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DISCLOSURE FOR CONSUMER REPORTS 
 
 


In connection with my application for employment (including contract services) with Southern University of 
New Orleans, I understand consumer reports will be requested by Southern University of New Orleans 
(“Company”). These reports may include, as allowed by law, the following types of information, as applicable: 
names and dates of previous employers, work experience, education, accidents, licensure, credit (as allowed 
by law – where required, you will be presented with additional disclosures), etc. I further understand that 
such reports may contain public record information such as, but not limited to: my driving record (which 
will include all or part of the following personal information: photograph, social security number, driver’s 
license number, your name, your address and medical or disability information), workers’ compensation 
claims, judgments, bankruptcy proceedings, evictions, criminal records, etc., from federal, state, and other 
agencies that maintain such records. 


 
 
If I am hired, I understand that Southern University of New Orleans may obtain consumer reports 
throughout my employment or contract period. 


 
 
 
Acknowledged: 


 
 


  / /   
Signature Date 


 
 
 
 
 
 


 


Printed Full Name 







AUTHORIZATION 
 


I hereby authorize procurement of consumer report(s) and investigative consumer report(s) by 
Southern University of New Orleans (“Company”) and its consumer reporting agency Tracepoint, LLC 
(“Agency”). If hired (or contracted), this authorization shall remain on file and shall serve as ongoing 
authorization for Southern University of New Orleans to procure such reports at any time during, as 
permitted by law, my employment or contract period. I authorize without reservation, any person, 
business or agency contacted by the consumer reporting agency to furnish the above- mentioned 
information. 


 
In connection with my application for employment, I direct the following regarding my current employer: 
(please check one).  Yes, my current employer may be contacted  / No, my current employer cannot 
be contacted    


 


I understand that I have rights under the Fair Credit Reporting Act, and I acknowledge receipt of the FCRA 
Summary of Rights (initials). 


 
I authorize Southern University of New Orleans and Tracepoint, LLC to use email communication with 
me to provide me with notices and information regarding any report or use of such report. If I do not have an 
email address or do not wish to share it, then communication will be by U.S. Mail, which will result in slower 
communication. 


 
If you have any questions concerning this background screening content, please contact: Tracepoint, LLC at 
(504) 284-2285. 


 
 
Printed Full Name:     


 


Signature:     
 


Date: / /   
 


Email:                                                                                           


Mailing Address:   
 


City: State: Zip Code:    
 


For identification purposes: 
 
Social Security No.: ; Date of Birth:    


 


Driver’s License No.: ; State of Issue:    
 


Other Names Used:    
 


 
 







INFORMATION REGARDING YOUR RIGHTS 
 
I understand that I have the right to make a request to the consumer reporting agency: Tracepoint, LLC 
(“Agency”), 641 N. Alexander Street, New Orleans, LA 70119, telephone number (504) 284-2285, upon 
proper identification, to obtain copies of any reports furnished to Southern University of New Orleans by the 
Agency and to request the nature and substance of all information in its files on me at the time of my 
request, including the sources of information. The Agency will also disclose the recipients of any such 
reports on me which the Agency has previously furnished within the two year period for employment requests, 
and one year for other purposes preceding my request (California three years). I understand that I can dispute, 
at any time, any information that is inaccurate in any type of report with the Agency. I may view the 
Agency’s privacy policy at their website: www.tracepointllc.com. 


 
I understand that if the Company is located in California, Minnesota or Oklahoma, that I have the right to request 
a copy of any report Company receives on me at the time the report is provided to Company.  By checking the 
following box, I request a copy of all such reports be sent to me.   


 
Check here:         □ 


Personal information in driving records includes information that identifies you, such as your photograph, 
social security number, driver’s license number, your name, your address, your telephone number and medical 
or disability information relating to any license restrictions. Highly restricted personal information includes 
your photograph or image, social security number, medical or disability information relating to any license 
restrictions.  18 U.S.C. §2725. 


 
Acknowledged: 


 
 


  / /    
Signature Date 
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Dental and Vision Enrollment Form
Underwritten by: Starmount Life Insurance Company
8485 Goodwood Blvd., Baton Rouge, LA 70806-7878
Fax Number: (207) 771-4019


Please print legibly and complete this form in its entirety. Blank fields will cause delays in processing.
o Initial Enrollment: To make initial elections; or
o Annual Enrollment or Change in Status: To make changes to existing elections and/or information. The elections/
information you indicate will replace your prior elections/information on file. Note: If you do not wish to make any changes, 
do not complete this form. Please contact your employer with any questions.
o Terminate Coverage: To terminate coverage for yourself and all dependents.
o Waive coverage.  o Covered under Spouse’s or Domestic Partner’s group plan  o I have other coverage   
o Other:____________________


Employer Name Policy No. Division No. Effective Date


Employee Social-Security Number Gender
o M o F


Date of Birth (mm/dd/yyyy) Hours Worked Per Week


Employee First Name                              M.I. Last Name


Employee Street Address City State Zip Code


Original Date of Hire Actively Employed:
o Yes o No


o Date entered into an eligible class (ex:  part time to full time or promotion date)
o Rehire date  ________________


SPOUSE or DOMESTIC PARTNER/DEPENDENT ELECTIONS:  (For additional dependents, complete and attach 
an additional form.)
Name (First, MI, Last) Gender Date of Birth Relationship Election (A=Add; 


T=Terminate)
Effective Date 
(if different)


o M o F o A  o T
o M o F o A  o T
o M o F o A  o T
o M o F o A  o T
o M o F o A  o T


If dependent children listed are disabled or full-time students age 19 or over, please contact your group administrator.
COVERAGE ELECTIONS:
Type of Coverage Employee 


Only
Employee/Spouse or 


Domestic Partner
Employee/Child(ren) Employee/Family


Dental
o High  o Low  o Other  o Waive o o o o


Vision
o High  o Low  o Other  o Waive o o o o


REPLACEMENT:
In the past 12 months, have you had continuous coverage providing like or similar benefits with a prior carrier? o Yes  o No
If Yes, please provide: Policyholder: Insurance Company:
The certificate provides limited benefits. Review your certificate carefully. 
Warning: 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 insurance is guilty of a crime and may be subject to fines and confinement 
in prison. 
Request for Signature and Certification: I understand that my coverage may be subject to waiting periods, limitations, 
exclusions and termination as described in the enrollment materials or employee booklet(s) that have been provided 
to me by my employer and will not be effective until approved. All statements are true to the best of my knowledge and 
belief and I understand that a copy of this form will be made available to me at my request. I understand that any untrue 
statement or material misrepresentation may result in claim denial or cancellation of coverage. I authorize my employer 
to make the necessary deductions from my salary or wages to pay the premium when my insurance becomes effective. I 
understand that my payroll deduction amount will change if my coverage or costs change.
I understand that if I waive coverage and later decide to enroll, late entrant penalties may apply.
_____________________________________ 	 ________________
Employee Signature				    Date (mm/dd/yyyy)


RETAIN A COPY OF THIS FORM FOR YOUR RECORDS AND SEND A COPY TO YOUR EMPLOYER
Unum is a registered trademark and marketing brand of Unum Group and its insuring subsidiaries.
AE-1250-LA (03/20)
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Unum is a registered trademark and marketing brand of Unum Group and its insuring subsidiaries. 
 


  
 


SOUTHERN UNIVERSITY SYSTEM 


Policy #444265-0001  


 
Dental and Vision Rates 


 
 


 Dental Vision 
 per month per month 
 
Employee Only  $30.43 $7.04   
 
 
Employee plus 1 Adult $63.82 $14.06   
 
 
Employee plus Children $63.82 $14.82  
 
 
Employee plus Family $100.93 $23.30   
 
 
Employee plus Dependent (Child) N/A  N/A  
 
 
 
 
 
 
 
Please note all rates are subject to change by Unum in the future. 
 
 
 
 
 
 
 
 
 



AlwaysCare Rates





















State Employee Total State Employee Total State Employee Total State Employee Total State Employee Total
Share Share Premium Share Share Premium Share Share Premium Share Share Premium Share Share Premium


ACTIVE EMPLOYEE


ENROLLEE ONLY $679.72 $226.50 $906.22 $554.18 $184.68 $738.86 $653.84 $217.90 $871.74 $236.30 $78.72 $315.02 $408.54 $136.14 $544.68


ENROLLEE + 1 (SPOUSE) $1,189.10 $735.90 $1,925.00 $969.42 $600.00 $1,569.42 $1,143.80 $707.74 $1,851.54 $413.44 $255.84 $669.28 $714.64 $442.26 $1,156.90


ENROLLEE + 1 (CHILD) $779.26 $326.08 $1,105.34 $635.30 $265.80 $901.10 $749.54 $313.60 $1,063.14 $270.98 $113.46 $384.44 $468.44 $196.08 $664.52


ENROLLEE + CHILDREN $779.26 $326.08 $1,105.34 $635.30 $265.80 $901.10 $749.54 $313.60 $1,063.14 $270.98 $113.46 $384.44 $468.44 $196.08 $664.52


FAMILY $1,241.72 $788.46 $2,030.18 $1,012.32 $642.90 $1,655.22 $1,194.36 $758.32 $1,952.68 $431.64 $274.06 $705.70 $746.22 $473.82 $1,220.04


RETIREE WITHOUT MEDICARE & RE-EMPLOYED RETIREE


ENROLLEE ONLY $1,459.58 $226.50 $1,686.08 $1,189.98 $184.68 $1,374.66 $1,409.12 $217.90 $1,627.02 N/A N/A N/A $877.28 $136.14 $1,013.42


ENROLLEE + 1 (SPOUSE) $2,241.46 $735.90 $2,977.36 $1,827.38 $600.00 $2,427.38 $2,165.14 $707.74 $2,872.88 N/A N/A N/A $1,347.16 $442.26 $1,789.42


ENROLLEE + 1 (CHILD) $1,551.98 $326.08 $1,878.06 $1,265.40 $265.80 $1,531.20 $1,498.78 $313.60 $1,812.38 N/A N/A N/A $933.10 $196.08 $1,129.18


ENROLLEE + CHILDREN $1,551.98 $326.08 $1,878.06 $1,265.40 $265.80 $1,531.20 $1,498.78 $313.60 $1,812.38 N/A N/A N/A $933.10 $196.08 $1,129.18


FAMILY $2,222.18 $740.72 $2,962.90 $1,811.72 $603.90 $2,415.62 $2,144.32 $714.78 $2,859.10 N/A N/A N/A $1,335.42 $445.14 $1,780.56


RETIREE WITH 1 MEDICARE


ENROLLEE ONLY $411.22 $137.06 $548.28 $335.24 $111.76 $447.00 $403.70 $134.56 $538.26 N/A N/A N/A $247.16 $82.40 $329.56


ENROLLEE + 1 (SPOUSE) $1,519.42 $506.42 $2,025.84 $1,238.76 $412.88 $1,651.64 $1,475.42 $491.84 $1,967.26 N/A N/A N/A $913.18 $304.36 $1,217.54


ENROLLEE + 1 (CHILD) $711.76 $237.26 $949.02 $580.28 $193.42 $773.70 $694.40 $231.50 $925.90 N/A N/A N/A $427.98 $142.60 $570.58


ENROLLEE + CHILDREN $711.76 $237.26 $949.02 $580.28 $193.42 $773.70 $694.40 $231.50 $925.90 N/A N/A N/A $427.98 $142.60 $570.58


FAMILY $2,024.48 $674.76 $2,699.24 $1,650.52 $550.16 $2,200.68 $1,963.88 $654.60 $2,618.48 N/A N/A N/A $1,216.58 $405.54 $1,622.12


RETIREE WITH 2 MEDICARE


ENROLLEE + 1 (SPOUSE) $739.24 $246.36 $985.60 $602.68 $200.86 $803.54 $723.66 $241.20 $964.86 N/A N/A N/A $444.30 $148.06 $592.36


FAMILY $915.22 $305.08 $1,220.30 $746.22 $248.70 $994.92 $895.96 $298.64 $1,194.60 N/A N/A N/A $550.02 $183.34 $733.36


C.O.B.R.A.


ENROLLEE ONLY $0.00 $924.36 $924.36 $0.00 $753.62 $753.62 $0.00 $889.20 $889.20 $0.00 $321.34 $321.34 $0.00 $555.58 $555.58


ENROLLEE + 1 (SPOUSE) $0.00 $1,963.48 $1,963.48 $0.00 $1,600.82 $1,600.82 $0.00 $1,888.54 $1,888.54 $0.00 $682.62 $682.62 $0.00 $1,180.02 $1,180.02


ENROLLEE + 1 (CHILD) $0.00 $1,127.42 $1,127.42 $0.00 $919.12 $919.12 $0.00 $1,084.42 $1,084.42 $0.00 $392.12 $392.12 $0.00 $677.82 $677.82


ENROLLEE + CHILDREN $0.00 $1,127.42 $1,127.42 $0.00 $919.12 $919.12 $0.00 $1,084.42 $1,084.42 $0.00 $392.12 $392.12 $0.00 $677.82 $677.82


FAMILY $0.00 $2,070.76 $2,070.76 $0.00 $1,688.30 $1,688.30 $0.00 $1,991.70 $1,991.70 $0.00 $719.82 $719.82 $0.00 $1,244.42 $1,244.42


DISABILITY C.O.B.R.A.


ENROLLEE ONLY $0.00 $1,359.34 $1,359.34 $0.00 $1,108.30 $1,108.30 $0.00 $1,307.62 $1,307.62 $0.00 $472.54 $472.54 $0.00 $817.02 $817.02


ENROLLEE + 1 (SPOUSE) $0.00 $2,887.50 $2,887.50 $0.00 $2,354.14 $2,354.14 $0.00 $2,777.32 $2,777.32 $0.00 $1,003.92 $1,003.92 $0.00 $1,735.36 $1,735.36


ENROLLEE + 1 (CHILD) $0.00 $1,658.00 $1,658.00 $0.00 $1,351.66 $1,351.66 $0.00 $1,594.72 $1,594.72 $0.00 $576.66 $576.66 $0.00 $996.78 $996.78


ENROLLEE + CHILDREN $0.00 $1,658.00 $1,658.00 $0.00 $1,351.66 $1,351.66 $0.00 $1,594.72 $1,594.72 $0.00 $576.66 $576.66 $0.00 $996.78 $996.78


FAMILY $0.00 $3,045.28 $3,045.28 $0.00 $2,482.84 $2,482.84 $0.00 $2,929.02 $2,929.02 $0.00 $1,058.56 $1,058.56 $0.00 $1,830.06 $1,830.06


NOTE: 1) The breakdown between the State Share and the Employee Share amounts shown may not be accurate for certain school board employees due to


local funding that affects agency funding, which affects agency contributions. Total Premium amounts are correct for all non-risk rated agencies.


2) The breakdown between the State Share and Employee Share amounts shown for retirees without Medicare coverage is determined based upon


the requirements of LA R.S. 42:851(C)(3), which supersedes the requirements of LA R.S. 42:851(E)(1).


3) All plan members who retired on or after July 1, 1997 must have Medicare Part A and Part B to qualify for reduced premium rates.


Approved


OFFICE OF GROUP BENEFITS


OFFICIAL SCHEDULE OF MONTHLY PREMIUM RATES
Rates effective January 1, 2024 (75% employer participation level)


For a complete list of premium rates at all employer participation levels please visit  info.groupbenefits.org.


Magnolia Open Access
Administered by Blue Cross


Magnolia Local
Administered by Blue Cross


Magnolia Local Plus
Administered by Blue Cross


Pelican HSA775
Administered by Blue Cross


Pelican HRA1000
Administered by Blue Cross
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Instructions for Form I-9, 
Employment Eligibility Verification                      


Department of Homeland Security 
U.S. Citizenship and Immigration Services


USCIS 
Form I-9 


OMB No. 1615-0047 
Expires 07/31/2026


Employers and employees must complete their respective sections of Form I-9.  The form is used to document verification 
of the identity and employment authorization of each new employee (both U.S. citizen and noncitizen) hired after 
November 6, 1986, to work in the United States.  In the Commonwealth of the Northern Mariana Islands (CNMI), 
employers must complete Form I-9 to document the verification of the identity and employment authorization of each new 
employee (both U.S. citizen and noncitizen) hired after November 27, 2011.


Purpose of Form I-9


Anti-Discrimination Notice:  Employers must allow all employees to choose which acceptable documentation to present 
for Form I-9.  Employers cannot ask employees for documentation to verify information entered in Section 1, or specify 
which acceptable documentation employees must present for Section 2 or Supplement B, Reverification and Rehire.  
Employees do NOT need to prove their citizenship, immigration status, or national origin when establishing their 
employment authorization for Form I-9 or E-Verify.  Requesting such proof or any specific document from employees 
based on their citizenship, immigration status, or national origin, may be illegal.  Similarly, discriminating against 
employees in hiring, firing, recruitment, or referral for a fee, based on citizenship, immigration status, or national origin 
may be illegal.  Employers should not reject acceptable documentation due to a future expiration date.  For more 
information on how to avoid discrimination or how to report it, contact the Immigrant and Employee Rights Section in the 
Department of Justice's Civil Rights Division at www.justice.gov/ier.


Definitions


Employee:  A person who performs labor or services in the United States for an employer in return for wages or other 
remuneration.  The term “employee” does not include individuals who do not receive any form of remuneration (e.g., 
volunteers), independent contractors, or those engaged in certain casual domestic employment.


Employer:  A person or entity, including an agent or anyone acting directly or indirectly in the interest thereof, who 
engages the services or labor of an employee to be performed in the United States for wages or other remuneration. This 
includes recruiters and referrers for a fee who are agricultural associations, agricultural employers, or farm labor 
contractors.


Authorized Representative:  Any person an employer designates to complete and sign Form I-9 on the employer's 
behalf.  Employers are liable for any statutory and regulatory violations made in connection with the form or the 
verification process, including any violations committed by any individual designated to act on the employer's behalf.


Preparer and/or Translator:  Any individual who helps the employee complete or translates Section 1 for the employee.


General Instructions


Form I-9 consists of:
●  Section 1: Employee Information and Attestation
●  Section 2: Employer Review and Verification
●  Lists of Acceptable Documents 
●  Supplement A, Preparer and/or Translator Certification for Section 1 
●  Supplement B, Reverification and Rehire (formerly Section 3)



http://www.justice.gov/ier
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EMPLOYEES


Employees must complete and sign Section 1 of Form I-9 no later than the first day of employment (i.e., the date the 
employee begins performing labor or services in the United States in return for wages or other remuneration).  Employees 
may complete Section 1 before the first day of employment, but cannot complete the form before acceptance of an offer 
of employment.


EMPLOYERS


Employers in the United States, except Puerto Rico, must complete the English-language version of Form I-9.  Only 
employers located in Puerto Rico may complete the Spanish-language version of Form I-9 instead of the English-language 
version.  Any employer may use the Spanish-language form and instructions as a translation tool.


All employers must:


●  Make the instructions for Form I-9 and Lists of Acceptable Documents available to the employee when completing 
the Form I-9 and when requesting that the employee present documentation to complete Supplement B, 
Reverification and Rehire.  See page 5 for more information.


●  Ensure that the employee completes Section 1.
●  Complete Section 2 within three business days after the employee's first day of employment.  If you hire an 


individual for less than three business days, complete Section 2 no later than the first day of employment.
●  Complete Supplement B, Reverification and Rehire when applicable.
●  Leave a field blank if it does not apply and allow employees to leave fields blank in Section 1, where appropriate.
●  Retain completed forms.  You are not required to retain or store the page(s) containing the Lists of Acceptable 


Documents or the instructions for Form I-9.  Do not mail completed forms to U.S. Citizenship and Immigration 
Services (USCIS) or Immigration and Customs Enforcement (ICE).


Additional guidance about how to complete Form I-9 may be found in the Handbook for Employers: Guidance for 
Completing Form I-9 (M-274) and on I-9 Central.


Section 1:  Employee Information and Attestation


Step 1:  Employee completes Section 1 no later than the first day of employment.
●  All employees must provide their current legal name, complete address, and date of birth.  If other fields do not 


apply, leave them blank.
●  When completing the name fields, enter your current legal name and any last names you previously used, including 


any hyphens or punctuation.  If you only have one name, enter it in the Last Name field and then enter “Unknown” 
in the First Name field.


●  Providing your 9-digit Social Security number in the Social Security number field is voluntary, unless your 
employer participates in E-Verify.  See page 5 for instructions related to E-Verify.  Do not enter an Individual 
Taxpayer Identification Number (ITIN) as your Social Security number.


Step 2:  Attest to your citizenship or immigration status.
You must select one box to attest to your citizenship or immigration status.


A citizen of the United States.
A noncitizen national of the United States:  An individual born in American Samoa, certain former citizens of the 
former Trust Territory of the Pacific Islands, and certain children of noncitizen nationals born abroad.
A lawful permanent resident:  An individual who is not a U.S. citizen and who resides in the United States under 
legally recognized and lawfully recorded permanent residence as an immigrant.


Conditional residents should select this status.  Asylees and refugees should NOT select this status; they should 
instead select “A noncitizen authorized to work.”  If you select “lawful permanent resident,” enter your 7- to 9-digit 
USCIS Number (A-Number) in the space provided.


1.
2.


3.



https://www.uscis.gov/i-9-central/handbook-employers-m-274

https://www.uscis.gov/i-9-central/handbook-employers-m-274

https://www.uscis.gov/i-9-central/handbook-employers-m-274

https://www.uscis.gov/i-9-central/handbook-employers-m-274

http://www.uscis.gov/i-9-central
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If you select this box, enter the date that your employment authorization expires, if any, in the space provided.  In 
most cases, your employment authorization expiration date is found on the documentation evidencing your 
employment authorization.  If your employment authorization documentation has been automatically extended by the 
issuing authority, enter the expiration date of the automatic extension in this space.


●  Refugees, asylees, and certain citizens of the Federated States of Micronesia, the Republic of the Marshall Islands, 
or Palau, and other noncitizens authorized to work whose employment authorization does not have an expiration 
date, should enter N/A in the Expiration Date field.


Employees who select "a noncitizen authorized to work" must enter one of the following to complete Section 1:


Your employer may not ask for documentation to verify the information you entered in Section 1.


(1)  USCIS Number/A-Number (7 to 9 digits);
(2)  Form I-94 Admission Number (11 digits); or
(3)  Foreign Passport Number and the Country of Issuance 


Step 3:  Sign and enter the date you signed Section 1.  Do NOT back-date this field.
Step 4:  Preparer and/or translator completes a Preparer and/or Translator Certification, if applicable.


