SSA:1945 explains thepotential effects of two provisions in the.s,ocial security law for workers who also receive a pln"ion based ontheir work in a job not covered by Social Security. The Windfall Elimination provision can uri""t tn" amount of aworker's Social Security retirement or disability benefit. The Government Pension Offset provision can affect aSocial Security benefit received as a spouse, surviving spouse, or an ex_spouse.

Employers must:

. Give the statement to the employee prior to the start of employment;

. Get the employee's signature on the form; and

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

social security will not be setting any additionar guiderines for the use of this form.

Copies of the SSA-1945 are available online at the Social Security website,
\ 4,t/w.socialsecuritv.gov/online/ssa-194s.pdf. paper copies can be requested by email at
:lr1:::yT-1,:^"1^"-ld"j:q::19o, or by fax at 410_e6s_)osz. rhe request musi inctude the name, compteteaooress and terephone number ofthe employer. Forms wi not be sent to a post office box. Also, ifappropriate, include the name of the person to whom the forms are to be delivered. The forms are available inpackages of 25 Prease refer to rnventory contror Number (rcN) 2769s0 when oid"ring. 

- '

Form SS4.1945 (01-2013)



Employment Eligibility Verilication
Department of Homeland Security

U.S. Citizenship and Immigration Services

USCIS
Form l-9

OMB No. 16l5-0047
Exparcs l0/] L/2022

@
&
I

>START HERE: Read instructions carerully before completihg this lonn.
during complotion of this form. Employors are liable lor e.ror;in the com

The.instructions must be available, either in paper or electronically,
pletion of this form.

ANTI-DISCRIMINATION NOTICE: I rs iIegatto orscrimrnate againstworx
employee may present to establish emptoyment authonzation ;d rdentjty
documenlation presenled has a fulure expiralton date nav also constilut;

-aulhorize! individuats. Emptoyers CANNOT specrty whtch document(s) an. r he reruSal to hire or Continue tO employ en indivtdual because the
rtrcgat djscriminalton.

ides for imprisonment and/or fines for false statements o. use of false documents inof this form,
I attest, under p€nally of perjury, that I am (check one ot lhe following boxes

I am aware that federal law prov
connection with the completion

):

ome aliens may wrile,N/A,.in the exphation dafe tjeld. /See ,nstruc ons)
Aliens authoized to work fiust ptovide only one of lhe fo owing docum,nt numberc to comptete Fom t-g:An Atien Reg$tration Numbet/USCIS Number On rorn Lgq a:dmiisbn iuia,rl-O-a'ior.ign eassport uu.ter.
1. Alien Registration Number/USCtS Number:

D 2. A nohcitizen national ofthe United Stales fsee inslructions,

E 3. A lawful permanent residenl (Alren Regrsrralron Number/USCtS Numbe4
4. An alien authorized to work unlil (erpiration date , jf applicable, mrn/dd/yyyy)

at I have assisted in the compl
nd correct-

etion of Section 1 oI thisjo rm and that to the best of my

S

OR
2. Form 194 Admission Number

OR
3. Foreign Passport Number:

Country of lssuance:

I attest, under penalty of perjury, th
knowlodgo the information is true a

than offer.)

Se 1ction Em e no ap atinform ndloye Attesta oti n must a(Employees ndcomplete Sectlo, o1slgn not-9 laterthe flrst of enday but notemplo'ym t, before aaccepling job
LaslNafie (Family Name) First Name fclve, Name.) Middle Inilial Other Last Names Used (,fany)

Address /Sfreet wulrbo r ahd Name) Apt. Number C ty or Town Stete ZIP Code

Oate ol Binh @nt/dd/yry) U.S. Social Securily Number Employee's E-mail Address Employee's Telephone Number

E] 1. A citizen of the United States

OR Cod. - $ction 1

oo Not wil6In This Spa@

Signature of Employee f oday' s D ale ( mn/dd/yyyy)

P reparer andtor Trans lator Certification (check one)tr did not (lse a ptepalet o I kanslalor tr pr6pare(s) andlot translalor( s) asslsted the mploy€e I pleli Sectlon 1n ng
must be conpleted and signed when preparcts and/or trunslators asslst an employee completing Section 1 )

Signature of Preparer or Translator

Lasl Name (Fattily Name)

Address fslreet Nrmber and Name) C ty or Town State

'f od ay's D ale ( m m/dd/ywy)

Fisl Name (Given Name)

ZIP Code

@ EmPloltel' (P111P1s1ss Nexl Page
,-.t[y

Page I of 3

@

Form I-9 l0/21,i2019



Employment Eligibility Verifi cation
Department of Homeland Security

U.S. Citizenship and lmmigration Services

USCIS
Form I-9

OMB No. l6l5-0047
E\pilcs l0/3112022

Section 2. Employer or Authorized
(Employorc or lheh aulhorlzod rcprcsentative must
nust physically exanlne one dacumenl kam Lis! A
of Acco pta ble Doau m e nts.")

and slgn Seclion 2 within 3 buslhess days ofthe employee's first day of emptayment. you
comblnatlon of ono documen( ftom Ust I ancl one documont ftui1 List C as //sfod olt fhe ,tisl6

Representative Review and Verification

ORa

Employee lnfo from Section 1
Last Nam€ /Fami, Name) Firsl Name fGve, Name.) M. Citizenship/lmmigration Status

) L stA

I attest, under penally of per.lury, that to the
the employee presented document(s), the d

OR List B
ldentity

List C
Employment Authorizationldentity and Employment Authorization

Documenl Title Document Tille Document Title

lssuing Authority lssuing Authority

Documenl Number Document Nurnber

Expi.alion Date (if any) (mfi/ddi/yw) Expi?lion Dale (if any) (nn/dd/yyyy)

ssuing Authorily

Document Number

Expitalion Oale (if any) (mm/dd/yyw)

Document Tille

lssuing Authority

Documenl Number

Expitalion Dale (if any) (mm/dd/yyyy)

Document Tille

lssuing Authority

Document Number

Expitation Dale (if any) (mm/dd/yyyy)

Additional lnformation ORCod.-S6ct6ns263
Do Nor Wnb In Thissp6@

Csrtification: I anest, under penalty of perjury, that ('l) I have examined the document(s) presented by the above.named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, ahd (3) to the best of my knowtedge the
employee is authorized to work in the United States,

The employee's first day of employmenl (mm/dd/yyyy):. (See instructions tor exemptions)

Employefs Business or Orqanizalion Name

A * ?arisl.$tr ".t B.aJ

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)

A. New Name (i/ applicabl4 B. Dale af Rehte (if applicable)

Lasl Name (Fanily Nane) Firsl Name /Glven Narre) Middle lnilial Date (mn/dd/ww)

knowledge, this employee is authorized to work in the United States, and if
I have examined appear to be genuine and to relate to the indlvidual'

