Employment Eligibility Verification USCIS
: ; : S Form [-9
Department of Homeland Security o Tt

U.S. Citizenship and Immigration Services e R -

=

START HERE: Employers must ensura the form instructions are available to employees when completing this form. Employers are liable for
failing to comply with the requirements for completing this form. See below and the 11t uction=.

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Farm 1-9. Employers cannot ask
amployees for documentation to verify information in Section 1, or specify which accaptable documentation employees must present for Section 2 or
Supplement B, Reverification and Rehire. Treating emplovees differantly based on their citizenship immigration stalus, or national origin may be illegal.

Section 1. Employee Information and Attestation: Employees must complete and sign Section 1 of Form I-9 no later than the first
day of employment, but not before accepting a job offer.

Last Mama (Family Name) | First Name (Given Nama) Middle Initial (if any) | Other Last Names Used (if any}

Address (Street Number and Nama) Apt Number (if any) | City or Town | State ZIP Cade

Date of Birth (mm/ddiyyyy) U8 Sottal Security Mumber I Employee's Email Address Employea’s Telephene Number
|

J I
|

| am aware that federal law l Chack cna of the following boxas to attest 1o your cit
provides for imprisonment and/or | —
fines for false statements, or the
use of false documents, in
connection with the completion of
this form. | attest, under penalty
of perjury, that this information,
including my selection of the box
attesting to my citizenship or

enship ar immigralion status (See page 2 and 3 of the instructions §

an

of the Umted Siates

1. Acitiz

2. Anencitizen national of the United States (See Instructions. )

LI

3. Alawful permanent resident (Enter USCIS or A-Number ) !

4. An alien authornized to work until {exp. date, o any)

[

If you check Item Number 4., enter one of these

immigration status, is true and L USCIS A-Number R! Form I-94 Admission Number = Foraign Passport Number and Country of Issuance
correct. ‘ J i
Signature of Emplcyee Today's Date (mm/dd/

If a preparer andlor translator assisted you in completing Section 1, that person MUST complete the #roparer andior Transiator Cortification on Page 3,

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

List A OR ListB AND List C

Documant Title 1

Issuing Authority

Document Number (if any)

Expiration Date (if any)

Document Title 2 (if any) Additional Information

Issuing Authonity

Decument Number (if any)

Expiraticn Dale (if any)

Documant Title 3 (if any)

Issuing Authority

Decument Number (if any)

Exgiration Date (if any) [ [T] chock hera if you usad an altzmative procegure authenized by DHS 1o examine decuments

Tirat v of Emplevment
Certification: | attest, under penalty of perjury, that (1) | have examined the documentation presanted by the above-named irst Day o laymen

employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the
best of my knowledge, the employee is authorized to work in the United States.

{mm/dd/yyyy)

Last Name. First Name and Title of Employar ar Authonizaed Raprasantative Signature of Employer or Aulthonzed Reprasentalive Today's Date (mm/ddiyyyy)
Employer's Business or Organization Name Employer's Business or Organization Address, Cily or Town, State, ZIP Code
i
For revaerification or rehire, complete Supplement 8 Revanification and Rehire on Page 4.

Form [0 Edon 01 2023 Page 1 ol d
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LISTS OF ACCEPTABLE DOCUMENTS

All documents containing an expiration date must be unexpired.
* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a
combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274).

LIST A
Documents that Establish Both Identity

LISTB

LISTC
Documents that Establish Employment

OR Documents that Establish Identity AND

and Employment Authorization Authorization

P 1. A Social S ty Account Number card,
1. U.S. Passport or U.S. Passport Card Sacial Security Accoun card

2. Permanent Resident Card or Alian
Regislration Receipt Card (Farm 1-551)

3. Foreign passport that contains a
temperary 1-551 stamp or temporary
1-551 printed notation on a machine-
readable immigrant visa

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

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

restrictions:

4, Employment Authorization Document
thal contains a pholograph (Form |-766)

5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parale

a. Foreign passport; and

b. Farm 1-94 or Form I-84A that has
the following

(1) The same name as the
passport; and

(2) An endorsement of the
individual's status or parole as
long as that period of
endorsement has nol yet
axpired and the proposed
amployment is not in conflict
with any reslrictions or
limilations identified on the form,

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

. 1D card issued by federal, state or local

government agencies or enlities, provided it
contains a photograph or informalion such as
name. date of birth, sex, height, eye color,

unless the card includes one of the following

(1) NOT VALID FOR EMPLOYMENT

{2) VALID FOR WORK OMLY WITH
INS AUTHORIZATION
|

(3) VALID FOR WORK ONLY WITH |
DHS AUTHORIZATION

and address

3. Scheol ID card with a photograph

4. Voler's regisiration card

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

5. U.S. Military card or draft record

6. Military dependent's 1D card

3. Original or certified copy of birth certificate
issued by a State, county, municipal
authority. or territory of the Uniled States
bearing an official seal

| 7. U.S. Coast Guard Merchant Mariner Card

4. Native Amernican tribal document

8. Native American tribal document

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

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

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

For persons under age 18 who are

unable to present a document
listed above:

10. Schooel record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

7. Employment autherization document
issued by the Department of Homeland
Security

For examples, see Section 7 and
5 2 of the M-274 on

li-9-central.

ec

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

Acceptable Receipts

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

» Reaceipt for a replacement of a losi,
stolen, or damaged List A document.

s Form |-94 issued to a lawful
permanent resident that contains an
1-551 stamp and a photegraph of the
individual

»  Form I-94 with “RE" notation or
refugee stamp issued to a refugee

Receipt for a replacemant of a lost, stalen, or
damaged List B document.

Receipt for a replacemeant of a lost, stolen, or
damaged List C document.

“Refer to the Employment Authonzation Extensions page on [-2 Central for more information

Form 1.9 Editen 01 20 23
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Supplement A,

USCIS
Preparer and/or Translator Certification for Section 1 Form I-9
Supplement A
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 05/31/2027

Last Name (Family Nams) trom Saction 1. First Namso (Given Namo) from Section 1.

Middle initis! (f any) from Sacticn 4.

{nstructions: Thlssupplementmustbacompfetodbyanypmpamandlortm&atorwhoasdshanmp!oyeeheomeﬁngm1
of Form |-9. The preparer and/or transtator must enter the employes's name in the spaces provided above. Each preparer or transiator
must complete, sign, and date a separate certification area, Employers must retain complsted supplement shests with the employee’s

completed Form 1-9,

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

knowladge the Information s true and correct.

Signature of Praparer or Translator Dats (mm/ddfyyyy)
Last Name (Family Namo) First Name (Given Namo) Middlo initta ¢F any)
Address (Stroet Number and Name) City or Town State ZP Codo

Iattest.merpemltyolpadmy.ﬂmﬂhavemlstodlnﬂwccmp!eﬂonof&cﬂomofmlsfomandmattoﬂtsbastofmy
knowledge the Information

(s true and corvect.
Signature of Preparer or Trans!ator Date (mm/ddAyyy)
Last Name (Femfly Namso) First Name (Given Name) Middle Initial (@ eny)
Address (Stroot Number and Name) City or Town Stato ZiP Code

§ attest, undor penatty of psrjury, that ! have assisted In the completion of Sactlen 1 of this form and that to the bast of my

knowladgo the Information Is true and correct.

Signature of Preparer or Transiater Date (mm/iddlyyyy)
Last Namo (Family Nems) Flret Name (Given Namo) Middle Initial (¥ any)
Address (Street Number and Name) City or Town State ZIP Codo

knowledge the information is true and comact.

{ attast, under penalty of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my

Signature of Preparer or Transiator Date (mm/Addyyyy)
Last Nams (Family Namo) Flret Name (Given Namo) Middle Inltial (f any)
Address (Straet Number and Name) City or Town State ZIP Code

Form 1.9 Edition 01/2025
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Supplement B, USCIS
Form I-9

Reverification and Rehire (formerly Section 3) :
Supplement B

: Department of Homeland Security OMB No. 1615-0047
- LS. Citizenship and Immigration Services Expires 05:31°2027
Last Name (Famufy Mame) frem Saction 1. First Name (Given Name! from Section 1. Middle imtial {if any | from Section 1.

Instructions: This supplement replaces Section 3 on the previous version of Form [-8. Only use this page if your employee requires
reverification, is rehired within three years of the date the original Form 1-9 was completed, or provides proof of a legal name change. Enter
the employee's name in the fields above. Use a new section for each reverification or rehire. Review the Form 1-9 instructions bafore

is page as part of the employee’s Form I-9 record. Additional guidance can be found in the

suidance for Completing Form 1-9 (M-274)

Date of Renhira (if applicable) |Naw Name (if applicable)

Date (mmidd/yyyy) Last Mame (Family Namo) First Name (Given Name) Midala Inital

J

Reverification: If the employee requires reverification, your employee can choose 1o present any acceptable List A or List C documentation to show
continued employment authorization. Enter the document informaticn in the spaces below,

Dacumant Title Dacument Number (if any) Expiration Date {if any) (mm/dd/yyyy)

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

Name of Employer or Autherized Ragresentative | Signaturs of Employer or Authorized Representativa | Teday's Date (mmiddiyyy)

Additional Information (Initial and date sach notation ) Check nere if you used an
D alternative procedure authorized
by DHS to examine documanis

Date of Rehire (if applicable) | New Name (if applicable)

Darte immvddryyyy Last Name (Family Nama) | Eirst Name (Given Name) Middie Initial
|

Raverification: If the employee requires reverification, your employee can choose 1o present any acceptable List A or List C documentation to show
continued employment authorization. Enter the document information in the spaces below.

Document Title Documant Mumber (if any) Expiration Date (if any) (mm/dd/vyyy)

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

Name of Employer or Authorized Representative Signature of Employer ar Authorized Representative Today's Date (mm/ddiyyyy)

T - : - :
Additional Infermation {Initial and date sach notation | Check hera if you used an

D alternativa pracadura authonzed
by DHS to examine documents

Date of Rehire (if apphicablz] |New Name (if applicable)

Date (mmviddiyyyy) Last Name (Family Nama) First Nama (Givan Mamae) Middla Inital

|

| |

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

Deocument Tile Daocument Number (if any) Expiration Date (if any) {mm/ddiyyyy)

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

‘ Name of Employer or Authorized Rapresentative | Signature of Employer or Authonzed Reprasantative Today's Date (mm/ddyyyy)

‘ Additional Information (Initial and date sach notation.)

Check here if you used an
D allernative procedure authonzed
by DHS to examine documanis

Form I-9 Editon 011 20 25 Page 4 o' g



o W =4} Employee’s Withholding Certificate | ova o, 18480074

Complate Form W-4 so that your employer can withhatd the comrect foderal incomo tax from your pay.
Copatmentaf e Ty Give Form W=4 to your employer. 2026
Soclal socurity number

tnterna) Roverio Servico Your withholding I3 subjsct to review by the (RS,
Step 1: (a) Firatnamo and middlo tnital Last name ®
Enter

Address match the
Porsanal s e oy
Information fr———————

et i, o 2 e S s

GGONWM?.
{0 [ Singlo or Mantod fing saparately

) Marviod €iing jotntly or Quaiitying surviving spougo

EIMammmammmmmmmumam@amwwwammm
Caution: To claim certaln credits or daductions on your tax return, you {and/or your spouss if married filing jointly) are required to have a soclal socurity
number vaid for employment. See page 2 for mose information.
T[P:Oonsldermfngmaesttmatoratwww.fts.goleMppmdotemﬂnettlemostmxrabewimholdmgfurﬂwmstofmeywifyou:
are completing this form after the beginning of the year; expect to work only part of the year; or have changes during the year in your
marital status, number of jobs for you (and/or your spouse if married filng jointly), dependents, other income (not from jobs),
deductions, or credits. Have your most recent pay stub{s) from this year avallable when using the estimator. At the beginning of next
year, use the estimator again to recheck your withholding.
Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 6. See page 2 for more information on each step, who can
dmwnmmmwmmmmmatm&ww/wm.

Step 2: Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse
Muitiple Jobs  &is0 works. The correct amount of withholding depends on income eamed from all of these jobs.
or Spouse Do only one of the following.
Works (a) Use the estimator at www.irs.gov/W4App for the most accurate withholding for this step (and Steps 3~4), If
you or your spouse have self-employment income, usse this option; or
(®) Use the Muitiple Jobs Werkshoet on page 3 and entar the resutt in Step 4(c) below; or
(c) if there are only two jobs total, you may check this box. Do the sams on Form W-4 for the other job. This
option Is generally more accurate than Step 2(b) if pay at the lower paying job Is more than half of the pay at
the higher paying job. Gtherwise, Step2(b)ismoreaccurate . . . . . + o « « « + « « . . g
cmnmsmpsummrqummouaammmmmmwﬂwmm«wmﬂm
be most accurats if you complete Steps 3-4(b) an the Form W-4 for the highest paying job.)