Within three business days after your first day of employment, you, the employee, must present to your employer original, 
acceptable, and unexpired documentation that establishes your identity and employment authorization.  For example, if 
you begin employment on Monday, you must present documentation on or before the Thursday of that week.  However, if 
you were hired to work for less than three business days, you must present documentation no later than the first day of 
employment.


Choose which documentation to present to your employer from the Lists of Acceptable Documents.  An employer cannot 
specify which documentation you may present from the Lists of Acceptable Documents.  You may present either: 1.) one 
selection from List A or 2.) a combination of one selection from List B and one selection from List C.  In certain cases, you 
may also present an acceptable receipt for List A, B, or C documents.  For more information on receipts, refer to the M-274.


Step 5:  Present Form I-9 Documentation


If a preparer and/or translator assists an employee in completing Section 1, that person must complete a Certification area 
on Supplement A, Preparer and/or Translator Certification for Section 1, located on Page 3 of Form I-9.  There is no limit 
to the number of preparers and/or translators an employee may use.  Each preparer and/or translator must complete and 
sign a separate Certification area.  Employers must ensure that they retain any additional pages with the employee's 
completed Form I-9.  If the employee does not use a preparer or translator, employers are not required to provide or retain 
Supplement A.


●  List A documentations show both identity and employment authorization.  Some documentation must be presented 
together to be considered acceptable List A documentation.  If you present acceptable List A documentation, you 
should not be asked to present List B and List C documentation.


●  List B documentation shows identity only and List C documentation shows employment authorization only.  If you 
present acceptable List B and List C documentation, you should not be asked to present List A documentation.  
Guidance is available in the M-274 if you are under the age of 18 or have a disability (special placement) and 
cannot provide List B documentation.


Your employer must physically examine the documentation you present to complete Form I-9, or examine them consistent 
with an alternative procedure authorized by the Secretary of DHS. If your documentation reasonably appears to be 
genuine and to relate to you, your employer must accept the documentation.  If your documentation does not reasonably 
appear to be genuine or to relate to you, your employer must reject it and provide you with an opportunity to present other 
documentation.  Your employer may choose to make copies of your documentation, but must return the original(s) to you. 
Your employer may not ask for documentation to verify the information you entered in Section 1.


A noncitizen (other than Item Numbers 2. and 3. above) authorized to work:  An individual who has 
authorization to work but is not a U.S. citizen, noncitizen national, or lawful permanent resident.


4.
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You or your authorized representative must complete Section 2 by physically examining evidence of the employee's 
identity and employment authorization within three business days after the employee's first day of employment.  For 
example, if an employee begins employment on Monday, you must review the employee's documentation and complete 
Section 2 on or before the Thursday of that week.  However, if the individual will work for less than three business days, 
Section 2 must be completed no later than the first day of employment.


Step 1:  Enter information from the documentation the employee presents.
You, the employer or authorized representative, must either physically examine, or examine consistent with an alternative 
procedure authorized by the Secretary of DHS, the original, acceptable, and unexpired documentation the employee 
presents from the Lists of Acceptable Documents to complete the applicable document fields in Section 2.  You cannot 
specify which documentation an employee may present from these Lists of Acceptable Documents.  A document is 
acceptable if it reasonably appears to be genuine and to relate to the person presenting it.  Photocopies, except for certified 
copies of birth certificates, are not acceptable for Form I-9.  Employees must present one selection from List A or a 
combination of one selection from List B and one selection from List C.
You may use common abbreviations for states, document titles, or issuing authorities, such as:  “DL” for driver's license, 
and “SSA” for Social Security Administration.  Refer to the M-274 for abbreviation suggestions.
List A documentation shows both identity and employment authorization.


●  Enter the required information from the List A documentation in the first set of document entry fields in the List A 
column.  Some List A documentation consists of a combination of documents that must be presented together to be 
considered acceptable List A documentation.  If the employee presents a combination of documents for List A, use 
the second and third sets of document entry fields in the List A column.  Use the Additional Information space, as 
necessary, for additional documents.  When entering document information in this space, ensure you record all 
available document information, such as the document title, issuing authority, document number and expiration 
date.


●  If an employee presents acceptable List A documentation, do not ask the employee to present List B and List C 
documentation.


List B documentation shows identity only, and List C documentation shows employment authorization only. 
●   If an employee presents acceptable List B and List C documentation, enter the required information from the 


documentation under each corresponding column and do not ask the employee to present List A documentation.
●   If an employee under the age of 18 or with disabilities (special placement) cannot provide List B documentation, 


see the M-274 for guidance.
In certain cases, the employee may present an acceptable receipt for List A, B, or C documentation.  For more information 
on receipts, refer to the Lists of Acceptable Documents and the M-274.


Photocopies
●   You may make photocopies of the documentation examined but must return the original documentation to the 


employee.


●   You must retain any photocopies you make with Form I-9 in case of an inspection by DHS, the Department of 
Labor, or the Department of Justice, Civil Rights Division, Immigrant and Employee Rights Section.


Step 2:  Enter additional information, if necessary.


Use the Additional Information field to record any additional information required to complete Section 2, or any updates 
that are necessary once Section 2 is complete.  Initial and date each additional notation.  See the M-274 for more 
information.  Such notations include, but are not limited to:


You may designate an authorized representative to act on your behalf to complete Section 2.


Section 2:  Employer Review and Verification


Before completing Section 2, you, the employer, should review Section 1.  If you find any errors or missing information 
in Section 1., the employee must correct the error, and then initial and date the correction.
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Step 4:  Complete the employer certification.


Employers or their authorized representatives, if applicable, must complete all applicable fields in this area, and sign and 
date where indicated.


Reverification and Rehire


To reverify an employee's work authorization or document an employee's rehire, use Supplement B, Reverification and 
Rehire (formerly Section 3).  Employers need only complete and retain the supplement page when employment 
authorization reverification is required.  Employers may choose to document a rehire on the supplement as well.  Enter the 
employee's name at the top of each supplement page you use.  In the New Name field, record any change the employee 
reports at the time of reverification or rehire.  Use a new section of the supplement for each instance of a reverification or 
rehire, sign and date that section when completed, and attach it to the employee's completed Form I-9.  Use additional 
supplement pages as necessary.  Use the Additional Information fields if the employee's documentation presented for 
reverification requires future updates.


Reverifications


When reverification is required, you must reverify the employee by the earlier of the employment authorization expiration 
date stated in Section 1 (if any), or the expiration date of the List A or List C employment authorization documentation 
recorded in Section 2.  Employers should complete any subsequent reverifications, if required, by the expiration date of 
the List A or List C documentation entered during the employee's most recent reverification.


For reverification, employees must present acceptable documentation from either List A or List C showing their 
continuing authorization to work in the United States.  You must allow employees to choose which acceptable 
documentation to present for reverification.  Employees are not required to show the same type of document they 
presented previously.  Enter the documentation information in the appropriate fields provided.


You should not reverify the employment authorization of U.S. citizens and noncitizen nationals, or lawful permanent 
residents (including conditional residents) who presented a Permanent Resident Card (Form I-551) or other employment 
authorization documentation that is not subject to reverification (such as an unrestricted Social Security card).  
Reverification does not apply to List B documentation.  Reverification may not apply to certain noncitizens. See the 
M-274 for more information about when reverification may not be required.


Rehires


If you rehire an employee within three years from the date the employee's Form I-9 was first completed, you may 
complete the supplement and attach it to the employee's previously completed Form I-9.  If the employee remains 
employment-authorized, as indicated on the previously completed Form I-9, record the date of rehire and any name 
changes.  If the employee's employment authorization or List A or C documents have expired, you must reverify the 
employee as described above. 


Alternatively, you may complete a new Form I-9 for rehired employees.  You must complete a new Form I-9 for any 
employee you rehired more than three years after you originally completed a Form I-9 for that employee.


You may also enter optional information, such as termination dates, form retention dates, and E-Verify case numbers, if 
applicable.


●   Additional documentation that may be presented by certain nonimmigrant employees.
●   Replacement document information if a receipt was previously presented.
●   Those required by DHS, such as extensions of employment authorization or a document's expiration date.


Step 3:  Select the box in the Additional Information area if you used an alternate procedure for document 
examination authorized by the Secretary of DHS.
You must select this box if you used an alternative procedure authorized by DHS to examine the documents.  You may 
refer to the M-274 for guidance on implementing alternative procedures for document examination approved by the 
Secretary of DHS.
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For E-Verify employers:
●   Ensure employees enter their Social Security number in Section 1.
●   You must only accept List B documentation that contains a photograph.  This applies to individuals under the age 


of 18 and individuals with disabilities.
●   You must retain photocopies of certain documentation.


What is the Filing Fee?


There is no fee for completing Form I-9.  This form is not filed with USCIS or any other government agency.  Form I-9 
must be retained by the employer and made available for inspection by U.S. Government officials as specified in the 
“DHS Privacy Notice” below.


USCIS Forms and Information


Employers may photocopy or print blank Forms I-9.  To ensure you are using the latest version of this form and 
corresponding instructions, visit the USCIS website at www.uscis.gov/i-9.  You may order paper forms at www.uscis.gov/
forms/forms-by-mail or by contacting the USCIS Contact Center at 1-800-375-5283 or 1-800-767-1833 (TTY).


For additional guidance about Form I-9, employers and employees should refer to the Handbook for Employers: 
Guidance for Completing Form I-9 (M-274) or USCIS' Form I-9 website at www.uscis.gov/i-9-central.


You can obtain information about Form I-9 by e-mailing USCIS at I-9Central@uscis.dhs.gov.  Employers may call 
1-888-464-4218 or 1-877-875-6028 (TTY).  Employees may call the USCIS employee hotline at 1-888-897-7781 or 
1-877-875-6028 (TTY).


Retaining Completed Forms I-9


An employer must retain Form I-9, including any supplement pages, on which the employee and employer (or authorized 
representative) entered data, as well as any photocopies made of the documentation the employee presented, for as long as 
the employee works for the employer.  When employment ends, the employer must retain the individual's Form I-9 and all 
attachments for one year from the date employment ends, or three years after the first day of employment, whichever is 
later.  In the case of recruiters or referrers for a fee (only applicable to those that are agricultural associations, agricultural 
employers, or farm labor contractors), the retention period is three years after the first day of employment.


Completed Forms I-9 and all accompanying documents should be stored in a safe and secure location.  Employers should 
ensure that the information employees provide on Form I-9 is used only as stated in the DHS Privacy Notice below.


●   Providing your email address and telephone number in Section 1 will allow you to receive notifications associated 
with your E-Verify case.


●   If you present a List B document to your employer, it must contain a photograph.


If you can present acceptable identity and employment authorization documentation to complete Form I-9, you 
may begin working while waiting to receive your Social Security number.


If you have applied for, but have not yet received, your Social Security number, you should leave the field 
blank until you receive the number.  Update this field once you receive it, and initial and date the notation. 


●   You must provide your Social Security number in the Social Security number field in Section 1.
For employees of employers who participate in E-Verify:


Employee and Employer Instructions Related E-Verify


E-Verify uses Form I-9 information to confirm employees' employment eligibility.  For more information, go to  
www.e-verify.gov or contact us at www.e-verify.gov/contact-us. 
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Employers:  By signing Sections 2 and 3, as applicable, employers attest under penalty of perjury (28 U.S.C. section 1746) 
that they have physically examined the documentation presented by the employee, that the documentation reasonably appears 
to be genuine and to relate to the employee named, that to the best of their knowledge the employee is authorized to work in 
the United States, that the information they enter in Section 2 is complete, true, and correct to the best of their knowledge, 
and that they are aware that they may face civil or criminal penalties provided by law and may be subject to criminal 
prosecution for knowingly and willfully making false statements or knowingly accepting false documentation when 
completing Form I-9.


DHS Privacy Notice


AUTHORITIES:  The information requested on this form, and the associated documents, are collected under the 
Immigration Reform and Control Act of 1986, Pub. L. 99-603 (8 U.S.C. 1324a).


PURPOSE:  The primary purpose for providing the requested information on this form is for employers to verify the 
identity and employment authorization of their employees.  Consistent with the requirements of the Immigration Reform 
and Control Act of 1986, employers use the Form I-9 to document the verification of the identity and employment 
authorization for new employees to prevent the unlawful hiring, or recruiting or referring for a fee, of individuals who are 
not authorized to work in the United States.  This form is completed by both the employer and the employee and is 
ultimately retained by the employer.


DISCLOSURE:  The information employees provide is voluntary.  However, failure to provide the requested information, 
and acceptable documentation evidencing identity and authorization to work in the United States, may result in termination 
of employment.  Failure of the employer to ensure proper completion of this form may result in the imposition of civil or 
criminal penalties against the employer.  In addition, knowingly employing individuals who are not authorized to work in 
the United States may subject the employer to civil and/or criminal penalties.


ROUTINE USES:  This information will be used by employers as a record of their basis for determining eligibility of an 
individual to work in the United States.  The employer must retain this completed form and make it available for inspection 
by authorized officials of the Department of Homeland Security, Department of Labor, and Department of Justice, Civil 
Rights Division, Immigrant and Employee Rights Section.  DHS may also share this information, as appropriate, for law 
enforcement purposes or in the interest of national security.


Employees:  By signing Section 1 of this form, employees attest under penalty of perjury (28 U.S.C. section 1746) that the 
information they provided, along with the citizenship or immigration status they select, and all information and 
documentation they provide to their employer, is true and correct, and they are aware that they may face penalties provided 
by law and may be subject to criminal prosecution for knowingly and willfully making false statements or using false 
documentation when completing this form.  Further, falsely attesting to U.S. citizenship may subject employees to penalties 
or removal proceedings, and may adversely affect an employee's ability to seek future immigration benefits.


Penalties


Employers may be subject to penalties if Form I-9 is not properly completed or for employment discrimination occurring 
during the employment eligibility verification process.  See 8 U.S.C. section 1324a and section 1324b, 8 CFR section 
274a.10 and 28 CFR Part 44.  Individuals may also be prosecuted for knowingly and willfully entering false information, 
or for presenting fraudulent documentation, to complete Form I-9.


Form I-9 may be generated, signed, and retained electronically, in compliance with Department of Homeland Security 
regulations at 8 CFR section 274a.2.  Employers creating, modifying, or storing Form I-9 electronically are encouraged to 
review these and any other relevant standards for electronic signature, and the indexing, security, and documentation of 
electronic Form I-9 data.
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Paperwork Reduction Act


An agency may not conduct or sponsor an information collection and a person is not required to respond to a collection of 
information unless it displays a currently valid OMB control number.  The public reporting burden for this collection of 
information is estimated at 34 minutes per response, when completing the form manually, and 25 minutes per response 
when using a computer to aid in completion of the form, including the time for reviewing instructions and completing and 
retaining the form.  Send comments regarding this burden estimate or any other aspect of this collection of information, 
including suggestions for reducing this burden, to:  U.S. Citizenship and Immigration Services, Office of Policy and 
Strategy, Regulatory Coordination Division, 5900 Capital Gateway Drive, Mail Stop Number 2140, Camp Springs, MD 
20588-0009; OMB No. 1615-0047.  Do not mail your completed Form I-9 to this address.








   


  


Employment Eligibility Verification 
Department of Homeland Security 


U.S. Citizenship and Immigration Services 


USCIS 
Form I-9


OMB No.1615-0047 
Expires 07/31/2026 


START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for 
failing to comply with the requirements for completing this form. See below and the Instructions. 
ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask 
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or 
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration status, or national origin may be illegal. 


Section 1. Employee Information and Attestation: Employees must complete and sign Section 1 of Form I-9 no later than the first 
day of employment, but not before accepting a job offer. 
Last Name (Family Name) First Name (Given Name) Middle Initial (if any) Other Last Names Used (if any) 


Address (Street Number and Name) Apt. Number (if any) City or Town State ZIP Code 


Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's Email Address Employee's Telephone Number 


I am aware that federal law 
provides for imprisonment and/or
fines for false statements, or the 
use of false documents, in 
connection with the completion of
this form. I attest, under penalty
of perjury, that this information,
including my selection of the box
attesting to my citizenship or
immigration status, is true and 
correct. 


Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.): 


1. A citizen of the United States 


2. A noncitizen national of the United States (See Instructions.) 


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


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


If you check Item Number 4., enter one of these: 
USCIS A-Number 


OR 
Form I-94 Admission Number 


OR 
Foreign Passport Number and Country of Issuance 


Signature of Employee Today's Date (mm/dd/yyyy) 


If a preparer and/or translator assisted you in completing Section 1, that person MUST complete the Preparer and/or Translator Certification on Page 3. 


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


List A OR List B AND List C 


Document Title 1 


Issuing Authority 


Document Number (if any) 


Expiration Date (if any) 


Document Title 2 (if any) Additional Information 


Issuing Authority 


Check here if you used an alternative procedure authorized by DHS to examine documents.     


Document Number (if any) 


Expiration Date (if any) 


Document Title 3 (if any) 


Issuing Authority 


Document Number (if any) 


Expiration Date (if any) 


Certification: I attest, under penalty of perjury, that (1) I have examined the documentation presented by the above-named 
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. 


First Day of Employment 
(mm/dd/yyyy): 


Last Name, First Name and Title of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 


Employer's Business or Organization Name Employer's Business or Organization Address, City or Town, State, ZIP Code 


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


and Employment Authorization OR 


LIST B 


Documents that Establish Identity 


LIST C 
Documents that Establish Employment


Authorization AND 


1. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a State or
outlying possession of the United States
provided it contains a photograph or
information such as name, date of birth,
gender, height, eye color, and address


1. A Social Security Account Number card,
unless the card includes one of the following
restrictions:


(1) NOT VALID FOR EMPLOYMENT


(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION


(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION


2. Permanent Resident Card or Alien
Registration Receipt Card (Form I-551)


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


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


4. Employment Authorization Document
that contains a photograph (Form I-766) 2. Certification of report of birth issued by the


Department of State (Forms DS-1350,
FS-545, FS-240)


3. School ID card with a photograph5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:


a. Foreign passport; and


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


(1) The same name as the
passport; and


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


4. Voter's registration card 3. Original or certified copy of birth certificate
issued by a State, county, municipal
authority, or territory of the United States
bearing an official seal


5. U.S. Military card or draft record


6. Military dependent's ID card
4. Native American tribal document


7. U.S. Coast Guard Merchant Mariner Card
5. U.S. Citizen ID Card (Form I-197)


8. Native American tribal document
6. Identification Card for Use of Resident


Citizen in the United States (Form I-179)9. Driver's license issued by a Canadian
government authority


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


For examples, see Section 7 and
Section 13 of the M-274 on
uscis.gov/i-9-central.


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


For persons under age 18 who are 
unable to present a document 


listed above: 
10. School record or report card


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


11. Clinic, doctor, or hospital record


12. Day-care or nursery school record


Acceptable Receipts 
May be presented in lieu of a document listed above for a temporary period. 


For receipt validity dates, see the M-274. 


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


● Form I-94 issued to a lawful
permanent resident that contains an
I-551 stamp and a photograph of the
individual.


● Form I-94 with “RE” notation or
refugee stamp issued to a refugee.


OR 
Receipt for a replacement of a lost, stolen, or 
damaged List B document. 


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


*Refer to the Employment Authorization Extensions page on I-9 Central for more information.
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 Supplement A, 
Preparer and/or Translator Certification for Section 1 


 


 


 


 


Department of Homeland Security 
U.S. Citizenship and Immigration Services 


USCIS 
Form I-9 


Supplement A
OMB No. 1615-0047 
Expires 07/31/2026 


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


Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1 
of Form I-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator 
must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's 
completed Form I-9. 


I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator Date (mm/dd/yyyy) 


Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 


Address (Street Number and Name) City or Town State ZIP Code 


I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator Date (mm/dd/yyyy) 


Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 


Address (Street Number and Name) City or Town State ZIP Code 


I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator Date (mm/dd/yyyy) 


Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 


Address (Street Number and Name) City or Town State ZIP Code 


I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator Date (mm/dd/yyyy) 


Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 


Address (Street Number and Name) City or Town State ZIP Code 
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 Supplement B, 
Reverification and Rehire (formerly Section 3) 


  


 


 


 


 


 


 


 


 


 


 


 


 


 


USCIS 
Form I-9


Supplement B
OMB No. 1615-0047 
Expires 07/31/2026 


Department of Homeland Security 
U.S. Citizenship and Immigration Services 


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


Instructions: This supplement replaces Section 3 on the previous version of Form I-9. Only use this page if your employee requires 
reverification, is rehired within three years of the date the original Form I-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 I-9 instructions before 
completing this page. Keep this page as part of the employee's Form I-9 record. Additional guidance can be found in the 
Handbook for Employers: Guidance for Completing Form I-9 (M-274) 


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


Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 


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


Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy) 


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


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


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


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


Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 


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


Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy) 


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


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


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


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


Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 


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


Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy) 


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


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


Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 
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One-on-One consultations are available with the 
Benefits Coordinator should you require additional 
information or have questions or concerns. 
 
Programs include: 
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• Health  
• Dental & Vision 
• Group life 
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SUMMARY OF BENEFITS 
State of Louisiana 


All Eligible Active and Retired Employees Including Members of Boards and Commissions 
Basic Term Life, Basic Plus Supplemental Term Life, Basic Dependent Term Life, Basic Plus Supplemental Dependent Term Life, and 
Accidental Death & Dismemberment
Issued by The Prudential Insurance Company of America 
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– If enrolling your spouse when first eligible within the specified period of your date of hire or the occurrence


of a life event, you can elect up to $2,000 without providing proof of good health to Prudential.
– All other elections or enrolling after the enrollment period will require proof of good health satisfactory to


Prudential for all coverage amounts.
– If your spouse has been previously denied coverage in the past, proof of good health satisfactory to


Prudential is required for all coverage amounts.
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Retiree coverage will be terminated on the first January 1st following your attainment of age 70. If you are still actively 
at work upon your attainment of age 70, your coverage will terminate on the last day of the month you retire.
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Coverage is available on your spouse for $1,000 and on each of your children for $500 or on your spouse for $2,000 and on each of your 
children for $1,000. Please Note: The Basic Dependent Term Life coverage amount on your dependents cannot exceed 100% of your Basic 


Term Life coverage amount. Refer to the spouse section for evidence of insurability details. 
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RATE SHEET 
State of Louisiana 
All Eligible Active and Retired Employees Including Members of Boards and Commissions 


Issued by The Prudential Insurance Company of America (Prudential) 


Effective: 01/01/2022 
The Life Insurance Premium Rates can be accessed on the Office of Group Benefits website at: https.info.groupbenefits.org. Initial rates are based 
on age as of the effective date of your coverage. Please refer to your plan certificate(s) to review the required minimum and maximum coverage 
amounts allowed. Refer to the Basic Plus Supplemental Term Life section for evidence of insurability details. Rates may change as the insured enters 
a higher age category.