Signalure of Employer or Authorized Representative 1 oday's D ale ( mm/dd/ywy) Tllle of Employer orAuthorized Representative

State

t4
ZIP Code

?Bf /
City or Town

l{a.Lsoi I/t
Employer's Business or Organization Address (Steet Number and Name)

2l I Tqn;ca \riue UJe s*

Last Name of Employer or Aulhonzed Repres€ntative Firsl Name of Employer orAulhorized Representative

C. lf the employoe's previous grant of omployment aLr thorization has expired, provide the information ,or the cjocument or receipt that establishes

ment authorizalion in the space provided belowcontinuing employ
Expkalion Oate (if any) (mn/ddlyyyy)Oocument Number0ocument Title

Form I-9 l0/21,l2019

best of my
ocument(s)

Page 2 of l

Signature of Employer or Authorized Representalive T oday's Date (n n/dd/ytryy) Name of Employer or Authorized Representative

@



ry Mana emen t Policv for Avove lles Parish School Svstem

Ernployee Name (Print):

Iniu

Employee Signature: Date:

It is the policy of the Avoyelles parish schoor Board, as a condition of
employmcnt' that you report any and afl workplacc injuries, no matter how
minor, immediately to your immediate supervisor (principal) or designee.
Once the incident is reported, we (ApSB) will:

) For non-emergencies, provide same-day medical care by the ApSB
designated medical crinic Avoyelres Hospitar Rurar Health crinic, 597
Tunica Drive west (3 l8-253-0679). For emergencies, provide medical care
at a hospital elnergency room. you rnust give upprouui to the ApSB

. (ca'oly, Decuir) to release all medical records related to the work-related
infury.

. ) collect a same-day post accident drug screen

) assist in all manner to retum you to work quickly

) pe'forr, an accident investigation to determine the facts of the irrcident

) report the incident to the workman's compensation Adminisration after
you have cornpleted a First Injury Report with the school,s designee

You are hereby notified that all injuries, no matter how slight, must be
reported immediatery to-{9r.r immediate supervisor (principar) or designee!!!!'l'his is required under oSHA laws cFR 1910.35 and by the staie workers' "
compensation statues.

we will not tolerate any form of insurance fraud. we will work with claims
adjusters ro prosccute workers who allege workplace injuries but the facts do not
supporr an injury in the course and scope of employment.

We invite any questions you may have on this matter.

I hereby sign that I have received and understand the above Injury Management
Plotocol.



STATEMENT

PRIOR WORKERS' COM PENSATION CLAI IVl

-I 

HAVE A PRIOR WORKERS, COMPENSATION CLAIM FOR A FORMER EMPIOYER.
(IF CHECKED, PLEASE DESCRIBE IN SECTION TWO THE NATURE OF THE INJURY AND
PROVTDE A PHYSCTAN STATEMENT.)

- 

I HAVE, I HAVE NOT BEEN RELEASED.

-I 

HAD A PRIOR WORKERS' COMPENSATION CTAIM IOR A FORMER EMPIOYER.
(IF CHECKED, PLEASE DESCRIBE IN SECTION TWO THE NATURE OF THE INJURY AND
PROVTDE A PHSYSTCAN STATEMENT)

I HAVE, I HAVE NOT BEEN RELEASED.

-I 

NEVER HAD A PRIOR WORKER,S COMPENSATION CLAIM FOR A FORMER EMPLOYER.
(IF CHECKED, PTEASE SIGN AND DATE)

SECTION TWO:

MY INJURY(S) CONSIST OF THE FOTLOWING:

SIGNATURE

SIGNED TO AND SUBSCRIBED TO ON

DATE

DAY OF 20

SECTION ONE:

NOTARY PUB[IC, NOTARY #-
AVOYELLES PARISH, LOUISIANA

MY COMMISSION EXPIRES:



LOUISIANA WORKERS' COMPENSATION SECOND INJURY BOARD
POST-HIRE/CONDITIONAL JOB OFFER KNOWLEDGE qUESTIONNAIRE

EMPLoYEE: The intent of this questionnaire is to provide your emproyer with knowredge about any pre_
existing medical condition or disability which may entitle your employer to reimbursement irom the Louisiana
Workers' Compensation Second lnjury Board in the event you sufferan on_the_job injury.l This reimbursement
in no way affects the benefits owed to you by your employer or its insurance .orpuny under the Louisiana
workers' compensation Act. La. R.s' 23:1021-1361. However, your failure to answer truthfully and/or
correctly to any of the question on this questionnaire may result in a forfeitu re of your workers, compensation
benefits.

ln order for your employer to be considered for reimbursement from the second Injury Board, it has to showthat it knowingly hired or retained you with a pre-existing medical condition o, jir"titity. io estattistr its
knowledge, your employer is requesting that this questionnaire be completed.

Please answer ALL questions completely. lf a response requires an explanation, please
description on the Explanation page. rf you have any questions or need herp in answering the
is form, please ask for assistance from the Emproyer Representative signing this form.

NorE: since this questionnaire contalns medical information, you can request that the form be kept
CoNFIDENTIAL and not made part of your personnel file. Please let your empioyer know that you want the
completed questionnaire placed in a sealed folder for confidentiality purposes.

INSTRU cTtoNs:
provide a brief
questions on th

Employer Name:

Employee Name:

EM W NING

FAILURE TO ANSWER TRUTHFUTIY AND/OR CORRECTTY TO AAIY OF THE QUESTIONS ON THIS FORM MAY
REsutr lN A FoRFETTURE oF youR woRKERs' coMpENsATroN BENEFTTS uNDER ta. R.s. 23:r208.1.