Step 3: if your total income will be $200,000 or less ($460,000 or less If E
Claim married filing jointly): 4
Dependent (&) Multly tho rumber of qualtying childen under age 17 by "!
20. . . . . e e e e e e e e e e e e
and Other (b) Muttply the rumber of other dependents by $500 . . . Bd
Add the amounts from Steps 3{a) and 3(b), plus the amount for other credits. Enter the [ i
wm . L * L] . . . - L] . . . - . L . * . . - * - . . * - 8 s
Step 4: (a) Other income (not from jobs). if you want tax withheld for other income you
Other expect this year that won't have withholding, enter the amount of ather Income here,
Adjustments This may include interest, dividends, and retirementincome . . . . . . . . |4a)
(b) Deductions, Use the Deductions Workshest on page 4 to determine the amount of
deductions you may clalm, which will reduce your withholding. (f you skip this line,
your withholding will be based cn the standard deduction.) Enter theresuft here . . g@)E
(c) Extra witiholding. Enter any additional tax you want withhe!d each pay petied . . |4fc)

Exempt from | claim exemption from for 2026, and | cestify that | mest both of the conditions for exemption for
withholding 2026, See Exemption from on page 2. | understand | will need to submit a new FormW-4 for 2027 . [J
Step 8: Underpa\aiﬂasofpeﬂuy.Idmeﬂmmbwﬁﬂea:&tommofmymmww&mmm”m
ﬁlsn

ere "Employec's signature (Thia form & ot vaild uriess you sign 1) Date
Employers | Employer's name and address First date of Employer identification
Only employmsnt number (EIN)

For Privacy Act and Paperwork Reduction Act Notico, see page 4. Cat. No. 102200 Form W=4 (2026) Creztod 12/8/25



Form W-4 (2026)

Paga 2

General Instructions

Section references are to the intemal Revenue Code unless
otherwise noted,

Future Developments

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

Purpose of Form

form, For more information on and when must
MrdshauewFomW4.umwmmw
Estimated Tax.

from

wtmmwhgforzozsﬁfyoumeetboﬂ?:fymo
conditicns: you had no federal income tax fiabiiity [n 2025 and
mwecttohavemfedwhmmemnabmmmxou

nro federal income tax fability In 2025 if (1) your total tax on
mzdona?owm&nnwwonmo-snbm(orlessm
the sum of lines 27a, 28, 29, and 30), or (2) you were not
mﬂmmmeammrwmmembebwm
fiting threshald for your cormrect filing status. if you clalm
DayCHock éyd may ot tanos an ponans i pou o,

may owe es when e your

2026 tax return. To clalim from withholding, certify
ﬂmmmmamomﬁombymmmw“&m
1(b), and 6. Do not complste any other steps. You will need to
submit a new Form W-4 by Febnuary 16, 2027.
Your privacy. Steps 2(c) and 4(e) ask for information regarding
income you received from sources other than the job asscclated
with this Form W-4. if you have concems with providing the
Information asked for in Step 2(c), you may choose Step 2(b) as
an aitemative; if you have concems with providing the
information asked for In Step 4{a), you may enter an additional
:lmmmt_ywwantwmmwperpaypeﬁodmswpd(c)asan

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

1. Are submitting this form after the beginning of the year;

2. Expect to work only part of the year;

3. Have changes during the year in your marital status, number

of fobs for you (and/or your spousa if manied filing jointly), or
wgﬂdmdm or changes In your deductions or

4. Receive dividends, capital gains, soclal security, bonuses, or

business Incoms, or are subject to the Additional Medicare Tax
or Net Investment Income Tax; or

5. Prefer the most accurate withho!ding for muitiple job
situations,

TIP: Have your most recent pay stubls) from this available
when using the estimator to account for federal metaxthat
has glready been withheld this year. At the beginning of next
year, use the estimator again to recheck your withho!ding.
Self-employmont. Generatly, you will owe both income and

Nonresident afien. If you're a nonresident afien, see Notice
1392, ental Form W-4 Instructions for Nonrasident
Affens, complating this form.

Specific Instructions

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

Step 2, Use this if you (1) have more than one job at the
samothm.or(z)ﬁmmdfmng and you and your
spouse both work. Submit a separate Form W-4 for each job.

Option (a) most accurately catculates the additional tax
mm&mmwmmm»mamygs

accuracy.
instaad, if you (and your have a total of only two jobs,
you may check the box in {c). The box must also be
checked on the Form W-4 for the other jcb. If the box is
checked, the standard deduction and tax brackets will ba cut in
for jobs with similar otherwise, gxmwhm
3 more
e Wi, i A s o o
larger the greater the difference in pay is between the two jobs.
Muitiple jobs. Complato Steps 3 through 4(b) on only
one Form W-4. Withholding wil be most accurate if you
“l do this on the Form W-4 for the highest paying job.

Stap 3. This step provides Instructions for determining the
amount of the child tax crodit and the credit for other ents
that you may be able to claim when you fle your tax retum. To
qualify for the child tax credit, the child must be under age 17 as
of December 31, must be your dependent who generally lives
with you for more than half the year, and must have the required
social security number. You (and/or your spouse if married filing
jointly) must have the required soclal security number to claim
certain credits. You may be able to claim a credit for other
dependents for whom a child tax credit can't be claimed, such
as an older child or a qualifying relative. For additional efigibility
requirements for these credits, see Pub, 501, Dependents,
Standard Deduction, and Fillng Information. You can also
include other tax eredits for which you are eligible in this step,
such as the foreign tax credit and the education tax credits. To
do so, add an estimate of the amount for the year to your
for dependents

these credits will Increase your paychock and reduce the amount
of any refund you may receive when you file your tax return.

Step 4.

Stop 4(a). Enter In this step the total of cother estimated
{ncome for the year, if any. You shouldn't de [ncome from
any jobs or self-employment. If you complste Step 4{a), you
fikely won't have to mako estimated tax payments for that

tncome. If you prefer to pay estimated tax rather than having tax
on cthar income withheld from your paycheck, see Form
1040-Es.Eet&lm¢Taxformdﬁduah.

Siep 4{b). Enter in this step the amount from the Deductions
Workshest, line 18, if you expect to claim deductions other than
the basle standard deduction on your 2026 tax retumm and want
to reduce your withho!ding to account for these deductions.
Twm;\ ﬁcrquba?lg‘edﬁps. ovenimeom::;saﬁmm

as
passenger vehicis loan Interest; student loan interest; [RAs; and
seniors. You (and/or your spouse if manied filing jointly) must
have the required social security number to claim certain
deductions. For additional efigibility requirements, see Pub. 501.

Step 4{c). Enter in this step any additional tax you want
withheld from your pay each pay peried, including any amounts

. from the Muitiple Jobs Workshest, line 4. Entaring an amount

here wiil reduce your paycheck and will either increase your
refund or reduce any amount of tax that you owe when you file
your tax retum.



Form W-4 (2026)

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

R

If you choose the option in Step 2(b) on Form W-4, complste this worksheet (which calculates the total extra tax for all jobs) on anly
ONEFomlw-d.Wlmhold!ngwmhemostmnatelfyoueompletethewoﬂehoetandemmmunonmFomW-«ﬂorﬂteh!gheﬂ

paying job. To be accurate, submit a new Form W-4 for afl ather jobs if you have not updated your withholding since 2019.

Nomlfmoreﬂtanemlobhasmnua!mesofmomﬂtm$120.000wﬂwmmmoremanttu'ea]obs.seePub. 805 for additional
tables; or, you can use the onfine withholding estimator at www./rs.gov/WdApp.

1

Two jobs. If you have two [obs or you'ro married filing jeintly and you and your spousa each have one
lob.ﬁndﬂtomwuﬁomﬁwappmpﬁatemb!aonpasos.Us!ngtlw‘lﬁgthaythob'rowmﬂw
“Lower Paying Job” column, find the vafue at the intersection of the two household salarles and enter
thatvalueonfine 1. Then,skdptolinesd . . . . . . . . . . . . e 4 e e e e e e

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

a Whemowﬂﬁom&eamr&embbmmesmmaamwmmmmghm
paytngloblnﬂw“mgherPaylngJob"mwmmeammlwagesmryommxtMghestpaylng]ob
in the “Lower Paying Job" column. Find the valua at the intersection of the two househo!d salaries
andenterthatvalueontine2a. . . . . . . . . . . . . . . .. e e e

b Add the annual wages of the two highest paying jobs from line 2a together and use the total as the
wages n the “Higher Paying Job" row and use the annual wages for your third job in the “Lower
Paying Jeb® column to find the amount from the appropriate table on page 5 and enter this amount
onfinRe2d . . . . . . ., e e b e e 4 e e s e s et e et e e e .

¢ Add the amounts from lines 2a and 2b and enterthe resultoniine2¢ . . . . . . . . . .

Enter the number of pay periods per year for the highest paying job. For example, if that job pays
woekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter12,6tc. . . . . .

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

18

2 $

2 $

4 8




Form W-4 (2026)

{

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

Sea the Instructions for Schedule 1-A (Ferm 1040) for more information about whether you qualify for the deductions on lines 1a, 1b,
1c, 33, and 3b.

1

10

1"

Deductions for qualified tips, overtime compensation, and passenger vehicle loan interest.
a mmnmmummtsmmswommmnwmmmm
an estimate of your quatified tips up to $25,0600
b Qualifled overtime compansation. tfyomwmcomommmswommoo.mnmw
filing jointly), enter an estimate of your qualified overtime compensation up to $12,560 (325,600 if
mmmwwmwmwm«mmwmmmn. . e .
c wmmebmmunmwmmtsmmsmmom.mu
martied fifing jointly), enter an estimate of your quafified passenger vehicloe loan interest up to $10,000
Add fines 1a, 1b, and 1c. Enter the resuithere . . .
mmawmnmwmwmmmmmmmnmmmm
a Enter $6,000 If you are ago 65 or older before the end of the year .
b Enterss.omlfmspmmlsageesorowerbefommeendofmeywandhasasoaalswity
employment .

-------- ¢ e s e e e

oooooooooooooo

L I ]

number valid for

Enter an estimato of your student loan Interest, deductible IRA contributions, educator expensaes,
mmmmwmmmmmmwmummo) Part Il. See Pub. 505 for

oooooo o o e o e e

WmmmwﬂmmdmmmdmmcﬂmsﬂomwweA(&m
1040). Such deductions may include qualifying:
a Medical and dental expenses, Enter expenses in excess of 7.5% (0.075) of your total income .
b State and local taxes. if your total income is lsss than $505,000 (3252,500 if marmied filing
separately), enter state and local taxes paid up to $40,400 (320,200 if married filing separataly) .
¢ Home mortgage Interest. If your home acquisition debt is less than $750,000 ($375,000 if
mwﬂedﬁhgsepamﬁely),enteryourMmmoﬂgagaMexpmeﬂnchngmcﬂgage
insurance premiums) . .
d mmmmmmmmmau%mmamwm o« o e e
@ Otheriternized doductions. Enter the amount for other itemizeddeductions . . . . . . .
Add (ines 6a, 6b, 6¢, 6d, and 8. Enter tha resuithere . . . . .
Limitation on itemized deductions.
a Enteryourtotalincome . . . . . . . . . ¢ . ¢ . o . .
b &mmm4ﬁomlm8alfmo4bgmmmt&mea.m-o-hmandontinﬂO.&k!ptheQ
$768,700 If you're married filing jointly or a quaifying surviving spouse
,600 if you're singtle or head of household e e e e e
* $384,350 if you're maried fiing separately
lf&wsbmmmmmmemmmmm7Mmtﬁplyl&w?bye-‘.%(om
and enter the resuithere . . . .
Standard deduction.
© $32,200 if you're married filing jointly or a qualifying surviving spouse
Enter: [-&4.1solfyou'mheadomousehou
* $16,100 if you're single or married fiing separately
mmwmummmmdmmmmmmmwmm
(2,000 if manried filing jointly)
Add lines 11 and 12. Enter the result here .
if tne 10 is greater than line 13, wmnmmwmmmmmum:ab
greater than fine 10, enter the amount framline12 . ., .

ccccccc e o e e o

e ¢ 4 s e & e s s o

=

e o ¢ e o + e e e e e o *« e 4 e

e o & e 0

* e e+ o+ e
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1a $

1 $

1 §
2 8

3a$
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4

§ $

6a $
é 3
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123
138

1“s
15 8

Privacy ActNatico. We ask for tho infarmation on You are not required to provide the information raguostad on a fomm that is
this (omm to canvy out the intemal Ravenus laws of tho United States. tnternal subjact to the mmmmmmamm
Codo wwmmwmmmmumm control number, wm&w&gha%whm

your employer usss &t to determine your federal incoma tax retained a3 long as their contents may becomso materiaiin uhm
Falrato a Gorm wil result in your baing troatod as a eny tnterma! Revenue law. Generatly, tax refimns and retum information aro
singlo parson with o other entrics on the providing may mumwmmmu

Columbla, in their tax dapending cn
laws: and to the of Hosits enc Fae Sonves for o i G et ictons r Yo roOTa SRR
m%m i Wo%%mmgmmmmm ﬁ:ﬂmhg;w
" nontax
ma.morto mmﬂaw poch mmm eriminal you. Seo %o instructions for your incoma tax

The timoa and to w&mmmm
average WM m

estimated aversges, 300 tho
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Form 39-350-24-3-1-000 (Rav. 10/24)

