
AVOYELLES PARISH SCHOOL BOARD
Payroll Enrollment Form

Sick days

New Days

Transfer Days
Extended Medical

Start to End Dates

Days Remaining
Personal

Degree

Certificate Number
First Check

Years Experience

Days Per Year

M M+30 SPE EdD PhD NA

NA

73'l 930

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 completed by all new employ""i, io .ni"r" tni" information into thecomputer, and to place this form in the employee's payroll flle.

B

Other

9

line::

SECTION I :: TO BE:::COMPIJEIEO::BY THE EMPI.OYEE
'thdr:Siinr: inl(::s1 Tllr::enlliqg::giiPlease

Did you retire from a Louisiana public Retirement S

lf Yes, name the retirement system betow.

Phone Number

EmailAddress

. YES
ystem?

-NO
ame as prlnted on Social Security Card

Mailing Address: Street / post Offlce Box

IT II

Social Security Number

First Name Middle lnitial

FEMALE

Date of Birth

Month Day Year

[,ALE

LaSt N

ELACK

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 return 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 authorize the Board to hold my final
paycheck pending my return of such property.

Signature Date

EMPI.OYERoECTI N TO E coMPLETED TH:BY
his nfo nrmatio rees with th data, to: :be: ntered co utet

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

M

s
P

Revised 6120114

N

40

Y/06 N

234526

M

H

F

21 37.s

Retiree Rehired Code 1

Parish

Worked

2 NA

Contract,

scHooL _
POStTtON

li,'.. t fTt

F F

City, State, & Zip Code

E E



R-1300 (6/00) State of Louisiana
Department of Revenue

Employee Withholding Exemption Certificate
(L-4)

Purposer complete form L-4 so that your employer can withhold the correct amount of stale income tax from your salary

Baslc lnslructions: Employees who aresLlbject to state withholding should complete the personal allowances worksheet below_ Donot claim more than your correct withholding personal exemptions aid the correci number ofwithholding depe;d"n"y ciJit". oo norclaim additional withholding exemptions afyou qualifv as head-of-househotd. tn such cas"". onry tnu ,it-nrroriing-il[oi;L*"rnpt,onapplicable lo single individuals is allowable. You must file a new certiltcate within 1o days if t e numuer oi you i ei'effiiiinl o"",""""r,except where the change occurs as the result.ot death of a spouse or a dependent. you may lile a n"i, 
"",tii""i" ui rny tir" 6,unumber of your exemptions increases. Penalties are imposed_ lor wrllfully supplying false information o.,rittiut t"itri" to 

"rppryinformation that would reduce the withholding exemptron. This form .rst rieiiril iritt your emptoyer otherwise, t 
" 

,iu-"r *nnnoroLouisiana income tax from your wages wathout exemption.

Note to Empl
dependency cr
Oepartment.

oyer: Keep this certificate with your records. rf the emproyee is berieved to have craimed too many exemptjons orredits, the Secretary of Revenue shoutd be so advised by f;rwarding a copy of the employee,s signe; L_4 fo;m t; th;

Personal Allowances Worksheet

- - 
Cut here and give tha bottom portion of certifacate to

B

ln Block A, enter "0" if you claim neither yourself nor your spouse, or

ln Block A, enter "'1" if you claim yourself, provided you do not claim this exemption in connection
with other employment or your spouse has not claimed your exemption, or

ln Block A, enter '2" if you claim yourself and your spouse. you may choose to enter .0,. if you are
maried, and have either a working spouse, or more than one job. (ihis may helf you avoid having
too little tax withheld.)

ln Block B, enter th€ number of dependents (other lhan your spouse or yourself) whom you will
claim on your tax return. lf no credits are clalmed. enter "0".

A

Single B l\,lar.ied

your employer. Keep the top portion for youa recorcls, 
- -

Louisiena
Oepartment of
Revenue

Employee's Withholding Allowance
Gertificate

1. Type or print first name and middte initiat Last name

2. Social Securily Number 3. ! No exemptions or dependents claimed O

4. Home address (number and street or rural route)

B

5. City, State, ZIP

6. Tolal number ofexemptions you are claiming (from BlockAabove)

7. Total number of dependents you are claaming (irom Block B above)

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

are un er the penalties pose rng se rep
certificate do not exceed the number to which I am entitled

Employee's signature

8.

a ons an pen ncy cre a m ont

t' Date

I efs nam and address 10. Employer's state withholding account number

ts

The following is to be completed by employer.

rorm l-{

l"
7.



,",",W'4
oepanm€ni of tho Treasury
lntemal Rovonue Service

Employee's Withholding Certificate
> Cornplete Form W-4 so lhat your employer can withhold ths corect fedoral income tat lrom your pay'

> Give Fotm W-4 to Your employer.
> Your withholding is subioct to roview by the lRS.

OMB No. 1545-0074

2@21
(b) social security number

> Does your name match the
name on your social socurity
card? lf nol, to ensure yoL, get
credit for your earnings, contact
SSA al 800-772-1213 or go to

(c) Single or Mamed tiling sepa.ately

E Married filing joinily orQualitying widow(er)

tr H6ad of housshold (Check only il youte unmarried and pay more than haltthe costs of keeping up a home foryoursell and a qLialiring ,ndividual.)

Complete Steps 24 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can

claim exemption from withholding, when to use the estimator at ww[l/s.govlw4App, and privacy.

Step 2:

Multiple Jobs
or Spouse
Works

Step 4
(optional):

Other
Adjustments

Step 5:

Sign
Here

Employers
Only

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

Do only one oI the following.

(a) Use the estimato( at www.irs.gov/W4App lor most accurate withholding lor this slep (and Steps 3-4); or

(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below Ior roughly accurate withholding: or

(c) lf there are only lwo jobs total, you may check this box. Do lhe same on Form W-4 for the other job. This option
is accurate for iobs with similar pay; otherwise, more tax than necessary may be withheld . > E

TIP: To be accurate, submit a 2021 Form W-4 lor all other jobs. lI you (or your spouse) have self-employment
income, including as an independent contraclor, use the estimator.

Complete Steps 3-4(b) on Form W-4 tor only ONE of these iobs. 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 iob.)