Employee Signature: Date;

Date:Employer Representative Signature:

US fis ehoo I Boa

Date of Birth (mm/dd/WW):

soc. Sec. f (last 4 digits only):

Home Address:

Male: tr Female: tr

Telephone Number: ( _ )

I under La. R.s. 23:1371(A), the purpose of the second lniury Board is to encourage the employment, re_
employment, or retention of employees who have a permanent partial disability.

pAGE I oF U
,II*r r lrorrry



YN YN YN YN
trtr
utr
trtr
trtr
Dtr
trtr
trtr
trtr
trtr

Diabetes
Silicosis

Varicose Veins
Asbestosis
Hyperlnsulinism
Alzheime/s
Emphysema

HearinB Loss

COPD

Hypertension
Head lnjury
Epilepsy
Stroke

Dtr
trtr
trtr
trtr

Cerebral Palsy
Tuberculosis
Multiple Sclerosis
Post Traumatic Stress

Osteomyelitis
Nervous Dlsorder
Muscular Dystropy
Mlgralne Headaches

Mental Retardation
Kldney Disorder
Loss of Use of Limb
Seizure Disorder
Slckle Cell Dlsease

Etr
trtr
trtr
utr
trtr
DD
Dtr

trtr
tru
trtr
trtr

Eu
trtr

Arthritis
Parkinson's
Brain Oamage

Asthma
Dementla
Thrombophlebitis
Arteriosclerosis
Hod6kin's
Cancer

Double Vlsion
MentalDlsorders
Hemophilia
Bleeding Disorder

OD
trtr
trtr
trtr
trtr
tro
tro
Dtr
trD
trtr
tru
trtr
otr

Heart Disease/Heart Attack
Congestive Heart Failure
Vision Loss, one or both eyes
Disabllity from Pollo
Psychoneurotlc Disability
Ruptured or Herniated Disc

Ankylosis or Joint Stiffening
High/Low Blood Pressure

CarpalTunnel Syndrome
compressed Air Sequelae
Disease ofthe Lung
Coronary Artery Dlsease
Heavy Metal Polsoning

trtr
tru
trtr
otr
tru
trD
trtr
trtr
trtr
trtr
Etr
trtr
OD

Disease and other Medical conditions vou currentlv have or have ever had.
tor all conditions that you check yes, write a brief explanation on the Explanation Page
Please check the a e box next to each, illn u re uires a Yes or No N anSwer.

Sursical Treatment [Please check the appropriate box. Each illness/iniury requires a Yes (Y) or No (N] answer.l For
each Yes (Y) answer, please complete the information correspondingto the surgery on the right. Addltional information
can be provided on the Explanation Page, lf necessary.

YN
tr tr Splnal Dlsc surgery Year (approximate f unsure)_

E tr Spinal Fuslon surgery Year (approximate lf unsure)-

tr E Amputated Foot left tr Rlght tr Year (approx. lf unsure]_

tr tr Amputated Leg Left tr Right B Year (appro* ifunsure)_

tr tr Amputated Arm Left tr Right tr Year(approx. if unsure)_

tr O Amputated Hand Left D Right tr Year (approL if unsure) _
EI tr Knee Replacement Left D Right tr Year (approx. ifunsure)

O O Hip Replacement Left tr Rlght tr Year (approx. if unsure)_

Jolnt Yeartrtr
trtr
trtr

DO

trB

Other Joint Replacement

Other Surgical Procedure

Other Surgical Procedure

other Surgicrl Procedure

Other Surglcal Procedure

Procedure

Procedure

Procedure

Procedure

Year

Year

Year

Year

Employee Signature: Date:

2 oFb

Employer Representati Date:

PAGE

srB FoRM D (10/17)



Please use the space below to explain the illnesses and/or cond itlons that you checked a yes (Y) or aoy other medicaiconditions that may not be Ilsted on this form. Askyourempl oyer for additional copies of this page if needed.

CONDITION:

Are you still treating for this condiflon?

Are you takinS medlcatlon for thls condition?

Do you have any permanent restrictions for this condition?

Brief Explanatlon:

Notr
Notr

Notr

CONDITION:

Are you still treaUng forthis condition?

Are you taking medication forthis condluon?

Do you have any permanent restrlctions for this condition?

Brief Explanation:

CONDITION:

Are you stilltreating for this condluon?

Are you taking medication for this condition?

Do you have any permanent restrictions for thls condition?

Brief Explanation:

CONDITION:

Are you stllltrea ng for this condition?

Are you takint medication for this condltlon?

Do you have any permanent restrictions for this condltion?

Employee Signature:

Employer Representa

year Diagnosed (approx):

Yes tr

Yes tr

Yes tr

Notr
Notr
No tl

Yes E

Yes tr
Yes E

Notr
Notr
Notr

Year Diagnosed (approx);

Yes tr
Yes tr
Yes E

Notr

Notr
Notr

Date:

Date:

paer 3 ort
srB FoRM D (10/17)

Yes E

Yes El

Yes tr

Brlef Explanation:



Please answer the following questions.

1. Has any doctor ever restricted your activities? Yes 0 No tr
lf "Yes," please list the restrictions:
Were the restrictions: Permanent 

- 

Temporary 

-Areyour activities currently restricted? Yes tr No fl
What is the medical condition for which you have restrictions?-

2. Are you presently treating with a doctor, chiropractor, psychiatrist, psychologist or other health-care
provider? Yes tr No tr

Please list the medical condition being treated:

Docto/s Name: 

-Specialty:-

Docto/s Address:

3. lf you are currently taking prescription medication other than those listed on the Explanation Page, please

complete the requested information below.

Medication:-

Medication: _

Prescribing Doctor:

Prescribing Doctor:

4. Have you ever had an on the job accident? Yes D No o
If you answered 'YEs," please provide the date for each injury and the nature of the injury:

5. Has a doctor recommended a surgical procedure, which has not been completed prior to this date,

including but not limited to knee, hip or shoulder replacement? Yes o No tr
lf you answered YES, please provide:

Recommended surgery:

Approximate date of recommendation:-

Docto/s Address:

Employee Signatu re: Date:

Name of Emplover:

Doctor's Name:-Pecialtv:-

Employer Represen Date:

srB FoRM D (10/17)

How long were you on compensation?

paee 4 or h



EMPLOYEE WARNING

FATLURE TO ANSWER TRUTHFUTLY AND/OR CORRECTTY TO ANY OF THE qUESNONS ON THIS FORM MAY

RESULT IN A FORFEITURE OF ANY AND ALL WORKERS COMPENSATION BENEFITS UNDER [a. R.S. 23:1208.1.

I have completed this form honestly and to the best of my knowledge, I understand that providing false
information or omittlnB pertinent information could result in loss of my workers compensatlon benefits
should I become injured on the Job.

Emolovee sisnature: Date:

Employee Printed Name:

peee 5 or t
srB FoRM D (10/17)



TO BE COMPLETED BY EMPLOYER REPRESENTATIVE

EMP@YERWARNING

PuRliuAl{T To ta. R.s. 23:1208 oF THE r-ourslANA woRKERy coMpENsATroN Acr, r sHArL BE uNtAwFULFOR A PERSON, FOR THE PURP,OSE OF OBTAINING OR DEFEATING ANY BENEFIT PAYMENT UNDER THEPRolnsroNs oF THls cllAPTER, EITHER FoR HtMsEtF oR FoR ANy orHER pERsoN, To wttFulry MAKE AFAtsE SiTATEMENT oR REPRESENTATIoN' PENALTIES FoR vloLATloNs rrrrcuorlnrpnrsol,rtrarrw, rtns,AND/OR THE FORFEMJRE OF BENEFITS.