MONTHLY COST OF BASIC DEPENDENT TERM LIFE


R  .sderusni lla rof egnahc a seriuqer ecneirepxe nalp fi egnahc yam seta


1 00-10000-367540 1 fo  1 


Coverage is available on your spouse for $2,000 and on each of your children for $1,000 or on your spouse for $4,000 and on each of your 
children for $2,000. Please Note: The Basic Plus Supplemental Dependent Term Life coverage amount on your dependents cannot 


exceed 100% of your Basic Plus Supplemental Term Life coverage amount. Refer to the spouse section for evidence of insurability details. 


Spouse: $2,000/Children: $1,000 $2.72 


Spouse: $4,000/Children: $2,000 $5.44 


MONTHLY COST OF BASIC PLUS SUPPLEMENTAL DEPENDENT TERM LIFE












Office of Human Resources 


An Equal Opportunity Employer 


Affordable Health Care Act (ACA) Acknowledgement 


My signature heron acknowledges that: 


1. I have received a copy of the “Options and Your Health Coverage” notice.


2. I have read the notice.


3. I understand that the Health Insurance Marketplace is available at
www.healthcare.gov and can be used to locate and enroll in private insurance.


4. I may contact the Marketplace at 1-800-318-2596 or (TTY: 1-855-889-4325).


5. If I choose to enroll in a Marketplace plan, I acknowledge that


a. I am 100% responsible for premium costs;


b. My payments for insurance coverage through the marketplace are; and,


c. I may be eligible for a premium tax credit, which subsidizes the
Marketplace insurance costs, depending on my household size, income,
and whether I qualify for insurance through the Office of Group Benefits
(OGB).


If I have questions or concerns, I may contact the Office of Human Resources at 
hr@suno.edu to schedule a one-on-one consultation with a Benefit Coordinator. 


____________________________________________________  __________________________ 


Employee Signature  Date 


____________________________________________________  


Employee Printed Name 







New Health Insurance Marketplace Coverage 
Options and Your Health Coverage  


PART A: General Information 
When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health


Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic 


information about the new Marketplace and employment­based health coverage offered by your employer. 


What is the Health Insurance Marketplace? 
The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The 


Marketplace offers "one-stop shopping" to find and compare private health insurance options. You may also be eligible 


for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance 


coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1, 2014. 


Can I Save Money on my Health Insurance Premiums in the Marketplace? 
You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or 


offers coverage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on 


your household income. 


Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace? 
Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible 


for a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However, you may be 


eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost-sharing if your employer does 


not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from your 


employer that would cover you (and not any other members of your family) is more than 9.5% of your household 


income for the year, or if the coverage your employer provides does not meet the "minimum value" standard set by the 


Affordable Care Act, you may be eligible for a tax credit.1 


Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your 


employer, then you may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer 


contribution -as well as your employee contribution to employer-offered coverage- is often excluded from income for 


Federal and State income tax purposes. Your payments for coverage through the Marketplace are made on an after-


tax basis. 


How Can I Get More Information? 
For more information about your coverage offered by your employer, please check your summary plan description or 


contact    . 


The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the 


Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health 


insurance coverage and contact information for a Health Insurance Marketplace in your area. 


1 An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered


by the plan is no less than 60 percent of such costs. 


    Form Approved 
  OMB No. 1210-0149 


(expires 6-30-2023) 



http://www.healthcare.gov/





PART B: Information About Health Coverage Offered by Your Employer 
This section contains information about any health coverage offered by your employer. If you decide to complete an 


application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered 


to correspond to the Marketplace application. 


3. Employer name 4. Employer Identification Number (EIN)


\
5. Employer address 6. Employer phone number


7. City 8. State 9. 
ZIP code


10. Who can we contact about employee health coverage at this job?


12. Email address11. Phone number (if different from above)
 hr@suno.edu 


Here is some basic information about health coverage offered by this employer: 


• As your employer, we offer a health plan to:


All employees.  Eligible employees are: 


Some employees. Eligible employees are: 


• With respect to dependents:


We do offer coverage. Eligible dependents are: 


We do not offer coverage. 


If checked, this coverage meets the minimum value standard, and the cost of this coverage to 


you is intended to be affordable, based on employee wages. 


** Even if your employer intends your coverage to be affordable, you may still be eligible 


for a premium discount through the Marketplace. The Marketplace will use your 


household income, along with other factors, to determine whether you may be eligible 


for a premium discount. If, for example, your wages vary from week to week (perhaps 


you are an hourly employee or you work on a commission basis), if you are newly 


employed mid-year, or if you have other income losses, you may still qualify for a 


premium discount. 


If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the 


process. Here's the employer information you'll enter when you visit HealthCare.gov to find out if 


you can get a tax credit to lower your monthly premiums. 


✔ 


✔ 


✔ 


All full-time employees of Southern University at New Orleans. 


 


 


Bernette Taylor, Director  of HR


An eligible dependent is a legal spouse or children until they reach age 26. 


Children are defined as: 1) Natural child of employee or legal spouse; 2) Legally adopted child of the employee or legal spouse; 3) 
Child by court ordered legal guardianship or court ordered custody; 4) Child placed by adoption 


SOUTHERN UNIVERSITY AT NEW ORLEANS


6400 PRESS DRIVE


NEW ORLEANS LA 70126


504-286-5273



http://www.healthcare.gov/

http://www.healthcare.gov/
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Form  SSA-1945 (01-2013)  
Destroy Prior Editions


Social Security Administration


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


Employee Name Employee ID# 


Employer Name Employer ID# 


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


Windfall Elimination Provision 
Under the Windfall Elimination Provision, your Social Security retirement or disability benefit is figured using a  
modified formula when you are also entitled to a pension from a job where you did not pay Social Security tax. 
As a result, you will receive a lower Social Security benefit than if you were not entitled to a pension from this 
job. For example, if you are age 62 in 2013, the maximum monthly reduction in your Social Security benefit as 
a result of this provision is $395.50. This amount is updated annually. This provision reduces, but does not 
totally eliminate, your Social Security benefit. For additional information, please refer to Social Security 
Publication, “Windfall  Elimination Provision.” 


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


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


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


I certify that I have received Form SSA-1945 that contains information about the possible effects of the  
Windfall Elimination Provision and the Government Pension Offset Provision on my potential future 
Social Security Benefits.


Signature of Employee Date 



www.socialsecurity.gov





Form  SSA-1945 (01-2013) 


Information about Social Security Form SSA-1945  Statement Concerning Your 
Employment in a Job Not Covered by Social Security 


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


Form SSA-1945, Statement Concerning Your Employment in a Job Not Covered by Social Security,  is 
the document that employers should use to meet the requirements of the law. The SSA-1945 explains the 
potential effects of two provisions in the Social Security law for workers who also receive a pension based on 
their work in a job not covered by Social Security. The Windfall Elimination Provision can affect the amount of a 
worker’s Social Security retirement or disability benefit. The Government Pension Offset Provision can affect a 
Social Security benefit received as a spouse, surviving spouse, or an ex-spouse.


Employers must: 


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


• Get the employee’s signature on the form; and 


• Submit a copy of the signed form to the pension paying agency. 


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


Copies of the SSA-1945 are available online at the Social Security website, 
www.socialsecurity.gov/online/ssa-1945.pdf.  Paper copies can be requested by email at 
ofsm.oswm.rqct.orders@ssa.gov or by fax at 410-965-2037.  The  request must include the name, complete 
address and telephone number of the employer.  Forms will not be sent to  a post office box.  Also, if 
appropriate, include the name of the person to whom the forms are to be delivered.  The  forms are available in 
packages of 25.  Please refer to Inventory Control Number (ICN) 276950 when ordering. 



www.socialsecurity.gov/online/ssa-1945.pdf






 STATE OF LOUISIANA - OFFICE OF GROUP BENEFITS - ENROLLMENT/CHANGE FORM (Page 1 of 2)


Agency Number Agency Name Primary Plan Participant/Employee Name Date of Hire


Section 1 - Primary Plan Participant/ Employee Information
Name First M.I. Last Social Security Number Date of Birth


Home Phone number Work/Alt Phone Number Email Address* (See footnote below) Gender


          Male Female


Mailing Address (Street or P.O. Box) City State Zip Code Country


Physical Address (street) City State Zip Code Country


Section 3 - Enrollment Information


NAME
(LAST, FIRST, MIDDLE INITIAL) RELATIONSHIP SEX BIRTH DATE


(MM/DD/YYYY)
ADD/DE-


LETE SOCIAL SECURITY NUMBER HEALTH DEP. LIFE


SPOUSE          M


          F


ADD


DELETE
YES YES


DEPENDENT          M


          F


ADD


DELETE
YES YES


DEPENDENT          M


          F


ADD


DELETE
YES YES


DEPENDENT           M


          F


ADD


DELETE
YES YES


DEPENDENT           M


          F


ADD


DELETE
YES YES


Section 4 - Health Plan Selection


LEVEL OF HEALTH AND LIFE COVERAGE - FOR PLAN SELECTION SEE SECTIONS 4 AND 5
For each dependent, employee must check the box in section 3 if they wish that dependent to have health and/or life coverage. For life insurance, employee must also check the appropriate box 
of section 5. If adding more than 4 dependents, employee must complete, sign and submit a second GB-01 form.


        Employee Only	     Employee + Child(ren)              Employee + Spouse            Family


COMPLETE THE APPLICABLE SECTION BELOW. SELECT ONLY ONE HEALTH PLAN.


Section 2 - Rehired Retiree
When a retiree with OGB coverage returns to benefits-eligible employment, the hiring agency must notify OGB within 30 days of reemployment and the hiring agency must begin to pay the employer 
portion of the Re-employed Retiree premium from the date of hire.  Upon resuming retirement status, premiums will revert to the applicable retiree rates (i.e. Retiree without Medicare, Retiree with 
1 Medicare, Retiree with 2 Medicare).  At that time, the agency from which the retiree originally retired will resume payment of the employer portion of the premium.  The employer portion of the 
premium will be the percentage set at the retiree’s initial retirement.  For example, an agency paying 19% of a retiree’s premium upon retirement will pay 19% of the retiree’s premium when the retiree 
resumes retirement.  Retirees who have maintained their OGB health coverage in retirement MAY NOT waive coverage when returning to benefits-eligible employment.


AGENCY RETIRED FROM RETIREMENT DATE (MM/DD/YYYY)


Active Employees and Non-Medicare Retirees
Pelican HRA1000 (Administered by Blue Cross) Magnolia Local (Limited Provider Network - Administered by Blue Cross)


       Magnolia Local Plus (Administered by Blue Cross) Vantage Medical Home HMO (MHHP) (Insured by Vantage Health Plan) (HMO-POS)
       Magnolia Open Access (Administered by Blue Cross) LSU First Option 1 (for eligible LSU Active Employees/ Non-Medicare Retirees only)
       Pelican HSA775* (Actives Only - Administered by Blue Cross)
       $             monthly deduction


*If you select the Pelican HSA775 plan, you must complete the GB-79 form to open a Health Savings Account in your name with a minimum deposit of $200 provided. 
Tax implications may apply for certain members.


Medicare Retirees
OGB Secondary Plans:
       Pelican HRA1000 (Administered by Blue Cross) Magnolia Local (Limited Provider Network - Administered by Blue Cross)
       Magnolia Local Plus (Administered by Blue Cross) Vantage Medical Home HMO (MHHP) (Insured by Vantage Health Plan) (HMO-POS)
       Magnolia Open Access (Administered by Blue Cross) LSU First Option 3 (for eligible LSU Retirees only)
       Optional: Retiree 100
              Employee Only       Dependent Only         Employee + 1 Dependent


OGB Sponsored Medicare Advantage Plans:
      Vantage Medicare Advantage Premium HMO-POS Plan
      Vantage Medicare Advantage Standard HMO-POS Plan
      Vantage Medicare Advantage Basic HMO-POS Plan
      Peoples Health Medicare Advantage Plan
      Blue Advantage HMO
      Humana Medicare Advantage Employer HMO Plan
      Via Benefits (Please call 1-855-663-4228 or visit my.ViaBenefits.com/ogb to enroll.)


*Note to FSA Enrollees: By providing an email address, you may receive certain benefits-related correspondence through email unless you contact Optum Financial to receive paper notices. You are 
responsible to provide us with your current email address and to promptly notify us of any changes to your email address by calling customer service at 1-800-272-8451.


MEDICARE  VERIFICATION


       No Coverage
       Hospital (Part A)
       Medical (Part B)
       Drugs (Part D)


       No Coverage
       Hospital (Part A)
       Medical (Part B)
       Drugs (Part D)


A COPY OF MEDICARE CARD MUST BE ATTACHED


GB-01 REV. 7/2022 Agency- Continue Completing for on page 2







STATE OF LOUISIANA - OFFICE OF GROUP BENEFITS - ENROLLMENT/CHANGE FORM (Page 2 of 2)


Agency Number Agency Name Primary Plan Participant/Employee Name Social Security Number


					 2 OF 2


Section 5 - Life and Flexible Benefits Plan Selection
LIFE INSURANCE (check one only) OGB FLEXIBLE BENEFITS (check all that apply)
      DECLINE LIFE INSURANCE COVERAGE


BASIC BASIC PLUS SUPPLEMENTAL


       Employee/No Dependent Coverage
       Employee/Dependent Coverage
          Eligible Spouse $1,000   Eligible Child  $500 
       Employee/Dependent Coverage
          Eligible Spouse $2,000   Eligible Child $1,000


       Employee/No Dependent Coverage
       Employee/Dependent Coverage
          Eligible Spouse $2,000   Eligible Child  $1,000 
       Employee/Dependent Coverage
          Eligible Spouse $4,000   Eligible Child $2,000


Annual Salary Date of Last Salary Increase Face Life


FLEXIBLE BENEFITS (ACTIVE EMPLOYEES ONLY)


   Decline Flexible Spending Account
     My Agency Does Not Participate in OGB’s Flexible Benefits Plan
     I Do Want to Participate and Acknowledge That I Have 
     Completed the Flexible Spending Arrangement Form.


Section 6 - Acknowledge Offer and Decline Health Insurance Coverage (Active Employees Only)
       ACKNOWLEDGE OFFER AND DECLINE HEALTH INSURANCE COVERAGE (ACTIVE EMPLOYEES ONLY)
I have been offered health coverage for myself and my eligible dependents. I have voluntarily elected to decline the coverage as indicated below. If I choose to apply for health 
coverage at a later date, I understand that I may only enroll for health coverage during annual enrollment or as otherwise specified in the OGB plan document in the event I, or 
my eligible dependents have a Plan Recognized Qualified Life Event.


Reason for Declining Health Coverage Offer:
      Other Group Health Coverage (would include being covered as a dependent under an OGB plan)
      Other Individual Health Coverage
      Medicare, Medicaid, Other, Explain:
      I am not enrolled in any health coverage and I do not accept this offer of health coverage
      I do not wish to disclose


NOTE TO AGENCY REPRESENTATIVE: If the employee declines health coverage, he or she must acknowledge the offer of coverage by completing the GB-01 form. The 
acknowledgment must be sent to OGB and a copy retained by the agency participating employer as evidence that the employee was offered health coverage within the time-
frames allowed by law and the employee subsequently declined the offer of coverage.


Section 7 - Acknowledgment and Certification


BY SIGNING THIS APPLICATION, I ACKNOWLEDGE AND CERTIFY THE FOLLOWING:
(please check each box)


I, Primary Plan Participant, acknowledge that I have provided appropriate documents to ogb to verify my eligibility and the eligibility of my covered dependent(s) and 
those documents are included with this application.


I apply for participation or a change in my participation in the named plan(s) and agree to be bound by the plan’s terms and conditions.


I acknowledge and authorize deductions from my earnings to retirement check to pay for insurance for myself and my dependents, if applicable. 


I acknowledge and certify that the information provided on this form is true and correct I understand that if I provide false, misleading or incomplete information on 
this form, it may result in denial or rescission of coverage retroactive to the initial day of coverage. 


I accept that this acknowledgment and certification will become a part of my application for coverage and that a copy of my signature is as valid as the original. 


I acknowledge that any dis-enrollment from an OGB plan of benefits will result in dis-enrollment from both medical and pharmacy benefits, including, but not limited 
to, Medicare Part D.


Signature Date


PLAN RECOGNIZED QUALIFIED LIFE EVENT (QLE) FOR APPLICATION (REFERENCE 2019 QLE SPREADSHEET):
QLE code or qualified life event description Qualified life event date Add/Drop/Reinstate Coverage


Add
Drop
Reinstate Coverage


I, Agency Representative, certify that the documentation presented is appropriate and supports the occurrence of the OGB plan-recognized qualified life event 
referenced above.


Signature of Agency Representative Date


Printed Name of Agency Representative Date


FOR AGENCY USE
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State of Louisiana 
Office of Group Benefits - Flexible Benefits Plan


Flexible Spending Arrangement Enrollment/Stop Form


GB-02 Revised 06/2022


You must complete this form each year to participate in a tax-free Flexible Spending Arrangement. Please print.


Social Security Number Email Address Payroll System Agency Number


Last Name (Print) First Name Middle Initial


Home Address City State Zip


Home Phone Daytime Phone Date of Hire Number of Pay Periods Date of Birth Annual Salary Payroll Use only


Effective Date First Payroll Date
ENROLLMENT STATUS (CHECK ONE)


                           CHANGE IN STATUS                           ANNUAL ENROLLMENT                              NEW HIRE


Indicate the amount you wish to set aside via tax-free salary deduction by completing the sections below. Complete the worksheets provided in the Flexible Spending 


Arrangement (FSA) Handbook before deciding on the amount.


•	 In Box #1, indicate the dollar amount you elect to contribute for the plan year.


•	 In Box #2, indicate the number of regular payroll checks you expect to receive during the plan year (9, 10, 12, 18, 24).*


•	 In Box #3, indicate the deduction amount per paycheck. (Note: If Box #2 times Box #3 does not equal Box #1 exactly, the amount in Box #3 may be changed 


slightly, to reflect rounding. By signing this form, you certify that you expect to receive the number of paychecks listed in Box #2.)


•	 In Box #4, indicate the annual FSA fee amount (12 months = $23.52). **


•	 In Box #5, indicate the FSA fee per pay period (paid biweekly is $0.98; paid monthly is $1.96). ***


*If you are a new employee enrolling after the plan year begins, divide by the number of pay periods remaining in the plan year.


Type
Dollar 


Amount
Number of Regular 


Payroll Checks*


Deduction Amount 
per Paycheck


Annual FSA Fee 
Amount**


FSA Fee per Pay 
Period***


General-Purpose Health Care FSA (GPFSA)


For eligible medical expenses incurred by you, your family members, or both ($600 minimum contribution; $3,050 maximum contribution)


Limited-Purpose Health Care FSA (LPFSA)


For eligible dental and vision expenses only incurred by you, your family members, or both\. For employees who want to participate in an FSA and a 
Health Savings Account. ($600 minimum contribution; $3,050 maximum contribution)


Dependent Care FSA (DCFSA)


For eligible dependent care expenses of an eligible dependent while you work ($600 minimum contribution)
TAX FILING STATUS - CHECK ONE:                         Married, filing separately (maximum $2,500)                       Married, filing jointly (maximum $5,000)
                Married with incapacitated spouse (maximum $5,000)                     Single head of household (maximum $5,000) Single (maximum $2,500)


IMPORTANT: SALARY REDUCTION AGREEMENT


1. I hereby authorize my employer to reduce my gross salary (before federal and state income taxes are calculated) by the total deduction amount per pay period as 


indicated above. If applicable, I understand that this salary reduction might produce lower Social Security benefits.


2. I agree to file IRS Form 2441 regarding my Dependent Care FSA.


3. I understand that any amount remaining in any FSA not used during this plan year will be forfeited since it cannot be carried forward to the next plan year (due to the 


IRS “use-or-lose” rule).


4. I understand that funds in one FSA cannot be used to reimburse expenses covered by another FSA.


5. I understand that expenses for which I am reimbursed cannot be deducted on my income tax return.


6. I understand that funds in any FSA can only be paid out for reimbursement of eligible expenses actually incurred during my period of coverage for the applicable plan 


year.


7. I understand that improper payments (ineligible expenses) may be withheld from my paycheck or reported as taxable income on my W-2.


8. I understand that the salary deduction amount will include the items specified above and will continue in effect unless I terminate employment or file an approved 


GB-01 form with the Human Resources office of my employer.


9. I understand and agree that my employer, the Office of Group Benefits and the Flexible Benefits Plan administrator will not incur any liability resulting from either my 


participation in any FSA or my failure to sign or accurately complete this enrollment form. I further understand that if I elect not to participate in salary deduction with 


respect to the benefits listed above, I hereby forego my right to participate during the upcoming plan year.


Employee Signature Agency or Payroll System Name Date Signed


Payroll Officer/Benefits Administrator Phone Number OGB Agency Number Date Signed


Note to FSA Enrollees: By providing an email address, you may receive certain benefits-related correspondence through email unless you contact Optum Financial  to 
receive paper notices. You are responsible to provide us with your current email address and to promptly notify us of any changes to your email address by calling customer 


service at 1-855-687-2021.
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STATE OF LOUISIANA 
DIVISION OF ADMINISTRATION 


OFFICE OF GROUP BENEFITS 


TO: All 0GB Health Plan Members 


SUBJECT: Notice of Privacy Practices 


The Office of Group Benefits (0GB), the State of Louisiana group health plan 
administrator, wants you to know that we understand and appreciate the sensitive 
nature of information entrusted to us in connection with the administration of your 
health plan. This includes identifying information that we have created or received 
about you or about your past, present, or future health and/or medical condition(s), 
medical care provided to you, or information related to payment for medical 
services you have received. 


The 0GB is committed to safeguarding the privacy of the health information of our 
members and their dependents that is protected under federal and state laws. This 
is not only a legal requirement, but an important ethical obligation imposed upon 


every member of the 0GB workforce as well as contractors who provide services 
for or on behalf of 0GB. Everyone who creates, collects, stores, processes, or 
works with your health information for the 0GB is committed to ensuring its 
confidentiality and security. 


This Notice tells you about the ways that we may collect, use, and disclose your 
protected health information and about your rights concerning your protected 
health information. 