AR by

<

MISSISSIPPI EMPLOYEE

'S WITHHOLDING EXEMPTION CERTIFICATE

e

88N

Employee's Name

\1.155155‘,

Exployee's Residence

Huzmber and Strest City or Town Stata Zip Coda

CLATM YOUR WITHHOLDING PERSONAL EXEMPTION

Marital Status Parsonal Exemption Allowed Amount Claimed
EMPLOYEE : 1. Single Enter $6,000 as exemption . . . . » $
[ile this form 'i_th o {a) Spouse NOT employed: Enter $12, 000 L
pmployer. Otherwise, you 2. Marital Status
must withhold Mississippi {Chack Ona) Spouse IS employed: Enter that part of
lincome tax from the full () $12,000 claimed by you in multiplasof
pmount of your wages. $500. See instructions 2(b) below.» $

3. Hoad of Family

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

EMPLOYER: You may

op this certificate with

our records. If the 4. D
. Dependents = I
mployee is believed to Lacows R ipuzpoasd

for taxpayer and spouse, who receives chief supporc
from you and who qualifies as a dependent for Federal

* A head of family may claim 51,500 for each

claim 51,500 for each dependent®, other than

ave claimed excess Wabar Claimad dependent excluding the one which quallfiea you
xemption, the Department as head of family. Multiply number of dependents
pf Revenue should be claimed by you by 51,500. Enter amount claimed...» $
pdvised. -
* Age 65 or older Husband Wife Single
5. Rge and » Blind Husband Wife Single
blindness
Multiply the number of blocks checked by 51,500.
Enter the amount claimed . . . . . » $
* MNote: No exemption allowed for age or
blindness for daoendenta.
6. TOTAL AMOUNT OF EXEMPTION CLAIMED - Linas 1 through 5...» s
7. Additional dollar amount of withholding per pay period if $
agreed tobby.your employar:., .. i .. . G, . Loconoiou Ak
Military Spousas 8., If you meet the conditions set forth under the Service Member
sidency Reliaf Act Civil Relief, as amended by the Military Spouses Residency
emption from Mississippi Relief Act, and have no Mississippil tax liability, wrice
ithholding "Exempt"” on Line 8. You must attach a copy of the Federal
Form DD-2058 and a copy of your Military Spouse ID Card to
this form so your employer can validate the exemption claim..»

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

Employee's Signature:

Data:

INSTRUCTIONS

1. The personsl exemntions allowod;

() Singlo Individuats 56,000 (d) Dopendonts $1,500
(b) Mared Individuala (Jolntly) $12,000 (0) AgaB5and Ovor  $1,500
(<) Head of family $9,500 () Bindness $1,500

2. Clalmina porsonal exomptions;

(a) Singlo Indlviduals anler $5,000 on Une 1.

(b) Married

f the spouse ls not employed, enter $12,000 on Uno 2(a). If the spousa Is employed, tho
exemption of $12,000 may bo divided botwoen taxpayer and spouso in any manner thay
chogse - In multiples of $500. For axample, the taxpayer may da!m $6,500 and tho spousa
cleims $5,500; or the taxpayor may cla!m $8,000 end the spouse claims $4,000. The total
cleimed by the taxpayer and spouse may not exceod $12.000, Enter amount daimed by
you oa Line 2(b}.

(c) Haad of Family

(@)

A haad of family I3 a singla Individunl who maintalns a home which Is the principal placo of
abode for himself and at least one other dapendent. Singa Individuats qualfying as a head
of family anter $9.500 n Lino 3. If the taxpaycr has mero than ona dependent, addéidonal
axamptions are applicatlo. Seo tem (d).

2N AGeRond sxemolion of {0 may genarm 29 clpmead gl the
1axpayer. A dependent la any relative who recetves chief su from the laxpayer and who
quaifies as a dopendont for Fodaral lncoma tax purposes. Head of famiy individuals may
claim an ption for cach dapendent gxclutding the ono which Is roquired for
head of family status. For example, o head of family taxpayer has 2 dependent children and
his dependont mother living with him. The taxpayer may claim 2 additional axemptons,
Married or singlo Incividuals may clalm an additional exempticn for oach depandant, but

ach degand

should not Includa themseives or thelr spousa. Mamied taxpayers may civido the number of their

dopendents between them In any manner thay chocse; for example, a married couple has J children
who quality as depend, The taxpayer may clzim 2 dep 13 and tho spouso 1; o tho taxpayer
may clalm 3 dependents and the spouse none. Enter the amount of dependent axompticn on Lina 4.

geh ago of §5 balorg tho closa of abla vapr. No
addt exampticn 13 authorized for dopendenta by reason af age. Check applicable
blocks on Lino 5.

{N An additonal axempticn of $1,500 may ba dfalmed by either laxpayer or spousa or bath If
clther or both aro bilnd. No acditional exampticon I autherizad for dependents by reason of
bilndnosa. Check applicable blocks on Line 5. Muliply numbar of blocks chocked on Line 5
by $1.500 and antar amount of axemption daimad.

J. Total Exemption Clalmed:

Add the emount of axemptions daimed In each calegory and enter the tota! on Une 8. This

amount will bo used as a bes's for withhalding Incema tax under the appropriate withholding

tables,

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

5. PENALTIES ARE IMPCSED FOR WILLFULLY SUPPLYING FALSE INFORMATION.

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

To comply with the Miitary Spouso Res!doncy Redef Act (PL111-67) signed on November 11, 2009,




“~> Mississippt DELTA

Employee Emergency Contact Form

Name:

Department; Date:

Work Telephone: Cellular Telephone:
Email:

Primary Emergency Contact

Contact Name:

Relationship to Contact:

Telephone:

Email:

Secondary Emergency Contact

Contact Name:

Relationship to Contact:

Telephone:

Email:

Mississippi Delta Community Colfege does not discriminate on the basis of age, race, colar, national arigin, religion, sex, sexuai
arientation, gender identity or expression, physical or mental disability, pregnancy, or veteran status in its 2ducationai pragrams
and activities or in its employment practices. The following person has heen designated to handle inquiries regarding the
non-discrimination policies: Waunita Roberts Jones, Executive Director of Human Resources, Stauffer-Wood Administration
Building, Suite 144, Office 145, P. 0. Box 568, Moorhead, MS 38761, 662-246-6309: C@msdelta ed



Mississippi New Hire Reporting Form e
= A T
PO e i, ~
o N %, X %

Mississippi State Directory of New Hires
PO Box 437

Mail completed form 1o

Norwell, MA 02061 RN e
N P gt
"-_'?I -:"\‘\;\.'.

“mrnser?’

Or fux completed form to: 1-800-937-860%

Effective October 1. 1997, all Mississippt emplovers (or independent contractors) are required (o report certain
information about personnel who have been newly hired. rehired. or have returmed to work. Reports must be made
within 15 ealendar days from date of hire. Employvers must either (1) complete this form, or (2) submit a copy ol
the worker™s IRS W-4 form with the “other mtformation section™ completed on this form. or (3) submit the
mformation by magnetic tape or Moppy diskette. To submit new lure veports electronically, call 1-800-241-1330 10
obtain information

Below. please complete all emplover imformation

EMPLOYER INFORMATION

“Federal Employer Identification Number (FEIN): Lﬁ] 4 I = I 6 lll Il! I I l I IO I ! |

(Please the same FEIN for which hsted emploveets) quarterly wages will be reported under)

State Employer [dentification Number (SEIN): | b | 9 I - l_“ l 6 IS I 0 I b ll l“J

DBA:

*Employer Name:  Mississippi Delta Community College

Human Resources

*Address:
P. O Box 668

(Please indicate the address where the Income Withholding Order will be sent)

o State:  MS Zip Code: 28761 4 0668

City: Moorhead

+ { “aunita R ls= 'S 7 2 )
Contiet I hnEs “ﬂ“" Roberts .lum.g 1662) _.,;(,_f,:_“

Phone:

wroberts amsdela,edu

Email:

Below, please complete one entev for cach new cmplovee
I

EMPLOYEL INFORMATION

iSuchS».'&:uril_\‘Numbcr;l I l -l | || l ] I Gender wrele oney: Male  Female

“First Name: B = B Middle: N i B
“Last Name: 5 ) : .

“Employee Address: - . - = T - g _
*City State: *Zip Code: B -

Date of Birth:

Employee Salary:

Is this employee eligible for medical insurance (arce oner”? Yes

“Date of Hire: .

Pavment Frequencey aele oner: Weekly

No

State of Hire

Bi-weekly  Monthly - Annually

For information please visit our website at v s-new hire.com or call us toll-free at 1-800-241-1330




Direct Deposit Agreement Form
Authorization Agreement

I hereby authorize Mississippi Delta Community College to iitiate automatic deposits to my account at the tinancial
institution named below. [ also authorize Mississippi Delta Community College to make withdrawals from this
account in the event that a credit entry 1s made in error.,

Further, [ agree not to hold Mississippi Delta Community College responsible for any delay or loss of funds due to
mcorrect or incomplete information supplied by me or by my tfinancial institution or due to an error on the part of my
financial institution in depositing funds to my account. I also understand that it is my responsibility to make sure that
Human Resources has a valid mailing address on file to ensure delivery of my first payroll check. which will be
mailed if account information is not received in time to implement direct deposit. Every check thereafter, will be
deposited into my account.

['his agreement will remain in effect until Mississippi Delta Community College reccives a written notice of change
from me or my financial institution. or until [ submit a new direct deposit form to Human Resourecs.

Account Information :

Name of Financial Institution:

Routing Number:

Account Number: ] 77D(‘hccking D Savings

0

ooor S_ _Amount

Name of Financial Institution:

Routing Number:

Account Number: [ ] Checking [ Savings

% or $ Amount
Authorized Signature: Date:
Employee Name (Print): ID #: =

Leave 1D # blank if vou are a new employee.

NEWACCOUNT ADD ACCOUNT CHANGE ACCOUNT CCHANGE " or S AMOUNT
PLEASE ATTACH A VOIDED CHECK OR OFFICIAL DOCUMENTATION FROM YOUR BANK AND RETURN
THIS FORM TO HUMAN RESOURCES: DIRECT DEPOSITS WILL NOT BE PROCESSED WITHOUT THIS
INFORMATION.

HR Form 03,18.2021

Rewvised 3272021



‘=2 Mississtppt DELTA

Americans with Disabilities Act (ADA)
Accommodations Request Form

Mississippi Delta Community College is committed to equal employvment opportunity and affirmative action for the
disabled. As a government contractor, the Mississippt Communiiy College Board Executive Office is subject o the
Americans with Disabilities Act of 1990 (ADA). and therefore must comply with governmental recordkeeping.,
reporting, and other requirements

A disable person is defined as

1. Anindividual who has a physical or mental impairment that substantially limits a major life activity;
2. Anmdividual who has a record of a substantially limiting impairment;and
3. Anindividual who is regarded as having substantially limiting impairment.

Those who believe themselves covered by the Act and who wish to benefit under Mississippi Delta Community
College’s Affirmative Action Plan are asked to identily themselves. All information will be considered confidential
exeept (1) supervisors may be informed regarding work restrictions or accommodations; (2) emergency response
workers may be informed for first aid purposes: (3) governmental officials investigating compliance of the Act will be
informed. Choosing not to provide this information will not result in adverse treatment or disciplinary action.

O ADA information is not applicable.

Signature Date

3 [ choose not to provide ADA status information.

Signature Date

T e P R g Y e e O N e e e A o S e S O T e e TR e ]
DATL:
NAME: ) SEX: M F (Circle One)

MDCC EMPLOYEE ID #: _ BIRTH DATE: ____

POSITION TITLL:

DEPARTMENT/OFFICE:

BRIEFLY DESCRIBE YOUR DISABILITY:

Please describe any reasonable accommodations that vou request Mississippi Delta Community College to make to
enable vou to perform your job in a proper and safe manner.

HR FORM 12 1]

020




DRUG FREE ENVIRONMENT POLICY

Mississippi Delta Community College has adopted and implemented a progeam to prevent the
uniawfll possessicn, use, or distribution of iflicit drugs and alcokol by its students and
employees on school premises as past of its activities in complience with the Drug-Freo Schiools
and Communitics Acts of 1939 Public Law 101-226.

Misgissippi Dalta Community Coflege is committed to maintaining a drug-five envircament in
confurmity with state and federal laws as set forth in the Usiform Controfled Substances Law of

tho Stato of Mississippi.

REsit drugs are dafined fn Section 202 of o Controllod Substance Act; and the Mississippl
Unifbrm Controfled Substance Law, Mississippl Cods supplement (1989), Alochotic boverages
are dafined in Sections 41-29-139, 141, 61-1-37, 81, 97-29+7 of the Missizsippi Cods Aznotated

Gor 1972 (1989 Supplement).