You must cerflfy the followlhg:

1' That r am an authorrzed representative of the emproyer designated to obtain and review theinformatlon provided by the employee on thls qu"rtLnnatre;

2' That r'have provrded the emproyee wrth as many copies of the Expranation page as neededand have conflrmed the number of and rabered the pages of thts questionnrire; 
-"- -- "-

3' That r have provrded assistance to the emproyee (rf requested) in respondrng to the guesflonson thls questionnalrei .v LrrE qucr

4' That the rnformaaon sought by thrs authorrzatron rs made on an applrcant for emproymentonry after a conditronar rob offer has been made and accepted, or on a crrr"nt 
"rpLv!"]'"na

5' That the rnformation obtained in the authorrzation wifl Nor be used to discrrminate ln anymanner against the rndrvrduar who Is the subJect of thrs authorrzation ." 
"rv t"rii,'iirror'uo."of t}le Amerlcans with Dtsabtllties Act of 1996, AZ Ul.i. gUfOf, et seg., or any other state orfederal law; 'eY" vr qrrY v.rrcr Jrdr

6' That if requested, a photocopy of thls fully completed and signed form wlll be provided tothe employee.

Employer Representative

Employer

Tltle:

Prlnted Name:

Date

vouz b o, h
srB roRM D (1o/r7)





4trRSL Teachers' Retirement System of Louisiana
8401 United Plaza Blvd, Ste 300 . Baton Rouge. LA 70809_7017

PO Box 94123 . Baton Rouge, LA 7OgO4_9123
Ielephone: (225) 925-6446. Fax: (225) 925-47jg

wvtw.trsl.org . web.mastet@trsl.org

Enrollment Application/Employment Notification
Print in ink or type all entries except siqnaturcs. This form is designed for multipurpose use and ior automated data entry by the Teachers,RetiremenrSystem of Lou sana (TRSL)

Fotm 2 lA2/15)

Nare.lan. ftlt. Mt, liix U._ t..l. )

00-2

Social Security number

I I
Attach copy of cald

()

Regular Plan

Previous employment and membership inf ormation
i. Have you ever contlbuted to a louisiana public retirement system? !
2. Did you withdraw your contributions when yot, left prevaou! employmenr?
3. Please indi(ate the position(s) yo! previously held:

! m ruame ol system

Position

- 

Teache[ protessor, instructor

- 

Cuslodian, s(hool bus driver

- 

School iood service worker

Years employed Employer
From--

5

It you wilhdrew .etrrement contributions before 1978, provide TRSL membership number if known
lf you contributed to another Louisiana public retirement
a(tLrarial t.ansfer of funds and retirement credit to TRSL?

system. you wish to apply for recrprocal recogni{on of retlrement aredit between systems or
do

llsionalure(0o nol p .lor lype)

AVOYELLES PARISH SCHOOL BOARD

Annual fuh-lrme earn.ngs S---

oale siq.ed (nro-dd.t yr

Employment Statu5

Pru,ror. ! ,"uu'." I uncrassrf ed ( f applicable) Full-time equals _ hours per day.

This employee willwork _ houls per week

li(ant i5 being enrolled inl Basis of employment

[to .onths [t r monrhs [r2 monttrs! ttun , 9 monthsa

Daie ol employmenl

-t- 
t201

Dodd-yyyy

For what percenl of the first year
will the appli(ant be employed? _yo

Check the appropriate box for ea(h category belowl

[VeS IHO. Hirher first employment making him eligib e for membership in a Lour5iana public relirement system beqan on or atter janu aty 1,2013

!r,' I NO. He6he was employed In a posrlion eiigrble for membership in a Louisiana public retirement system prior to january i, 2011, but he/she
lerm nated servi(e prior !o January l, 2013. Through re-employment on or after January l, 2013, he/she is again eligible lor member
thip ln a Lo!isiana publi( retirement system.

()
Date of birth

_t_/_
mm_dd.yrw

E"rr ENo* Hdlhe aSSumes an elective office on or after January 1, 2013. and by virtue of that serurce or previous public service, he/she is eligible
Io. me'nbership in a LouBiana public relirement sysiem.

* lf the answer to all three queitions above is /VO. you do not have to (omplete the "Forfeiture of Benefits" redion below.

Forleiture ol Benelits - Employee Att€station (Check the apprcp ate box below whether or not the employee has signed Form 2FRB.)

F-I..-- I hereby certriy rhat thrs employee has received and executed TRSL5 Foleirure oFRetirement Benefhs - Altestatian of Understanding \fotmLJ Yt5 
2FRB). 

'nd 
that tnit ,o,.n *lil j" p"rrdneilly marnra,ned n tne personner records ol lh s e.rployer.

I NO State law La. R.S. ] t:293, requires that this employee receive and execute TRsLs Folertu re of Rettement Benefls - Aftestation of lJnderstand-

,ng (Form 2FRB). The enrollment of this employee cannot be compLeted until Form 2FRB i5 properly exe(uted in compliance with slate law

s'qrBtu,e olrmolovlr\ audDn.ed

From-- To--

Are yoo a U.S. citizen? n 
"", 

E No f not, whai type oI viea do you possess? __-

Sex:

! u,r"

[,","r"
I

ffoil-sl



4;fRSL
totf]. 2FRB (12/12)

I

OO.2FRB

Forfeiture of Retirement Benefits - Attestation of Understanding

All individuals employed on or after January 1 , 2013 are required to read and sign this attestation form.

La. R.5. 1 1:293 provides for the forfeiture of retirement benefits by a public employee or elected official (hired or beginning
service on or after January 1, 2013) convicted of a "public corruption crime." This law defines "public corruption crime" as
a state or federal felony commrtted on or after January 1, 2013, in which the sentencing judge finds that the public servant
acted willfully and in the course and scope of his official capacity and that any of the following apply:

1. The public servant realized or attempted to realize a financial gain for himself or for a third party.

2. The public servant committed any criminal sexual act with or upon the person o{ a minor, and there was a direct as-
sociation between the public servant and the minor related to the public servantb employment.

The statutory text o{ La. R.5. 1 1:293, setting forth the provisions of law governing forfeiture of benefits, is below.

Nam€: Gn, fi.n, ML s!liix(Jr.,0r, ei!,)

A. As used in this Section, the following words or phrases shall have the following meanings:

(I) "Conviction" or "convicted" means a c minal conviction, guilty plea, or plea of nolo contendere that is final, and all appellate
review of the original trial court proceedings is exhausted.

(2) "Public corruption c me" means a state or federal felofly committed on or after Jaouary l, 2013, in which the selltencing judge finds
the public servant acted willfully and in the course and scope of his official capacity and the evidence establishes either of the following:

(a) The public servant realized or attempted to realize a financialprofit or a financial gain for himself or for a third party.