Sincerely, 


An Equal Opportunity Employer 


Baton Rouge offices: Customer Service 225-925-6625 Toll Free 1-800-272-8451 • Executive 225-342-9655 


Melissa G. Mayers


 Chief Operating Officer 
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7KH 2IILFH RI *URXS %HQHILWV �2*%�
�
LV FRPPLWWHG WR VDIHJXDUGLQJ WKH SULYDF\ RI RXU PHPEHUV¶


DQG WKHLU GHSHQGHQWV¶ KHDOWK LQIRUPDWLRQ WKDW LV SURWHFWHG XQGHU IHGHUDO DQG VWDWH ODZV� 7KLV


LQIRUPDWLRQ LQFOXGHV LGHQWLI\LQJ GDWD DERXW \RX
�
WKDW ZH KDYH FUHDWHG RU UHFHLYHG DERXW \RXU


SDVW� SUHVHQW� RU IXWXUH KHDOWK DQG�RU PHGLFDO FRQGLWLRQ�V�� PHGLFDO FDUH SURYLGHG WR \RX� RU
LQIRUPDWLRQ UHODWHG WR SD\PHQW IRU PHGLFDO VHUYLFHV \RX KDYH UHFHLYHG�


7KLV 1RWLFH WHOOV \RX DERXW WKH ZD\V WKDW ZH PD\ FROOHFW� XVH� DQG GLVFORVH \RXU SURWHFWHG
KHDOWK LQIRUPDWLRQ DQG DERXW \RXU ULJKWV FRQFHUQLQJ \RXU SURWHFWHG KHDOWK LQIRUPDWLRQ�


:H DUH UHTXLUHG E\ IHGHUDO ODZ
�
WR PDLQWDLQ WKH SULYDF\ RI SURWHFWHG KHDOWK LQIRUPDWLRQ� WR


DGYLVH \RX RI DQ\ EUHDFK WKDW PD\ KDYH FRPSURPLVHG WKH SULYDF\ RU VHFXULW\ RI \RXU
SURWHFWHG KHDOWK LQIRUPDWLRQ� DQG WR SURYLGH \RX ZLWK WKLV 1RWLFH DERXW \RXU ULJKWV DQG RXU
OHJDO GXWLHV DQG SULYDF\ SUDFWLFHV ZLWK UHVSHFW WR \RXU SURWHFWHG KHDOWK LQIRUPDWLRQ� :H PXVW
IROORZ WKH WHUPV RI WKLV 1RWLFH ZKLOH LW LV LQ HIIHFW�
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8QGHU IHGHUDO ODZ� KHDOWK FDUH SURYLGHUV DQG KHDOWK SODQV PD\ XVH DQG GLVFORVH \RXU
SURWHFWHG KHDOWK LQIRUPDWLRQ ZLWKRXW \RXU DXWKRUL]DWLRQ IRU WKUHH JHQHUDO SXUSRVHV�
WUHDWPHQW� SD\PHQW� DQG KHDOWK FDUH RSHUDWLRQV� $V D KHDOWK SODQ� ZH SULQFLSDOO\ XVH DQG
GLVFORVH \RXU SURWHFWHG KHDOWK LQIRUPDWLRQ ZLWKRXW \RXU DXWKRUL]DWLRQ IRU SD\PHQW DQG KHDOWK


FDUH RSHUDWLRQV
�
� 7KH H[DPSOHV EHORZ LOOXVWUDWH WKH W\SHV RI XVHV DQG GLVFORVXUHV ZH PD\


PDNH ZLWKRXW \RXU DXWKRUL]DWLRQ IRU WKHVH SXUSRVHV�


3D\PHQW� :H XVH DQG GLVFORVH \RXU SURWHFWHG KHDOWK LQIRUPDWLRQ LQ FRQQHFWLRQ ZLWK
SD\PHQW IRU \RXU FRYHUHG KHDOWK H[SHQVHV XQGHU DQ 2*% SODQ� )RU H[DPSOH� ZH
PD\ XVH RU GLVFORVH \RXU SURWHFWHG KHDOWK LQIRUPDWLRQ WR SURFHVV FODLPV RU WR EH
UHLPEXUVHG E\ DQRWKHU LQVXUHU WKDW PD\ EH UHVSRQVLEOH IRU SD\PHQW RI \RXU FODLPV�


� 7KURXJKRXW WKLV 1RWLFH� WKH 2IILFH RI *URXS %HQHILWV LV UHIHUUHG WR DV ³ZH´ RU ³XV´�
��)RU VLPSOLILFDWLRQ SXUSRVHV� WKH WHUPV ³\RX´ DQG ³\RXU´ UHIHU WR ERWK WKH 2*% KHDOWK SODQ PHPEHU DQG KLV�KHU
HQUROOHG GHSHQGHQWV� ([FHSW ZKHUH VWDWHG RWKHUZLVH� WKH ULJKWV VSHFLILHG LQ WKLV 1RWLFH DSSO\ WR ERWK WKH PHPEHU
DQG KLV�KHU GHSHQGHQWV�
� 7KH�+HDOWK ,QVXUDQFH 3RUWDELOLW\�DQG $FFRXQWDELOLW\ $FW RI ���� �+,3$$�
��+RZHYHU� /RXLVLDQD ODZ SURKLELWV XV IURP GLVFORVLQJ UHVXOWV RI JHQHWLF WHVWV IRU DQ\ SXUSRVH ZLWKRXW \RXU
DXWKRUL]DWLRQ RU�D�FRXUW RUGHU�







�


:H PD\ DOVR LVVXH ([SODQDWLRQV RI %HQHILWV �(2%V� WR PHPEHUV VR WKDW WKH\ FDQ
PRQLWRU WKH SD\PHQWV PDGH IRU WKHLU RZQ FDUH DQG IRU WKH FDUH RI WKHLU GHSHQGHQWV�


+HDOWK &DUH 2SHUDWLRQV� :H XVH DQG GLVFORVH \RXU SURWHFWHG KHDOWK LQIRUPDWLRQ WR
SHUIRUP RXU SODQ DFWLYLWLHV� VXFK DV DGPLQLVWUDWLRQ� TXDOLW\ DQG SHUIRUPDQFH
DVVHVVPHQW� FDVH PDQDJHPHQW� FDUH FRRUGLQDWLRQ� FODLPV DGPLQLVWUDWLRQ� FXVWRPHU
VHUYLFH� ELOOLQJ� DQG FROOHFWLRQ� 7KLV ZRXOG LQFOXGH GLVFORVXUH RI SURWHFWHG KHDOWK
LQIRUPDWLRQ WR RXU WKLUG�SDUW\ DGPLQLVWUDWRUV DQG RWKHU EXVLQHVV DVVRFLDWHV ZKR DVVLVW XV
ZLWK FHUWDLQ DVSHFWV RI SODQ DGPLQLVWUDWLRQ� ,Q VRPH FDVHV� ZH PD\ XVH RU GLVFORVH
LQIRUPDWLRQ IRU SXUSRVHV RI XQGHUZULWLQJ RU GHWHUPLQLQJ SUHPLXPV �QRWH WKDW SURWHFWHG
KHDOWK LQIRUPDWLRQ WKDW FRQVLVWV RI JHQHWLF LQIRUPDWLRQ ZLOO QHYHU EH XVHG IRU
XQGHUZULWLQJ SXUSRVHV�� :H ZLOO REWDLQ DVVXUDQFHV IURP RXU EXVLQHVV DVVRFLDWHV WKDW
WKH\ ZLOO DSSURSULDWHO\ VDIHJXDUG \RXU SURWHFWHG KHDOWK LQIRUPDWLRQ�
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x $V 5HTXLUHG E\ /DZ� :H PXVW GLVFORVH SURWHFWHG KHDOWK LQIRUPDWLRQ ZKHQ UHTXLUHG WR GR
VR E\ ODZ� )RU H[DPSOH� ZH PXVW GLVFORVH LQIRUPDWLRQ VSHFLILHG E\ WKH 6HFUHWDU\ RI +HDOWK
DQG +XPDQ 6HUYLFHV IRU GHWHUPLQLQJ RXU FRPSOLDQFH ZLWK IHGHUDO SULYDF\ UHJXODWLRQV DQG
WR JRYHUQPHQW EHQHILWV SURJUDPV� VXFK DV 0HGLFDUH DQG 0HGLFDLG� LQ RUGHU WR UHYLHZ \RXU
HOLJLELOLW\ DQG HQUROOPHQW LQ WKHVH SURJUDPV�


x 3XEOLF +HDOWK $FWLYLWLHV� :H PD\ GLVFORVH SURWHFWHG KHDOWK LQIRUPDWLRQ WR SXEOLF KHDOWK
DJHQFLHV IRU UHDVRQV VXFK DV SUHYHQWLQJ RU FRQWUROOLQJ GLVHDVH� LQMXU\� RU GLVDELOLW\� RU IRU
WUDFNLQJ HYHQWV VXFK DV ELUWKV DQG GHDWKV�


x 9LFWLPV RI $EXVH� 1HJOHFW RU 'RPHVWLF 9LROHQFH� :H PD\ GLVFORVH SURWHFWHG KHDOWK
LQIRUPDWLRQ WR JRYHUQPHQW DXWKRULWLHV DERXW DEXVH� QHJOHFW� RU GRPHVWLF YLROHQFH�


x +HDOWK 2YHUVLJKW $FWLYLWLHV� :H PD\ GLVFORVH SURWHFWHG KHDOWK LQIRUPDWLRQ WR
JRYHUQPHQW RYHUVLJKW DJHQFLHV �H�J�� VWDWH LQVXUDQFH GHSDUWPHQWV� IRU DFWLYLWLHV
DXWKRUL]HG E\ ODZ�


x -XGLFLDO DQG $GPLQLVWUDWLYH 3URFHHGLQJV� :H PD\ GLVFORVH SURWHFWHG KHDOWK
LQIRUPDWLRQ LQ UHVSRQVH WR D FRXUW RU DGPLQLVWUDWLYH RUGHU� :H PD\ DOVR�GLVFORVH SURWHFWHG
KHDOWK LQIRUPDWLRQ LQ FHUWDLQ FDVHV LQ UHVSRQVH WR D VXESRHQD� GLVFRYHU\ UHTXHVW� RU
RWKHU ODZIXO SXUSRVH DV ORQJ DV +,3$$¶V DGPLQLVWUDWLYH UHTXLUHPHQWV DUH PHW�


x /DZ (QIRUFHPHQW� :H PD\ GLVFORVH SURWHFWHG KHDOWK LQIRUPDWLRQ XQGHU OLPLWHG
FLUFXPVWDQFHV WR D ODZ HQIRUFHPHQW RIILFLDO LQ UHVSRQVH WR D ZDUUDQW RU VLPLODU SURFHVV� WR
LGHQWLI\ RU ORFDWH D VXVSHFW� RU WR SURYLGH LQIRUPDWLRQ DERXW WKH YLFWLP RI D FULPH�


x &RURQHUV� )XQHUDO 'LUHFWRUV� 2UJDQ 'RQDWLRQV� :H PD\ UHOHDVH SURWHFWHG KHDOWK
LQIRUPDWLRQ WR FRURQHUV RU IXQHUDO GLUHFWRUV DV QHFHVVDU\ WR DOORZ WKHP WR FDUU\ RXW WKHLU
GXWLHV� :H PD\ DOVR GLVFORVH SURWHFWHG KHDOWK LQIRUPDWLRQ LQ FRQQHFWLRQ ZLWK RUJDQ RU
WLVVXH GRQDWLRQV�


x 7R $YHUW D 6HULRXV 7KUHDW WR +HDOWK RU 6DIHW\� :H PD\ GLVFORVH SURWHFWHG KHDOWK
LQIRUPDWLRQ DERXW \RX� ZLWK VRPH OLPLWDWLRQV� ZKHQ QHFHVVDU\ WR SUHYHQW D VHULRXV WKUHDW WR
\RXU KHDOWK DQG VDIHW\ RU WKH KHDOWK DQG VDIHW\ RI DQRWKHU SHUVRQ RU WKH SXEOLF�
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x 6SHFLDO *RYHUQPHQW )XQFWLRQV� :H PD\ GLVFORVH SURWHFWHG KHDOWK LQIRUPDWLRQ DV
UHTXLUHG E\ PLOLWDU\ DXWKRULWLHV RU WR DXWKRUL]HG IHGHUDO RIILFLDOV IRU QDWLRQDO VHFXULW\ DQG
LQWHOOLJHQFH DFWLYLWLHV�


x :RUNHUV
 &RPSHQVDWLRQ 3URJUDPV� :H PD\ GLVFORVH SURWHFWHG KHDOWK LQIRUPDWLRQ WR WKH
H[WHQW QHFHVVDU\ WR FRPSO\ ZLWK VWDWH ODZ IRU ZRUNHUV
 FRPSHQVDWLRQ SURJUDPV�


x 7R <RXU 3HUVRQDO 5HSUHVHQWDWLYHV� :LWK FHUWDLQ H[FHSWLRQV� LI D SHUVRQ KDV OHJDO
DXWKRULW\ WR PDNH KHDOWK FDUH GHFLVLRQV IRU \RX� ZH ZLOO FRQVLGHU WKDW SHUVRQ WR EH \RXU
SHUVRQDO UHSUHVHQWDWLYH DQG WUHDW KLP RU KHU DV \RX IRU SXUSRVHV RI GHWHUPLQLQJ \RXU
SULYDF\ ULJKWV� 7KLV ZRXOG LQFOXGH GLVFORVLQJ \RXU SURWHFWHG KHDOWK LQIRUPDWLRQ WR \RXU
SHUVRQDO UHSUHVHQWDWLYH XSRQ KLV RU KHU UHTXHVW�


x 7R 3HUVRQV ,QYROYHG ZLWK 3D\PHQW IRU <RXU &DUH� :H PD\ GLVFORVH WR D IDPLO\
PHPEHU� RWKHU UHODWLYH� RU \RXU FORVH SHUVRQDO IULHQG �RU DQ\ RWKHU SHUVRQ LGHQWLILHG E\ \RX��
SHUVRQDO KHDOWK LQIRUPDWLRQ GLUHFWO\ UHOHYDQW WR WKDW SHUVRQ
V LQYROYHPHQW ZLWK SD\PHQW
UHODWHG WR \RXU KHDOWK FDUH� :LWK WKH H[FHSWLRQ RI (2%V SURYLGHG WR PHPEHUV� ZH FDQ RQO\
GR VR LI \RX DUH SUHVHQW DQG GR QRW REMHFW RU� LI \RX DUH QRW SUHVHQW� ZKHQ ZH XVH RXU
SURIHVVLRQDO MXGJPHQW WR GHWHUPLQH WKDW WKH GLVFORVXUH LV LQ \RXU LQWHUHVW�


x )RU 3ODQ�5HODWHG &RPPXQLFDWLRQV� :H PD\ XVH DQG GLVFORVH RXU NQRZOHGJH DERXW \RX
WR SURYLGH WR \RX LQIRUPDWLRQ DERXW EHQHILWV DYDLODEOH WR \RX XQGHU \RXU FXUUHQW FRYHUDJH
DQG DERXW RXU RWKHU KHDOWK FDUH SODQV DQG EHQHILWV WKDW PD\ EH RI LQWHUHVW WR \RX�


x )RU 5HVHDUFK� :H PD\ XVH DQG GLVFORVH \RXU SURWHFWHG KHDOWK LQIRUPDWLRQ IRU UHVHDUFK
SXUSRVHV ZLWKRXW DQ DXWKRUL]DWLRQ� LI VSHFLILF UHTXLUHPHQWV DUH PHW�
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8VHV DQG GLVFORVXUHV RI \RXU SURWHFWHG�KHDOWK LQIRUPDWLRQ�QRW�PHQWLRQHG DERYH�ZLOO EH�PDGH
RQO\ ZLWK \RXU ZULWWHQ DXWKRUL]DWLRQ��XQOHVV RWKHUZLVH SHUPLWWHG RU UHTXLUHG E\ ODZ� ,I ZH DVN IRU
\RXU DXWKRUL]DWLRQ� ZH PXVW SURYLGH \RX ZLWK D FRS\ RI WKH DXWKRUL]DWLRQ DIWHU \RX KDYH VLJQHG
LW�


<RX PD\ UHYRNH DQ DXWKRUL]DWLRQ DW DQ\ WLPH E\ GHOLYHULQJ WR XV D ZULWWHQ QRWLFH RI UHYRFDWLRQ�
H[FHSW WR WKH H[WHQW WKDW ZH KDYH DOUHDG\ WDNHQ DFWLRQ�LQ UHOLDQFH RQ WKH DXWKRUL]DWLRQ RU LI ZH
DUH SHUPLWWHG E\ ODZ WR XVH WKH LQIRUPDWLRQ WR FRQWHVW D FODLP RU FRYHUDJH XQGHU \RXU KHDOWK
SODQ�
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<RX KDYH FHUWDLQ ULJKWV UHJDUGLQJ SURWHFWHG KHDOWK LQIRUPDWLRQ WKDW ZH PDLQWDLQ DERXW \RX�


x 5LJKW WR $FFHVV <RXU 3URWHFWHG +HDOWK ,QIRUPDWLRQ� <RX KDYH WKH ULJKW WR UHYLHZ DQG�RU
REWDLQ FRSLHV IURP XV RI \RXU SURWHFWHG KHDOWK LQIRUPDWLRQ UHFRUGV� ZLWK VRPH OLPLWHG
H[FHSWLRQV� 7KH UHFRUGV WKDW ZH PDLQWDLQ XVXDOO\ LQFOXGH HQUROOPHQW� ELOOLQJ� FODLPV
SD\PHQW� DQG FDVH RU PHGLFDO PDQDJHPHQW UHFRUGV�� :H PD\ FKDUJH D IHH IRU WKH FRVW RI
SURGXFLQJ� FRS\LQJ� DQG PDLOLQJ \RXU UHTXHVWHG LQIRUPDWLRQ EXW� LI ZH GR� ZH ZLOO WHOO \RX WKH
FRVW LQ DGYDQFH�







�


x 5LJKW WR $FFHVV (OHFWURQLF 5HFRUGV� <RX PD\ UHTXHVW DFFHVV WR HOHFWURQLF FRSLHV RI
HOHFWURQLF KHDOWK UHFRUGV RU \RXU 3+, FRQWDLQHG LQ WKH 'HVLJQDWHG 5HFRUG 6HW RU DQ
HOHFWURQLF KHDOWK UHFRUG� RU \RX PD\ UHTXHVW LQ ZULWLQJ RU HOHFWURQLFDOO\ WKDW DQRWKHU
SHUVRQ UHFHLYH DQ HOHFWURQLF FRS\ RI WKHVH UHFRUGV� 7KH HOHFWURQLF 3+, ZLOO EH SURYLGHG LQ D
PXWXDOO\ DJUHHG IRUPDW� DQG \RX PD\ EH FKDUJHG IRU WKH FRVW RI DQ\ HOHFWURQLF PHGLD �VXFK
DV D 86% IODVK GULYH� XVHG WR SURYLGH D FRS\ RI WKH HOHFWURQLF 3+,�


x 5LJKW�WR�$PHQG�<RXU�3URWHFWHG�+HDOWK�,QIRUPDWLRQ� ,I \RX IHHO WKDW DQ\ SURWHFWHG KHDOWK
LQIRUPDWLRQ ZH PDLQWDLQ DERXW \RX LV LQFRUUHFW RU LQFRPSOHWH� \RXPD\ UHTXHVW WKDW ZH DPHQG
WKH LQIRUPDWLRQ� ,I WKH UHTXHVW LV IRU DPHQGPHQW RI RWKHU WKDQ EDVLF GHPRJUDSKLF
LQIRUPDWLRQ� \RXU UHTXHVW PXVW EH PDGH LQ ZULWLQJ DQG PXVW LQFOXGH WKH UHDVRQ \RX DUH
VHHNLQJ D FKDQJH� :H PD\ GHQ\ \RXU UHTXHVW LI� IRU H[DPSOH� \RX DVN XV WR DPHQG
LQIRUPDWLRQ WKDW ZH GLG QRW FUHDWH RU LI \RX DVN XV WR DPHQG D UHFRUG WKDW ZH EHOLHYH LV
DOUHDG\ DFFXUDWH DQG FRPSOHWH�


,I ZH GHQ\ \RXU UHTXHVW WR DPHQG� ZH ZLOO QRWLI\ \RX LQ ZULWLQJ� <RX WKHQ KDYH WKH ULJKW�WR
VXEPLW WR XV D ZULWWHQ VWDWHPHQW RI GLVDJUHHPHQW ZLWK RXU GHFLVLRQ� DQG ZH KDYH WKH ULJKW WR
UHEXW WKH VWDWHPHQW�


x 5LJKW�WR�DQ�$FFRXQWLQJ�RI�'LVFORVXUHV���<RX KDYH WKH ULJKW WR UHTXHVW DQ DFFRXQWLQJ RI
GLVFORVXUHV ZH KDYH PDGH RI \RXU SURWHFWHG KHDOWK LQIRUPDWLRQ� 7KH OLVW ZLOO QRW LQFOXGH
GLVFORVXUHV UHODWHG WR SD\PHQW RU KHDOWK FDUH RSHUDWLRQV� RU GLVFORVXUHV PDGH WR \RX RU
ZLWK \RXU DXWKRUL]DWLRQ� 7KH OLVW PD\ DOVR H[FOXGH FHUWDLQ RWKHU GLVFORVXUHV� VXFK DV IRU
QDWLRQDO VHFXULW\ SXUSRVHV�


<RXU UHTXHVW IRU DQ DFFRXQWLQJ RI GLVFORVXUHV PXVW EH PDGH LQ ZULWLQJ DQG PXVW VWDWH D
WLPH SHULRG IRU ZKLFK \RX ZDQW DQ DFFRXQWLQJ� 7KH WLPH SHULRG PD\ QRW EH ORQJHU WKDQ VL[
\HDUV� <RXU UHTXHVW VKRXOG LQGLFDWH WKH IRUPDW LQ ZKLFK \RX ZDQW WKH DFFRXQWLQJ �IRU
H[DPSOH� RQ SDSHU RU HOHFWURQLFDOO\�� 7KH ILUVW DFFRXQWLQJ WKDW \RX UHTXHVW ZLWKLQ D ���
PRQWK SHULRG ZLOO EH IUHH� )RU DGGLWLRQDO DFFRXQWLQJV ZLWKLQ WKH VDPH WLPH SHULRG� ZH PD\
FKDUJH IRU SURYLGLQJ WKH DFFRXQWLQJ� EXW ZH ZLOO WHOO \RX WKH FRVW LQ DGYDQFH�


x 5LJKW WR 5HTXHVW 5HVWULFWLRQV RQ WKH 8VH DQG�RU 'LVFORVXUH RI <RXU 3URWHFWHG
+HDOWK ,QIRUPDWLRQ� <RX KDYH WKH ULJKW WR UHTXHVW WKDW ZH UHVWULFW RU OLPLW KRZ ZH XVH RU
GLVFORVH \RXU SURWHFWHG KHDOWK LQIRUPDWLRQ IRU WUHDWPHQW� SD\PHQW� RU KHDOWK FDUH
RSHUDWLRQV� :H DUH QRW UHTXLUHG WR DJUHH WR \RXU UHTXHVW� ,I ZH GR DJUHH� ZH ZLOO FRPSO\ ZLWK
\RXU UHTXHVW XQOHVV WKH LQIRUPDWLRQ LV QHHGHG IRU DQ HPHUJHQF\� <RXU UHTXHVW IRU D
UHVWULFWLRQ PXVW EH PDGH LQ ZULWLQJ� ,Q \RXU UHTXHVW� \RX PXVW WHOO XV WKH IROORZLQJ� ZKDW
LQIRUPDWLRQ \RX ZDQW WR OLPLW� ZKHWKHU \RX ZDQW WR OLPLW KRZ ZH XVH RU GLVFORVH \RXU
LQIRUPDWLRQ RU ERWK� DQG WR ZKRP \RX ZDQW WKH UHVWULFWLRQV WR DSSO\�


x 5LJKW WR 5HFHLYH &RQILGHQWLDO &RPPXQLFDWLRQV� <RX KDYH WKH ULJKW WR UHTXHVW WKDW ZH XVH
D FHUWDLQ PHWKRG RI FRPPXQLFDWLQJ ZLWK \RX �IRU H[DPSOH� E\ WHOHSKRQH RQO\� RU WKDW ZH
VHQG FRQILGHQWLDO LQIRUPDWLRQ RQO\ WR D FHUWDLQ ORFDWLRQ �IRU H[DPSOH� RQO\ WR \RXU RIILFH��
<RXU UHTXHVW WR UHFHLYH FRQILGHQWLDO FRPPXQLFDWLRQV PXVW EH UHDVRQDEOH� PXVW EH LQ
ZULWLQJ� DQG PXVW VSHFLI\ KRZ RU ZKHUH \RX ZLVK WR EH FRQWDFWHG� :H ZLOO PDNH HYHU\�
UHDVRQDEOH�DWWHPSW WR�DFFRPPRGDWH�DOO� UHDVRQDEOH UHTXHVWV DQG PXVW DFFRPPRGDWH� WKDW�
UHTXHVW�LI�\RX�VWDWH�LQ�ZULWLQJ�WKDW�FRPPXQLFDWLRQ�WKURXJK�QRUPDO�SURFHVVHV�FRXOG�HQGDQJHU�
\RX�LQ�VRPH�ZD\�
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x 5LJKW WR D 3DSHU &RS\ RI 7KLV 1RWLFH� <RX KDYH D ULJKW DW DQ\ WLPH WR UHTXHVW DQG
UHFHLYH D SDSHU FRS\ RI WKLV 1RWLFH� HYHQ LI \RX KDG SUHYLRXVO\ DJUHHG WR UHFHLYH DQ
HOHFWURQLF FRS\�


&RQWDFW ,QIRUPDWLRQ IRU ([HUFLVLQJ <RXU 5LJKWV � <RX PD\ LQLWLDWH WKH H[HUFLVH RI DQ\ RI WKH
ULJKWV GHVFULEHG DERYH E\ FRQWDFWLQJ XV DV IROORZV�


+,3$$ &RPSOLDQFH 'LUHFWRU
/RXLVLDQD 2IILFH RI *URXS %HQHILWV
3�2� %R[ �����
%DWRQ 5RXJH� /$ ����������
3KRQH� ������������
)DFVLPLOH� ������������
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7KH 2*% UHTXLUHV DOO HPSOR\HHV WR IROORZ SROLFLHV DQG SURFHGXUHV WKDW OLPLW DFFHVV WR
SURWHFWHG KHDOWK LQIRUPDWLRQ DERXW PHPEHUV DQG WKHLU GHSHQGHQWV WR WKRVH HPSOR\HHV DQG
RWKHU SHUVRQV ZKR QHHG LW WR SHUIRUP WKHLU MRE UHVSRQVLELOLWLHV� :LWK RQO\ D IHZ H[FHSWLRQV
�VXFK DV GLVFORVXUHV WR \RX DQG PDGH ZLWK \RXU DXWKRUL]DWLRQ�� ZH DOVR PDNH UHDVRQDEOH
HIIRUWV WR OLPLW WKH DPRXQW RI SURWHFWHG KHDOWK LQIRUPDWLRQ WKDW ZH XVH� GLVFORVH� DQG UHTXHVW WR
WKH PLQLPXP QHFHVVDU\ WR DFFRPSOLVK WKH LQWHQGHG SXUSRVH� ,Q DGGLWLRQ� WKH 2*% PDLQWDLQV
SK\VLFDO� DGPLQLVWUDWLYH� DQG WHFKQLFDO VHFXULW\ PHDVXUHV WR VDIHJXDUG \RXU SURWHFWHG KHDOWK
LQIRUPDWLRQ�
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:H UHVHUYH WKH ULJKW WR FKDQJH WKH WHUPV RI WKLV�1RWLFH DW DQ\ WLPH� HIIHFWLYH IRU DOO SURWHFWHG
KHDOWK LQIRUPDWLRQ WKDW ZH DOUHDG\ KDYH DERXW \RX DV ZHOO DV VXFK LQIRUPDWLRQ WKDW ZH
UHFHLYH LQ WKH IXWXUH� :H DOVR SRVW D FRS\ RI RXU FXUUHQW 1RWLFH RQ RXU ZHEVLWH DW
ZZZ�JURXSEHQHILWV�RUJ DQG GLVWULEXWH WKH QHZ QRWLFH RU LQIRUPDWLRQ DERXW WKH XSGDWH DV
UHTXLUHG E\ WKH DSSOLFDEOH UHJXODWLRQV�


:H ZLOO QRW LPSOHPHQW DQ\ FKDQJHV LQ WKH SULYDF\ SUDFWLFHV GHVFULEHG LQ WKLV 1RWLFH SULRU WR WKH
HIIHFWLYH GDWH RI WKH UHYLVHG 1RWLFH�


&203/$,176


,I \RX EHOLHYH WKDW \RXU SULYDF\ ULJKWV KDYH EHHQ YLRODWHG� \RX PD\ ILOH D FRPSODLQW ZLWK XV
DQG�RU ZLWK WKH 6HFUHWDU\ RI WKH 'HSDUWPHQW RI +HDOWK DQG +XPDQ 6HUYLFHV� $OO FRPSODLQWV
PXVW EH LQ ZULWLQJ�







�


$Q\ FRPSODLQW WR WKH 2*% PXVW EH PDGH LQ ZULWLQJ �HLWKHU RQ SDSHU RU HOHFWURQLFDOO\� DQG EH
VHQW WR WKH IROORZLQJ�


+,3$$ &RPSOLDQFH 'LUHFWRU
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&RPSODLQWV WR WKH 6HFUHWDU\ PXVW EH LQ ZULWLQJ �HLWKHU RQ SDSHU RU HOHFWURQLFDOO\� DQG VKRXOG EH
ILOHG ZLWKLQ ��� GD\V RI ZKHQ \RX NQHZ �RU VKRXOG KDYH NQRZQ� WKDW D YLRODWLRQ KDG EHHQ
FRPPLWWHG� �7KH 6HFUHWDU\ PD\ ZDLYH WKH WLPH OLPLW IRU JRRG FDXVH�� ,Q WKH FRPSODLQW� \RX PXVW�
QDPH�WKH�RUJDQL]DWLRQ \RX�IHHO KDV�YLRODWHG \RXU�ULJKWV�DQG�GHVFULEH WKH�YLRODWLRQ� <RX PD\
FRQWDFW WKH 6HFUHWDU\ DV IROORZV�


8� 6� 'HSDUWPHQW RI +HDOWK DQG +XPDQ 6HUYLFHV
2IILFH IRU &LYLO 5LJKWV
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:H ZLOO QRW UHWDOLDWH DJDLQVW \RX RU SHQDOL]H \RX LQ DQ\ ZD\ IRU ILOLQJ D FRPSODLQW RU IRU
H[HUFLVLQJ DQ\ RI \RXU RWKHU ULJKWV DV VSHFLILHG LQ WKLV 1RWLFH�
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,I \RX KDYH DQ\ TXHVWLRQV DERXW WKH PDWWHUV FRYHUHG LQ WKLV 1RWLFH� \RX PD\ FRQWDFW XV DV
IROORZV�
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PO Box 94123 • Baton Rouge, LA 70804-9123 • 1-877-ASK-TRSL (1-877-275-8775) • www.TRSL.org • web.master@trsl.org


Application for Optional Retirement Plan 
or Change of Carrier (Form 16)


00-16
rev. 10/22


Print in ink or type all entries except signatures. Incomplete forms will be returned. This is a multipurpose form to be used by 
individuals joining the Optional Retirement Plan (ORP) or by ORP participants changing carriers. The reverse side of this form contains 
important information about the ORP. Please submit this form to your Human Resources office to complete the enrollment 
process with TRSL.


Section 1 — Applicant information
Name: Last, first, MI, suffix (Jr., III, etc.) Date of birth (mm/dd/yyyy) Social Security number (###-##-####)


Street address / PO box City, state, zip


Daytime telephone (include area code) Email address


Sex  Male  Female U.S. citizen?  YES  NO Type of visa: _______________________________


To be completed only by current members of the Teachers’ Retirement System of Louisiana: CHOOSE ONE


 I elect to transfer my accumulated TRSL contributions to the ORP carrier I have designated below.      


 I elect NOT to transfer my accumulated TRSL contributions to the ORP carrier I have designated below. 


Section 2 — Carrier designation


 New enrollment


 Change of ORP carrier


 Existing ORP participant


Name of ORP carrier 


 VOYA Financial (formerly ING Life Insurance and Annuity Company) 


 Teachers Insurance and Annuity Association - TIAA (formerly TIAA-CREF)


 Corebridge Financial (formerly VALIC / AIG)


ORP carrier code


01  VOYA
02  TIAA
03  Corebridge


Section 3 — Applicant’s signature


I hereby make irrevocable application for the Optional Retirement Plan (ORP) in accordance with LSA-R.S. 11:921–931. I understand that future 
employee contributions, less any administrative fee adopted in accordance with law, and the employer transfer amount will be forwarded to 
the ORP carrier designated above. I have read the back of this form. I understand that (1) I can never again become a contributing 
member of the TRSL Regular Plan (defined benefit plan); (2) the benefits payable under the ORP are not the obligation of the State 
of Louisiana or TRSL, but are solely the liability and responsibility of the designated ORP carrier; (3) I hereby expressly waive my 
rights set forth in Louisiana Constitution Article X Sec. 29 (A) and (B), which are printed on the back of this form; and (4) no lump-
sum payout of the entire account can be made from the ORP carrier directly to me during my lifetime.


Applicant’s signature (DO NOT TYPE OR PRINT) 



Date signed (mm/dd/yyyy)


Section 4 — Agency certification (must be completed by employer prior to submission to TRSL)
Agency name TRSL agency number (####)


Effective date of ORP election:  _____________________ 
(mm/dd/yyyy)


Effective date for change of carrier: _____________________ 
(mm/dd/yyyy)


(date of employment for new employees) (or when this form is received by TRSL, whichever is later). Contributions withheld for 
this period and thereafter will be transferred to the carrier designated in Section 2 above.


I certify that this employee is eligible to participate in the ORP according to LSA-R.S. 11:925 and that he or she has signed a contract with the 
carrier designated above.


Signature of authorized representative of agency (DO NOT TYPE OR PRINT)



Date signed (mm/dd/yyyy)


Name of authorized representative Title


Employer: Please drop off or mail this form to TRSL at 8401 United Plaza Blvd, Ste 300, Baton Rouge LA 70809


See reverse side for important information


Submit ORIGINAL form ONLY.  
No copies, faxes, or scans accepted.APPLICANT: Submit this form to your Human Resources office 


to complete the enrollment process with TRSL. 







What is the Optional Retirement Plan (ORP)? 
The ORP is a defined contribution plan. ORP retirement benefits are based solely on the balance in the ORP account at the time of 
retirement. There is no state or other governmental guarantee of benefits. By participating in the ORP, the participant expressly 
waives his or her rights set forth in Louisiana Constitutional Article X Sec. 29(A) and (B), which provide as follows:


Section 29.(A) Public School Employees. The legislature shall provide for retirement of teachers and other employees of the public educational 
system through establishment of one or more retirement systems. Membership in such a retirement system shall be a contractual relationship 
between employee and employer, and the state shall guarantee benefits payable to a member or retiree or to his lawful beneficiary upon his death.


(B) Other Officials and Employees. The legislature shall enact laws providing for retirement of officials and employees of the state, its agencies, 
and its political subdivisions, including persons employed jointly by state and federal agencies other than those in military service, through the 
establishment of one or more retirement systems. Membership in any retirement system of the state or of a political subdivision thereof shall be a 
contractual relationship between employee and employer, and the state shall guarantee benefits payable to a member of a state retirement system 
or retiree or to his lawful beneficiary upon his death.


No separate disability or survivor benefits are payable. At the participant’s death, the ORP account is payable to beneficiary(ies) as a lump sum 
or otherwise. An ORP participant can choose to retire and receive benefits at any time after termination of all employment in public education in 
Louisiana. Benefits payable to ORP participants or their beneficiaries are the sole liability and responsibility of the ORP carrier except in the case of the 
third option given below when a direct rollover is chosen by the ORP participant. After termination of all Louisiana public education employment, the 
ORP participant can choose at any time to:


1.	 Receive a lifetime (or joint and survivor lifetime) benefit. These payments must be based on the entire balance in the ORP account at the time 
the payments begin, or


2.	 Receive an initial benefit of up to 36 months worth of the maximum lifetime benefit payable in (1) above and then receive a reduced monthly 
benefit for life (or joint and survivor lives), or


3.	 Rollover all or a portion of the ORP account balance to an Individual Retirement Account (IRA) or qualified retirement plan. These rollovers may 
be made to several IRAs at one time and/or over a period of years.


The second and third options given above became possible on July 1, 1999, and July 13, 1999, respectively. LSA-R.S. 11:929(B).


Who can participate? 
The ORP is available only to (1) academic or unclassified employees of public institutions of higher education and their respective management 
boards; or (2) certain non-higher education employees who have prior ORP participation.


In accordance with LSA-R.S. 11:921–931 and guidelines established by the TRSL Board of Trustees, the ORP is further described as follows:


1.	 The decision to participate in the ORP is irrevocable.


2.	 An ORP participant may NEVER again be a contributing member of the TRSL Regular Plan (defined benefit plan), regardless of 
changes in employment.


3.	 An eligible new employee must make a decision to become or to remain a member of the TRSL Regular Plan or participate in the ORP within 60 days 
of employment. If no decision is made within 60 days, the new employee must be placed in TRSL. (See #5.)


4.	 An ORP participant waives all rights to membership, retirement, survivor, and/or disability benefits from TRSL. However, a TRSL member with at least 
5 years of service credit and who elects participation in the ORP but chooses not to transfer his prior accumulated employee contributions will have 
retirement, survivor, and/or disability rights and benefits provided by the TRSL Regular Plan, if otherwise eligible, and only with regard to service credit 
earned in the TRSL Regular Plan prior to joining the ORP.


5.	 An active contributing member of the regular retirement plan of TRSL who has less than five years of creditable service in TRSL can make an 
irrevocable election to participate in the ORP and transfer his or her accumulated employee contributions to the ORP under the provisions of LSA-R.S. 
11:925(B) and 926(A). No prior employer contributions will be transferred.


6.	 A higher education academic or unclassified employee who is not eligible for membership in TRSL because of part-time, seasonal, or temporary 
employment status is eligible to participate in the ORP.


7.	 An ORP participant who changes employment to a TRSL employer not in the field of higher education must remain in the ORP.


8.	 Employee contributions: The ORP participant will contribute monthly to the ORP the same amount which he or she would be required to 
contribute under the TRSL Regular Plan. A monthly fee of 0.05% of salary to cover the cost of administration and maintenance of the ORP will be 
deducted from the participant’s contributions. The balance will be remitted to the appropriate carrier on behalf of the participant. 


Employer Transfer Rate (employer contributions to participant accounts) for higher education employers: The minimum employer 
contribution rate to a participant’s ORP account is 6.2%. However, higher education boards created by Article VIII of the Louisiana Constitution can 
establish such rate above 6.2% by board resolution. Any rate established by board resolution is applicable to each board’s employees and the 
employees of each institution and agency under its supervision and control, including laboratory schools. Resolutions establishing the employer 
contribution rate in excess of 6.2% must be received by TRSL by June 1 prior to the fiscal year for which the rate is being set.


Employer Transfer Rate (employer contributions to participant accounts) for non-higher education employers: The employer 
contribution rate must be the greater of the employer normal cost contribution for the TRSL Regular Plan, or 6.2%.


Only the Employer Transfer Rate portion of the employer contributions remitted to TRSL will be forwarded to the appropriate carrier on behalf of the 
participant. The balance will be retained by TRSL to apply to the unfunded accrued liability of TRSL.


9.	 ORP participants can change carriers throughout the year. To change carriers, the participant must complete an Application for Optional Retirement 
Plan or Change of Carrier (Form 16). Carrier changes for ongoing contributions become effective beginning with the effective date for change in 
carrier provided in Section 4 of Form 16 or when received by TRSL, whichever is later.


10.	 Account statements for ORP participants will be provided by the carriers.


11.	 If you are also eligible for Social Security benefits from your spouse’s (ex-spouse’s) employment or from your own Social Security-covered 
employment, your Social Security benefit may be reduced according to federal regulations. 


12.	 If you plan to reside outside of the United States after your employment ends, please contact your ORP carrier to discuss your plans. Due to federal 
laws, you must set up an IRA or other account to accept your LA ORP funds prior to leaving the country. 





		Name Last first MI suffix Jr III etc: 

		Date of birth mmddyyyy: 

		Social Security number: 

		Street address  PO box: 

		City state zip: 

		Daytime telephone include area code: 

		Email address: 

		Sex: Off

		US citizen: Off

		Type of visa: 

		I elect to transfer my accumulated TRSL contributions to the ORP carrier I have designated below: Off

		I elect NOT to transfer my accumulated TRSL contributions to the ORP carrier I have designated below: Off

		VOYA Financial formerly ING Life Insurance and Annuity Company: Off

		Teachers Insurance and Annuity Association  TIAA formerly TIAACREF: Off

		Corebridge Financial formerly VALIC  AIG: Off

		New enrollment: Off

		Change of ORP carrier: Off

		Existing ORP participant: Off

		02  TIAA: 

		Applicants signature DO NOT TYPE OR PRINT: 

		Date signed mmddyyyy: 

		Agency name: 

		TRSL agency number: 

		Effective date of ORP election: 

		Effective date for change of carrier: 

		Signature of authorized representative of agency DO NOT TYPE OR PRINT: 

		Date signed mmddyyyy_2: 

		Name of authorized representative: 

		Title: 








Optional Retirement Plan
ORPORP


Am I eligible?
Academic and unclassified employees 
of Louisiana colleges, universities, and 
community colleges can participate in the 
ORP. This retirement plan is also available to 
employees of any constitutionally established 
board that manages institutions of higher 
education.


How does it work? 
•	 An ORP account is owned by the 


participant, and there is no waiting period 
to join the plan. ORP participants are 
100% vested from the date of enrollment. 


•	 Participant and employer contributions 
are invested by the designated ORP 
carrier in the investment options chosen 
by the participant. 


•	 The performance of the participant’s 
investments determines the retirement 
benefit due. Projections of possible 
benefits are provided, but not 
guaranteed, by the ORP carriers.


What is the ORP?
The ORP (Optional Retirement 
Plan) is a defined contribution 
plan, under Internal Revenue 
Code §401(a), in which account 
holders direct their own investments 
through private carriers. 







Who are the ORP carriers?
The following private ORP carriers have 
contracts through June 30, 2025:


Voya Life Insurance  
& Annuity Company


https://trsl.beready2retire.com/


Teachers Insurance and 
Annuity Association (TIAA)


www.tiaa.org/louisianaorp


Corebridge Financial 
(formerly AIG Retirement 
Services)


https://corebridgefinancial.com/rs/trsl


What contributions will be 
credited to my ORP account? 
ORP participants contribute 8.0% of salary, 
less a 0.05% TRSL administrative fee.


Higher education employers:


The minimum contribution rate is 6.2%. 
However, higher education boards created 
by Article VIII of the Louisiana Constitution 
can establish the employer contribution 
rate above the 6.2% by board resolution.


NOTE: Any rates established by board 
resolution are applicable to each board’s 
employees and the employees of each 
institution and agency under its supervision 
and control, including laboratory schools.


Non-higher education employers:


The employer contribution rate must be 
the greater of the employer normal cost 
contribution for the TRSL Regular Plan, or 
6.2%.







What is normal cost?
It is the cost of funding the benefits for active 
members in the TRSL Regular Plan (a defined 
benefit retirement plan) earned that year. The 
normal cost is calculated by accounting for the 
TRSL Regular Plan’s historical experiences and 
its assumptions about future events—such as 
investment returns, mortality/disability rates, 
salary increases, and termination/retirement 
rates.


Should I join TRSL or ORP?
You should carefully and realistically 
consider your career expectations before 
deciding whether to participate in TRSL 
or the ORP.


Points to consider:
•	 If you expect to change job 


positions or leave Louisiana within 
five years, the ORP may be a 
good idea because it is portable 
to most other U.S. colleges and 
universities.


•	 If you plan to continue teaching or 
working in Louisiana at a public 
college, university, community 
college, technical college, school, 
or at a state or local government 
agency, TRSL is probably the 
better choice. See our publication, 
Pocket Guide (for New & Returning 
Members), for more information 
about a TRSL retirement benefit.


•	 If you are also eligible for Social 
Security benefits from other 
employment, your Social Security 
benefit may be reduced according 
to federal regulations regardless 
of whether you participate in TRSL 
or the ORP. For more information, 
see our brochure Social Security & 
TRSL Benefits at www.TRSL.org.







Still not sure?
If you aren’t sure where your career will 
take you, TRSL may still be the better 
choice. Here’s why:


•	 Deferred retirement: With five 
years of service credit, you can 
leave your contributions with TRSL 
and retire at age 60 or 62 with a 
lifetime TRSL benefit based on 
12.5% of your highest, five-year 
average compensation.


NOTE: Retirement age is 60 for 
individuals who first joined a state 
public retirement system between 
1/1/2011 and 6/30/2015; and age 
62 for those who joined on or after 
7/1/2015.


•	 Option to transfer: Prior to obtaining 
five years of creditable service in 
TRSL, you can change your mind 
and transfer the employee portion of 
your retirement contributions into the 
ORP. The employer portion of your 
existing contributions remains with 
TRSL.