Step 3:

Claim
Dependents

Nlultiply the number of qualitying children under age 17 by $2,000 > $

Multiply the number of other dependents by $500

Add the amounts above and enter the total here

..>$
$

(a) Other income (not ftom iobs). ll you want tax withheld for olher income you expect

this year that won't have withholding, enter the amount of olher income here. This may

include interest, dividends, and retirement income

(b) Deductions. lf you expect to claim deductions other than the standard deduclion
and want to reduce your withholding, use the Deductions Worksheet on page 3 and

enter the result here

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

Under penalties of perjury, I declare that this certilicate, to the best of my knowledge and belief, is true, correct, and complete

Employee's signature (fhis form is not valid un less you sign it.) Date

Employer identif ication
number (ElN)

l2-6000115

For Prlvacy Act and Paporwork Reduction Act Notice, see page Cat- No. 102200

$

S

ittTirst nam€ and middr€ inittal

Cily or town, state, and ZIP code

4(a)

4(b)I

First date of
employmenl

Employeas name and address

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

E-MAIL ADDRESS:

3.

CURRENT PHONE

)

Form W-4 (2021)

Step 1 :

Enter
Personal
lnformation

lf your total income will be $200,000 or less ($400,000 or less if married liling iointly):



Social Security Administration

Statement Concerning Your Employment in a Job
Not Govered by Social SecuritY

Employee Name

Employer Name AVoYELLES pARrsH scHoor'

Employee lD#

Employer lD#

SOC SEC

'7 2 - 60007L5

Your earnings from this job are not covered under Social Security. When you retire, or if you become disabled,
you may reciive a pension based on earnings from this job. lf you do, and you are also entitled to a benefit

irom 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, will not be affected. Under the Social Security law, there are two ways your Social Security beneJit

amount may be affected.

For More lnformation
Social Security publications and additional information, including information about exceptions to each

provision, areivailable at www.socialsecurity.oov. You may also call toll free 1-800-772-1213, or for the deaf

or hard of hearing call the TTY number 1-800-325-0778, or contact your local Social Security office.

Windfall Elimination Provision
Under the Windfall Elimination Provision, your Social Security retirement or disability benefit is flgured 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 Security benefit than if you were not entitled to a pension from this
job. For example, if you are age 62 in 2013, the maximum monthly reduction in your Social Security benefit as

a result of this provision is $395.50. This amount is updated annually. This provision reduces, but does not
totally eliminate, your Social Security benefit. For additional information, please refer to Social Security
Publication, "Windfall Elimination Provision."

Government Pension Offset Provision
Under the Government Pension Offset Provision, 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
Security, two{hirds 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=$1OO). 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 Social Security

Publication, "Government Pension Offset."

I certify that I have received Form SSA-1945 that contains information about the possible effects of the

Windf;ll Elimination Provision and the Government Pension Offset Provision on my potential future

Social Security Benefits.

Signature of EmPloyee Date

Form SSA-1945 (01-2013)

Destroy Prior Editions



lnformation about Social Security
Employment in a Job

Form SSA-1945 Statement Concerning Your
Not Govered by Social Security

New tegislation lsection 419(c) of Public Law 108-203, the Social Security Protection Act of 2004] requires
State and local government employers to provide a statement to employees hired January 1 , 2005 or later in a
job not covered under Social Security. The statement explains how a pension from that job could affect future
Social Security benefits to which they may become entitled.

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 the
potential effects of two provisions in the Social Security law for workers who also receive a pension based on
their work in a job not covered by Social Security. The Windfall Elimination Provision can affect the amount of a
worker's Social Security retirement or disability benefit. The Government Pension Offset Provision can affect a
Social 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 of the signed form to the pension paying agency.

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

Copies of the SSA-1945 are available online at the Social Security website,
lsecrrritv.oo Iv/online/ 945 odf Paper copies can be requested by email at

ofsm.oswm.rqct.orders@ssa.gov or by fax at 410-965-2037. The request must include the name, complete
address and telephone number of the employer. Forms will not be sent to a post office box. Also, if
appropriate, include the name of the person to whom the forms are to be delivered. The forms are available in
packages of 25. Please refer to lnventory Control Number (lCN) 276950 when ordering.

Form SSA-1945 (01-2013)



USCIS
Form I-9

OMB No. l6l5-0047
Expnls l0/31/2022

Employee lnlo trom Sectlon , Last Name fFaml, First Name Name) N,,l. t Cll126nship/lmm

OR

The employee's flrst day of emptoymenl (mm/d.t/Ww)l

List A
ldentity and Employment Authorization

B
ldentity

List C
Employmont Authorization

Cerlirlcation: I atlest, under penalty of perlury, that (1) I have examlned the document(s) presented by the abovo-named employoe,
(2) the aboYellsted document(s) appear to be genulne and to rslate to ths employee n;med, and (3) t; the best of my knowledg; the
€mployeo ls authorized to work in tho united Statos.

(See instructions for exemptions)

Employer's Business or Organization Nam6

$[ o"t BoaJ

re t t' Ptv to.u c t tu I stgqe
A. New Name (/f appficable) B. Oalo of Rahire (if appllcable)
Last Name fFaz,,/y Name) First Name (Give, Name) Middla lnitial Oale (nn/dd/yyw)

C. lf tho omployee's pravious grant of employment authorizalion has oxpared, provide ths information for the document or recolpt that establlshes
continuing employment authoriz6lion in the space p.ovided belou

Docum6nl Title 0ocument Numb6r Expratan Dale (if any) (mn/dd/ytyy)

I attest, under penalty of perjury, that to the best of my knowledge, thls employee is aulhorized to work in the United States, and if
ths smployee presented documsnt(s), tho document(s) I have examlned appear to be genulne and to relate to tho lndlvidual.