As specified (n Section 41-29-142, 41-29-139, 61-1-81, 97-29-47 of the Mississippl Codo
Supplomant, legal sanctons aro applied to the fotlowing actions: possession ofaloakol 6
cofloge property; public drunk ca collsge property; utitization of false ID to cbiain aleckol;
driving under the influenos afaloohol; possession of illicit drugs, sale of HEelt drugs near
schools; possession of paraphematia; and sate of parsphemalia, Sanctions cxnge from fines of
m aillicn and jail sentences of 30 days in the ecunty jail to 30 years in tho stato

Mississippi Dolta Community College strictly prohibits the unlawfil possession, use, or
distribution of iiiicls drugs including drug paraphemaila, and aleohiol on campus and during any
coflege sponsored ectivities.

Employoes who ere guilty of e above stated o fixce
poogrriyade violating policy can expect disciplinary

a) Suspension a3 an employeos from the college.
b) Referral to law enforcement agenoy.
©) Termination from employment.
d other acticn
% disciplinary action doemed appropaiate by tho coflege president or the

" Employoo Siguatir ™



Mississippi Defta Community Cotlege provides quatified, compotent aéministratirs, , and staff
atembers who are committed to frlfitting tho goals of the tnstitution. et

Definiticus:

o “Contractual® cmployes ~a fufl-time administrator, 2culty, or staff member who s gnder sitten
santmet A wiitten contracs estabishes the terms and conditions of employment.

o An“at will” employes (con-contraetusl fisfl time cr part time) serves “at will” of the President.
ubmmmumamm&?‘wmwmu
any tims, with or without aotico and with or without cause.

Protaticn:

All ficulty and staff members are coasidered to bo hired for a probationary pericd for the first

of the probationary m%mmuMwmm&xm
the appropriate will recommend to tho President whether or not a ficulty/staff member’s
employment should b renewed or discontinued.

Noo-contractual ' is from bis oz ber offective
o Noores employeo's probationary peried Is g year or

¢ Contractual employee's probationary pesicd I3 aaywhere Setivecn 9 months o 12 monthe




0MiS3. CODE ANN. §35-3-118
EMPLOVER CERTIRCATION AND AUTHORIZATION STATEMENT

S3ction 23-1-113, Mississlpp! Coda of 1972, as amandad, prohiis tho hiring for gubficemployment of tedividuals
who have been cenvicted of orplesd guilty to tha uniawitd taking or miszpsrupristion of pubtic fmds cffestive Ay
1, 3013, Effectiva iy 4, 2024, thaStato cannat esatinua t0 amplsy  perscn wha bas been cxnvictad crpled gulity
o thauntwiul mistppropriation of pubtic funds. Spocificaly, Saction 25-2-118, has beon amandad to cead as

M&NWWMMRWGMMWM&M BF Coafiaten (O G
parsonwho 8as baen canvicted or plod gufity ih any court o h stata, ancthar state, ar in faderal coxt cf ey
falony tn which public fundy were unlawfully taken, obtalned er misappropristed ta tha abuso cr aiisisa of the
parssa’s affica oremploymant or manay coming tnto tha persen’s hands by virtua of tha persen’s eficacr

1 havobeen notified thatas an employea of the Stata of Misstartpl § cannst hava been convictad of or pled gufity
(o any caurt of this state, ansthor stata, or tn fodarad coure afany falony ty which public Rmds were untsafily
takas, cbtalned ormisapprapriated in the atusa cr misuso of my affice or employmant ormonay coming tato vy
tands by virtce of my offica or evpioyment. ( undarstand thatany conviction of enbazfomant will dlsguatily mo
fromemployment with the Stata of Missistppi end rasuit th mytermination,

| sevear erafitrm that | hava never Soen convicted or pled guilty i any court of this state, another state, ar b
fecdorel court of anyfeleny tn which publicfmds wero uniswiilly taken, cbtatned or misapprogratad by tha abuse
ormisusacfany offitaoremployment or money caming into myands by virtua of my cffica or employmant.

Sackground chack cocurcnd R estshiishos that s ava Boen comvictod or plod guity to misuse of pubSic fonds &
mmmmpmumuowumwmmuw
Comaunity Cofege Socrd. (3 cdditon, | cgron to batd harmices end Sxdemmily Missheetos] Communtty Cofloge

Goard Remeembers end employoss, for any loss dse to sy emplogcat balg fovad to be by iskstion of Sectisn

Signatura of Employoe Gate
Enployed'sName-printed Oataof Eirth
Soclal Security Number

Signatire of Witness Bate




O Membership Application

PE Form 1 - Ravisad 02/11/2026
of MISSISSIPRI Pisase print or type in black ink. Complated form should be mailed or faxed to PERS. Soe batfom of form for coniact information.

© Member Information - = Attach a copy of the member's Soctal Securlly card.

First Name: ME: Last Nama: GenderOM OF
Provide previcus neme, & applicable. First Neme: ME Last Name:

Social Security No.: Blirth Date mm/iddiccyy: E-Mafl:

Mating Address: Chy: State: Zp:

Mabile Phone: Gther Phone:

Have you previgusly served on activo duly in the U.S. Ammed Forees? ¥ yes, S attsch a legidie Form{s) DD214 OYes ONo

Have you ever becn a member of the Optional Retirement Pan (ORP) for instiutions of Higher Leaming in the State of MISSISSIIRI? vecmerens OYes OONo

@ Rotirement Plan - Pians er governmenta! plens quallied under Section 401(a) ofthe Intemal Reverus Codo, Seioc appécatéo glan.
O Pubtis Employees’ Refiement System of Mississlppi (PERS) 01 Mississipp! Highway Safely Patrol Refirement System (MHSPRS)
© Family information - Uso edditional Membership Appications  fsting more than four dopendent children, information Is for datermining stefutary
benaflts only. Use Form 1B, Beneficiary Designation, to officiely designato any end of beneficiarles,
Marita) Stetus - Seloct ono. Add dsto forfast thres.  DSingle OMarried () Divorced O'Widowed  Effective Dato mmiddiocyy:
Spouse’s Full Name Soclal Securtty No. BithDatemmiddiccyy ~ Wodding Dato mmiidecyy Geader
oM OF

Deopendent Child’s Fuil Name = Up fo Soclal Secusity No, Birth Date mmfiddicoyy Reolationship Gender
19.wzaﬂmﬁaduuam&zgpw?

oM OFf
aM aF
OM OF
oM OF

o Hember Certification -/ ceriily that the above Information is trve and comect. Furthermare, | understand that i | becams a member of PERS cn or after
March 1, 2026, | have been automatically enrcflod in a hytrid retirement plan, which consists of a defined bansfit and defined contribution compenents
administerod by PERS and a contrectod third-party edministrator.

Members Signature: Dato mmidkticcyy:

© Employer Cartification - This soctisn must bo campleted by en suthortzed omployer reprossntative, not the member.
Member's Position Heldilob Titte: Member's Hire Dato for Postion mmdiccyy:
Member's Status:  Eloctod Oficiat O Yes O No Feo Pald Officek O Yes OJNo Public Safety Employes: O Yes ONo
Employer Nama: Mississippi Delta Community College PERS Employer No.: 0820
Employer Representative’s Name: Waunita Roberts-fones Employer Reprosentative’s Tite: Exocutive Director Of Human Resources
Employer Reprasentative’s Phong: (662) 246-6241 Fax: (662) 246-8632 E-Mat Wioberts@msdelta.edu

mmammlmmmmmmmmmmmmmdmmmmm Eiglbidy of
mwummmwmmmmarmw&mwwmmﬁm
1ml$mmmgmwa'am m Wh%ﬁmu%?ﬁmm&mﬂwm

s as as
mmm.wwmmmmwnmmum ety

Employer Representative’s Signature: Date mm/iddcyy.

Public Employees’ Retirement System of Misstssippt
429 Mississippl Street, Jackson, MS 39201-1005  800.444.7377  601.359.3589 €01.359.9262, fax www.pers.axs.gov




O Beneficiary Designation

PE Form 18 - Revised 08/30/2022
of MISSISSIPPL Plaase print or typs in black ink. Complatod form should ba maitad or faxad to PERS. Sae bottom of form for contact information.

© MemberfRetiree Information

First Namae: M Last Name: OMember C Retires
Secial Securfty No.: Blrth Date mmAdd/ecyy: QendenOM OF

] Retirement Plan - Plans are govemmental dafinod benefit plans qualiied under Section 401(a) of the intemal Revenue Coda. Sefact applicablo plan.
O Public Employees’ Retirement System of Mississippl (PERS) O Mississippi Highway Safely Patrol Retirement System (MHSPRS)
D Supplemental Legisiative Retirement Plan (SLRP)

) Beneficlary Information - Use edufionel Form 18, Beneficlary Designation, o designato edditonal beneficiarias. i moro than ano primary beneficary
{3 namod, the primary bensficlaries shefl share equally unfass otherwise indicated. Likowiso, if mare than one secondary benoficiary is named, the socondary
benaficlarios shafl share equelly unlass othaswise indicatod. Tolal primary beneficiaries must oqual 100 percent, and total sacondary beneficlarias must equal
100 percent. Secandary beneficiarias witl only receive payment if ad Bsted primary beneficiarios are decassed.

Beneficlary Namo Soctal Security No. Birth Date Relationship Bonefictary Percentage Gender
mm/ddfecyy m&&my

ae as
op as
ae as

aM ar

as gFf

ap Os am OF

%
%
% OM OF
%
%

ae as am aF

© MemberRotiree Certification - Ciack sppicatio acknowdadgemant then aign. f an authortzed roprossntative signs this form, €= attach a copy of
the durable powsr of altomoy, consarvatorship or guardianship papers, or other lagel documsnts as proof of authorily to sign this form.

O Member-1acknowledge and understand that the PERS Baard of Trustees is authorized to pay benafits in accerdance with the statutery
that govem tho retirement system {n which | am a membar. To the extent permitied by such stalutory provisions at the time of my death prior to
ratirement, | hereby dasignate the abave benaficiary(les) to recsive the payment of my accumutated contributions and any interest relating thereto. §
further acknowledgo and understand that cestain benefils may be required by faw to be paid that may imit, partially or totally, any payment to my

dasignated benaficlary(ies).
O Retioo=| the above beno! to receivo any residual amount blo of my death and the death of
s)lﬁebvm ficlary(tes) any payable by reason of my my joint
Member/Retiree's Signature: Date mmidd/ecyy:

o Employer Certification - This section must o complated by en euthortzed employer rapresertalive, ot the mosmber. Only complsts for active mambers.
Employer Name: IISSISSIppi Delta Community College Enpoyer Nos 0620 000

Employer Representative's Name: VVAUNIta RODEMS-JONGS e Reoresentatvers Tite: EXE0UIVe Director Of Human Resources

Employer Representative’s Signature; Date mm/dd/coyy:

Public Employees’ Retirement System of Mississipp}
429 Mississippi Streat, Jackson, MS 392011005  800.444.7377  601.359.3389 601.359.5262, fax  www.pers.ms.gov



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

PLEASE PRINT ‘Employer Name

Section A: Emal!eelnfomat}n@ﬂﬂeldsmmqutred)

Soclal Securily Number First Name M Last Name

Home Addross Ctly State e

Primary Telophone Number | Secondary Telephone Number | Personal Ematl Address

Marital Status Date of Birth (mm/dd/yyyy) | Date of Employment/Reirement
J sngle [] manied ﬁmDFemare

Were you ever a full-ime employee of a coverad entily under the Plan prior 1o 171720042 [ No (Herizon) 01 Yes {Legacy]

If yes, please list your most recent (pre-1/1/06) employer and dates of employment:
if manied, s your spouse a Plan participant? L Yes L No If yes, Spouse Name and SSN:

Section 8: Health Insurance Membership Agreement Authorization (CHECK ONLY ONE BOX, SIGN AND DATE)

Dlhuebvmlyb CONTINUE AND/C COVERAGE for myself and/or my dependents named on fhis Application For Coverage
fomﬁmughmesmmwmol&mbyees'whmmcePMnM) | certify that all information provided by me on this appiication is
complete and gcourate, and is the basis for providing coverage herein. |understand that any misrepresentation by me or my dependents may
result in the cancellation of my/our coverage under the PLAN. |understand that the coverage appied for ks subject to all exclusions, provisions,
andimilations set forth by the Pian Document. | agree to be bound by all terms and conditions of the PLAN. |understand and agree that it my
appication for coverage is approved, any requested coverage changes will be effective the date fixed by the PLAN or its Adminktrator. §
mdevstcndMﬂﬂ\omnestedeovmkappmvad.lummponﬁbbhrmmen’otmeepmopddepremumcndhefebycufhoﬁmfor
such payments to be payroll deducted, or as appropriate, withheld from my State of Mississippi retirement benefis.

%ywmmmmmmm Heatith Insurance Plan. | have been offered coverage (or am efigible for
con of coverage] through the PLAN, but | elsct not to be covered. | understand that by waiving coverags at this time, | may only
request coverage for mysetf or myself and efigible dependents at an Open Enrofiment Period or duting a Speclal Enrollment Pestod. |understand
thatifl am aretiree and | waive coverage, | will not be afiowed to re-enroll or have my coverage reinstated at atater date. If you are walving
coverage because you are cumently covered under another heatth Insurance policy, please complete SectionD.