(b) The public servant committed any criminal sexual act with or upon the percon of a minor, and there was a direct association
between the public servant and the minor related to the public servant's employment.

(3) "Public retirement system" means any state, statewide, or any local public retirement system, plan, or fund.

(4) "Public seryant" means a public employee or an elected official as defined in R,S.42:1102 whois a member, former member,
deferred retirement optign plan participant, or retiree under the provisioos of any public retirement system and who meets any of the
following criteria:

(a) His fi$t employment making him elidble for membership in a public rctiremeot system began on or after January 1, 2013.

(b) He was employed in a position making him eligible for memberchip in a public retirement system p or to January 1, 2013, but he
terminated his service prior to that date and is reemployed in such a position on or after that date.

(c) He assumes an elective office on or after January 1, 2013, and by virtue of that service or previous public service he is eligible for
membership in a public retirement system.

B.(1) Following fie conviction of a public corruption crime, the sentelcing court shall determine if the conviction warrants forfeiture as
provided in this Subsection or Barnishment as provided in R.S. l1:292. lrl order to determine the appropriate remedy the sentencing court
shall review the following factors:

(a) The nature of the offense.

(b) Thep or service of the public serva[t and the appropriateness of aDy miusatiDg factors.

(2)(a) If the cout determi[es that fodeiture is appropriate, the coun may order the forfeitu]e of the public servant's ri8ht to receive any
belefit or payment o[ any kird under this Tide except a return of the amount cont buted by the public servant to the retirement system
without interest, subiect to Subparagraph (b) of this Paragraph.

I
Section I - Member lntormation

II III
Section 2 - La. R.S, 11:293. Forfeiture of retirement benefits; public corruption crimes

Page I of 2

Teachers' Retirement System of Louisiana
8401 United Plaza Blvd. 5te 300 . Baton Rouge, LA 70809-7017

PO. Box 941 23 . Baton Rouge, LA 70804-91 23
Telephone: (225\ 925-6446 . Fa\'. 1225), 925-4779

wvvw.trsl .org
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(b) If the court orders the public servant to make rcstituton to the state or any polilcal subdivisior of rhe state for monetary loss in-
curred as a result of the public corruption crime for which he is convicted, the court may order restitution to be paid from the amount
contributed by the public seryant to the retirement system.

(c) Subject to the requirements oI Paragraph (3) of this Subsection, the court may award to lhe member's spouse, dependent, or for,
mer spouse, as an alternate payee, some or all of the amount that, but lor the order of forleiture under Subparagraph (a) of this Para-
graph, may otherwise be payable. Upon order of lhe court, the retirement system shall provide information concerling the member's
membership lhat the court conside.s relevalt to lhe determination of the amount of an awa.d under this Subparagraph. The system
shall also calculate the spousal share of the public servant's benefit lor the sentencing court ln accordarce with existing community
propeny law. Any dependelt's share shall be calculated in the same matuler as a spousal share. In determining the award, the court
shall consider the totality of the circumstances, including but not limited tor

(i) The role, if any, of the member's spouse, dependent, or former spouse in connection with the clime.

(ii) The degree oI knowledge, if any, possessed by the member's spouse, dependent, or former spouse in connecrion with the c me.

(3) Arl award ordered uoder Subparagraph (2)(c) of this subsection may not require the retirement system to:

(a) Provide a type or form of benefit or an option not otherwise provided by the retirement system,

(b) Provide ilcreased benefits determined on the basis of actuadal value.

(c) Take arl action contrary to the system's governing laws or plan provisions other than the direct payment of the benefit awarded to
the spouse, dependent, or folmer spouse.

(4) All of the convicted public servant's service credit attributable to employer cootributions and interest on those cootributions that are
not otherwise assigned pursuant to Subparagraph (2) (c) of this Subsection shall be forfeited, and any dollar amount of such employer
contributions and interest, together with aoy fuods in the individual's defe[ed retirement option plan account, shall be applied to reduc-
ing the ba.lance of the unJunded accrued liability of the system in a manner determined by the system's board of trustees. If the system
has no unfunded accrued liability, the employer contributions and interest shall revert to the system's trust.

C. Notwithstanding the provisions of Subsection B of this Section, survivor beoefits being received by the surviving unmarried spouse, the
surviving minor chjld, or the surviving physically or mentally handicapped child who is enritled to a survivor benefit of a deceased public
servant convicted of a public corruption crime shall be based solely on the amount of the public seryant's benefit forfeited to the retirement
system and shall not be based on any amount remitted to the public servant.

D, No provision of this Sectiorr shall impinge on any judicially recognized community property interest of a current or former spouse.

E. Each public retirement system shall create an attestation form explaining the provisions of this section and shall provide such attesta-
tion form to each employing agency. Each employing agency shall provide every public servant with such attestation form and such public
servant shall be required to siSn the form indicating that he has read it and understands the contents rhereof.

F.[1J A parish prosecutor shall inform the secretary of the Department of Public salety and Corrections in wdtjng when a conviction for
a state public corruption crime is entered against a person who the prosecutor knows, or has reason to believe, is a member of a public
retirement system and who is subject to the provisions of this Section. The secretary shall compile such information and transmit it to the
appropriate public retirement system.

(2) The secretary of state, upon being notified by a United States attorney of a felony conviction for a federal public corruption crime,
whelher or not such conviction qualifies as a conviction as defined by this Section, shall promptly transmit to each public retirement
system information pertaining to such conviction.

C. The provisions of this Sectior shall apply only to benefirs earned orl or after January l, 2013.

have read this form,

Forfeiture of RetirementAenefits 
jli[! 

btion of tJnderstanding,and understand its contents.

t,

OO.2FRB

Section 3 - Aftestation

Signalure

Page 2 of 2

I 

Dare (mnvdd/yyyy)



4;rRSL
Teachers' Retirement System o, Louisiana

8401 United Plaza Blvd, Ste 300 . Baton Rouge, LA 70809-7017
PO Box 94123 . Baton Rouge, LA 70804-9123

Telephone: (225) 925-6446
Toll free (outside Baton Rouge area): 1-877-ASK-TRSL (877-275-8775)

v,lww.TRSL. org . web. mastet@tsl. org
E check here if mukiple

Beneficiary Designation for Non-Retired Members benef c dry lorms slrbrnilted

Print in ink or type all entries ex(ept signalures. lo(omp ete or altered forms wi I be ret!rned. The following benei ciary designationG) wll replace all
previous chorces. Designations of beneficiaries become effective when re(eived in the office of the Teachers' Ret rement Syslem of Louisrana (TRSL). Forms
re.eived by TRSL aiter the date of the memberl death shall be nu I and void. This lo.m is not to be used lor retired members or members who have
padicipated in DROP, Retirees who have rctuned to work should complete Fotm 3C (Eeneficiary Designetion fot Retirce Retum-to-Work
E n ployee Contribotion t).

so(lalsecurity number

tr D I 
- 

t- r-

Form 3 (04/l8)

01-3

20_.