Signature of Employer or Authorized Representative "f oday's O ale ( mm/dd/ywy) Name of Employer or Authorized Represenlative

*?a,

Documenl Title

lssuing Authority

Docum6nl Number

Exptalion Oale (if any) (mm/dd/yyyy)

Doc!ment Tille

lssuing Authoraty

Expnation Date (il any) (mnrldd/yyyy)

Document er

Document Titlo

Expkalion Dale (if any) (mn/dd/Wyy)

lssuing Authority

Document Tille

ssurng

Documenl

E,lptratton Oate (t any) 1mm/dd/yyyy)

Document Title

lssuing Aulhority

I Number

Expi?lion Oal6 (if any) (mm/dd/yyyy)

Additional lnlormation QRCod€-S*Uo.s2&3
Oo Nor Writa h Tits Sp@

Slgnaiure of Employer or Authorized Representalive "f oday's D ale (n m/dd/ywy) Title of Employer or AuthorizBd R€presentative

Last Name of Employer or Aulhorized ReprBsentativo

Employe/s Business or Organizatlon Addross (Street Nufiber ancl Nam6l

2,1 I Tqa;ca \ciu€ &les*
Clty orTown

Ma.[soi I/*.
Slate ZIP Code

?Bf /

Form I-9 l0/21l2019 Page 2 of 3

@
Employment Eligibility Verifi cation

DepartmeDt of Homeland Security
U.S, Citizenshrp and Irunigration Services

First Nam€ of Employer or Authodzed Represeotative

LA



Employment Eligibility Verilication
Department of Homeland Security

U.S. Citizenship and Immigration Services

USCIS
Form I-9

OMB No. l615-004?
Expircs l0/31/2022

p,
D
D

> START HERE: Rsad instructlons car.tully bslore oompletlng thls lorm. The lhslrucllons must be availabla, elther In paper or electronlcally,
during complotlon ofthis form. Employe6 a.€ llable ror orro6ln the completlon otlhls lorm.
ANTI-DISCRIMINATION NOTICE: ll is ill€gal to di6criminal6 against work-authodzsd individuals. Employ€rc CANNOT specify which document(s) an
€mploy€e may present to establlsh ehploymont authorizailon and identlty. Th€ refusal to hk6 or conllnue to employ an lndivldual bocaus€ tho
docum€ntatlon presenled has a future expkatlon dats may also constitut€ illegal discrimlnadon.

I am aware lhat federal law provides for imprisonment and/or fines for false statements or uso offalse documents ln
connecllon wlth the completlon of this form.

I attest, under penally of poriury, that I am (check one of the following boxes):

Last Name fFamrly Na/re) Flrst Name (Giye, Name, Middle lnitial Other Last Nam€s Used (ifary,)

Add.ess (St'e6t Numbsr ard tuam€) Apt. Number City or Town Slat6 ZIP Code

Dale oI Bidh (mn/dww) U.S. Social Security Number Employ€e's E-mailAddress Employee's Tolephone Nurnber

El 1. A citizen of the United Statss

E 2. A noncitizon nationalofth6 United Stat$ (Sae instructions)

! 3, A lawful permanent residont (Ali6n R€gastration Number/USCIS Number)

oo Nol wnlo ln lhli sp6c.

4. An alien authorized to work until (expiration date, if applicable, mnvdd/yyyy)
Some allens may writs 'N/A' in the oxpiration dat6 tield. (S€e instrucrb,s,

OR
2. Form l-94 Admlssion Number:

OR
3. Forelgn Passport Number:

Country of lssuance:

@
Signatur€ of Employee f oday's D ale ( mm/dd/yyyy)

lattest, under ponalty of perjury, that I have assisted ln the completion of Section 1 of this form and that to the best of my
knowl e the lnformation is lrue and correct
Signature of Preparer or Translalor

Last Name (Family Narre)

T oday's Dale ( fi m/d d/yyyy)

First Name fcre, Name,

ZiP CodeAddress (St eel Number and Name) City or Town State

Form I-9 I0/21l2019

@ trrptoyui;igoltpteies Nbxt Page) @

Page I of3

@

Aliens authoized lo work musl ptovide only one of the lottowing documonl numbers to cofiplete Fom l-g:
An Alien Registrdtlon Nunbat/USCtS Number OR Form t-94 Admtsston Numbot OR Foreign passpott Numbor.

L Allon Registration NumborruScls Number:

.rans



I

It is the policy of the Avoyelles Parish School 
-Board,.as 

a condition'of
employment, that you report any and all workplace 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 cale by the APSB
, designated medical clinic Avoyelles Hospital Rural Health Clinic, 597

Tunica Drive West (3 18-253-0679). For emergencies, provide medical care

at a hospital elnergency room. You tnust give approval to the APSB.
(Carolyn Decuir) to release all medicat records related to the work-related'' injury. :'' ''r ' ' 

'

lniurv: Manaqeme nt'Pblitv for Avovelles Parish School vstem

) perfontr an accideut investigation to detennine the facts ofthe incident

after

We invite any qtlestions you may have on this matter'

You are hereby notified that all injuries, no matter how slight' must be

reported immediately to your immediate supervisor (Principal) or designee!! !!

Thls is required under OSHA laws CFR 1910,35 and by the state workers'

compensation statues. ' .

We will not tolerate any form of insurance fraud. We will work with claims

adjusters to prosecute workers who allege workPlace injuries but the facts do not

support an.iniury in the course and scope of employrnent.

t

Protocol.

Employee Name (Print):

Employee Signature: Date:

I hereby ligrr ttrat I have received and understand the above Injury Management



STATEMENT

PRIOR WORKERS' COMPENSATION CLAI M

SECTION ONE:

-I 

HAVE A PRIOR WORKERY COMPENSATION CTAIM FOR A FORMER EMPLOYER.
(IF CHECKED, PLEASE DESCRIBE IN SECNON TWO THE NATURE OF THE INJURY AND
PROVIDE A PHYSC]AN STATEMENT.I

_ I HAVE, I HAVE NOT BEEN REIEASED.

-I 

HAD A PRIOR WORKERS' COMPENSATION CTAIM FOR A FORMER EMPLOYER.
(IF CHECKED, PLEASE DESCRIBE IN SECTION TWO THE NATURE OF THE INJURY AND
PROVIDE A PHSYSICAN STATEMENTI

IHAVE, I HAVE NOT BEEN REIEASED.

-I 

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

SECTION TWO:

MY TNJURY(S) CONSTST OF THE FOTLOW|NG:

SIGNATURE

SIGNED TO AND SUBSCRIBED TO ON

DATE

DAY OF 20

NOTARY PUBTIC, NOTARY #-
AVOYEILES PARISH, LOUISIANA

MY COMMISSION EXPIRES: _



LOUISIANA WORKERS, COMPENSATION SECOND INJURY BOARD

POST.HIRE/CONDITIONAL JOB OFFER KNOWTEDGE QUESTIONNAIRE

EMPLOYEE: The intent of this questionnaire is to provide your employer with knowledge about any pre-

existing medical condition or disability which may entitle your employer to reimbursement from the Louisiana

Workers' Compensation Second lnjury Board in tha event you suffer an on-the-ioh injury,l This reimbursement

in no way affects the benefits owed to you by your employer or its insurance company under the Louisiana

Workerd Compensatlon 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 forfeiture ofyour workers' compensation

benefits.

ln order for your employer to be considered for reimbursement from the Second lniury Board, it has to show
that it knowlngly hlred or retained you with a pre-existing medical condition or disability. To establish its

knowledge, your employer is requesting that this questionnaire be completed.