Look carefully at the “Comparison of 
Benefit Features” in this brochure. 
There is also an online calculator on 
our website at www.TRSL.org for 
comparing ORP and TRSL benefits. 
These tools are designed to help you 
make the best choice for you and your 
family. 


If you are interested in the ORP, your 
personnel office or TRSL can provide 
more information. To enroll in the ORP, 
you will need to submit a completed 
Application for Optional Retirement 
Plan or Change of Carrier (Form 16), 
available at www.TRSL.org.







Payment options
ORP account balances can be distributed by 
any of the following means:


Payment options for ORP balances:
•	 A lifetime income
•	 Trustee-to-trustee, single lump-sum 


cash rollover between qualified plans
•	 IRA
•	 Death benefits


ORP account balances can be rolled over to 
another IRS-qualified retirement plan or to an 
IRA(s) after termination of employment in all 
positions where you are eligible to participate 
in the ORP. 
The ORP cannot be distributed as a cash 
distribution payable to the participant or a 
single lump sum. However, a one-time, lump-
sum payment of up to 36 months of your 
annuity is available from the ORP account at 
the time of retirement in addition to a lifetime 
annuity. If the up-front, lump sum is chosen, 
lifetime benefits would be reduced accordingly. 
(LSA-R.S. 11:929B)
All payment options/distributions must be 
approved by your ORP carrier.


IMPORTANT! The decision to 
join the ORP is irrevocable, and 
you will not be able to later join 
TRSL. Even if you change to 
another employer that reports 
to TRSL, your participation in 
the ORP will continue.







Comparison of benefit features
Plan type


TRSL


Defined benefit plan: Monthly pension 
determined by years of service, highest 
five-year average annual salary, & a benefit 
factor of 2.5%.


ORP


Defined contribution plan: Monthly 
annuity determined by employer & 
participant contributions and investment 
return on those contributions.


Contributions


TRSL


Contributions do not determine benefits. 
Employee’s contribution is 8% of salary. 
The employer makes a normal cost 
contribution.


ORP


Contributions determine benefits. 
Employee’s contribution is 8% of salary 
(less a 0.05% administrative fee).


Employer contribution: Minimum 
contribution rate must be at least 6.2%. 
Higher education governing boards may 
set a rate above the minimum.


Duration of benefit


TRSL Lifetime benefit. No matter how long you 
live, the retirement benefit will continue.


ORP Duration of benefit is based on the amount 
accumulated in participant’s ORP account.


When benefit is payable


TRSL


Lifetime benefit payable after at least five 
years of service at age 60† or age 62‡. 
Refund of employee contributions, upon 
request, at termination of employment.


ORP


Annuity with or without a partial lump-
sum payout possible at time of retirement. 
Rollover of up to 100% of ORP funds to 
an IRA or qualified plan may be done 
after termination of all covered ORP 
participation.


Guaranteed by
TRSL State of Louisiana


ORP Solvency of the ORP carrier
†For individuals who first became members of a state 
public retirement system between 1/1/2011 & 6/30/2015
‡For individuals who first became members of a state 
public retirement system on or after 7/1/2015







Plan election


TRSL
An ORP-eligible member has five years 
after first joining TRSL to change to the 
ORP.


ORP
The decision to join ORP is irrevocable. An 
ORP participant can’t change their mind 
and join TRSL. 


Survivor benefits


TRSL


Upon your death, if you have five years 
of service credit, your spouse and minor 
children may be eligible for survivor 
benefits.


ORP
Upon your death, the balance of the ORP 
account is paid out in a lump sum or as an 
annuity.


Disability benefits*


TRSL


If you have 10 years of service credit 
(excluding service credit earned while 
on workers’ compensation) and become 
disabled, you may be eligible for disability 
benefits from TRSL for life.


ORP


Benefit based on accumulated 
contributions, payable at your option, after 
termination of ORP participation. No other 
disability benefits are included.


Portability of benefit


TRSL


Transferrable to other Louisiana public 
schools, colleges and universities, 
technical colleges, and many public 
agencies.


ORP Portable to most colleges and universities 
in the United States.


Investment decisions


TRSL


TRSL controls the plan investments, which 
include your contributions, and bears the 
risk. The benefits a retiree receives from 
the TRSL plan are not dependent upon the 
investment decisions of TRSL or changes 
in the investment markets. 


ORP
Participant controls own investments 
and bears the risk. (See ORP carrier’s 
brochure.)


Pay into Social Security?
TRSL No


ORP No
*For individuals who first became members of a state 
public retirement system on or after 1/1/2011







We’re here to help!
Physical address: 
8401 United Plaza Blvd, Ste 300
Baton Rouge LA 70809-7017


Mailing address:
PO Box 94123
Baton Rouge LA 70804-9123


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


Questions: www.AskTRSL.org 
Web: www.TRSL.org


Facebook: facebook.com/TRSLonline 
Twitter: @TRSLonline
YouTube: TRSLonline


Last revised March 2023


This is an electronic document. The Teachers' Retirement System 
of Louisiana did not incur any printing costs. 








What are FSAs and who can have them?


1.	What is a flexible spending account (FSA)?


A flexible spending account (FSA) is a tax-
advantaged program offered by employers that 
allows their employees to pay for eligible out-of-
pocket health care and dependent care expenses 
with pre-tax dollars. FSAs are exempt from federal 
taxes, Social Security (FICA) taxes and, in most cases, 
state income taxes.


The most common types of flexible spending  
accounts are:


•	Health care flexible spending account (HCFSA): 
an account that provides pre-tax reimbursement 
for qualifying out-of-pocket medical expenses not 
covered by insurance.


•	Limited purpose flexible spending account 
(LPFSA): an account that provides pre-tax 
reimbursement of qualifying out-of-pocket 
expenses related to preventive care, dental and 
vision expenses not covered by insurance.


•	Dependent care flexible spending account 
(DCFSA): an account that provides pre-tax 
reimbursement of dependent care expenses (e.g.,  
day care) incurred by eligible tax dependents.


2.	What are the general features and tax benefits of 
an FSA?


•	Your contributions are pre-tax or tax-deductible.*
•	Tax-free withdrawals are made to pay for eligible 


out-of-pocket expenses related to health care and 
dependent care.


•	FSA dollars can be used during the plan year; they  
do not carry over from year to year.


3.	Why should I enroll in an FSA?


With an FSA, your out-of-pocket health and/or 
dependent care expenses are paid with tax-free 
dollars. You could save an average of 30%** on all of 
your eligible expenses.


4.	Whose expenses can I claim under my FSA?


You can use your FSA to pay for eligible expenses 
incurred by any of the following individuals:


•	Yourself
•	Spouse


•	Qualifying child
•	Qualifying relative


New rules allow a dependent to be eligible for the 
plan even when that dependent does not qualify 
to be claimed as your tax dependent on your tax 
return. It is recommended that you check with your 
tax professional before you make your election for 
the plan year.


5.	What are eligible FSA medical expenses?


The IRS publishes information on FSAs and eligible 
medical expenses. Visit irs.gov and search for 
Publication 502 or 969 to learn more.


6.	Can I change my FSA election mid-year?


Certain qualifying events may allow employees to 
increase or decrease their election or begin or cease 
participation in a plan. Common qualifying events 
include marriage, divorce, birth, death or a change 
in the cost of dependent care.


The adjustment to the election must be consistent 
with the event. For example, an increase in the cost 
of day care would not allow you to decrease your 
election (although, if the increase made the cost 
of care unaffordable, one could justify no longer 
participating in the plan).


Please refer to your employer’s plan document for 
further guidance on qualifying status change events 
applicable to your plan.


7.	Am I eligible to participate in a dependent  
care FSA?


You are eligible for this benefit if you have a 
dependent (whose expenses are eligible) who 
requires care to enable you to work. In addition, you 
must meet one of the following eligibility criteria:
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•	You are unmarried.
•	Your spouse works, is a full-time student, is actively 


seeking work or is disabled (incapable of self-care).
•	You are divorced or legally separated and have 


custody of your child even though your former 
spouse may claim the child for income tax purposes. 
Your dependent care FSA (DCFSA) can be used to 
pay for eligible child care services provided during 
the period the child resides with you.


Important notes:


•	Expenses are treated as having been incurred at 
the time the medical care was provided, not when 
you are formally billed or charged, or when you pay 
edit to fix false series for the medical expenses.


•	You cannot receive reimbursement for future or 
projected expenses.


•	All submitted expenses are reviewed for eligibility 
according to Internal Revenue Code Section 125 
guidelines.


8.	What are eligible DCFSA expenses?


Eligible expenses are day care expenses for eligible 
dependents that are incurred so you and your 
spouse can work. To qualify, you and your spouse 
must be employed, or your spouse must be a full-
time student.


If you’re married and you file a joint return, or you 
file a single or head-of-household return, the annual 
IRS limit for 2022 is $5,000. If you’re married and file 
separate returns, you can each elect $2,500 for the 
calendar year.


Eligible dependents include:


•	Children under age 13 who are claimed as a 
dependent for tax purposes (however, you can 
submit claims for eligible expenses incurred in 
2021 and 2022 related to care for children under 
age 14)


•	A disabled spouse or disabled dependent of  
any age


Ineligible expenses:


•	Costs already claimed as a dependent care tax  
credit on your income tax return


•	Nursing home, respite care or other residential  
care centers


•	Services provided by one of your dependents
•	Nighttime babysitting expenses that are not  


work related
•	Expenses while absent for work for more than two 


weeks at a time
•	Costs paid to your own dependents, under age 19, 


who are caring for your dependents


•	Expenses paid for schooling for kindergarten  
or higher


9.	What if I have recurring dependent care claims?


The easiest way to get reimbursed is to complete our 
eCertify process. You submit the first claim manually 
to establish and substantiate both the expense and 
the provider in our system. Recurring payments in 
the same amount at the same provider will then 
be automatically substantiated with no additional 
documentation required.


10.	Can I use both the tax credit and the DCFSA?


Maybe. If you have two or more qualified 
dependents and pay more than $10,500 per calendar 
year in day care expenses, you can take the remaining 
amount and apply it toward the tax credit maximum. 
Based on your family’s income level, you’ll receive a 
credit for a percentage of that amount. For example, 
if your family’s income is $33,000 a year, you have 
two dependents, and you spent $11,150 in child care 
expenses, you may be eligible to take an additional 
tax credit of $250 ($1,000 x 25% tax credit percentage 
based on income level).


11.	Where can I use my Optum Financial  
payment card?


The Optum Financial payment card can be used at 
health care-related merchants, such as hospitals and 
vision, dental and doctor’s offices. It can also be 
used at drugstores, pharmacies and grocery stores 
that have implemented the Inventory Information 
Approval System (IIAS) or certified 90% of their gross 
sales are FSA eligible (see “Useful Links & Resources” 
on our website).


As always, save itemized receipts, bills or statements 
any time the payment card is used.


The payment card may also be used at day care 
providers that accept the payment card and have 
a valid merchant category code signifying they are 
a day care provider. The payment card may not be 
used if you pre-pay day care expenses, since the 
IRS requires the expense must be incurred before 
reimbursement can be made from your dependent 
care spending account.


12.	If I don’t use my Optum Financial payment card 
for a medical expense, how can I reimburse myself?


If you do not use your Optum Financial payment card,  
you may file claims for reimbursement in two ways:







•	File an online claim. First, sign in to your 
account. Click on the file claim link on your 
home page and walk through the steps to enter 
the details of the claim. Once you have filed 
your claim, you must agree to the terms and 
conditions, then click the Submit button. To 
complete the reimbursement process, send your 
confirmation page along with your supporting 
documentation to us.


•	File your claim using the FSA Reimbursement 
Request Form. Follow the provided instructions 
to complete this form. Claims and copies of your 
supporting documentation can be submitted via 
fax, mail, portal, or mobile.


13.	Why may I be asked to provide documentation 
for an Optum Financial payment card purchase? 
Wasn’t my payment already approved?


Federal regulations require Optum Financial to 
obtain itemized receipts for transactions that are not 
automatically substantiated at the point of sale.


Payment card transactions can be automatically 
substantiated without additional paperwork if they are:


•	Copayment amounts tied to your health plan. 
These amounts need to be communicated to 
Optum Financial by your employer.


•	Transactions that match the provider and 
dollar amount exactly for previously approved 
transactions (e.g., orthodontia claims, maintenance 
prescription drugs) and were noted by you as 
recurring on the request for substantiation 
notification.


•	Purchases made at merchants using the IIAS. 


In the event a charge does not meet these three 
criteria, Optum Financial will send three requests 
for documentation. The first request is sent 90 days 
after an unsubstantiated claim is received. This will 
be sent through email if we have one; otherwise, 
we will send a letter. A second letter will be sent 
90 days after the initial communication, and then 
a third letter will be sent 90 days after that. If 
documentation is not received within 10 days of the 
date of the final letter, your payment card will be 
suspended. The payment card will be re-activated 
as soon as the necessary documentation has been 
received to substantiate the expense.


14.	What types of documentation are acceptable for 
reimbursement or substantiation?


Documentation for health care FSA expenses required 
by the IRS includes a third-party receipt or Explanation 
of Benefits containing the following information:


•	Date(s) of service or purchase made
•	Type(s) of service or name(s) of item(s) purchased
•	Dollar amount(s) (after insurance, if applicable)


For example: an Explanation of Benefits from your 
insurance company or itemized statements from the 
provider is excellent documentation.


Documentation for dependent care FSA expenses 
required by the IRS includes a third-party receipt 
containing the following information:


•	Date(s) of service
•	Dollar amount
•	Name of day care provider


In the event the provider is unable to provide a 
receipt with this information, they may simply 
sign the FSA Reimbursement Request Form or the 
confirmation page (if the claim was filed online). 


Commonly submitted documentation that results in  
denials includes:


•	Statements that only indicate a paid amount, 
balance forward or previous balance


•	Credit card receipts only reflecting a payment
•	Bills for dependent care/medical expenses where 


services have not yet been incurred


When submitting a receipt for a copayment amount, 
please be sure the copayment description is on 
the receipt. In some cases, you will need to ask for 
a receipt at the point of service. If “copayment” 
is not clearly identified, have the provider write 
“copayment” on the receipt and sign it.







*Contributions are tax-deductible on your federal tax return. Some states do not recognize FSA contributions as a deduction. Consult a 


qualified tax adviser for advice.


**Based on 25% federal, 5% state tax rates. Results and amount will vary depending on your particular circumstances.


Flexible spending accounts /arrangements (FSAs)  are administered on behalf of your plan sponsor by Optum Financial, Inc. and are 


subject to eligibility and restrictions. Please contact a legal or tax professional for advice on eligibility, tax treatment, and restrictions. 


Please contact your plan administrator with questions about enrollment or plan restrictions. The content of this communication is not 


intended as legal or tax advice. Federal and state laws and regulations and the design of your plan are subject to change. 


© 2021 Optum, Inc. All rights reserved.   WF4506690 137023-052021 OHC 


optumfinancial.com


To learn more, visit optumfinancial.com.


15.	What happens to my FSA if I  
terminate employment?


Participation in the FSA ends if you terminate 
employment. This means, only expenses incurred 
prior to the date your participation in the plan ends 
are eligible for reimbursement. Claims for expenses 
incurred prior to the plan termination date must be 
submitted within the “run-out” period.


16.	What is the “run-out” period?


The “run-out” is a specified period of time after the 
end of the plan year, or following your termination in 
the plan, in which you may continue to submit claims 
incurred during your period of coverage. This is not 
a period when you are able to continue to incur new 
expenses, rather it allows you time to gather and 
submit expenses before forfeitures are applied.


For example, if your plan has a 90-day “run-out” 
period, you will have 90 days from your date of 
termination to submit expenses incurred prior to the 
termination date.


17.	How do I determine the date my expense(s)  
were incurred?


A service or expense must be incurred before it 
is eligible for reimbursement. An FSA expense 
is considered “incurred” when the service is 
performed, not when you pay for the service. In 
addition, the service must be performed during 
your participation in the plan. Services or expenses 
incurred before or after your plan participation 
dates do not qualify for reimbursement.


18.	How do I authorize my spouse and/or another 
individual to obtain information about my account?


Due to HIPAA regulations, Optum Financial cannot 
disclose your personal health information (PHI) to 
any unauthorized representatives.


If your spouse can correctly authenticate your 
information and properly identify themselves as your 
spouse, then we will provide them with information 
regarding your account.


19.	 What happens if I do not use all of the money  
in my account by the end of the plan year?


Federal law governing flexible spending accounts 
specifies that any money remaining in your account 
at the end of the plan year will be forfeited. This is 
more commonly known as the “use-it-or-lose-it” rule. 
Forfeitures may be used by your employer to offset 
the administrative costs of operating the plan.


20.	Is there a daily transaction limit on my payment 
card?


You are allowed a maximum of 15 transactions per 
day. No single transaction can be more than $5,000.
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IMPORTANT INFORMATION ABOUT BENEFICIARY DESIGNATIONS 


Use this form to designate or make changes to the beneficiary(ies) of your Group Insurance death proceeds. The information on this form will replace 
any prior beneficiary designation. You may name anyone or any entity as your beneficiary and you may change your beneficiary at any time by completing 
a new Group Insurance Beneficiary Designation/Change form. Common designations include individuals, estates, corporation/organizations and trusts. 
Payment will be made to the named beneficiary. If there is no named beneficiary, or the named beneficiary predeceased the insured, settlement 
will be made in accordance with the terms of your Group Contract.


DEFINITIONS
You may find the following definitions helpful in completing this form:
Primary Beneficiary(ies) – the person(s) or entity you choose to receive your life insurance proceeds. Payment will be made in equal shares unless 
otherwise specified. In the event that a designated primary beneficiary predeceases the insured, the proceeds will be paid to the remaining primary 
beneficiaries in equal shares or all to the sole remaining primary beneficiary.
Contingent Beneficiary(ies) – the person(s) or entity you choose to receive your life insurance proceeds if the primary beneficiary(ies) die (or the entity  
dissolves) before you die. Payment will be made in equal shares unless otherwise specified. In the event that a designated contingent beneficiary predeceases 
the insured, the proceeds will be paid to the remaining contingent beneficiaries in equal shares or all to the sole remaining contingent beneficiary.


INSTRUCTIONS FOR DESIGNATING A PRIMARY OR CONTINGENT BENEFICIARY


1.	 EMPLOYEE INFORMATION
•	 All information in this section is required.
•	 Unless otherwise indicated in Section 1, the information supplied on the form will apply to ALL coverages offered under the employer’s group plan.
•	 Unless otherwise indicated in Section 2, the information supplied on the form will apply to all the Group Life coverage(s) issued by The Prudential 


Insurance Company of America to the group contract holder.


2.	 BENEFICIARY DESIGNATION
•	 You may name more than one primary and more than one contingent beneficiary. This form allows you to name up to four primary and four  


contingent beneficiaries. If you need additional space, please attach a separate sheet of paper.
•	 Please indicate the percentage share designated to each primary beneficiary. The total for all primary beneficiaries must equal 100%. If no 


percentages are specified, the proceeds will be split evenly among those named. Payment will be made to the named beneficiary. If there is  
no named beneficiary, or the named beneficiary predeceased the insured, settlement will be made in accordance with the terms of your Group 
Contract. If designating percentages for contingent beneficiaries, the percentage for all contingent beneficiaries must also equal 100%.


•	 You can name an individual, corporation/organization, trust, or an estate as a beneficiary. The following examples may be helpful in designating 
beneficiaries:


Individual: “Mary A. Doe”
•	 Each name should be listed as first name, middle initial, last name (“Mary A. Doe,” not “Mrs. M. Doe”)
•	 Include the address, telephone number, social security number, relationship and Date of Birth for each individual listed.
•	 Indicate the percentage to be assigned to each individual.
Estate: “Estate of the Insured”
•	 Select “Other” as the Beneficiary Description and write “Estate” in the blank space provided.
•	 Indicate the percentage to be assigned to the Estate of the Insured.
Corporation/Organization: “ABC Charitable Organization”
•	 Select “Corporation/Organization” as the Beneficiary Description.
•	 Write the legal name of the corporation or organization in the space for the Beneficiary’s First Name.
•	 Include the address, city and state, telephone number and tax ID number of operation for each organization or corporation listed.
•	 Indicate the percentage to be assigned to the corporation or organization.
Trust: “The John Doe Trust. A Trust with a trust agreement dated 1/1/99 whose Trustee is Jane Smith.”
•	 Select “Trust” as the Beneficiary Description.
•	 Indicate the percentage to be assigned to the trust.
•	 Complete Section 3, Trust Designation.


3.	 TRUST DESIGNATION
•	 Complete this section if you have named a trust as a primary or contingent beneficiary in Section 2. Fill in the name and address for each trustee.
•	 Fill in the title and date of the Trust Agreement in the space provided.


4.	 AUTHORIZATION/SIGNATURE
•	 The employee must read, sign and date the authorization.
•	 Submit the completed form to your Benefits Administrator or Human Resources (as directed by your employer) and keep a copy for your records.
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Group Insurance Beneficiary Designation/Change	 DATE:


2.	BENEFICIARY DESIGNATION: I hereby revoke any previous designations of primary beneficiary(ies) and contingent beneficiary(ies), if any, and in the event of my death, designate the following:


A.	Primary Beneficiaries
Beneficiary Description (check one) First Name MI Last Name Address (include city, state, ZIP) Relationship Date of Birth SSN/Tax ID Number Phone % Share


 Individual    Other ___________ 
 Trust    Corporation/Organization


 Individual    Other ___________ 
 Trust    Corporation/Organization


 Individual    Other ___________ 
 Trust    Corporation/Organization


 Individual    Other ___________ 
 Trust    Corporation/Organization


TOTAL: (Must equal 100%)B. Contingent Beneficiaries
Beneficiary Description (check one) First Name MI Last Name Address (include city, state, ZIP) Relationship Date of Birth SSN/Tax ID Number Phone % Share


 Individual    Other___________ 
 Trust    Corporation/Organization


 Individual    Other ___________ 
 Trust    Corporation/Organization


 Individual    Other___________ 
 Trust    Corporation/Organization


 Individual    Other ___________ 
 Trust    Corporation/Organization


TOTAL: (Must equal 100%)3.	TRUST DESIGNATION - COMPLETE IF A TRUST HAS BEEN NAMED AS A BENEFICIARY IN SECTION 2
Trustee’s Name (First, MI, Last) Address (include city, state, ZIP)


And successor(s) in trust, as Trustee(s) under	 dated	 as amended and executed by me and said Trustee.
Title of Agreement Date of Agreement


Unless otherwise indicated below, this Beneficiary Designation/Change form applies to ALL coverages offered under my employer’s group plan. 
This form applies only to   Basic Life   Basic AD&D   Optional Term Life   Optional AD&D   GUL   GVUL  coverage(s).