This designation supersedes all prior de5ignations. You must include ALL beneficiaries that you wish to designate. lf percentages are not provided, any
amounts payable will be divided equally among all beneficiaries. Primary and contingent beneficiaries must separately lotal 100%. The number ol primary or
contingent beneficiaries lhat you may name is not limited (attach an additional sheet if necessary). "Contingent" beneficlaries a.e eligible for payment only if
all primary beneticiaries die before the member does. A trust is not an acceptable designation; on,y human beings or sirccession may be named-

Name: Lasl,Inn, Ml, tuffix (r.,lll. et(.)

slreet / PO.8ox

Before the5e undersigned witnesses, I have signed my name this 

- 

day of

coNTINGENT beneficiary'5 name
Last, Ftrst, M

Social Serurity Gender Birth date Relation Percentage

Ev E,

tr N,l r 

-/-r-Ev Er

I hereby request that my beneficiary{ies) be designated as above. I understand that the beneficiary(ies) designated on this form will re(eive my contributions to
the retirement system, r.rnles5 I have qualifying survivors (spouse, children)entitled to a monthly suNVorS benefit.

I hereby authorize TRsL to make payment to the beneficiary(ies) whom I have desrgnated and agree, on behalf of myself and heirs and assigns, that payment

and acieptance of any such reiund to my designated beneficiary(ies), il any, or my estate 5hall di5charge all obligations of TRSL on account ol any (reditable

seNice rendered prior to payment of the refund and shallconstit!te a release of all accrued right5 of every k nd and nalure against TRSL. I hereby drrect thal,

should I sutuive the aforementloned beneficiary(res), the amount that would otheMise have been payable to the beneliciary(ies) shall be paid to my estate or

to such other beneficiary(ies) as I shall deegnate with TRSL in accordance wilh the rules and regulations prescrrbed by lhe Board ol Trustees.

( )

C ty, ndtc, zip

Section I - Member information

Sedion 2 - Benefi(iary designation

PRIMARY benefi<iary3 name
Last, fist, M

So.ial Se(udty
number

Birth date PercentageGender Relation

E, 
-,-,--

! M

Section 3 - Member signature

Membe.3 sign.lure (do not pnnl or lype)

Signalule ofwilness (do nol pantor lype)

Marden name or other names u5ed lor employmenl

Please prinl name ol wtness
rsons other than beneficiaries.,sedion4-Witnesssi natures (Must be witnessed b

Signatule of wiin€ss (do not pint or rype) Please pnnl name of wilness

Eu Er _,_r_

Submit original form
ONLY No .opies, faxes,
or s(ans arc a(repted.

nla Er _,_,-

I



4;rRSL
Teachers' Retirement System of Louisiana

8401 United Plaza Blvd, Ste 300. Baton Rouge, LA 7OA09-7O17
PO 8ox 941 23 . Baton Rouge, lA 70804-9123

Telephone: (225) 925-6446. Fax: (225) 925-4779
Toll free (outside the Baton Rouge area): 1-877-A5K-TRSL (877-275-8775)

www.TRSL.org c web. mastet@trsl. org

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

Employee 55# I I
Employer Name

AVOYELLES PARISH SCHOOL BOARD
Employer lD#

Your earnings from this job are not covered under Social Security. When you retire, or if you become disabled,
you may receive a pension based on earnings from this job. lf you do, and you are also entitled to a benefit from
Social Security based on either your own work or the work of your husband or wife, or former husband or wife,
your pension may affect the amount of the Social Security benefit you receive. Your Medicare benefits, however,
wtll not be affected. Under the Social Security law there are two ways your Social Security benefit amount may
be affected.

Windfall Elimination Provision (WEP)

Under the Windfall Elimination Provision, your Social Security retirement or disability benefit is figured using a
modified formula when you are also entitled to a pension from a job where you did not pay Social Security tax.
As a result, you will receive a lower Social Secunty benefit than if you were not entitled to a pension from this
iob. For example, if you are age 62 in 2005, the maximum monthly reduction in your Social Security benefit as a
result of this provision is $313.50. This amount is updated annually. This provision reduces, but does not totally
eliminate, your Social Security benefit. For additional information, please refer to the Social Security publication,
"Windfall Elimination Provision.'

Government Pension Offset (GPO)

Under the Government Pension Offset, any Social Security spouse or widow(er) benefit to which you become
entitled will be offset if you also receive a federal, state, or local government pension based on work where
you did not pay Social Security tax. The offset reduces the amount of your Social Security spouse or widow(er)
benefit by two-thirds of the amount of your pension.

For example, if you get a monthly pension of $600 based on earnings that are not covered under Social Secunty,
two-thirds of that amount, $400, is used to offset your Social Security spouse or widow(er) benefit. lf you are
eligible for a $500 widow(er) benefit, you will receive $100 per month from Social Security, $500 - $400 =
$ 1 00. Even if your pension is high enough to totally offset your spouse or widow(er) Social Security benefit, you
are still eligible for Medicare at age 65. For additional information, please refer to the Social Security publication,
"Government Pension Offset. "

For more information

Social Security publications and additional information, including information about exceptions to each provision,
are available at www.socialsecurity.gov. You may also call toll free 1-8OO-772-1213, or, for the deaf or hard of
hearing, call the TW number 1-800-325-0778, or contact your local Social Security office.

I certify that I have received TRSL Form 2SS (Form 554-1945) that contains information about the possible effects
of the Windfall Elimination Provision (WEP) and the Government Pension Offset (GPO) on my potential future
Social Security benefits.

Signature of Employee

00-2ss
(Form 5SA-1945)

0 0 0 5

Form SSA-1945 (l 1-2A04)

Date (mm-dd-)ryyy)

Form 2SS (10/14)

Employee Name



Employee SS#

00-255
(rorm 55A'1945)

lnformation about TRSL Form 2SS (Form SSA-1945),
Statement Concerning Your Employment in a Job Not Covered by Social Security

New federal legislation [Section 419(c) of Public Law '108-203, the social Security Protection Act of 2oo4] requires state and
local government employers to provide a statement to employees hired .lanuary 1, 2005, or later in a job not covered under
Social Security. The statement explains how a pension from that job could affect future Social Security benefits to which they
may become entitled.