INSTRUCflONS: Please answer ALL questions completely, lf a response requires an explanation, please

provide a brlef description on the Explanation Page. lf you have any questlons or need help in answering the
questions on this form, please ask for assistance from the Employer Representative signing this form.

E[E: Since this questionnaire contains medical information, you can request that the form be kept
CONFIDENTIAL and not made part of your personnel file. Please let your employer know that you want the
completed questionnaire placed in a sealed folder for confidentiality purposes.

FAILURE TO ANSWER TRUTHFUTTY AND/OR CORRECTI.Y TO ANY OF THE qUESTIONS ON THIS FORM MAY

RESUTT lN A FORFEITURE Of YOUR WORKERS'COMPENSATION BENEFITS UNDER ta. R.5. 23:1208.1.

Employee Signature: Date:

Date:Employer Representative Signature;

Employer Name:

Employee Name:

e o

Date of Blrth (mm lddlww\t

soc. Sec. # (last 4 diEits only):

Male: tr Female: tr

Home Address:

Telephone Number:( 

- 
)

r under La. R.S. 23:1371(A), the purpose of the second lnjury Board i5 to encourage the employment, re-

uOF
employment, or retention of employees who have a permanent partial dlsability'

PAGE

srB FoRM D (10/17)

EMPTOYEE WARNING



Disease and other Medical Co vou cu ave or had.

For all condltions that you check yes, write a brief explanation on the Explanation Page.

Please check the a riate box next to each. illn ires a Yes or No N

Sureical Treatment [Please check the appropriate box. Each illness/iniury requires a yes (Y) or No (N) answer.] For

"".h 
\,j"r {y} ,""*.,p lease complete the information corresponding to the surgery on the right. Addltional informatlon

can be provided on the Expl3nation Page, if necessary.

answer.

Year (approximate if unsure

Year (approximate if unsure)-

Left tr Ritht tr Year (approx. if unsure)

teft tr Right o Year (approx. if unsure)-

Left D

Left tr

Left n

Left tr

Procedure

Procedure

Procedure

Procedure

Right tr

Right tr

Right tr

Rlght O

Year (appror if unsure)

Year (approx. lf unsure)

Year (appmx. if unsure)

Year (approx. if unsure)

Joint -=.- Year 

-

Year

Year

Year

Year

Employee Slgnature: Date:

Date:

2 GOF

YNYNVNYN
tr E Heart Dlsease/Heart Attack
tr tr Congestive Heart Failure
D E Vision Loss, one or both eyes

O tr Disablllty from Pollo

E O Psychoneurotlc Disability
D tr Ruptured or Hernlated Disc

tr tr Ankylosis orJoint stiffenin8
tr tr High/tow Blood Pressure

tr E carpalTunnel Syndrome

U tr Compressed Air Sequelae

tr tr Disease ofthe Lung

tr D Coronary Artery Dlsease

OOHea Metal Polsoning

E D Arthritis
O tr Parkinson's
E tr Brain Damage

tr tr tuthma
E tr Dementla

tr tr Thrombophlebitis
fl tr Arterlosclerosis
D tr Hodgkin's
O E Cancer

tr tr Double Vision
D tr Mental Dlsorders

tr tr Hemophilia

E E Cerebral Palsy

E E Tuberculosis
El [1 Multiple Sclerosis

E B PostTraumatic Stress

E tr osteomyelitis
tr E Nervous Dlsorder
E O Muscular DYstroPY

tr tr MlBrdlne Headaches

tr tr Mental Retardation
t1 tr Kidney Disorder
tr tr Loss of Use of Limb

E E Seizure Disorder
tr tr Sickle Cell Dlsease

tr tr Diabetes
El E Slllcosis

E E Varlcose Velns

O O Asbestosls
tr tr Hyperlnsulinlsm

tr E Alzheime/s
tr tr Emphysema

tr E Hearing Loss

tr tr coPD
tr tr Hypertension
tr tr Head lniury
tr tr Epllepsy

tr tr Stroke

Employer Representative:

PAGE

srB FoRM D (10/17)

tr tr Bleeding Disorder

YN
tr tr Spinal Disc Surgery

tr tr SiinalFuslon Surgery

tr tr Amputated Foot

tr tl Amputated Leg

tr tr Ampulated Arm

tr tr Amputated Hand

D E Knee Replacement

tr tr Hip Replacement

tr tr OtherJoint Replacement

tr tr Other Surgical Procedure

O tr Othersurgical Procedure

tr tr Other Surgical Procedure

tr tr OtherSurglcal Procedure



Please use the space below to explain the lllnesses and/or conditlons that you checked a Yes (Y) or any other medical

conditlons that may not be listed on this form. Ask your employer for addltional coples gf this page if needed.

CONDIT1ON: Year Diagnosed (approx):-

Are you stilltreating for this conditlon?

Are you taking medlcatlon forthls condition?

Do you have any permanent restrictions for this conditlon?

Yes E

Yes E

Yes tr

Brief Explanatlon:

CONDITION: Year Diagnosed (approx):

Are you stlll treatlng for this condltion?

Are you taking medication for this condltlon?

Do you have any permanent restrlctions for thls conditlon?

Brlef Explanation:

COND|TION: Year Dlagnosed (approx):-
Are you stilltreatinB for this condltlon?

Are you taking medlcation for this condition?

Do you have any permanent restrictions for thls condition?

Brief Explanation;

CONDITION: Year Dlagnosed (approx):-

Yes tr

Yes El

Yes tr

Notr
Notr
Notr

Yes O

Yes tr
Yes tr

Notr
Notr
Notr

Emolovee Sipnature: Date:

Employer Representative: Date:

prcr 3 or I-
srB FoRM D (10/17)

Notr
Notr
Notr

Areyou stllltreatlnB for this condltion? Yes tr No tr

Areyou taklnE medication forthls conditlon? Yes tr No tr

Do you have any permanent restrictions for this condition? Yes tr No tr

Brlef Explanation:



Please answer the following questlons.