Marital Status (check one) 
 Married   Widowed 
 Single     Divorced


Gender (check one) 
 Male 
 Female


Has this insurance 
been assigned? 


 Yes   No


1.	EMPLOYEE INFORMATION (please print)


Last Name	 First Name	 MI Employee ID# (if applicable)


Address	 City	 State	 ZIP Code	 Daytime Phone	 Home Phone	 Date of Birth	 Date of Hire	 Date of Retirement (if applicable)


Name of Employer/Group Policyholder Group Policy No.
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4.	AUTHORIZATION/SIGNATURE I authorize my plan administrator to record and consider the individuals/institutions that I have named on this form as beneficiaries 
for benefits under the applicable employee benefit plans. If designating a trust as a beneficiary, I understand Prudential assumes no obligation as to the validity 
or sufficiency of any executed Trust Agreement and does not pass on its legality. In making payment to any Trustee(s), Prudential has the right to assume that the 
Trustee(s) is acting in a fiduciary capacity until notice to the contrary is received by Prudential at its Group Life Claim office. I agree that if Prudential makes any 
payment(s) to the Trustee(s) before notice is received, Prudential will not make payment(s) again.


Employee’s Signature   X	 Date Signed


The employee must sign and date this form. The signature date must be the date the employee actually signed the form.


Group Life coverage(s) are issued by The Prudential Insurance Company of America, a New Jersey company, 751 Broad Street, Newark, NJ 07102. Group Variable  
Universal Life Insurance is distributed by Prudential Investment Management Services LLC, 655 Broad Street, 19TH Floor, Newark, NJ 07102, a registered broker/
dealer and a Prudential Financial company. Please refer to the Booklet-Certificate, which is made a part of the Group Contract, for all plan details, including  
any exclusions, limitations and restrictions which may apply. Contract provisions may vary by state. Contract series: 83500 (Term Life), 89579 (Group Variable  
Universal Life), 96945 (Group Universal Life).


©2020 Prudential Financial, Inc. and its related entities.


Prudential, the Prudential logo and the Rock symbol are service marks of Prudential Financial, Inc. and its related entities, registered in many jurisdictions worldwide.
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Enrollment Application/Enrollment Notification
(Form 2)


00-2
rev. 03/22


If unable to enroll online, please print in ink or type all entries except signatures. For assistance on TRSL eligibility requirements, 
please refer to Index 2.0 of the Employer Procedures Manual. 


Section 1 — Member information (to be completed by applicant)
Name: Last, first, MI, suffix (Jr., III, etc.) Social Security number (Attach copy of card)


Street address / PO box City, state, zip Date of birth (mm/dd/yyyy)


Daytime telephone (include area code) Alternate telephone (include area code) Primary email address


Are you a U.S. citizen?  Yes  No If not, what type of visa do you possess? ____________________ Sex: Male  Female


Section 2 — Previous employment (to be completed by applicant)


Have you ever contributed to a Louisiana public retirement system?  Yes  No Name of system ______________________________


Did you withdraw your contributions when you left previous employment?  Yes  No


Please indicate the position(s) you previously held:
Position Years employed Employer


  Teacher, professor, instructor From _______________ to ________________ ___________________________________________


  Custodian, school bus driver From _______________ to ________________ ___________________________________________


  School food service worker From _______________ to ________________ ___________________________________________


If you withdrew retirement contributions before 1978, provide TRSL membership number if known: _____________________________


If you contributed to another Louisiana public retirement system and you are interested in combining all of your service into TRSL, please complete Form 8 to 
establish a reciprocal recognition agreement or Form 8A for an actuarial transfer of service credit. These forms are available on our website at www.TRSL.org.


Applicant's signature (DO NOT PRINT OR TYPE)



Date signed (mm/dd/yyyy)


Section 3 — Employer information (to be completed by employer)
Name of employer TRSL agency number (####)


Name of school Title of position


Employment status:  Full time  Part time  Unclassified (if applicable) Full-time equals _______ hours per day.


Annual full-time earnings $________________________       This employee will work _______ hours per week


Date of employment (mm/dd/yyyy)


Applicant is being enrolled in:


 Regular Plan  Plan B


Basis of employment:


 9 months  10 months  11 months  12 months


Check the appropriate box for each statement below:


 YES  NO The applicant's first employment (making him/her eligible for membership in a Louisiana public retirement system) began on or after January 1, 2013.


 YES  NO
The applicant was employed in a position eligible for membership in a Louisiana public retirement system prior to January 1, 2013, but he/she terminated 
service prior to January 1, 2013. Through re-employment on or after January 1, 2013, the applicant is again eligible for membership in a Louisiana public 
retirement system.


 YES  NO The applicant assumed an elective office on or after January 1, 2013, and by virtue of that service or previous public service, he/she is eligible for membership 
in a Louisiana public retirement system. 


** If the answer to any question in Section 3 is YES, you must complete Section 4 (Forfeiture of benefits) below. **


Section 4 — Forfeiture of benefits / Employee attestation (to be completed by employer) - Check the appropriate box below.



YES, employee has 
signed Form 2FRB


I hereby certify that this employee has received and executed TRSL’s Forfeiture of Retirement Benefits - Attestation of Understanding 
(Form 2FRB), and that this form will be permanently maintained in the personnel records of this employer.



NO, employee has not 
yet signed Form 2FRB


State law requires that this employee receive and execute TRSL’s Forfeiture of Retirement Benefits - Attestation of Understanding (Form 2FRB). 
La. R.S.-11:293 (The enrollment of this employee cannot be completed until Form 2FRB is properly executed in compliance with state law.)


Signature of employer's authorized representative (DO NOT PRINT OR TYPE)



Date signed (mm/dd/yyyy)


Name of authorized representative (Print or type) Title


HOW TO 
SUBMIT:


DROP OFF or MAIL IN EMAIL FAX
8401 United Plaza Blvd, Ste 300


Baton Rouge LA 70809
web.master@trsl.org (225) 925-4779
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Working members
•	 View annual statements
•	 Estimate your benefit with 


calculators that load your 
account information


•	 Update name, mailing 
address, and email address


•	 Apply for retirement


Retired members


Prepare NOW for retirement LATER:
Register for Member Access
•	 TRSL’s secure online Member Access allows you to view and update 


your account information.
•	 If you haven’t registered for Member Access, visit www.TRSL.org and 


follow the easy registration instructions.


Keep your personal information current
•	 Name change: Active Member Name Change Request (Form 2NC)
•	 Address Change: Change of Address Authorization (Form 2AC)


Keep your beneficiary information current
•	 Active members: Beneficiary Designation for Non-Retired Members 


(Form 3)
•	 Option 1 retirees: Change of Beneficiary for Option 1 Retiree (Form 3A)


Submit required documents
•	 Submit birth certificates, Social Security cards, and divorce documents 


now, so we’ll already have them when you’re ready to retire.


Register for a TRSL workshop or webinar
•	 Register at www.TRSL.org and get your questions answered.


Find more online @ www.TRSL.org
•	 Find information, brochures, and forms to guide you through the process.
•	 ASK TRSL: www.TRSL.org/ask_TRSL
•	 Facebook: Teachers’ Retirement System of Louisiana
•	 Twitter: @TRSLonline
•	 YouTube: TRSLonline


•	 View benefit history
•	 View and print 1099-R
•	 Update email address
•	 Print income verification    


letter
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How does my TRSL retirement 
plan work?


How is my retirement funded?
Your retirement is funded by a percentage of your salary and 
contributions from your employer. Employee and employer 
contributions are transferred to TRSL and maintained in a trust fund. 
TRSL pools and invests the contributions. These contributions and 
the interest earned on TRSL investments pay for your future lifetime 
retirement benefits.
Most TRSL members do not participate in Social Security, which often 
makes TRSL their primary source of retirement income. 


How much do I contribute to my TRSL retirement?
TRSL administers two retirement plans. Employee contribution rates 
for each plan are as follows:
•	 REGULAR PLAN – 8.0% of salary
•	 PLAN B – 5.0% of salary (also participates in Social Security)


You have a defined benefit retirement plan, 
often called a pension. 
Your TRSL benefit is paid to you for your entire life, and is 
calculated using three factors: 


1.	 your years of TRSL service credit, 


2.	 your final average compensation (FAC), and 


3.	 a benefit factor (2.0% or 2.5%). 


These three factors, multiplied together, total the maximum 
TRSL benefit that you are eligible to receive.


Your retirement income from TRSL is based on these factors, 
not on how much you contribute to your retirement or the 
balance in a retirement account.
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What TRSL retirement plan am I in?
The plan you are in is determined by your position (and sometimes, 
where you are employed). Most TRSL members belong to the 
Regular Plan.


REGULAR PLAN includes most TRSL members, including 
teachers, administrators, etc.


PLAN B includes school food service employees in the 
following parishes: Allen, Assumption, Avoyelles, Cameron, 
Catahoula, Concordia, DeSoto, East Feliciana, Jefferson, 
Jefferson Davis, Lafayette, LaSalle, Morehouse, Orleans, Red 
River, St. Helena, St. John the Baptist, St. Mary, Washington, 
and West Feliciana. These members also participate in Social 
Security.


Each plan has slight differences in retirement eligibility requirements, 
employee contribution rates, and benefit computation methods.
Unsure which plan you’re in? Log into your Member Access 
account through our website. If you aren’t registered for Member 
Access, visit www.TRSL.org and click on the Member Access link. 
Follow the easy instructions to complete a one-time registration. 
NOTE: Since 1983, another retirement plan administered by TRSL 
(School Lunch Plan A) has been closed and has stopped enrolling 
new members. Please contact TRSL for information about Plan A.


TRSL membership
If you become employed in a position which would normally require 
you to enroll in another Louisiana public retirement system, you may 
be eligible to remain in TRSL. Under state law, you can elect to retain 
membership in TRSL if you meet all of these criteria:


•	 You have a minimum of five years of TRSL service credit.
•	 Your new position is with a Louisiana public agency and is not 


covered by the Parochial Employees’ Retirement System of 
Louisiana or the Clerks' of Court Retirement and Relief Fund.
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If you decide to remain in TRSL instead of joining another retirement 
system, you must make an irrevocable election to retain your TRSL 
membership by completing and submitting to TRSL an Election 
to Retain Membership (Form 2R) within 60 days of your new 
employment. 


Why retain TRSL membership?
Retaining membership means that you will continue to accrue service 
credit toward retirement eligibility with your same retirement system. If 
you join another retirement system instead of retaining membership in 
TRSL, you will become a new member of that system. 
All of your years in TRSL will not count toward retirement eligibility 
or benefits unless you actuarially transfer your service credit to your 
new retirement system or establish a reciprocal recognition of service 
credit between both systems.
If you are considering changing positions, which would make you 
eligible for membership in another Louisiana public retirement system, 
we urge you to contact TRSL. You may be eligible to retain your TRSL 
membership if you meet the criteria listed on page 5.


Optional programs
Several optional programs are available that can help you attain 
your financial goals:


•	 Deferred Retirement Option Plan (DROP)
•	 Initial Lump-Sum Benefit (ILSB)
•	 Optional Retirement Plan (ORP) — for unclassified 


employees in higher education
It is important to review these programs to see if they are right 
for you and whether you meet eligibility requirements. For more 
information, visit www.TRSL.org.


DROP ILSB ORP
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What will my monthly 
retirement benefit be? 
Your lifetime retirement benefit is calculated using a formula set by 
state law. This formula calculates the maximum monthly retirement 
benefit for which you are eligible, and is based upon three factors:  
(1) your TRSL service credit, (2) final average compensation (FAC), 
and (3) a benefit factor of 2.0% or 2.5%.


BENEFIT FORMULA EXAMPLE


Years of Service Credit
×


Final Average Compensation (FAC)
×


Benefit Factor (2.0% or 2.5%)
=


Maximum Retirement Benefit


30 Years
×


$48,000 FAC
×


2.5% Benefit Factor
=


$36,000 ($3,000/month)


What is service credit?
Service credit is the amount of time you work and contribute to TRSL. 
It can also include any of your unused sick and/or annual leave. TRSL 
converts your unused sick and/or annual leave to service credit at 
the time you retire. These types of leave cannot be used to attain 
eligibility for retirement.
How does TRSL use service credit? 
TRSL uses service credit for two purposes: (1) to determine when 
you are eligible to retire, and (2) to calculate your retirement benefit. 
For many members, the amount of service credit they have for 
retirement eligibility and benefit computation is the same. For some, 
however, the amounts may be different. This can happen when a 
member works part-time or takes sabbatical leave.
You can see how much service credit you have for retirement eligibility 
and benefit computation purposes by reviewing your TRSL account 
online through Member Access at www.TRSL.org.
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How do I earn service credit? 
•	 You earn one year of service credit for each full year worked.
•	 You cannot earn more than one year of service credit in a 


12-month period that begins July 1 and ends June 30.
•	 If you do not work a full year, your service credit for that year 


will likely be based on a percentage of the actual salary paid to 
you, divided by what you would have earned if you had worked 
the full year. 


•	 In most cases, if you go on leave without pay (LWOP), you will not 
earn a full year of service credit.


•	 You can increase your service credit through a purchase, transfer, 
or reciprocal recognition agreement. For more information about 
purchasing service credit, see our handbook Purchases and 
Transfers of Service Credit, available at www.TRSL.org. 


What if I work part time?
Members with part-time or sabbatical service credit may receive full 
credit for retirement eligibility purposes, but only partial service credit 
for benefit computation purposes. These members may find they are 
eligible for retirement or DROP participation earlier than expected, but 
their benefits may be less than anticipated.
Members with part-time service or sabbatical leave (especially those 
nearing retirement or DROP participation eligibility) should contact 
TRSL to have their records verified. 


What is final average compensation (FAC)?
The FAC is the average of your highest years of salary consecutively 
earned. TRSL looks at your entire salary history to find the three or 
five years of highest consecutive earnings to calculate your FAC, 
based upon when you first became a member of one of Louisiana’s 
four state public retirement systems: TRSL, State Employees, School 
Employees, or State Police. 
•	 Three-year FAC: Used for individuals who first joined one of the 


four state retirement systems prior to January 1, 2011 
•	 Five-year FAC: Used for individuals who first joined one of the 


four state retirement systems on or after January 1, 2011
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State law places a 10% or 15% salary cap in each of the years used 
to determine your FAC. 
•	 10% salary cap: Used for individuals who first joined one of the 


four state retirement systems prior to January 1, 2011 
•	 15% salary cap: Used for individuals who first joined one of the 


four state retirement systems on or after January 1, 2011
The salary cap does not apply when the cap is exceeded solely 
because of a legislative act or a system-wide raise for cities, parishes, 
and colleges or universities. 
To test for a cap on salary increases in the first year of earnings, 
TRSL requires a base year of salary. The base year is the year 
immediately preceding your three or five highest years of salary 
consecutively earned. 
NOTE: There is also a 25% limit on salary increases for the 12 
months during which a classroom teacher changes employment 
to that of a classroom teacher in another parish. 


Does overtime count toward my FAC?
Yes, it does. Overtime is considered a part of your salary for retirement 
purposes. This includes differential pay, contract pay, and grants paid 
to a TRSL member, unless those earnings are received because of 
employment normally eligible for a different retirement system.


What is a benefit factor?
This is a percentage used to calculate your retirement benefit. 
Your retirement plan and the date you joined TRSL determine which 
benefit factor will be used to compute your retirement benefit.


Retirement Plan Benefit Factor
Regular Plan: Joined prior to July 1, 1999* 2.0% or 2.5% 
Regular Plan: Joined on or after July 1, 1999 2.5%
Plan B 2.0%


*For Regular Plan members who joined TRSL prior to July 1, 1999, 
the benefit factor (2.0% or 2.5%) is determined by age and years 
of service. 
NOTE: DROP/ILSB benefit factors and eligibility may differ. See our 
DROP Handbook and ILSB brochure for more information.
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Annual member statements
Member statements detail the salaries, contributions, and service credit 
reported by your employer(s) for each fiscal year, in addition to your 
accumulated funds and total service credit. Members with at least five 
years of TRSL service credit will also see a retirement benefit estimate 
based upon employment information on record. 
Annual member statements are available in August through TRSL’s 
secure online Member Access. 
Carefully check all of the information on your statement, 
including your home address and designated beneficiary.


What do I do if my member statement is incorrect?
An uncorrected error could affect your future retirement benefit. If you 
believe the information on your statement is inaccurate, contact your 
employer and ask them to submit corrections to TRSL. 
•	 Your employer has three years to correct any errors in salary 


reported to TRSL by paying the correct amount of employee and 
employer contributions plus interest. So it's important to notify 
them as soon as you notice any discrepancies in salary, service 
credit, or contributions.


•	 For any corrections to earnings or salary made more than three 
years after a contribution report is due, TRSL will require that 
the actuarial cost of the service credit be paid by the responsible 
parties (which may include you and/or your employer).


Feel free to contact TRSL about any problem that cannot be resolved 
by your employer.


Appeals
You can file an appeal if you feel your rights under state law and/or 
the policies of TRSL have been violated. It is the duty of the TRSL 
Board of Trustees to hear such appeals and issue timely written 
decisions in these cases. Appeals can be made in writing to:


TRSL Board of Trustees
P.O. Box 94123
Baton Rouge, LA 70804-9123
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Choosing a retirement option
Once you’ve calculated the maximum retirement benefit to which you 
are eligible, you will need to decide how much you and your beneficiary 
(if you choose) will receive each month. This is done by selecting a 
retirement option.
When you enter DROP or retire, you will select, on a notarized affidavit, 
one retirement option from among eight different options. The following 
tables list each retirement option and the benefit information for you and 
your beneficiary(ies). 


Retirement 
Option


Member  
Benefit


Beneficiary 
Benefit


Maximum
Option*


Member receives largest 
monthly benefit possible. None


*All monthly benefits cease at member’s death. Only the amount of 
member contributions that have not been paid out in monthly benefits 
or in DROP deposits and interest is due the member’s estate.


Option 
1*


Member receives a monthly 
benefit slightly less than 
Maximum Option. Age at 
retirement is one factor upon 
which the reduction is based.


More than one 
beneficiary can be 
designated, and 
member/retiree can 
change it at any time.


*Beneficiary receives remaining balance of member’s contributions (if 
any) in one lump-sum payment. Option 1 cannot be selected if member 
participates in Initial Lump-Sum Benefit (ILSB).


Under the next six benefit options, only one beneficiary can be named 
and that beneficiary can never be changed, even if the beneficiary dies 
before the member. These options provide a retirement benefit that is 
actuarially reduced from the Maximum Option benefit. Reductions are 
based on your age at retirement and the age of your named beneficiary.
Designated beneficiaries of retirees receive a retirement benefit from 
TRSL based upon the retirement option chosen by the retiree at the time 
he or she retired or entered DROP. (If the designated beneficiary of a 
retiree is someone other than the spouse, the election of the retirement 
beneficiary will be voided if there are minor children.)
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Retirement 
Option


Member  
Benefit


Beneficiary  
Benefit


Option 2
Member receives an 
actuarially reduced monthly 
benefit.


Beneficiary receives 
same lifetime benefit 
member received.


Option 2A
(Pop Up)*


Member receives a monthly 
benefit slightly less than 
Option 2.


Beneficiary receives 
same lifetime benefit 
member received. 


Option 3
Member receives a monthly 
benefit greater than Option 
2 or 2A benefit.


Beneficiary receives 
lifetime benefit equal 
to ½ of benefit amount 
member received.


Option 3A
(Pop Up)*


Member receives a monthly 
benefit greater than Option 
2 or 2A benefit but less than 
Option 3 benefit.


Beneficiary receives 
lifetime benefit equal 
to ½ of benefit amount 
member received. 


Option 4
Member receives a reduced 
monthly benefit based upon 
amount member designates 
for beneficiary.


Beneficiary receives 
lifetime benefit 
designated by member, 
not to exceed the Option 
2 benefit amount.


Option 4A
(Pop Up)*


Member receives a reduced 
monthly benefit based upon 
amount member designates 
for beneficiary.


Beneficiary receives 
lifetime benefit 
designated by member, 
but not to exceed the 
Option 2 benefit amount. 


*If beneficiary dies before member, the member’s benefit “pops up” to 
Maximum Option. However, a new beneficiary cannot be named.


Annual COLA Option (ACO): An additional retirement option 
provides a retiring member a self-funded, guaranteed annual 2.5% 
cost-of-living adjustment (COLA) by accepting an actuarially reduced 
retirement benefit. For more information, see our brochure Annual 
COLA Option (ACO) at www.TRSL.org. 
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When can I retire?
TRSL members must meet certain age and service credit 
requirements to retire. Eligibility requirements are based upon the plan 
you are in and when you first became a member of one of Louisiana’s 
four state public retirement systems: TRSL, State Employees, School 
Employees, or State Police.


DROP/ILSB benefit factors and eligibility may differ. Please see 
TRSL's DROP Handbook and ILSB brochure for more information.


REGULAR PLAN: Retirement eligibility
In the TRSL Regular Plan, eligibility for retirement is determined by 
the date you joined TRSL. Refer to the membership dates below to 
find the retirement eligibility criteria that apply to you.


Membership prior to July 1, 1999
2.0%  


benefit  
factor


•	 At least age 60 with at least 5 years of service credit*, or
•	 Any age with at least 20 years of service credit*


2.5%  
benefit  
factor


•	 At least age 65 with at least 20 years of service credit**, or
•	 At least age 55 with at least 25 years of service credit, or
•	 Any age with at least 30 years of service credit


Membership between July 1, 1999 - December 31, 2010


2.5%  
benefit  
factor


•	 At least age 60 with at least 5 years of service credit*, or
•	 At least age 55 with at least 25 years of service credit, or
•	 Any age with at least 20 years of service credit*  


(actuarially reduced), or
•	 Any age with at least 30 years of service credit


Membership between January 1, 2011 - June 30, 2015


2.5% 
benefit  
factor


•	 At least age 60 with at least 5 years of service credit*, or
•	 Any age with at least 20 years of service credit*  


(actuarially reduced)
Membership on or after July 1, 2015


2.5% 
benefit  
factor


•	 At least age 62 with at least 5 years of service credit*, or  
•	 Any age with at least 20 years of service credit*  


(actuarially reduced)
*Excludes military service purchased after September 10, 1982
**Excludes any military service
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What does actuarially reduced mean?
Retiring with 20 years of service credit is considered an early 
retirement. Therefore, the retirement benefit is reduced based 
upon the number of years it would have taken you to reach the 
next retirement eligibility criteria (regular retirement). The greater 
the number of years to regular retirement, the greater the actuarial 
reduction will be.
NOTE: Early retirement for those who joined TRSL prior to July 1, 
1999, is calculated with a lower 2.0% benefit factor. 