TRSL Form 2SS (Form 5SA-1945), Statement Concerning Your Employment in a Job Not Covered by Social Security,
is the document that employers with TRsl-covered employees should use to meet the requirements of the law. The form
explains the potential effects of two provisions in the Social Security law for workers who also receive a pension based on the r
work in a job not covered by Social Security. The Windfall Elimination Provision (WEP) can affect the amount of a worker's
Social Security retirement or disability benefit. The Government Pension Offset (GPO) can affect any possible Social Security
benefit entitlement as a spouse or an ex-spouse.

Employers must:

. Give the statement to the employee before the start of employmentj. Get the employee's signature on the form; and. Submit a copy of the signed form to TRSL.

Copies of TRSL Form 255 (Form SSA-1945), Statement Concerning Your Employment in a Job Not Covered by Social Security,
are available online at www.trsl.org -) general info -) publications -+ forms.

A similar form is also available from the Social Security Administration (Form SSA-,|945). Copies of the 55A-i945 are available
online at the Social Security website at www.socialsecurity.gov/form 1945/5SA- 1 945.pdf and information about the form is
available at www.socialsecurity.govlform 1 945.

Please use TRSL Form 255 for all TRsl-covered employees.

Form 255 (l0/T4)[rTfTrl



NOTE: YOU GAN I}IAKE DEPOSITS IN UP
TO THREE AGGOUNTS

(GHEGTTTNG AND/OR SAVTNGS)
DIRECT DEPOSIT ENROLLMENT

Employee's Authorization - Please fill out and return to the
Payroll Department of the Avoyelles Parish School Board

I AUTHORIZE MY EMPLOYER, THE AVOYELLES PARISH SCHOOL BOARD, AND THE FINANCIAL
INSTITUTION LISTED BELOW (YOUR BANK) TO INITIATE ELECTRONIC CREDIT ENTRIES, AND IF

NECESSARY, DEBIT ENTRIES AND ADJUSTMENTS FOR ANY CREDIT ENTRIES IN ERROR TO MY:

HECKING ACCOUNT VINGS ACCOUNT

EACH PAY PERIOD. THIS AUTHORITY WILL REMAIN IN EFFECT UNTIL I HAVE CANCELLED IT IN
wRrrNG By rHE 15t'DAy oF THE MoNTH FoR THE FoLLowtNG MoNTH To ALLow My
EMPLOYER, THE AVOYELLES PARISH SCHOOL BOARD, TO ACT ON IT,

NAM E: DATE:

ADDRESS:

SOCIAL SECURITY #
SIGNATURE

PLEASE PLACE A VOIDED CHECK or DOCUMENT

FROM THE BANK REFLECTING THE ROUTING

AND ACCOUNT NUMBER HERE

AND RETURN TO THE PAYROLL OFFICE



,4voy tre s Aaris fi. S c fio o t $o ar[
221 Tunica Drive West
Marksville, LA 7l35t

MEMO.TO: Employees Interested in Direct Deposit

MEMO FROM: Finance Department

Blaln Dauzat, Superlntondent

Thelma J. Prator, Assbtant Sup..ti{ondent

Demetda Alexander
Dhactor o, F.deral progr.ms/Curlcutum

Mary L. Bonnotto, CpA
Dlrector ot Flnanc€

BOARD MEMBERS:

Robln lroroau
P]!sldont
Dlct]lct 4

Rlckey Adams
Vlce.Prosldant
Dlst lct 7

Latloha S. Sma
Olsldct I

Lynn Doloach
Dlstrlct 2

Chrl3 Lacour
DlEtrlct 3

StBnley Calesflne, Jt,
)lstrlct 6

:hrls Roblnson
)lstrlct I

ran Kojls
llstrlct 8

rlmes B. Dupuy
llstslct 9

HONE

unkls (318) 346.2994
ottonpon (31 8) 820-3391
a*ryllle (318) 253-6982!vl(*r (318) 253-9680
Ax*: (318) 2E -8178

r Equ.l Opportunlty
nployst

te t ban a
ad u en ura

o toi itia ebi
unt to cor er rs

Please complete the attachedDirect Deposit Authorization Form, sign

*lU*l 
retum to pay.olt Department' ,t". ,"rri"*i.rg th" f;l[;i;;

It is understood that the funds will be available for direct deposit
1,:{!rlil1thr"ugh the CApTTAL oNE BANKty *," our oarnOF EACHPAYROLL.

The Avoyelles parish School Board will not be responsible for anyNSF charges or fees resulting from direct a.porii".rorr.

9n_:" :o*.:.lecome apparent, it is understood that corrections will
De maoe wlthln a reasonable length of time.

All payroll checks will be deposited directly into your accountunless there are issues and a paper check wilLtlien Le produced.

Any changes made (ie. Account closure, name change, etc) must berequested in writing l0 days before each payroll is generated for the
month the change will go into efEct.

c t

It is recommended that you notifu your bank of your intent to
participate in this program.

DATE

EMPLOYEE



Electronic Notifi cation by Employer

I hereby certify that I agree to rcceive any employment related forms, not limited
to W-2 forms, checkstubs and any other forms that are related to my earnings and
benefits in an electronic format.

Signature SSN

Name email address

Date

PLEASE WRITE EMAIL ADDRESS NEATLY
SO THAT IT CAN BE TRANSCRIBED CORRECTLYI
THANK YOU.



I

ITEMS NEEDED FOR YOUR FILE BY THE
AVOYELLES PARISH SCHOOL BOARD

Copy of Birth Certificate

Copy of your Driver's
License

Copy of your Social
Security Card



VERY !MPORTANT
RETI REE RETURN TO WORK

IF YOU HAVE BEEN HIRED BY THE AVOYELLES PARISH

SCHOOL BOARD AS A RETIREE RETURN TO WORK AND
PRESENTLY HAVE HEALTH INSURANCE, tT ,s
IMPERATIVE YOU REPORT TO TH E FINANCE

DEPARTMENT AND SPEAK WITH MRS. JUDY GUILLOTE

CONCERNING YOUR HEALTH INSURANCE. IF YOU ARE

RETIRED WITH ANOTHER STATE AGENCY, IT IS OF THE

UTMOST IMPORTANCE YOU INFORM THE HEALTH

INSURANCE DEPARTMENT OF THE AVOYELLES SCHOOL
BOARD OF YOUR RETIREMENT AND ALSO INFORM
YOUR RETIREMENT AGENCY OF YOUR EMPLOYMENT

WITH THE AVOYELLES PARISH SCHOOL BOARD.

DATE SIGNATURE

I ACKNOWLEDGE I HAVE READ AND BEEN ]NFORMED

OF MY OBLIGATIONS CONCERNING MY HEALTH

INSURANCE AS A RETIREE RETURN TO WORK.