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

- 
Temporary 

-Areyour activlties currently restricted? Yes tr No tl
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
provlder? Yes tr No tr

Please list the medlcal condition being treated:

Docto/s Name: Specialty:

Doctor'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:

rescribing Doctor:

rescribinB Doctor:

4. Have you ever had an onthejob accident? Yes tr No El

If you answered 'YEs," please provide the date for each injury and the nature of the injury:

How long were you on compensation?

Name of Employeri

5, Has a doctor recommended a surgical procedure, which has not been completed prior to this date,
including butnotllmitedto knee, hip or shoulder replacement? Yes tr No D
lf you answered YES, please provide:

Approximate date of recommendation:_

Docto/s Name:_Specialty:_

Docto/s Address:

Employee Signature: Date:

(.
Fo

Employer Representative: Date:

PAGE

slB FoRM D (10/17)

Recommended surgery: _



EMPTOYEE WARNING

FAITURE TO ANSWER TRUTHFUI.TY AND/OR CORRECTLY TO ANY OF THE QUESTIONS ON THIS FORM MAY
RESUTT IN A FORFEITURE OF ANY AND ALL WORKERS COMPENSATION BENEFITS UNDER LA. 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 omlttlng pertlnent lnformadon could result ln loss of my workers compensation benefits
should I become injured on the Job.

Employee Slgnature: Date:

Employee Printed Name:

PA6E 5 oF (a
sr8 FoRM D (10/17)



EMPTOYER WARNING

puRsuANr To [a. R,s. 23r1ZO8 OF THE LOUISIANA WORKERS' COMPENSATION ACr, |T SHALL BE UNLAWFUI

rOn n pt"SOW, FOR tHE PURPOSE OF OBTAINING OR DEFEATING ANI BENEFIT PAYMENT UNDER THE

pRovlstoNs oF THls CHAPTE& EITHER FOR HIMSELF OR FOB ANY OTHER PERSON, TO WlLtFUtlY MAKE A

FA$E STATEMENT OR REPRESENTATION. PENALTIES FOR VIOIATIONS ]NCLUDE IMPRISONMEI\IT, FINES,

AND/OR THE FORFEMJRE OF BENEFITS.

You must certify the followihg:

1. That I am an authorlzed representative of the employer deslgnated to obtain and review the

information provlded by the employee on thls questlonnalrei

2. That l'have provlded the employee wlth as many Goples of the Explanation Page as needed

and have confirmed the number of and labeled the pages of thls questionnaire;

3. That I have provided assistance to the employee (lf requested) in respondlng to the questions

on thls questionnaire;

4. That the information souSht by this authorlzation ls made on an appllcant for employment

only after a condlflonal lob offer has been made and accepted, or on a current employeei and

5. That the information obtained in the authorlzation will NOT be used to discriminate ln any

manner aBainst the indlvidual who ls the subJect of thls authorizatlon on any basis, in violatlon

of the Americans with Dlsabillties Act of 1990, 42 U.s.C. 512101, et seg., or any other state or

federal law;

5. That if requested, a photocopy of thls fully completed and signed form will be provided to

the employee.

Employer Representative Slgnature: Date:

EmployerBepresentatlve Printed Name:

Title: ,. - - .

PAGE to oF (,A

srB FoRM D (10/17)
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TSERS

8660 United Plaza Blvd. (70809), p.O. Box 44516, Baton Rouge, Louisiana 70804-4s16
Phone: 225.925.6484, Tollftee; 1.800.256.3718, Fax: 225.922.1001, www.lsers.net

loJr:rANA SCIOOL Clv(nQ?tE5'
RElreluENr sY5_En' Enrollment Appl

PIease type o
ication/Employee Notification
r pflnt In tnl( all entries except signatures.

This form is being submitted for one ofthe following (ma& one):

lX NewHire f Current Employee, Change in Erhployment T Continued Emptoyment after DROP

Form 2

tlLS

Name: tast, First, Ml, Suffix (Jr.,lll, etc.)

Address (street/P. O. Bor)

City, State, and Zip Code

Oaltime Telephone Numbe(with area code)

f- laZt: of2OOT Retiree Return to Work

Socialsecurity Number - attach copy ofcard

Yourdate ofb - attach proofoFbinh date -€nter a5
MMIODIYYYY

A copy ofbirth certificate is
attached or has been submitted

Sex

f ves f- tto

() l-- remale l-- rVale

f Dirorced I- wido*"d

ent and membership information
th an "X" if you were previously a member of one of the following:
School Employees' Retirement Systern

f Teachers, Retirement System ofLouisiana (include5 food service employees)
f Louiiiana State Employees, Retirement System

T other Louisiana public retiremenl tystem
2. Please list the dates of your membership in the system marked above: frcm

Employment status

F Frll-,ir" Full-time equals t hours per day. Annual full-time earnings

Marital Statu5, Che.k one

F Never Married T Leealy Married fl:n:j"
Nearest rclative not living with you (name and relation5hip)

Previous employm
1. Please mark wi

T Louisiana

The applicant was
11:293. The Form

5ignature of Certifying Official (Oo not printortypeXNo tacrimile

(Enter as MM/DD/yyyy)

3. Did you wilhdraw your contributions when you leff your previous employment? f yes f No

Name ofEmployer

AVOYELLES PARISH SCHOOL BOARD
Name of5chool

TitleofPosition

(Enter as MM/DDIYYYy)

12 months

Nearest relative's telepho ne nLrmber (with area code)

to

(Enter as MM/DDlyyyy)

Date Siqned ([4MlDDry\ /y)

Agenry Number

0005

Date ofEmployment
(MM/DD/YYYY)

F prrr-tr" This employee willwork _ hours per week

Basis of employment

X 9 months f .to months F 11 months f

I I 201

For what pelcent of the first year
will lhe applicant be employed? v.

provided and has signed the Forfeiture of Benefits Attestation, Form 2F, attesting to the provisions of La. R.s2F will be maintained in the personnel llle with the employer. 
' 
lX v"r- i r,ro

ac<epted) Title

PAYROLL SPECIALIST

Evening Telephona Number(with area .ode)

