
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