Enrollee Signature: Date:
Enroflee Type: Coverage Type: Coverage Opfion: D Y hewe Modicarot L1 Yes LI No
Empioyee -Legacy . Enrollee Only (Choose Only One) A" Effective Bate:
Employee -Hertzon . Errollee + Spouse DBm '8" Effactive Dats:
Retiree ! Enroiee + Child for
COBRA [ envotes + Chidren ﬂ"" aﬁ‘“m'” Disabity
Surviving Spouse ] Enroliee + Spouse & Chid{ren) g Select Age D
Areyouatcbaccouser? [J Yes ] No ifyes, cre you interested in participating in the Plan's free cessation program? [ Yes ] No
Section D: Other Coverage information
Do any of the persons listed on this application have other heaith insurance eovemge%DYeDo if yes, please provide the folowing:
Name of individual Covered: 1, 2, 3. 4.
Pollcyholder's Name:

w FEe e e A
Coverago Type: OcowlNoncow  DCoous Dwencowp  Llcroup Dhvoncrowp. L GroupLdNonGroup

Mississippi's State and School Employees’ Life and Healih Insurance Plan - Appfication for Coverage ~ Revised 03/2023  Page |



Enroflee Last Name: first Name: Enrollee SSN:
Section E: endents -

Dependends fo be Covered | Relationto SoclalSecurily | Date of Blrih Address Cumrrent Stafus

{Last Nama, Rrst Name, M) Enrollee Number {mm/dd/yyyy) | @ cifterent from Encoliae)

1. Sgua Employed?
Male Yos
Femcle No

2, E Son Childunder26
Daughter Disabled

3. son E Childunder2s
Daughter Disabled

4. E son Chidunder26
Daughter Disabled

Are any of the dependents listed above covered by Medicare Part AorPart B2 [] Yes O~

If yos, please provide the following:

Name Medicare Number Part A Effective Date Part 8 Effective Bate  Medicare Reason

Section F: Ch information
Em&uollee: [0 open Enrotment [Jmaniage [lerth [ Adoption [ Loss of Coverage due fo Divorce
O other: Requested Effective Date:

A

O Add bependent(s): [] Open Enrciment CJ Maniage [lerin [ Adoption [JOther:

{Uist all dependents in Section E) Qucalfying Event/ Effective Date:

Dcm:nse CovemgeDose Coverage DSe!ect Coverage

_Drop Bependent(s): [] Divorce [IDeceased [Jother:

Provide information below for dependents to be dropped:

Name Saclal Security Number Requested Termination Date

Mississippl's State and School Employees' Life and Heatth Insurance Pian - Application for Coverage - Revised 03/2023

Page 2




STATE AND SCHOOL EMPLOYEES' HEALTH INSURANCE PLAN
MONTHLY PREMIUM RATES
EFFECTIVE JANUARY 1, 2026

Legaty « tnklatly hired beface 1/2/2005
Hoxtzon - tnitlally hirad on or after 1/1/2006

LEGACY EMPLOYEES

a8
TOTAL  ewpomt

SEeCY
TOTAL  EMALOTER
L GREMIUM __PORTION

|

|

HHIHE
HHE G

HEHHL
HH L E

R

HE LG

“The Sute pays 200% of the employee's pramium for 8250 Coverage. Agtive employeas enroling in Sefect Coverage must pay 8 portion of the employes

HE[e el

——————

s

[Rettree + Spouse (Nonwedicsra)

[Retiree + Spouse & Chtdiren) (Noo-Moctcare)

[ettree + etzs

[getree o crtren

[Restree o Spouse (Medicere)

l&mom&mm«mmﬁmﬁ

|remRED ENtPLOVEE - suEDRERRE EUGIBLE

[ettres

[Rettree + Spouse (coecicare)

[Retisee o Spouse & Chtirend (Roo-Moticare)

[retiree o cna

[retiree s erren

[rettren o Spotso (Medicere)

[Rettree + Spouse & chskdiran) {0na o sxcre Medicare)

anﬁﬁﬁl@ EEEEM?E

5?53‘5‘%3%5%2@ mng gzmmF

§£§§2E§§E§§F

HEHEH HOHEE




STATE OF MISSISSIPPI
STATE AND SCHOOL EMPLOYEES’ LIFE INSURANCE PLAN
ENROLLMENT/CHANGE REQUEST FORM
Underwritten by Minnesota Life Insurance Company - Policy 33683-G

Employee/Retirea Last Name: First Name: Mi: | Soclal Sectrity No.: | Bithdate (MDDYYYYX SQM
Femals |
Employee/Retires Home Address: Home Telephono No.: | E-Mall Address:
[ Employer Name: Date of Employment:
Employer Address: Employer Telephone No.:

nleto This Soction To Waive Or Cancel

O Waiver of Goverage - heteby deciine to apply for fife insurance coverage in the State and Schoc! Employees’ Life insurance Plan,

imdetswwmatmmmmmmmhmmnmmmmdammeMmmh

qmﬁfyasmmmlmmmdm enrollee applicants are subject to medical evidence of nsurabiiity that may

rosult in coverage baing denled, 1 understand that a service retired employee or totally disabled employso who declines to apply for

mummmmmamammmmmummmmmmmmdpaw
Employees’ Life Insurance Pian and will not be aflowed to apply at a later dato.

] Caneeotlls pf Coverage - | heraby requast that my life insurance coverage In the State and Schoc! Employees’ Life insurence
P!anbewnel!ed. lmMmmmﬂommmuﬂsmmmmmmmemawm”
iong as he continues to qualily as an active employes. | further understand that tate enrcfice applicants are subject to medical evidenco of
insurehility that may result in coverage being denied. | undersiand that a service retired employes or totally disabled employee who
eammmmmmemmmmmmwmmmmsmmmmmwmlmmmwmmu
allowed to apply at a later date. St ) ! ISURANC! AGE]

SECTION C: Coverage (NOTE: For more Information on available coverage, contact Minnesota Life toll free at 877-348-9217)

ACTIVE EMPLOVEE: Life benefita and AD&D maximums based on two times the employes’s annual wage rounded to the next higher
one thousand dollars, subject to $30,000 minimum, $1€0,000 maximum, Employeo and employer each pay 80% of the monthly premium,
0 mmm - applying within 31 days of employment; coverage will becoma effective on the first day of employment.

Late Ei 99 Anpileant mwmmmmmmuwwmmaw&rm
m«mwmammm«m 5 Mlmmotal.waltmmmm
(Employco Must Also Complate the Minnaesota Life GROL SURAN: IDENCE OF | 3]

Bato of Employment:

£l RETIRED EMPLOYEE: Lifo bensfit amounts imited to $5,000, $10,000, or $20,000. Retired Empioyess are nat eligible for ADSD
benefits. A Refired Employes should g but no later than 31 Active Employee coverago terminates.
Retireo pays 1060% of the monthly premium. oy piar to oo afer, tho date

Dato of Retirement: — COVERAGE AMOUNT REQUESTED: [Jss000 [dsto000 [Js20,600

R

E mmsg megm;ﬁwmmmmmmmmmm
Disabled Employee apply Active Employee coverage terminates. Minnesota Lifo

mcmhwwmmmmmmwmmﬁm mbmmf‘sm

(Employee Must Also Compiate tho Minnesota Lifo NOTICE OF DISABILITY and ATTENDING SCE STATEME,

Dato of Disability:




l‘EmployeeIReTml.astNamo First Namo Soclal Security Number | Daytime Telephone
| « ) |

SECTION D: Bensficlary Information

NOTE: You cannot designate your [ife insurance beneficlary on this form. To designate your life insurance
beneficlary, please follow the instructions below:

1. Leg into your myBlue site, hitps:/imyblue.bebsms.com, and click on the My Benefits tab,

2. Click the Life Benefits section, which i8 right below Msdical Benefits. This section will show you the effective date and
amount of life insurance coverage you have.

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

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

If you do not designate a (ifo tnauranco beneficlary, any resulting life Insurance benefits will be patd according to
tho defaults set forth (n the Pollcy.

I you do not have intemet access, plsase contact Minnesota Life tofl free at 877-348-8217 to request a paper form.

SECTION E: Auttiortzation and Certification

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

| understand that if | am a late enroflee applicant, any insurance subject to evidence of goed heatth or medical Information
will not become effective until Minnesota Life gives its written consent. | understand that my eligibllity may be affected in the
evant | fall to sign this form within 31 days of the effective date of eligibility, or if for any reason my employer does not
receive the Enrofiment/Change Request Form within a reasonable time foflowing the event.

| understand and authorize that the appropriate premiums for the coverage requested will be deducted from my wages or
retirement benefits, as appropriate, and authorize relsase of employment and payroll information or other such efigibilty
Informaticn to the Pian and/or Minnesota Life Insurance Company as needed to verify my eligibility, benefit amounts, or
other such information necessary in the proper administration of the Plan.

Any person who knowingly and with intent to injure, defraud or deceive any insurance company or cther person files an
application for insurance or statement of claim containing any materiafly faise information or conceals, for the purpose of
misleading, information conceming any fact materia} thereto commits a fraudulent insurance act, which is a crime and
subjects such parson to criminal and civil penaities.

Employee/Retireo Signature (Required) Dato

FOR QUESTIONS REGARDING THE STATE AND SCHOOL EMPLOYEES' LIFE INSURANCE PLAN, VISIT THE PLAN'S WEBSITE
AT HITP:AKNOWYOURBENEFITS, RFA STATE MS.US, OR CONTACT THE DFA-OFFICE OF INSURANCE AT 868-588-2781.

FOR PERSONNEL/PAYROLL USE ONLY
COVERAGE AMOUNT: REQUESTED EFFECTIVE DATE: | GROUP NUMBER: (NFORMATION VERIFIED: (NITIAL AND DATE)




MiSSISStPPI DELTA COMMUNITY COLLEGE
INFORMATION NETWORK RESOURCES POLICIES & PROCEDURES

L (NTRODUCTION AND PURPOSE

The gurpase of the MDOC infonnatian Natwark(s to suppart tha overall educational mission of the
collega, (n accordanco with coflege policles. Accass to tha aetwork and (s resourcas is o priviiege.
Natwork users must respect tha rights of athers and the integrity of the compenents of the
aatwork.

This poficy govemns the use of ail computers, computerbasad netwerks, and relsted hardware and
software at Missieipp! Belta Community Collage. Under faderal statutes and thasecticns of the
Mississiop! codo that regufates the use of thase resourcas, the collage is required to ensure that this
equipment and scftware are used progerty, and for the purpose for which state funds were expended.
The Mntent of this poticy is to afiow maximum freedom of use consistent with stata and fedaral baw,

cofloge poticy and a produstiva werk cnvironment.

0. SOOPE

This poficy appiies to afl coflega facidty, staff, administratars, students, and membars of the community
who usathe Coflage natwork rasources. & covars all computing harduwara thatis connected tothe
eatwork, including microcomputers, printers, ate. it also nciudas all network Infrastructure: data
mmgemmmmmwmmmwmw

The foflowing typas of software are covared under this peficy: eparating systams, netwerk
saftware, compilars, and afl instructional and application ssftware defined as “apported by the

Thafollowing categortes of data systems are ncluded: tha administrative and studens Information
system and data that have been coflected or genarated by the coflega. Not covercd is softwara or
data that the collega doas rat suppore, even though such may be stored on collage hardwara andfor
used by individual departments.

Hl. GENERAL STATEMENTS

A Tralning — Training is provided for administration, fzculty and staff as new hardware, scRtwara and
mmMMMNMMNMMMWm
wamwofmhmmmﬂmmdnm
momumzwmmmmmmm

are to attend and
Administration, faculty meh&e workshops and classas at offsite

Training will be mado available to the employee at tha thme of employment.



8. Watwork Access — Network aceass is controiled by passwords, and the lave! of 3ocess
grantad is detenmined by a user’s job-refated or educational cequirements,

1. Usernamasand Passwonds - Users will b assignad a user neme and password
which should not be disclosed. Usernames will foflow a eaming convention
davelsped by tho Offico of tnformatisn Tachnology. Passwerds mustbaatteast
lght posttions tn langth, Tho recemmanded length i3 alght to twelve pasitions.
Passwards must coatain an upper case charactar, alower case character and must
coataln atlzast cne aumber, and ey ast contzin spacas. The password should
not contain the user's account name or pasts of the user’s fiull name. Userswill ke
required to changa passwords perfodicatly, The password ean not be thesama as
tha lastfour used passwards, Requests for naw user aames snd passwords should
ba submittad and eppreved using tha User Access Requast Farm. Reguasts for
usar namas and passwords to be delcted from the computer systemwhan an
employes is terminated should ba submitted and epproved using the Collegd’s
Employee Geparture Fem.