Section 2- Certifi current employercation to be completed b

.l- 3 "fu- I 

Date siened (vlWDD/YyYY)

04-02

Appli(ant's Signature (Do not printortypel

()

()



@os 8660 united Plaza Blvd. (70809) . P.O, Box,14516 . Eaton Rouge, Louisiana 70804{516
Phone: 225.925.6484 . Toll-freer 1.800.256.3718 . Fax: 225.922,1001 . www.lsers.net

o4-2F

Form 2F

05176LSERS
louErANA lclrgo( tlvPQYq$'

RTNiTMENI 5Y5IEM

Last Name

PositionTitle

Forfeiture of Benefits Attestation
(For Employer Use Only - Do Not Return to LSERS,)

First Name 5uffix SociaiSecu ty Number

Date ofEmployment

In accordance with La R.S. 1 1 :293E, all individuals employed on or after January 1, 2O'13 are required to read and
sign this attestation form.

lfurther understand that my retirement benefits and the benefits payable to my spouse or children may be
forfeited if I am convicted ofa public corruption crime of either of the following types:

t. Public corruption crime resulting in financial gain or attempted financial gain for myself or a third party.

2. Public corruption crime that involves sexual contact with a minor and there was a direct association by virtue of
my public employment.

The statute contains many terms and conditions and can be read in its entirety on the Louisiana Legislature
website at htto://www.leois.state.la.usllss/lss.asp?doc=814585.

I certify I have read the provisions ofthe forfeiture law as outllned in Section 2 ofthis form.
Slgn.tute of Employ€e (Oo not prlnt ortypel Date Signed {lMM/oD,r 

^fY)

I

MI

l

By accepting this position, I understand that lwill be enrolled in the Louisiana School Employees' Retirement
System.



02-03

@os 8660 United Plaza Blvd. (70809), P.O. Box 44516, Baton Rouge, Louisiana 7080+4516

Phone: 225.925.tr84, Toll-free: 1.800.256 .37!8, Fax 225,922.1001, www.lsers.net

Form 3

7113TSERS
r0ut5lANA 5cHOOl EMPIQYEES'

Pleaso type or print in lnk all ontries oxcept slgnatur6s whon adding, changing or deletlng a benoflclary.
lncomplete orake.ed forms willbe returned. Designations ofbeneficiaries become effectivewhen received in the omce ofthe Louisiana School Employees'
Retirement System (LSERS). Forms received byLSERSafterthe dateofthe member's death shallbe nulland void. Please complete additionalforms if more
than three designations are to be made. All forms mlrt be 5ubmitted at the same time. Only human being! or a member's estat€ may be named, The
following beneficiarydesignationwill replaceall previou5choices.

E Actlve Member (Do not checkthis box ifyou are retired or have entered DROP) E checkhere if more
than one form lscll-(-!. [] netirea netum to work Member (only applies to contributions made after retirement)

E Retlred Maxirhum orOptlon One

E DROP or IBRP Account (Onty applles to balances ln this ac€ount). Complete and attach Form 11 ifmanied and not providing.t least sO% of account balan@ to spouse

Section I - Member lnformation
Last Name First Name

I

Soclal Security Number

Address (Street/P. O. Box) Primary Telephone Number

City, State, and Zip Code SecondaryIelephone Number

Scctlon 2'- Prlmary Beneficiary(les)
lf more than one beneficiary i5 named ln this sectlon, the interest of all beneficiarles shall be eqr.ral, unless specified otherwise. Upon the death of any
deslgnated beneflciary, hls or he. portloh shall pass to the remainlng primary beneflclary(ies). lf there is no prlmary beneficiary, balance will be paid to the
named contlngent beneflciary(ies). lf no beneficlary(les) are on file,the balancewillbe paid tothe member's estate.

Name: Last, First, Ml, Sufflx (lr..lll, etc.)

Addre5i (StreeVP. O. Box) PrimaryTelephone Number

Mlddle Suflix
lnitial (Jr.,lll,etc.)

1

2

City, State, and Zlp Code

SocialSecurity Number

Name: Last, First, Ml,suffix (Jr.,lll, etc.)

Date of Binh mm/ddlyry 5ex

! mate

SecondaryTelephone Number

Relationship

Primary Telephone Number

5ex

! Mate tr

Peraentages

o/o

Percentages

o/o

Date ofBinh

Date of Birth mnvdd/vyry

tt

Address (StreeVP. O. Box)

City, State, and Zip Code

SocialSecuity Number

Name: Last, First, Ml, Suffix ljr..lll, etc,)

Address (StreeVP, O. 8ox)

Clty, Srate, and Zip Code

Relationship

Female

PrimaryTelephone Number

SecondaryTelephone Number

5ex

.Eu"rc ! Female;

Relationship Percentages

o/o

Social Security Number

Member irid witneiies signaiuris must be completed on the ieveise
Page 1 of 2

Named Beneficiary r-*=::-
L Pflnt

Il:-=-_
li Reset

! rematel

i Secondary Telephone Number

J



Change of Beneflciary - Contlnued 02.03
Form 3

- Member Name Social Security Number

Sectlon 3 - Contingent Beneficiary(ies)
The contlngent beneficiary(les) do not share in the amount due ifany ofthe primary beneflciary(ies) are living on member'5 date ofdeath. lfmore than one
beneficlary is named in this sectlon, the interests of all contingent beneflciaries shall be equal, unless otherwise lpecafied- Only humen beings or a

membe/s €ttat€ maybe nam€d.

Address (StreeVP. O. Box) Primary Telephone Number

City, State, and ZIp Code SecondaryTelephone Number

SocialSecurity Number Date of Birth hr/ddryry

tt
Sex

I rvtate tr Female

Relationship Percentages

o/o

Name: Last First, Ml, Sufilx (Jr.,lll, etc.)

2

Address (StreeVP. O. Box) Primary Telephone Number

City, State, and Zip Code Secondary Telephone Number

So(ialSecu ty Number Date of Binh mnvdd/yyyy Relationship Percentages

Vo

r

le n leFema

Namq Last, First, Ml, Suffix (.rr.,lll, etc.)