OFFICE OF GROUP BENEFITS NOTIFICATION

l, have been

notified by the Payroll Department that I must speak to the lnsurance clerk regarding medical insurance.

I understand that even though I do not wish to sign up for the medical insurance offered thru the
Avoyelles Parish School Board, that I must still see the lnsurance clerk.

Signature Date

Kr K Gremillion Date





++ t6b-s,!t'soqb
Supplemental Benefits

As an employee ofthe Avoyelles Parish School Board, you are given the opportunity to apply for any
supplemental policies available through First Financial Group of America.

Please review the list below and complete the bottom portion of this letter. Check off the benefits you are
interested in or have questions about and fax it to 985-893-7663. A representative from First Financial will
contact you. If you do not hear fiom a representative in a reasonable time or if you have any questions, you can
email James.Odom@ffga.com or Mike.Green e@ffga.com

Life Insurance - personally owned, permanent life policy to age 121 that can never be canceled
or reduced as long as you pay the necessary premiums, even ifyour health changes

Disability Income Protection - provides a monthly cash benefit when you suffer a sickness
or off-the-job injury that leaves you totally or partially disabled.
No Health Questions for New Employees - Matemity Covered

Cancef lnsufance - supplemental insurance protection in the event you or a covered family
member is diagnosed with cancer, It is portable,

Critical Illness fnsurance - provides a lump-sum cash benefit to help you cover the out-of-
pocket expenses associated with a critical illness,

Heart & Stroke - supplemental coverage works in addition to medical insurance. Benefits are
paid as you go and cover the costs ofspecific treatments and expenses (up to the maximum
allowable) as they happen.

_ Accident Only Insurance - can offer a solution to those rising medical costs if you have to
receive medical treatment for an Accidental injury.

Dental & Vision Coverage

457 Deferred Compensation Savings Programs - an additional before-tax
supplementary retirement plan

DECLINE ALL AT THIS TIME

By signing this form, I understand the following:

Signature

Sign,ng this form does not activate coverage, applications must be completed through Ftst Financial
All applications must be completed in the tirst 30 days of hie
lf I choose to apply for this coverage at future open enrollments, I may be requied to furnish evidence of
insurability to the insurance company before I can be considered for coverage
The insurance company has the right to reiect such future applications

Printed Name

School:

Davtime Phone# ( )

Best Time to Call
(During the day)

_Email Address



It's Time to Sove for your Future!

403(b) Newsletter:

First
Financial
Administrators,
lnc.

Planning Ahead
403(b) retirement plans are a great investment and great way to get a head start on saving for your
retirement. A 403(b) is a supplemental retirement plan option that allows investment earnings to grow
tax-defened until withdrawal.

Also, 403(b) allow you to take advantage of a savings tax credit, take a loan or financial hardship (if
allowed underyour employer plan). ln order to tnnsfer/rollover you must have a qualifuing event (lRS

guidelines) to withdraw or move funds. Quali6Ting events are: Severance from employment, age 59 l/2
or older, disability, death, or financial hardship.

A403(b)will allowtransfers in and out of your plan allowing you to move previous 403(b)funds into the
new employer's 403(b) plan. lfthe funds come from a 4ol(k)or IRA then those funds can move into your
employer s plan as well. Not happy with your current investment provider? You can do an exchange with
an approved investment provider in the plan. (Pleose visitwww.ffgo.com ond click on, ',View employer
rettement plons" to review ovoiloble options for your enployer.)

Current Contributions limits allowyou to maxoutat 9,l8,000.00 if you are 49 and under; $24,000.00 if
you are age 50 and older per calendar year. With enrollment open all year round the time to save is now

Timeto Enroll
Please visit wwwffgo.com for a list of available investment
providers in your employer s plan. Once you have picked an

approved provider, then you or your financial advisor must
complete enrollment forms directlywith the investment
company. lf you do not have an financial advisor please utilize
our 403(b) agent search located on www.ffga.com.

Once your account is established please complete the First

Financial Administrators, lnc. Salary Reduction Agreement
and fax completed forms to l-866-265-4594. Thisform
allows your employer to withhold 403(b) contributions from
your paycheck, which will be forwarded to the investment

company ofyour choice.

.-

403(b)

-:I:I
=rr

Visit www.ffgo.com for torms ond
empl oye r plqn informotion !

First in SeNice ond Expertise

Toll Frce: t-800-523-8422 I Fax: l'866-265-4594 I Email: retircment@ffga.com I Mail: P.fJ. Box 670329 Houstoa, TX 77267'0329



First Finoncial Group of Americo

U niversal Availa bil ity Notice

Act Now to Maximize Your 403(b) and 457(b) Contributions
In compliance with the requirements of IRC S403(b)(i2(AXii) this Notice will advise you of the voluntary
403(b) Program established and marntained for the benefit ofall employees.

Now is the time to act if you wish to maximize your pre-tax contributions to the 403(b) and 457(b) plans

or make changes for this calendar (taxable) year.

Go to www.ffga.com to view your employers' retirement plan options and availability. You can also verifu
ifthe plan offers both 403(b)and 457(b)Plans before you decide how to proceed.

Eligibility - All employees who are employed by the Employer, including full and part-time employees.

contributions - when you enroll in the program, the amounts you designate as salary deferrals are
withheld from your wages and fonvarded to an investment provider ofyour choice. several types of
contributions may be available in your plan:

Pre-Tox Salory Defenols; These are amounts contributed into a 403(b) Plan that are defened from vour
paycheck before federal income taxes are applied.

Roth solory Deferrals: (lfyour plan allows)These amounts are also deferred from your paycheck, but
are subject to federal income taxes. when you withdraw monies from a Roth plan the funds may be
excluded from taxation. special rules apply to Roth contributions and you should contact your tax
advisor before electing this option.

For 2016, you may defer from your wages, a maximum of $l8,OOO to all 403(b)and 457(b) plans
unless you will reach 50 years of age during the year ln that case, you would be eligible to contribute
an additional $6,000. Deferrals may not exceed 

,100% 
ofyour wages.

Rollovers: (lf your plan allows) You may also rollover funds from another employer! plan if you receive
an eligible rollover distribution.

Plan lnvestment options - Your contributions to the 403(b) plan must be made to an investment
provider approved by your Employer. Before enrolling in the plan, you must first establish an account
with one of the Providers listed. once you have executed an investment contract and established an
account, you can begin making contributions.

Assistance - You may enroll in the plan or receive assistance with these provisions by contacting the
plant Third Party Administrator, First Financial Administrator, lnc. or a representative for one of the plan's
lnvestment Companies listed on r,rnarw.ffga.com.

Additional information about the provisions and options in your plan are available by contacting First
Financial Administrators at (800) 523-8422 or from the plan's web site, www.ffga.com.

I