2. Accounts - Network scoounts for employees are managed by the Office of
informaticn Yechnology staff. Requasts for estabifishmant cr modification of
employoa eocounts mwst bo epproved at the BaanyDirector tevel ar above. Spacific
2ccass granted to an enployes scoount is subject to approval by the apprepriate
Oean/Dlractor with tha guidance of tho Otrecter of (nformation Technelogy.
Ramoval of an sccount coeurs when the cwner i3 no fonger an employes of the
college, orwhen discipinary action Isindicated, itls the respensihifity of the
employee’s supervisar to notify (nformation Technology staffwithin 24 hours efan
aosount holdar's saparstion from servica, Student sccounts and public accounts
must be raquestad end maintained
wmwmmmumm

G Ethical Use - The netwerk s for officiel college use anty and amust not ke used for personal
businass, prafit-making ventures, pofitical activities, or to harass or offend anyona, Some
employees will ba given socess to the studsnt information systems and/or cther
administrative systams. Tho confidentiafity of these records Is govemad by the federe)
Family Bducation Rights and Privacy Act of 1974 {a.k.a, Buckiey Amendmant, FERPA). Al
information [s confidenttal, and students have @ right to expact that thatr schatastic recerds
ara baing properly suparvised and malntained, Requests for diselosura of this nfomuation
mustSa approved by the appropriate admintstrative afffcer.

o m-mmamdwmmmwm«
mammmu&:mm tnformation
should ba protected against ungutharized accass and/or destruction. Abaciap eopy of
administrativa information ts meda dafly, s recommandad that each waer makn @
mundewmwm&m Adisaster
mmumummumw Usars shoutd not
MQWWW%WM A secure offisitn faciity witl bo
provided for storage of backups, user documentation, caples of disaster plan, snd aritical
forma. Tha coflage attempts to protect the netwerk frem tntrusion frem within and
without. All suzpected attampts to viotate network securtty must be regorted to o the
Oirector of tnfermation Tacknatogy a3 $06n 2s possible. f b Is dotenmined that a breach [n
ratwork security has compromised sensitive information, the Prasidont of the coflege may
requast tha aid of law enforeament to handle the investigation, The Gffica of informatian



Technalagy will perfodically chack for, and follow up on, security violations.

E. Bisaster Recgvery Plan = Tha Offica of infonmation Technology malntaing a Oisaster
. Recovery flan. All programs, filas, folders, configuration and securlty information i3 saved
enadallybasts. Gackup of individual parsonal computers s the respenstbifity of the
(ndividuat coer,

F. Software Supported by the Callege - Software standards will ba estabfishod and disteibuted by
mmammznrm. Orly approved software will be scpported and
maintained. The suppertand maintenancs of athar soRwarawill ta the responsibliity of the
user. Computer software stould ba praperly registered to ebtain updates and protect
warrantias ¢r other logal rights,

G. Computer Hardware - Computer hardware shoud not be refocated or have compeneats
added or ramoved without cocrdination with ths Gfites of information Technology.

. User requests ~All requasts for servicas which ful) within the reatm of the Offico of
(nfermation Yechnalogy (tetephones, e-mafl, hardwara, scftware, programming, astwerk
sesvicas and suppore, (ntarmet acoass) should basutmitted by the approasdate supervisor
using tha Tracktt System. Tho request will Bo directed to tha groper Offica of information
Technalegy personnel for resalution.

(X mm-mmmmammummammm
callege infermation, This sarvice wil ba cparated and maintoined by the Webmaster, Al
requasts concaming this area should ba directed to thae Webmaster.

). Aceesstothe internat- Tha callega provides intemat aceass through tha coflege natwork to ol
employees having a network acosunt, Student intamat accass is through tha individual
instructional departmantal laboratartas, leaming contars, and computer clsssroams.
Comanenity gooess is threugh the leaming centers and open lebs as approved by the college.
intarmat sccass & intendad anly for efficlal colloga bustnass, The college discourages personal
use of the internat through tha collage network, especially during the rormal buziness hours.
mmmwmmummmmmmm
axplicit matertal. Tho usa of tho intemat for pofiica gurposes, flogel acthvty, prefitmsking

K W-MWMBMWMWMMaMW As
mmmmmwmwmmmmmhw
MMMmmmwQMwmw
crganimation, wuwm;wwumumwmm
without priar netification, Users are rasponsibla far maintaining thefr emat) acoounts and
ramoving o'd messages,

Lm-mwmmmmum»mm the
Tnformatien Natwork Rasources Usa Agreement”, _ “



M. Sanctions =
1. CEmployeas - Anempioyen found guity ofvishating the terms of the “infermation
Natwork Ressurces Use Agreement” is sulject to sanctions. (Fmisuse of tha netwark by

anemgpleyea threatens the stability of the astwark, the Glrector of informatien
Techrology will suspend netwerk priviieges immediately. Additional sanetions eould
include reprimand by the appropriste suparvisor, dismissal, criminal prosecttion or any
cther sanction as outtined in the collzge’s Pallcles and Proceditres Manual.

2 Students - A studant found guifty of misise of the netwark is subject to loss of natwork
privitegas, eriminal prosecutisn, or any cther discipiinary acticn desaribed in the MDOC

Cataleg.
3. Pubfic~A mambarof the puliic found gulity of misuse of the network s subject to loss
of network privilages andfor erimine! prosocution.



MISSISSIPPI DELTA COMMUNITY COLLEGE INFORMATION
NETWORKRESOURCES EMPLOYEE USE AGREEMENT

I hereby agree to use professional judgment with regard to use of the college network resources. Specifically, | will

not:

1

use the college network or any device connected to the college network for any purpose other than official
college business. | will not use the network for illegal purposes, profit-making activities, political activities,
or to harass anyone or any organization.

access sites which contain pornography and other sexually expicit material.

reveal my system password to anyone, or make it possible for anyone to access it by posting it or by
the careless handling of it.

access, view, alter or attempt to access, view or alter college information except that which is permitted
by my password, and only then in the performance of my job.

allow or assist any unauthorized individual to access, view or alter college information, or share such
information with them except as authorized by appropriate authority.

connect any electronic device to, remove any electronic device from, or alter any electronic device which is
connected to the college network without the expressed permission of the Director of Information
Technology.

relocate or disturb any of the network infrastructure (including wiring, hubs, switches, connectors, etc.)
without the expressed permission of the Director of Information Technology.

move a college network device (microcomputer, printer, etc.) from its assigned location without notifying
Computer & Information Services and completing an Inventory Deletion/Relocation Form obtained from the
Business Office.

9. share knowledge of the college network infrastructure with anyone except an authorized college employee.

10.

11.

1.

load any file which has not been scanned for viruses to a networked computer.

install any software on a computer without the approval of the Director of Information Technology,
and will not duplicate copyrighted or licensed software or other materials unless specifically
permitted to do so by auther or publisher agreement.

store on college media {disks, tape, etc.) any materials which violate sexual harassment or civil rights policy.

| understand my responsibility with respect to ensuring appropriate security, confidentiality, and use of the
college network. 1also understand that the college is not responsible for any consequences or legal actions that
may result because of my misuse of the college network resources. | have read and do understand the above
conditions. | realize that failure to comply with any of the above conditions can result in disciplinary action
against me as described in the college's Policies and Procedures Manual.

Signed Date

Print Name




MISSISSIPPI DELTA COMMUNITY COLLEGE
Office of Information Technology

B it@msdelta.edu & 662.246.6330 = Fax: 662.246.6431

USER ACCESS REQUEST FORM
This request must be preceded by the signed and dated Information Network Resources Use Agreement.

Date:
Personal eMail address:

Please clearly print the following information—

Full Name:

Preferred First Name:

Last 4 digits of Social Security #: Date of Birth:

Title:

O Full-time O Part-time

Department:

D#: (HR will provide)

For Office of information Technology use only
Received Signed Employee Use Agreement? {J Yes O No

Employee ID #: User Name:

Email Address:

O Setup Active Directory/Network account — Done by:

O Setup Email account — Done by:

O Notified Supervisor of Employee ~ Done by:

L] Sent Welcome Email - Done by:

O Sent FERPA Email — Done by:

O Sent Policies & Procedures Email — Done by:




MISSISSIPPI DELTA COMMUNITY COLLEGE

ASSIANING ROMISITATION 1IMA 1ICKeTS H VR anner taan

1. loginto the MyDefta Portal.

2. Click tha MyBanner tnk,

3. Clickon Faculty and Advisars menu item OR the Feculty Servicas tab.
4. Scroll to tha bottom of the page and dick an Reglstration Time Tickat.

S. tfatenm hasnotbeen previcusly selected, click on the down arrow to sefect the term then click

6. Submit,

7. fastudenthas not bean previously seiocted, sefect a student (D by citherentering the
studant’s Banner (D OR entering the student’s (ast name, Rrstname and then click Submit,

8. Ifsearching fora student by name, ciick on the down arvow next to the name then clickon

9. thename from the fist (NOVE: DO NOT JUST SELECT THE FIRST NAME DISPLAYED - it may notbe
the student vou are searching for).

10, After the student name has been selected, verify the informaticn, and then iick Submit.

11. Cliiek on Registration Timo Ticket again and the students (D, nzme and major wifl display.

12. o assign a tima tickat, click an the down arrow next to Select Group.

13. Click on the group based on the major or ather instructions you received on assigning tme
tickat groups for this tarm.,

14, Ctick on Assign this Group.

15. Vertfy that tha correct group was assigned to thigstudent,

mrommmmmmmmmmm»mmwmum
group, click on Submit.

l7.hmaMMamnMwahaﬂaquaMmm

18. Tima Tickat Group at tha top of the sereen.

19. 12. To proceed with another student dick Student (D Sefection In brackets at the bottom of
ﬁnmmﬂmﬂ»mh%ammmammw
ghove

20.18. When finished click an Exit at tap of scraen,



MISSISSIPPI DELTA COMMUNITY COLLEGE
ATTENDANCE MODULE INTEGRATED WITH BANNER

Pleasa review the following detafled explanation of the Attendarce rofl integration with 8anner.

LDA = last Date of Attendance

When a stiedant reglsters for a class on the web (SS8/MyBanner), “RW* status coda is assigned. Whena
studant is registarad directly tn Banner (INB) for a class, “RE” status code ls assigned. These cedesare
dispiayed on the Attendance rofl under the Reg column. YWhen a student is drapped froma class the status
coda will be changed as follows:

© Tha registration status coda for any student marked as a no showwitl ba changad to “0D° and tho first
day of class {3 used as the status date. Any student marked as Cls WO whose LOA is within the refund
perted (two waeks) wifl also bo changed 0 “00”. The studentwill be removad from the Oetail and
Summary Clags List in SS8/MyBannerbut will remain on the Attendanca rell. The student will recalvea
100% rofund for the class.

o Aftertherefund perted, the registration status code for a student marked as Cis WD will be changed to
BC” and the LDA (fast data of attendanco) will bo used as thestatus date. A “Wgradewillbe
automaticatiy assigned. The studentwifl not recaive a refund for the class.

o Theregistration status code for a studant marked as Exc Abs will afso Ba changad to "BC” and the LDA
wiil be usad as the status date. An °F° grade will autematicaliy b assigned, but may ba changed to
“W" using the Rnal Grada option on the Faculty Servicas tab in S5/ MyBannar using established.

o (fastudent is readmitted (relnstated)to a class, the “BC° status code will be changed back to “RE®.
The LDA and grade wifl also be removed.

© (fastudent s withdrawn from schoa! (ALL classas) in Banner, “WS® enrciiment status code is assigned
to the student term record in Banner. (f afl classes have been recorded as no shows or dropped within
the rafund pericd “WD” i3 assigned to the student term record.

Currently VOC class withdrawals are processed divectly in Banner (INS).

RLIENBARECE REAMINDERS:

© Alattendance (absences, class withdrawals, 0o shows) should Be up-to-date and complete prigr to
entering final gradost

o Plsasedo not walt to assign a W grads at grada entry timal [fa student has “cut out” or withdrawm,
you should go through the proper steps In the attendance medule to recerd that pricr to grade entry
time! fyoudogive o Wgrade at grade entry tims, you MUST enteran LOA!

© When finiched with mesking absancesfor the class, ba sure to click on Save Audit Roll oryou will lase
attendence entered. *NOTE: You MUST sove attendance bafure changing weeks. Forexaaple,
ot enter attcrdence for Woeks 3-4, and want ¢ then record attcadancs for Weeks $-8, you axst
save Weeks 2-3 bafore proceeding to the Weeks $-8 sereen,

Tho Informaticn in the Attendanca rol) wiil ba updated in Banner each aftemosn (3:00 pm).

The information fora dropped class will anfy be updated in Banner once. if LDA has bean entered incarvectly,

mmmmmwmmwmhquamammu

essentia] for financial ald and state board auditing purposes.

Cantact The Office of Information Technalogy If you have technica! issues.

u«nnmcmnumn«um«uumonmnntmntucmmcuunm«uo

ATTERDANGS OLESULTIIRATED WITH BANKIR feaa
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o & ¢ 0 0 o

Click on the down arrow under the Status column for the student.

To offtcially withdraw a student from class, click on the Cis WD in the fist.

Click on the down arrow naxt to the date baxunder Cis WD, and selact the LDA from the Bist.

Boxes after the LDA will be grayed cut and will be automatically marked as absences for the remainderof the
semester when saved.

When finished, click on Save Audit Reil,

When transferved to Banner and the LDA is aftar the rafund pericd, the Reg status wifl be changed to “BC” and
the LDAwill b used asthe status date. A “W* grade willbe sutomatically assigned. The studsntswifl not
recalvea refund.