Address (streevP. O. Box)

3

Primary Telephone Number

City, state, and Zip Code SecondaryTelephone Number

SocialSecurity Number Date of Eirth mrvdd/yry

tt
I

I

I

Sex Relationship Percentages

o/on Mate

Sedion 4 - Member and Witnessesf Signatures'

I hereby request thai my ben€flciary(ies) be designated as listed in Sections 2 and 3. I understand lhal the beneficiary(ies) on this form wi receive my
contributions lo the retiremenl system, unless I have qualifyihg survivors (spouse, children) entitled to a monlhly suNivo/s benefit.

Must be witnessed by persons other than beneficlary(ies)

Signature of Member (Do not print or type) Date Signed (IVIM/DD/YYYY)

Signature ofWitness (Do not print or type)

Address (Street/P. O. Box)

Ciry state, and Zip Code

Signature ofWitness (Do nor print ortype)

Address (StreeVP. O. Box)

City, state. and Zlp Code

Page 2 of 2

i Nams Las! tlrst. Ml,suffix (Jr.,lll, et..)

'1

I

L

l
I

._,..1I

Sex

I

I

I tr Female



@os 8660 United Plaza Blvd. (70809), P.O. Box 44516, Baton Rouge, Louisiana 70804-4516

Phonei 225.92l.A84, Toll-free: 1.800.256.3718, Fax: 225.922.1001, www.lsers.net

04-o2ss

Form 2Ss

6l09TSERS
r.oJr5tANA SCfiOOt E)!1?LOYE55

RfnREMENI 5Y5Tt,!r

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

Please typs or print ln lnk all enEles except signatures.

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, will 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 Security benefit than if you were not entitled to a pension from this job. 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 ofyour pension.

For example, if you get a monthly pension of 5600 based on earnings that are not covered under Social Security, two-
thirds of that amount, 5400, is used to offset your Social Security spouse or widow(er) benefit. lf you are eligible for a

5500 widow(e0 benefit, you will re€eive SloOpermonthfrom Social Security,S5OO-5400=S1OO. 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 lnformation

Social Security publications and additional information, including information about exceptions to each provision, are
available at u/u/w.socialsecu ty.gov. You may also call toll free 1-8oo-772-'l 2'13, or, for the deaf or hard of hearing, call the
TW number 1-800-325-0778, or contact your Social Security office.

Employee Nams Last Flrst, Ml, Suffix (Jr.,lll, etc.)

Employer Name

AVOYELLES PARISH SCHOOL BOARD

SocialSecurity Number - attach a copy ofcard

Employer Agency (lD) Number

000s

Date signed (Mlvl/DD,^rYYy)

I (ertify that I have received LSERS Form 2-55 (Form 55A-1495) that contains information about the possible effects of
the Windfall Elimination Provision (WEP) and the Government Pension Offset (GPO) on my potential future So(ial
Security benefits,

Return this completed page to the address at the top ofthis page

Signature of Employe€

Page 1 of 2



LSERS Form 2-SS

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

ruo,l
local

ral legislation [Section 419(c) of Public Law 108-203, the
government employers to provide a statement to empl

al Security Protection Act of 20041 requires state and
s hired January 1,2005, or later in a job not covered

s"4
oyee

under Social Security. The statement explains how a pension from thatjob could affect future Social Security benefits to
which they may become entitled.

LSERS Form 2-S5, Statement Concerning Your Employment in a Job Not Covered by Social Security, is the document
that employers with LSERS-covered employees should use to meet the requirements ofthe law. The form explains the
potential effects of two provisions in the Social security law for workers who also receive a pension based on their 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 employment;
' Get the employee's signature on the form; and
. Submit a copy ofthe signed form to LSERS.

Copies of LSERS Form 2-5S, Statement Concerning Your Employment in a Job Not Covered by Social Security, are
available online at www,lsets.state.la'us. Click on Employer Services; then on Forms. (A similar form is also available
from the Social Security Administration - Form 5SA-1945. Copies ofthe 55A-1945 are available online at the social
Security website at www.socialsecurity.gov/fomt 945/SSAA-1945.pdf and information about the form is available at
www. so c i o I secu r ity.g ov/form I 94 5.)

Please use LSERS Form 2-SS for all LSERS-covered employees

Page 2 ol 2



&t(DtrE: W(DU GeN &IAIf,E DEP(DSflES Uhil UP
E(D TIIREE AGG(DUNTS

(cE{EGrrrRlG AND/OR SATIENGS}

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:

ECKING ACCOUNT VINGS ACCOUNT

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

NAME: DATE:

ADDRESS:

PLEASE PLACE A VOIDED CHECK or DOCUMENT

FROM THE BANK REFLECTING THE ROUTING

AND ACCOUNT NUMBER HERE

AND RETURN TO THE PAYROLL OFFICE

SOCIAL SECURITY #-
SIGNATURE

t-.



Blain Dauzat, Superintendent

Thelma J. Paat6a, Asslstant Superlntendent

Demetda Alerander
Dlrector of Federal ProgramE/Curlculum

Mary L. Bonnette, CPA
Dlrector of Flnance

Please complete the attached Direct Deposit Authorization Form, sign
below and retum to Payroll Department after reviewing the following
conditions:

It is understood that the funds will be available for direct deposit
distribution through the CAPITAL ONE BANK by the DUE DATE
OF EACH PAYROLL.

The Avoyelles Parish School Board will not be responsible for any
NSF charges or fees resulting from direct deposit errors.

All payroll checks will be deposited directly into your account
unless there are issues and a paper check will then be produced.

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

Please note that the bank is authorized to initiate debit or credit
entries (adiustments) to your account to correct errors.

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

EMPLOYEE

.Av oy e ffo s Qdris fr S c fia o [ ts o ard
221 Tunica Drive West
Marksville, LA 7{ 351

AIOYEIIBS PARISTI
SCHOOLBOARD

Robin Moreau
Presidont
0istrict 4

Latisha S. Small
District I

Lynn Deloach
District 2

Stanley Celestine, Jr.
Olstrict 5

Chris Robinson
District 5

Van Kojis
District 8

Aimee B. Oupuy
District 9

PHON E:

Bunklo (318)346-2994
Cottonport (3'18) 876-3391
Marksville (318)253-6982
FAx#: (318) 253-9680
FAX#: (318) 253-5178

An Equal Opportunity
Employor

DATE

BoA-RD MEMBERS, MEMO TO: Employees Interested in Direct Deposit

MEMO FROM: Finance Department

Rickey Adams
Vlce-President
District 7

chris Lacour
District 3

Once errors become apparent, it is understood that corrections will
be made within a reasonable length of time.



Electronic Notification by Employer

I hereby certify that I agree to receive 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 CORRECTLY!
THANK YOU.



ITEMS NEEDED FOR YOUR FILE BY THE
AVOYELLES PARISH SCHOOL BOARD

Copy of Birth CerJificate

Copy of your D,river,s
License

Copy of your Social
Security Card



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

Kristy K Gremillion Date



+ .r ' uoh - 5'l'l'SoLl?
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. Cheok 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 from a representative in a reasonable time or if you have any questions, you can

email 'James.Odom@ffsa.com or Mike.Green com.

Life Insuranc€ - 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 InSUfanCe - supplemental insurance protection in the event you or a covered family
member is diagnosed with cancer. It is portrble.

CritiCal IlIneSS InSUrance - 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 ofspecilic 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 injuly.

Dental & Vision Coverage

457 Deferred Compensation Savings Programs - an additional before'tax

supplementary retirement plan

DECLINE ALL AT TIIIS TIME

By signing this form, I understand the following:

. Signing this form does not activate coverage, applications must be completed through Fist Financial

. All applications must be completed in the first 30 days of hire

. lf I choose to apply for this coverage at future open enrollments, I may be required to fumish evidence of
insurability to the insurance company before I can be considered for coverage

. The insurance company has the ight to reject such future applications
Signature:

Printed Name;

School:

Daytime Phone #_( )-

Best Time to Call:
(During the day)

mail Address:



403(b) New etter:

Planning Ahead
403(b) retirement plans are a great investme get a head
retirement. A 403(b) is a supplementai retirement plan option thatallows investment earnings to grow
tax-deferred 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 transfer/rollover you must have a qualifuing event (lRS .

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

A 403(b) will allow transfers in and out of your plan allowing you to move previous 403(b) funds into the
new employert 403(b) plan. lf the funds come from a 4ol(k) or IRA then those funds can move into your
employer! plan as well. Not happy with your current investment provider? you can do an exchange with
an approved investment provider in the plan. (P/eose vis itvvvw.ffgo.com ond clickon, "view empbyer
retirement plons" to review ovoiloble options for your emptoyer.)

Cunent Contributions limits allow you to max out at 9.l8,000.00 if you are 49 and under; g24,000.00 if
you are age 50 and older per calendar year. With enrollment open allyear round the time to save is now.

Timeto Enroll
Please visit www.fuo.com for a list of available investment
providers in your employer's plan. Once you have picked an
approved provider, then you oryour financialadvisor must
complete enrollment forms directly with the investment
company. lf you do not have an financialadvisor please utilize
our 403(b) agent search located on wwwffga.com.

Once your account is established please complete the First
Financial Administrators, lnc. Salary Reduction Agreement
and fax completed forms to l-86&265-4594. This form
allows your employerto withhold 403(b)contributions fom
your paycheck, which will be forwarded to the investment
company ofyour choice.
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ActNowto Maximi
ln compliance with the requi

403(b) Prognm estabtished and maintained foithe benefit of alLemployges

Now is the time to act if you wish to maximizeyour pretax contributions to the 403(b)and 457(b) Plans

or make changes forthis calendar (taxable)year.

Go to www. ffga. com to viewyour employers' retirement plan options and availability. You can also verifr7

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 defernls are

withheld from yourwages and forwarded to an investment provider ofyour choice. Several types of
contributions may be available in your plan:

Pre-Tax Solory Defenols: These are amounts contributed into a 403(b) Plan that are defened from your

paycheck before fuderal income taxes are applied.

Roth Solory Deferrols: (lf your plan allows)These amounts are also deferred from your paycheck, but
are subject to federal income taxes. When you withdmw 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 $18,000 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 l00% ofyourwages.

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 apprwed by your Employer. Before enrolling in the plan, you must first establish an account

with one ofthe 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
plan sThird Pafi Administrator, First FinancialAdministrator, lnc. or a representative for one of the plan's

lnvestment Companies listed on www.ffga.com.

Additional information about the provisions and options in your plan are available by contacting First

Financial Administmtors at (800) 523-8422 or from the plan s web site, www.ffga.com,

I
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The following are some gu ines to assist.you with rdecisions.,Note t

whatyou wish to do.
n't forget to read just.your contribution

403(b) Retirement Plan

The tax structure ofa 403(b) is similar to 401k. Asyou make contributions through your salary on a pre-tax
basis, they attract interest. lt is when you start receiving monthly payments from the plan on maturity that
you are required to pay taxes, just like any other ordinary income. This is why 403(b) is also known as Tax

sheltered Annuity fl-sA). This plan is popular among non-profit organizations, and employers opt for it, as
it is exempt from Employer Retirement lncome SecurityAct which allows the employer to offer this plan to
allemployees.

457(b) Retirement Plan

A457(b) is a retirement benefit plan that is open for mostly government sector employees. The employer
mayoffer this plan which is also similar to a 40]k. The contributions made by an employee are exempt
from tax untrl the employee receives a benefitfrom the plan, this is also known as a tax deferred plan. But
unlike 40]k or 403b, there is no penalty for withdrawal before the age of59 y2 Gubject to a qualif,/ing
event under 457(b) provisions). However, the amount withdmwn is subject to ordinary taxation. This plan
allows employees to save a part oftheir income without paying tax on contributions, or the earnings that
accrue in the form of interest, until funds are distributed from the plan based on a qualifuing event.

Difference between 403(b) and 457(b)
Both ore tox defurred plons.

ln 457(b), there is no minimum retirement oge which meons there is not o l0% penolty upon withdrowal
of money bosed on a quolifuing event. An eorly withdrowol penolty does opply to both 403(b) ond 4Olk
plons.

Whot is notoble is thot if on employer offen both 457(b) ond 403(b) , on employee con choose to
contribute to both from his solory.

While under 403(b) , on employee con withdrow money for hordship circumstonces such os buying o
home or for the educotion of himself or o quolified dependent. Such withdrowols ore not ollowed under
the unforeseen emergenal provisions of o 457(b) plon.

Questions? Contact First Financial at
(800) 523-8422 orvisit us at www.ffga.com.
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