(f the LDA Is within the refund peried, “DD” will be assigned. The student will be removed from the Datafland
Summary Class Ust In Banner but wil remain on the Attendanea rofl. The studant will receivaa 160% refund
for thaclass.

Click on the down arrow under the Status ecfumn for the student,

To offictafly withdraw a student from class dua to excessive abysenees, click on Bxs Als in tho Gst.

Click on the down amew naxt to the date box under Exc Abs, and select the LDA from the ist.

Boxes after the LDA willbe grayed cut and wiil be automatically marked as absancas for the remainderof the
semestarwhen saved.

When finished click on Savo AuditRetl,

When transferved to 8anner and the LDA is aftar the refund pericd, the Reg status will bo changed to *0C” and
the LOAwii) be used as the status date. An “F grade will autematically be assigned, but may be changed to
“W" on the Final Grada option under the Fecuity Services tab using established grading polictes.

tF the LDA is within the refund period, “0D" will be assigned. Tha student wAll ba removed from the Detall and
mmmﬁmmm,mwmmwmmmmmmmamm

Click on the doun emow under the Status column for the studant to be readmitted to class.

Clickcn Resdmit,

Students LA will be removed and al} absances will b retzined.
m@mmmmmw«mmmn-mumm
When finisked, click on Sava Audit Rof),

Whan transferred to Banner, the Reg status will be changad back to *RE®. The LDA and "W grade will also ke
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MISSISSIPPI DELTA COMMUNMNITY COLLEGE

BANNMNER - Final Grade Entry

*MDOCC dass nat re2ard mig.tomm grades”

: 3NN D2 LPUaidg SaTore profgaiir g Yaln B

should go through the propar staps in the gttendance module to record that prior to grads antry time!

“"Plaase do not wait to assign o W grade at grade 2ntey time! If ¢ studant has “cut out” or withdrawn, you

Click on MyBanner ink f=om the MDCC wab site ai wwwe msdalia adu
Click on MyBannar Loz In
Chick on Enter Sacura Araa on thz izl SalF 3arvic2 Banner {35570y Bannar) pas

: Faculw and Advisors mznu 22 OR tha Faculty Sarvicas 1ab.
€l ..:-. on Final Grades.

If 2 tarm has not boan oraviously

4 Lk on the dowin arrow 1o solec

2 GaV

.
Clzcoan the dowrn 3oraw =9 1al; ez OB

e L il

Click oan tha down arrow u
“*MOTE: For zlaszs wi
as "F" or changaa to
" "MOTE: Instructors < snr 0 2ntar an "l" ﬂrade in MyBann-sr Ii you naad to assign an "I" zrade,

please contact the Offica of instruction at 682.248.63147. if an "I” grade for incomolata is 3s3ianad,
Digase rantember that 21::“:'m.s=.\~ zsll2z2 polizy, the *1” grad ba chingad e 2" -.'.-zi‘“.r '
f youdo not submit 4 change of gradz fo"m {0 'i Difice of ad) s bafora thaincomp

:A:fand Date shouid be blank for students completing the class. I¥ 4 sludant bas a class wit

nd date and corraci if nacassary The date should 52 2

2 slashas)

J "non-nradable" i the final grads column should MOT hava
i that figld, gradas for othar studant; will nomcu.
3..511\-1_11»-_%3?1"54*

SARN *EP W i

}

=L M3 10 D2 30me confusion about this - “Last Attand Date should be blank for studants
-:.“-:- ¢la3s with a grade " You oaly entar - b
fass. Thadatz s G DaEntared in MMSOD OO for According
Lseording
sinesiac, you Bava ths option to give 4 studanrs a da i 3 siudam

sour class. 1iyou decida to give an F grade, you still must p t2n LDA bacause
tha studant aithar cut out or withdrew % did not completa tha class. Tha bay word in tha stateamant

abovs s nolstn T 551 11 Ary & : :
npi 2 i stu tarwitharaws from FOUI Cldas T 13 DO Considarag

T yOu M3y 2haos

.i.o

t0 Ziv2 an F grada

- Fiaal Sradde Tasey Saldion =
ERERS



233fully savad or error massagas will inform vou o any 2rrors
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= i the Ralled column contains an M you may update the zrads  When all gradas for tha tar
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Mississippi Delta Community College

rreguently Asked Questions

Emp == LR bt Firiy i b3 FBanner, a
Detaded instructions for use of > the Offica of Infarmation

ar transcripts?

or email

~ Contact the

Student problams ar questions about Financial Aid?
~ Contact the o = 3 tat662.245.6263 or 562.245.531

Student problems or quostions about student accounts, financial aid refunds?
~ Contacttha { Bu . scesat 662.245.6312,
Student or Employes problams or guastions concarning onling classes or Canvas?

~ Contactthe O+ at 6562.245.5319 gr amail

Student or Employas probleams or quastions concarning MyDalia Portal, S8annar, Arzos,

MyBanner or Emai
~ Contact 0¥ t i L 31 662.246.6330 or by emailing



H » The Guardian Life Insurance Company of America
g Guard'an And its Affiliates and Subsidiaries Enroliment/Change Form

Page 10f 8
o7 B 14319, Please print clearly and mark carefully.
Employer Name: MISSISSIPPI DELTA COMMUNITY COLLEGE | Group Plan Number: 00491714 Benefits Effective:
PLEASE CHECK APPROPRIATE BOX Q1 Initial Enrollment ~ Q Add Employee/Dependents O Drop/Refuse Coverage Q) Information Change
Class: ALL ELIGIBLE EMPLOYEES Division;, Subtotal Code: {Please obtain this from your Employer)

ELECTING VOLUNTARY LONG TERM
DISABILITY AMOUNT $500 - $2100
OR WAIVING VOLUNT

About You: Employer Provided Identification: Social Security Number
First, MI, Last Name:

Your Social Security Number must be provided if
enroiling for Life Coverage. Short Term Disability
Goverage and/or Long Term Disability Coverage.

Address City State Zip
Gender: QM OF Date of Birth (mm-dd-yy): - -
Phone (indicate primary): O Home ( -
Qwork(____ ) -
Q Mobile ( ) -
Email Address (indicate primary) O Home Q Work
Are you married or do you have a partner? O Yes O No Date of marriage/union;__ - -
Do you have children or other dependents? O Yes Q No Placement date of adopted child: - -
Ahout Your Job: Job Titte:
Work Status:
Q Active Q) Retired O Cobra/State Continuation Date of full time hire: - - Annual Salary: §
Hours worked per week:

About Your Family: Please include the names of the dependents you wish to enroll for coverage. If additional space is needed,
please attach a separate sheet of paper with this information along with your enroliment form. Be sure to sign and date (mm-dd-yy)
the paper and keep a copy for your records. Additional information may be required for non-standard dependents such as a

grandchild, a niece or a nephew.

Spouse (wherever the term "Spouse” appears on this form, it also includes "Partner’). |Gender |Date of Birth (mm-dd-yyyy)
amar|] ___-___ -
Child/Dependent 1: Q Add O Drop|Gender  [Date of Birth (mm-dd-yyyy) [Status (check all that apply)
amMar _ _ 0 Student (post high school) O Disabled
- Q Non standard dependent
Child/Dependent 2: Q Add Q Drop|Gender  Date of Birth (mm-dd-yyyy) [Status (check all that apply)
. - 0 Student (post high school) Q Disabled
aMar| - -
0 Non standard dependent
CEF2021
Questions? Call the Guardian Helpline (888) 600-1600 www.guardianlife.com 1

DETACH ENTIRE FORM AND RETURN TO YOUR EMPLOYER



Child/Dependent 3: QO Add Q Drop|Gender  Date of Birth (mm-dd-yyyy) [Status (check afl that apply)

O Student (post high school) Q Disabled

omMor{ _ - _-__
O Non standard dependent

Child/Dependent 4: T Add Q Drop|Gender  Date of Birth (mm-dd-yyyy) [Status (check all that apply)

0 Student (post high school) Q Disabled

F - -
ama O Non standard dependent

Drap Coverage:

Q Drop Employee O Drop Dependents

The date of withdrawal cannot be prior to the date this form is completed
and signed.

Last Day of Coverage: - -

QO Termination of Employment O Retirement
Last Day Worked: - -

Q Other Event:
Date of Event: - -

Caverage Being Dropped:

O Dental QO Employee QO Spouse O Child(ren)
Q Vision Q Emptoyee O Spouse O Child(ren)
Q Voluntary Life 0 Employee Q Spouse O Child(ren)
Q Critical lliness

O Accident Q Employee QO Spouse O Child(ren)
{1 Hospital Indemnity O Employee O Spouse Q Child(ren)
Q Long Term Disability

Q Short Term Disability

Loss Of Other Coverage:

| and/or my dependents were previously covered under Loss of coverage
was due to:

Q) Termination of Employment: - -

Q Divorce/Separation - -

Q Death of Spouse - -

Q Termination/Expiration of Coverage - -

Coverage Lost O Dental Q Vision

| have been offered the above coverage(s) and wish to drop enroltment for the following
reasons:

O Covered under another insurance plan

0 Other

(additional information may be required)

Dental Goverage: You must be enrolled to cover your dependents. Check only one box.

Your Monthly Premium  Employee Only  EE & Spouse EE &

EE, Spouse &

Dependent/Child(ren) Dependent/Child(ren)

PPO Q0 $33.87 0$73.39 0 $82.18

Q1 do not want Dental Coverage because (Check all that apply):
Q | am covered under another Dental plan
Q My spouse is covered under another Dental plan
Q My dependents are covered under another Dental plan

0Q$120.13

Vision Coverage: You must be enrailed to cover your dependants. Check only one box.

Your Monthly Premium Employee Only

Full Feature - Designer 0 $8.84

Q | do not want this Vision coverage because (Check all that apply):

Q1 am covered under another Vision plan
Q My spouse is covered under another Vision plan
Q My dependents are covered under another Vision plan

EE & Spouse EE& EE, Spouse &

Dependent/Child(ren) Dependent/Child(ren)

Q$15.49 0$16.83 0 $24.56




Guardian Group Plan Number: 00491714 Please print employee name:

LIFE INSURANGE continued

Voluntary Term Life Coverage: You must be enrolled to cover your dependents. Benafit reductions apply. Pleasa see plan administrator.

The amount of life insurance coverage you select may be either a specific dollar amount or an amount that is a multiple of your salary
and may be subject to certain reductions as stated in the certificate of coverage covering you or your dependents.
Employee

Policy Amount Check ane box anly

Q§10,000 0 $20,000 Q$30,000 Q $40,000 0 $50,000 0 $60,000
Q $70,000 0 $80,000 0 $90,000 0 $100,000 Q $110,000 0 $120,000
Q1 $130,000 Q $140,000 Q $150,000* 0 $160,000 Q0 $170,000 01 $180,000
0 $190,000 0 $200,000 0Q$210,000 Q $220,000 Q $230,000 0 $240,000
Q $250,000* Q $260,000 0 $270,000 Q $280,000 Q $290,000 Q $300,000
0 $310,000 0 $320,000 0 $330,000 Q $340,000 0 $350,000 Q1 $360,000
Q1 $370,000 Q $380,000 0 $390,000 Q $400,000 Q $410,000 Q) $420,000
Q1 $430,000 Q $440,000 0 $450,000 Q $460,000 Q $470,000 0 $480,000
Q $490,000 Q $560,000

Guarantee Issue up to: Employee Less than age 65 $150,000*, 65-69 $50,000, 70+ $10,000. The Health History section must be completed if any amount above the
Guarantee Issue Amount is elected. Additional Amount: per employee $100,000**. The Additional amount is available for ages Less than age 65. An Evidence of
Insurability form must be completed if any amount above the Guarantee Issue Amount plus Additional Amount is elected.

Q 1do not want this coverage

AddVoluntary Life for Spouse

Policy Amount

Q $5,000 Q $10,000 Q $15,000 Q $20,000 0 $25,000 Q $30,000
0 $35,000 Q $40,000 Q $45,000 0 $50,000° Q $55,000 0 $60,000
Q $65,000 Q $70,000 Q $75,000** Q1 $80,000 0 85,000 Q $30,000
Q $95,000 Q $100,000 Q $105,000 Q $110,000 Q $115,000 Q $120,000
Q $125,000 0 $130,000 0 $135,000 Q0 $140,000 Q $145,000 Q $150,000
Q $155,000 0 $160,000 0 $165,000 Q $170,000 0 $175,000 Q1 $180,000
0 $185,000 Q $190,000 0 $195,000 Q $200,000 01 $205,000 Q $210,000
Q $215,000 Q $220,000 0 $225,000 0 $230,000 0 $235,000 0 $240,000
Q $245,000 Q$250,000

Guarantee Issue up to: Spouse Less than age 65 $50,000", 65-69 $10,000, 70+ $0. Additional Amount: Spouse $25,000* *. The Additional amount is available for ages
Less than age 65

*The amount may not be mora than §0% of the emplayee amount for Yoluntary Life.

Q 1 do not want this coverage

AddVeluntary Life for Dependent/Child(ren)
Policy Amount

a $1,000 Q$2,000 0 $3,000 Q $4,000 Q $5,000 O $6,000
0 $7.600 Q $8,000 Q $9,000 Q $10,000*
*Guarantee Issue Amount

*The amount may not be mora than 56% of the employee amount for Voluntary Life.

Q !do not want this coverage

Important Notes:
» Based on your plan benefils and age, you may be required to complete an svidence of insurability form.

Questions? Call the Guardian Helpline (888) 600-1600 www.guardianlife.com
DETACH ENTIRE FORM AND RETURN TO YOUR EMPLOYER



LIFE INSURANCE continved

Name your heneficiaries: (Primary beneficiary percentages must total 100%)
If additional space is needed, plaase attach a separate sheet of paper with this information along with your enroliment form. Be sure to sign and date (mm-dd-yyyy) the paper

and keep a copy for your records.

Primary Beneficiaries:
Name: Soclal SecurityNumber:_____ - - %
Date of Birth (mm-dd-yy):___ - - Address/City/State/Zip:
Phone:( ) - Relationship to Employee:
Name: Social SecurityNumber:__ - - = = %
Date of Birth (mm-dd-yy): - - Address/City/State/Zip:
Phone:( ) - Relationship to Employee:
Contingent Beneficiary: Social Security Number: __ - = -
Date of Birth (mm-dd-yy): - - Addrass/City/State/Zip:
Phone:( ) - Relationship to Employee:

(In the event the primary beneficiaries are deceased, the contingent beneficiary will receive the benefit. Employer maintains beneficiary information.)
Spouse and dependent/child(ren) - If the intended beneficiary Is to be sameone other than the employee, please completa the Beneficiary Designation form.

Please contact your emptoyer for any record of or changes to your beneficiary information.

Attention: If any of the beneficiaries named above is a minor (a person under the age of 18 or 21, depending on their state of residency), state law may limit Guardian’s ability
to pay life insurance proceeds directly to them for as long as they remain a minor. State Uniform Transfers to Minors Act (UTMA) laws, where applicable, may allow for the
normal course of payment of these proceeds, or a portion thereof, to the minor beneficiary's designated Custodian to manage on the minor's behalf until they reach adult age.
At that time, the proceeds are turned over to the aduit child, who can use the proceeds in any way he or she chooses.

Are any of the beneficiaries identified above considered a minor in the state in which they reside? Check one box enly. Q Yes Q No
If you answered “Yes", please name the legally designated UTMA Custodian for all minor beneficiaries you have designated:

Custodian to Minor Beneficiaries:

Name: Soclal Security Number (or FEIN/TIN # if a corporateentity) - o
Date of Birth (mm-dd-yyyy) (if an individual): - - Address/City/State/Zip:
Phone: ( ) -

Short-Term Disability (STD) Coverage:
The amount of STD coverage you select may be either a specific dollar amount or an amcunt that is a muitiple of your salary and may be subject to certain reductions as
stated in the certificate of coverage covering you.

Weekly Benefit Weekly Benefit
0 $100.00 Q $600.00
0 $150.00 0 $650.00
Q $200.00 Q $700.00
Q $250.00 Q $750.00
Q $300.00 Q $800.00
Q $350.00 Q $850.00
Q $400.00 Q $900.00
0 $450.00 Q $1,000.00
Q $500.00 Q $1,250.00
Q1 $550.00 Q $1,500.00

This amount may not exceed 60% of your

weekly salary.

Q | do not want this coverage.




Guardian Group Plan Number: 00491714 Please print employee name:

Long-Term Disability (LTD) Coverage:

The amount of LTD coverage you select may be either a specific dollar amount or an amount that is a multiple of your salary and may be subject to certain reductions as
stated in the certificate of coverage covering you.

Monthly Benefit
Q $500.00
Q $700.00
Q $1,000.00
Q $1,400.00
Q $1,500.00
0 $1,700.00
Q $1,800.00
0 $1,900.00
Q $2,000.00
0 $2,100.00
This amount may not exceed 60% of your
monthly salary.

Q3 1 do not want this coverage.

Critical lliness Coverage:

Benelit reductions apply. Please see plan administrator.
Employee

Insurance Amount: Q $1,000

Q 1 do not want this coverage.

Name your beneficiaries: (Primary beneficiary percentages must total 100%)
if additional space is needed, please attach a separate sheet of paper with this information along with your enroliment form. Be sure to sign and date (mm-dd-yyyy) the paper
and keep a copy for your records

Primary Beneticiaries:
Name: Soclal SecurltyNumber: _____ - - %
Date of Birth (mm-dd-yy):___ - - Addrass/City/State/Zip:
Phone:( ) - Relationship to Empiloyee:
Name:, Social Security Number:__ -~ - = = %
Date of Birth (mm-dd-yy):__ - - Address/City/State/Zip:
Phone:( ) - Relationship to Employee:
Contingent Beneficiary: Social Security Number: __ - -
Date of Birth (mm-dd-yy): - - Address/City/State/Zip:
Phone:{ ) - Relationship to Employee:

In the event the primary beneficiaries are deceased, the contingent beneficiary will receive the benefit.
Please contact your employer for any record of or changes to your beneficiary information
Spouse and dependent/child(ren) - If the intended beneficiary is to e someone other than the employes, please complete the Beneficiary Designation form.

Attention: if any of the beneficiaries named above is a minor {a person under the age of 18 or 21, depending on their state of residency), state law may limit Guardian's ability
to pay life insurance proceeds directly to them for as long as they remain a minor. State Uniform Transfers to Minors Act (UTMA) laws, where applicable, may allow for the
normal course of payment of these proceeds, or a portion thereof, to the minor beneficiary's designated Custodian to manage on the minor's behalf until they reach adult age.
At that time, the proceeds are turned over to the adult child, who can use the proceeds in any way he or she chooses.

Are any of the beneficiaries identified above considered a minar in the state In which they reside? Check one box only. Q Yes O No
if you answered “Yes”, please name the legally designated UTMA Custodian for all minor beneficiaries you have designated:

Custodian to Minor Beneficiarles:

Name: Social Security Number (or FEIN/TIN # f a corporate entity): =~~~ - .
Date of Birth (mm-dd-yyyy) (if an individual): - - Address/City/State/Zip: -
Phone: ( ) -
Questions? Call the Guardian Helpline (888) 600-1600 www.guardianlife.com 5
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Accident Coverage  You must be enrolled to cover your dependents.

Your Monthly premium Employee Only EE & Spouse EE& EE, Spouse &
Dependent/Child(ren) Dependent/Child(ren)

Q$17.94 0 $29.46 Q$30.31 Q$41.83

Q| do not want this coverage.

Hospital Indemnity Coverage  You must be enrofied to cover your dependents.  Check only one box.

Your Monthly premium Employee Only EE & Spouse EE & Child(ren) EE, Spouse & Child{ren)
<50 QO $18.4 Q$35.12 Q $30.26 Q $46.97
50-59 Q $25.18 0 $50.36 0 $37.03 0 $62.21
60-64 Q $36.49 Q $74.18 Q $48.34 0 $86.03
65-69 Q $47.02 0 $97.35 Q $58.87 Q $109.20

Q 1 do not want this coverage. Q | do not want this coverage. O | do not want this coverage. Q | do not want this coverage.

Applicants over the age of 69 are not eligible to enrofl in the Hospital Indemnity coverage.

Health History
Complete the following question(s) if you are enrolling for one or more of the following benefits listed below and you are electing an amount above coverage that is
Guaranteed Issue. NOTE: Additional information may be required.

Voluntary Life

in the last 6 months have you or any of your dependents received medical care, including treatment, consultation services, diagnostic measures or monitoring of a condition
in remission; or taken prescribed drugs for: Cancer, Heart Disease, Biabetes; any condition related to Acquired Immune Deficiency Disorder (AIDS) ; or any other Chronic

Condition?
Q Yes,Ihave. O No,lhaven't. Q Yes, myspouse has. O No, my spouse hasn't. O Yes, my dependent child(ren) have. QO No, my dependent child(ren) haven't.

An Evidence of Insurability form must be completed for any person with a “Yes" answer lo the question(s) above.

Signature
e |understand that my dependent(s) cannot be enrolled for a coverage if | am not enrolled for that coverage.

e  Anemployee's decision to elect Vision and/or Hospital Indemnity not elect Vision and/or Hospital Indemnity must be retained until the next plan's Open Enroliment
period. If the employee elects not to enroll in Vision and/or Hospital Indemnity coverage, they are not eligible to enroll until the plan's next Open Enroliment period..

e  HOSPITAL INDEMNITY ONLY: This is a limited plan of Hospital Indemnity insurance. It is a supplement to health insurance. Itis not a substitute for hospital or medical
expense insurance, a health maintenance organization (HMO) contract, or major medical expense insurance.

e  LIFEONLY: I understand that life insurance coverage for a dependent, other than a newborn child, will not take effect if that dependent is confined to a hospital or other
health care facility, or is heme confined, or is unable to perform the normal activities of someone of like age and sex.

e  Submission of this form does not guarantee coverage. Among other things, coverage is contingent upon underwriting approval and meeting the applicable eligibility
requirements as set forth in the applicable benefit booklet.

o lunderstand that | must be actively at work or my elected coverage will not take effect until | have met the eligibility requirements (as defined in the benefit booklet.) This
does not apply to eligible retirees.

e lunderstand that if | waive coverage, | may not be eligible to enroll until the next open enroliment period. Late entrant penalties may apply. | understand that | may also
have to provide, at my own expense, proof of each person’s insurability. Guardian or its designee has the right to reject my request.

e | understand that my coverage will not be effective until approved by Guardian or its designated underwriter.

e | hereby apply for the group benefit(s) that | have chosen above.

e | understand that | must meet eligibility requirements for all coverages that | have chosen above.

e |agree that my employer may deduct premiums from my pay if they are required for the coverage | have chosen above.

o  lacknowledge and consent to receiving electronic copies of applicable insurance related documents, in lieu of paper copies, to the extent permitted by applicable law. |
may change this election only by providing thirty (30) day prior written notice.




Guardian Group Plan Number: 00491714 Please print employee name:

e | consent to electronic communication from Guardian, such as emails and text messages, regarding my coverage(s). | may change this election only by providing
(thirty) 30 days prior written notice.

e lattest that the information provided ahove is true and correct to the best of my knowledge.

Any person who with intent to defraud any insurance company or other persan files an application for insurance or statements of claim containing any materially, faise
information or canceals for purpose of misleading information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and may

also be subject to civil penalties, or denial of insurance benefits.
The state in which you reside may have a specific state fraud warning. Please refer to the attached Fraud Warning Statements page.

SIGNATURE OF EMPLOYEE X DATE

Enrollment Kit 00491714, 0001, EN

Fraud Warning Statements

The laws of several states require the following statements to appear on the enrollment form:

Alabama: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents false information in an application for
insurance is guilty of a crime and may be subject to restitution fines or confinement in prison, or any combination thereof.

Callfornia: For your protection California law requires the following to appear on this form: Any person who knowingly presents false or fraudulent claim for the payment of a
loss is guilty of a crime and may be subject to fines and confinement in state prison.

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

Regulatory Agencies.

Delaware, Indiana and Gklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an
insurance policy containing any false, incomplete or misleading information is guilty of a felony.

District of Columbla: WARNING: it is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person. Penalties
include imprisonment and/or fines. In addition, an insurer may deny insurance benefits, if false information materially refated to a claim was provided by the applicant.

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

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

Louisiana: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit is guilty of a crime and may be subject to fines and confinements
in state prison.

Maine: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties may
include imprisonment, fines or a denial of insurance benefit.

Maryland : Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or knowingly or willfully presents false information in an
application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Missouri: Any person who with intent to defraud any insurance company or other person files an application for insurance or statements of claim containing any knowingly
false information, or conceals for purpose of misleading information concerning any fact material hereto, commits a fraudulent insurance act, which is a crime, and may also
be subject to civil penalties, or denial of insurance benefits subject to the conditions/provisions of the palicy.

Oregon: Any person who with intent to defraud any insurance company or other person files an application for insurance or statements of claim containing any materially
false information, or conceals for purpose of misteading information concerning any fact material thereto, may be committing a fraudulent act, and may be subject to civil

penalties or dental of insurance benefits.
New Jarsey: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.

New Mexico: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE
INFORMATION IN AN APPLICATION FOR INSURANGE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO CIVIL FINES AND CRIMINAL PENALTIES.

Ohio: Any person who with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an application or files a claim containing a false or
deceptive statement is guilty of insurance fraud.

Oklahoma: WARNING: Any person who knowingly, and with the intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an insurance policy
containing any faise, incomplete or misleading information is guilty of a felony.

Questions? Call the Guardian Helpline (888) 600-1600 wwyw.guardianlife.com 7
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Pennsylvania: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim
containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act,

which is a crime and subjects such person to criminal and civil penalties.

Rhode Island: Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or knowingly and willfully presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Tennessee and Washington: It is a crime to knowingly provide false, incomplete or misteading information to an insurance company for the purpose of defrauding the
company. Penalties may include imprisonment, fines or a denial of insurance benefits.

Virginia: Any person who with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an application or files a claim containing a faise or
deceptive statement may have violated state law.