PLAN B: Retirement eligibility
Plan B includes school food service employees who work in parishes 
listed on page 5. Plan B members also participate in Social Security.
Retirement eligibility for Plan B is determined by the date you joined 
TRSL. Refer to the membership dates below to find the retirement 
eligibility criteria that apply to you.


Membership prior to July 1, 2015
2.0% 


benefit  
factor


•	 At least age 60 with at least 5 years of service credit*, or
•	 At least age 55 with at least 30 years of service credit


Membership on or after July 1, 2015
2.0% 


benefit  
factor


•	 At least age 62 with at least 5 years of service credit*, or
•	 Any age with at least 20 years of service credit*, (actuarially 


reduced)


*Excludes military service purchased after September 10, 1982 
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How do I apply for retirement?
You can apply for retirement as early as six months before your desired 
date of retirement. Please complete all purchases, transfers, and 
reciprocals of service credit before your retirement date.
 
(See our handbook, Purchases and Transfers of Service Credit, for more 
information about purchasing or transferring service credit.)


Apply online!
The easiest way to apply for retirement is online through TRSL’s Member 
Access. If you aren’t registered for Member Access, visit www.TRSL.org 
and follow the easy instructions.
Or complete and submit the following forms:


•	 Application for Service Retirement, ILSB, or DROP (Form 11)       
-If terminating employment after DROP, complete Form 11H.  


•	 Direct Deposit of Benefits (Form 15D)


•	 Withholding Certificate for Nonperiodic Payments 
and Eligible Rollover Distributions (Form W-4P)                                         
-Form W-4P is not needed for the Form 11 DROP application. 


Copies of other documents you’ll need to submit 
Please do not submit originals. TRSL will notify you if an original or 
certified copy of a legal document is needed. 


•	 Social Security cards (member and beneficiary/ies)
•	 Birth certificates (member and beneficiary/ies)
•	 Marriage license to current spouse
•	 Death certificate, if spouse is deceased
•	 Divorce decree or judgment of separation (including community 


property settlement), if member is divorced, 
legally separated, or remarried


For a list of other acceptable records in place of a birth certificate, refer 
to the Retirement Application Checklist on the "Brochures" page of www.
TRSL.org. If you meet eligibility requirements for retirement, TRSL will 
send you an Affidavit of Retirement Option Election (Form 11E or Form 


REMEMBER: Write your name and full Social Security 
number on each document you submit to TRSL.







16


When will I get my first retirement check?
By law, TRSL can issue your initial retirement payment only after a 
minimum 30-day waiting period from your date of retirement.


Retirement benefit payments, including estimated benefit payments, 
are made on the first of each month, pending completion of the 
minimum 30-day waiting period. TRSL generally begins paying 
estimated benefits after the properly executed retirement option 
affidavit and completed Direct Deposit of Benefits (Form 15D) are 
returned to TRSL by the payroll deadline, which is usually the third 
week of the month. The first retirement payment will be a paper 
check that will be mailed to your home address. State law requires 
TRSL to make subsequent payments by direct deposit. Your 
monthly retirement payments are based on the retirement option 
you choose. See pages 11-12 for information about benefit options.


EXAMPLE: If your retirement date is June 6, the benefit can be set 
up for the August 1 payroll as long as TRSL receives the necessary 
forms by the first week of July.


What is an estimated benefit payment?
Estimated benefit payments are payments you will receive from 
TRSL until your employer verifies all of the information TRSL 
needs to calculate your retirement benefit, including unused sick 
and annual leave. These payments are calculated based on 
information TRSL currently has on file, which is subject to change as 
determined by your employer. Until TRSL receives verification from 
your employer, you will receive monthly estimated benefit payments.


11E-5) so you can select a retirement option. 
TRSL recommends that you coordinate your retirement date with your 
employer and inform TRSL of any change before cashing or depositing 
a retirement benefit check. Once you cash or deposit (includes direct 
deposit) a benefit check, you are retired as of the effective date of the 
retirement application, and the retirement cannot be canceled.
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When will my benefit be finalized?
TRSL will finalize your benefit once all required information is 
received from you and your employer(s). Until that time, you 
will receive an estimated benefit.


About estimated benefit payments:


•	 Once your benefit is finalized, TRSL will retroactively 
pay you additional retirement benefits due, if any, going 
back to your date of retirement.


•	 Retroactive payments are paid in the month the final 
benefit is calculated, prior to the finalized benefit 
being issued.


When will I have access to my retirement 
benefits made by direct deposit?
Benefits are made available for deposit directly into your 
checking or savings account on the first of the month. 
However, when the first of the month falls on a weekend or 
a holiday, some financial institutions post the deposit to your 
account the next business day. 


Changing banks? To change your banking institution         
and/or account information, submit a new direct deposit form 
with your new financial institution’s information. Direct deposit 
forms for regular retirement benefits and DROP withdrawals 
are available at www.TRSL.org on our “Forms” web page.


Can I cancel my retirement application?
You can cancel your retirement application by sending TRSL a 
signed and dated written request by mail, email, or fax.


Remember, once a retirement benefit payment has been 
cashed (or directly deposited), you are considered retired and 
cannot cancel your application or change your retirement date.
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How do I get an estimate?
You can create a benefit estimate with TRSL's retirement 
calculators, pre-loaded with your information. Just log in to 
TRSL’s secure Member Access to get started.


Or, complete and submit to TRSL a Benefit Estimate Request 
(Form 10), available at www.TRSL.org.


NOTE: Members with at least five years of TRSL service credit 
will see a retirement benefit estimate on their annual member 
statement. (See Page 10)
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What happens to my sick & 
annual leave?
Sick leave
Sick leave is a benefit of employment, and is subject to the authority 
of your employing agency. However, unused sick leave is an 
important part of your retirement because it can increase your monthly 
benefit when converted to service credit.
TRSL converts your unused sick leave to service credit after you have 
submitted an official application for retirement and your final benefit 
is calculated. For more information, see our brochure Sick Leave & 
Conversion to Service Credit at www.TRSL.org.


What you should know about sick leave:
•	 Unused sick leave cannot be used to attain eligibility for 


retirement. Eligibility must first be attained; then unused sick leave 
credit is used to calculate the final amount of your retirement 
benefit.


•	 The amount of unused sick leave that can be used to compute 
your benefit depends on when the sick leave was earned. 
Different laws govern sick leave credit based on when the leave 
was earned:


	» On/before June 30, 1988
	» Between July 1, 1988 and June 30, 1990; and
	» On/after July 1, 1990.


•	 The amount of sick leave that an employer allows a member to 
accumulate may be different from the amount state law will allow 
for retirement benefit computation credit.


•	 At its discretion, your employer may pay you up to 25 days 
of unused sick leave at your daily rate of pay upon retiring or 
entering DROP.







20


Annual leave
For state employees
Employees of Louisiana state agencies, colleges, universities, 
community colleges, and technical colleges may receive credit for 
unused annual leave at no cost, if they were first eligible to retire by 
June 30, 1990.
The formula for computing unused annual leave is as follows: divide 
the annual leave days remaining by the days of the contract to 
determine the percentage of the year for retirement credit.
Unused annual leave can be converted to service credit for use 
in computing your retirement benefit; it cannot be used to attain 
retirement eligibility.


What you should know about annual leave:
•	 Members who were first eligible to retire after June 30, 1990, can 


convert unused annual leave earned after that date to service 
credit by purchasing the leave at actuarial cost.


•	 For a member to obtain credit for unused annual leave, TRSL 
must receive official certification of the member’s accrued annual 
leave for which an attendance record was maintained by the 
employer.


•	 Members who earn annual leave (usually 12-month employees) 
are usually paid for 300 hours or 37.5 days of annual leave by 
their employers upon termination of employment. The number of 
days for which a member is paid is deducted from the number of 
days certified as unused by the employer.


For school board employees
Employees of school boards are eligible to receive credit for unused 
annual leave if it is purchased at actuarial cost. This leave must 
have accrued under established leave regulations, and an employee 
attendance record must have been maintained by the employer.
School board employees are eligible to purchase unused annual 
leave for which they are not entitled to payment. 
At its discretion, the employer can pay up to 50% of the purchase 
price to convert unused annual leave to service credit. However, if the 
employer makes such a payment for one employee, it must do the 
same for all employees.
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REGULAR PLAN
KEY PLAN PROVISIONS


Membership
Most TRSL members are in the Regular Plan 
which includes those employed in any of the 
classifications defined by law as a “teacher.”


Contribution 
Rate 8.0% of salary


Retirement 
Eligibility 


(see page 13)


There are different eligibility requirements for 
members who joined TRSL:
•	 prior to July 1, 1999; 
•	 between July 1, 1999 - December 31, 2010;
•	 between January 1, 2011 - June 30, 2015; 


and  
•	 on or after July 1, 2015.


Benefit 
Formula 


(see page 7)


Years of service 
×  


final average compensation (FAC) 
×  


benefit factor (2.0% or 2.5%) 


Disability 
Retirement


Members can apply for disability retirement 
if they acquire a permanent disability while 
actively employed and meet all eligibility 
requirements. See our TRSL Disability 
Retirement handbook for more information.


Survivor 
Benefit


The spouse and minor children of a member 
may be eligible for survivor benefits if the 
member dies while actively employed and had 
at least five years of TRSL service credit. See 
our handbook, Death and Survivor Benefits.
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PLAN B
KEY PLAN PROVISIONS


Membership


Includes school food service employees who 
work in the 20 parishes that have not withdrawn 
from Social Security coverage. See page 5 for a 
list of Plan B parishes.


Contribution 
Rate


5.0% of salary. NOTE: Plan B members also 
contribute to the old-age portion of Social 
Security and become eligible for unreduced 
Social Security benefits when reaching the 
required age for Social Security retirement.


Retirement 
Eligibility 


(see page 14)


There are different eligibility requirements for 
members who joined TRSL:
•	 prior to July 1, 2015  
•	 on or after July 1, 2015.


Benefit 
Formula


Years of service 
×  


final average compensation (FAC) 
×  


2.0% benefit factor


Disability 
Retirement


Members can apply for disability retirement if 
they acquire a permanent disability while actively 
employed and meet all eligibility requirements. 
See our TRSL Disability Retirement handbook 
for more information.


Survivor 
Benefit


The spouse of a member may be eligible to 
receive survivor benefits if the member dies 
while actively employed and had at least 20 
years of TRSL service credit. Social Security 
pays minor child benefits. See our handbook, 
Death and Survivor Benefits.
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your retirement?Questions about


We’re here to help!
Physical address: 
8401 United Plaza Blvd, Ste 300
Baton Rouge LA 70809-7017


Mailing address:
PO Box 94123
Baton Rouge LA 70804-9123


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


Questions: www.AskTRSL.org
Web: www.TRSL.org


Facebook: facebook.com/TRSLonline 
Twitter: @TRSLonline
YouTube: TRSLonline








Office of Human Resources 
 
Southern University at New Orleans 
Employee Emergency Contact Form 
 
 
Name: ____________________________________________ 
 
Department:  ______________________________________  Date: __________________ 
 
Personal Information 
 
Home Address:  ______________________________________ 
Home Phone:  ______________________________________ 
Mobile Phone:  ______________________________________ 
Personal email:  ______________________________________ 
 
Preferred method of contact: 
☐ Email  ☐ Home Phone  ☐ Mobile Phone 
 
In case of an emergency, please contact: 
 
Primary Emergency Contact Name:  ______________________________________ 
Relationship: ______________________________________ 
Home:  ___________________  Phone: ___________________ Work: ___________________ 
 
Secondary Emergency Contact Name:  ______________________________________ 
Relationship: ______________________________________ 
Home:  ___________________  Phone: ___________________ Work: ___________________ 
 
Other 
 
Preferred local hospital: _____________________________________________________________ 
Allergies: ___________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
Medical Alerts: ______________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
 





		Name: 

		Department: 

		Date: 

		1: 

		2: 

		3: 

		4: 

		Ema: Off

		Home Phone: Off

		Mob: Off

		Primary Emergency Contact Name: 

		Relationship: 

		Home: 

		Phone: 

		Work: 

		Secondary Emergency Contact Name: 

		Relationship_2: 

		Home_2: 

		Phone_2: 

		Work_2: 

		Preferred local hospital 1: 

		Preferred local hospital 2: 

		Allergies 1: 

		Allergies 2: 

		Allergies 3: 

		Medical Alerts 1: 

		Medical Alerts 2: 








Employee Withholding Exemption Certificate (L-4)


Louisiana Department of Revenue


Purpose: Complete form L-4 so that your employer can withhold the correct amount of state income tax from your salary.


Instructions: Employees who are subject to state withholding should complete the personal allowances worksheet indicating the number of withholding 
personal exemptions in Block A and the number of dependency credits in Block B.


•	 Employees must file a new withholding exemption certificate within 10 days if the number of their exemptions decreases, except if the change is the result 
of the death of a spouse or a dependent.


•	 Employees may file a new certificate any time the number of their exemptions increases.


•	 Line 8 should be used to increase or decrease the tax withheld for each pay period. Decreases should be indicated as a negative amount.


Penalties will be imposed for willfully supplying false information or willful failure to supply information that would reduce the withholding exemption.


This form must be filed with your employer. If an employee fails to complete this withholding exemption certificate, the employer must withhold Louisiana 
income tax from the employee’s wages without exemption.


Note to Employer: Keep this certificate with your records. If you believe that an employee has improperly claimed too many exemptions or dependency credits, please 
forward a copy of the employee’s signed L-4 form with an explanation as to why you believe that the employee improperly completed this form and any other supporting docu-
mentation. The information should be sent to the Louisiana Department of Revenue, Criminal Investigations Division, PO Box 2389, Baton Rouge, LA 70821-2389.


Block A


•	 Enter “0” to claim neither yourself nor your spouse, and check “No exemptions or dependents claimed” under number 3 below. 
You may enter “0” if you are married, and have a working spouse or more than one job to avoid having too little tax withheld.


•	 Enter “1” to claim yourself, and check “Single” under number 3 below. if you did not claim this exemption in connection with other 
employment, or if your spouse has not claimed your exemption. Enter “1” to claim one personal exemption if you will file as head 
of household, and check “Single” under number 3 below.


•	 Enter “2” to claim yourself and your spouse, and check “Married” under number 3 below.


A.


Block B


•	 Enter the number of dependents, not including yourself or your spouse, whom you will claim on your tax return. If no dependents 
are claimed, enter “0.” B.


Cut here and give the bottom portion of certificate to your employer. Keep the top portion for your records.


Form L-4
Louisiana 
Department of  
Revenue


Employee’s Withholding Allowance Certificate


1.	Type or print first name and middle initial Last name


2.	Social Security Number 3. Select one
  No exemptions or dependents claimed       Single       Married


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


5.	City State ZIP


6.	Total number of exemptions claimed in Block A 6.


7.	 Total number of dependents claimed in Block B 7.


8.	Increase or decrease in the amount to be withheld each pay period. Decreases should be indicated as a negative amount. 8.


I declare under the penalties imposed for filing false reports that the number of exemptions and dependency credits claimed on this certificate do not exceed 
the number to which I am entitled.


Employee’s signature Date


The following is to be completed by employer.


9. Employer’s name and address 10. Employer’s state withholding account number


R-1300 (4/11)





		A: 

		B: 

		1 Type or print first name and middle initial: 

		Last name: 

		Check Box2: Off

		Status: Off

		2 Social Security Number: 

		4: 

		 HomeAddress: 



		5 City: 

		State: 

		ZIP: 

		6: 

		7: 

		8: 

		Date: 

		10 Employer’s name and address: 

		11 Employer’s state withholding account number: 








Form  W-4
Department of the Treasury  
Internal Revenue Service 


Employee’s Withholding Certificate
Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay. 


Give Form W-4 to your employer. 
Your withholding is subject to review by the IRS.


OMB No. 1545-0074


2023
Step 1: 
Enter 
Personal 
Information


(a)   First name and middle initial Last name


Address 


City or town, state, and ZIP code


(b)   Social security number


Does your name match the 
name on your social security 
card? If not, to ensure you get 
credit for your earnings, 
contact SSA at 800-772-1213 
or go to www.ssa.gov.


(c) Single or Married filing separately


Married filing jointly or Qualifying surviving spouse


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


Complete Steps 2–4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can 
claim exemption from withholding, other details, and privacy.


Step 2: 
Multiple Jobs 
or Spouse 
Works


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


Do only one of the following.
(a) Reserved for future use.
(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; or 
(c) 
 


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


TIP: If you have self-employment income, see page 2.


Complete Steps 3–4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will 
be most accurate if you complete Steps 3–4(b) on the Form W-4 for the highest paying job.)


Step 3: 
Claim 
Dependent 
and Other 
Credits 


If your total income will be $200,000 or less ($400,000 or less if married filing jointly): 


Multiply the number of qualifying children under age 17 by $2,000 $


Multiply the number of other dependents by $500 . . . . . $


Add the amounts above for qualifying children and other dependents. You may add to 
this the amount of any other credits. Enter the total here . . . . . . . . . . 3 $


Step 4 
(optional): 


Other  
Adjustments


(a) 
 


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


(b) 
 


Deductions. If you expect to claim deductions other than the standard deduction and 
want to reduce your withholding, use the Deductions Worksheet on page 3 and enter 
the result here . . . . . . . . . . . . . . . . . . . . . . . 4(b) $


(c) Extra withholding. Enter any additional tax you want withheld each pay period . . 4(c) $


Step 5: 
Sign 
Here


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


Employee’s signature (This form is not valid unless you sign it.) Date 


Employers 
Only


Employer’s name and address First date of 
employment


Employer identification 
number (EIN)


For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2023)







Form W-4 (2023) Page 2


General Instructions
Section references are to the Internal Revenue Code. 


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


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


Exemption from withholding. You may claim exemption 
from withholding for 2023 if you meet both of the following 
conditions: you had no federal income tax liability in 2022 
and you expect to have no federal income tax liability in 
2023. You had no federal income tax liability in 2022 if (1) 
your total tax on line 24 on your 2022 Form 1040 or 1040-SR 
is zero (or less than the sum of lines 27, 28, and 29), or (2) 
you were not required to file a return because your income 
was below the filing threshold for your correct filing status. If 
you claim exemption, you will have no income tax withheld 
from your paycheck and may owe taxes and penalties when 
you file your 2023 tax return. To claim exemption from 
withholding, certify that you meet both of the conditions 
above by writing “Exempt” on Form W-4 in the space below 
Step 4(c). Then, complete Steps 1(a), 1(b), and 5. Do not 
complete any other steps. You will need to submit a new 
Form W-4 by February 15, 2024.


Your privacy. If you have concerns with Step 2(c), you may 
choose Step 2(b); if you have concerns with Step 4(a), you 
may enter an additional amount you want withheld per pay 
period in Step 4(c). 


Self-employment. Generally, you will owe both income and 
self-employment taxes on any self-employment income you 
receive separate from the wages you receive as an 
employee. If you want to pay income and self-employment 
taxes through withholding from your wages, you should 
enter the self-employment income on Step 4(a). Then 
compute your self-employment tax, divide that tax by the 
number of pay periods remaining in the year, and include 
that resulting amount per pay period on Step 4(c). You can 
also add half of the annual amount of self-employment tax to 
Step 4(b) as a deduction. To calculate self-employment tax, 
you generally multiply the self-employment income by 
14.13% (this rate is a quick way to figure your self-
employment tax and equals the sum of the 12.4% social 
security tax and the 2.9% Medicare tax multiplied by 
0.9235). See Pub. 505 for more information, especially if the 
sum of self-employment income multiplied by 0.9235 and 
wages exceeds $160,200 for a given individual.


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


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


Step 2. Use this step if you (1) have more than one job at the 
same time, or (2) are married filing jointly and you and your 
spouse both work. 


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


▲!
CAUTION


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


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


Step 4 (optional).


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


Step 4(b). Enter in this step the amount from the 
Deductions Worksheet, line 5, if you expect to claim 
deductions other than the basic standard deduction on your 
2023 tax return and want to reduce your withholding to 
account for these deductions. This includes both itemized 
deductions and other deductions such as for student loan 
interest and IRAs.


Step 4(c). Enter in this step any additional tax you want 
withheld from your pay each pay period, including any 
amounts from the Multiple Jobs Worksheet, line 4. Entering 
an amount here will reduce your paycheck and will either 
increase your refund or reduce any amount of tax that you 
owe.
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Step 2(b)—Multiple Jobs Worksheet  (Keep for your records.)


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


Note: If more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional 
tables.


1 
 
 


Two jobs. If you have two jobs or you’re married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 4. Using the “Higher Paying Job” row and the
“Lower Paying Job” column, find the value at the intersection of the two household salaries and enter 
that value on line 1. Then, skip to line 3 . . . . . . . . . . . . . . . . . . . . . 1 $


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


a 
 
 


Find the amount from the appropriate table on page 4 using the annual wages from the highest 
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries 
and enter that value on line 2a . . . . . . . . . . . . . . . . . . . . . . . 2a $


b 
 
 


Add the annual wages of the two highest paying jobs from line 2a together and use the total as the 
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower 
Paying Job” column to find the amount from the appropriate table on page 4 and enter this amount 
on line 2b . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2b $


c Add the amounts from lines 2a and 2b and enter the result on line 2c . . . . . . . . . . 2c $


3 Enter the number of pay periods per year for the highest paying job. For example, if that job pays
weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc. . . . . . 3


4 
 


Divide the annual amount on line 1 or line 2c by the number of pay periods on line 3. Enter this
amount here and in Step 4(c) of Form W-4 for the highest paying job (along with any other additional
amount you want withheld) . . . . . . . . . . . . . . . . . . . . . . . . . 4 $


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


1 
 


Enter an estimate of your 2023 itemized deductions (from Schedule A (Form 1040)). Such deductions
may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to 
$10,000), and medical expenses in excess of 7.5% of your income . . . . . . . . . . . . 1 $


2 Enter: { • $27,700 if you’re married filing jointly or a qualifying surviving spouse
• $20,800 if you’re head of household
• $13,850 if you’re single or married filing separately


} . . . . . 2 $


3 If line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater 
than line 1, enter “-0-” . . . . . . . . . . . . . . . . . . . . . . . . . . 3 $


4 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other 
adjustments (from Part II of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4 $


5 Add lines 3 and 4. Enter the result here and in Step 4(b) of Form W-4 . . . . . . . . . . . 5 $


Privacy Act and Paperwork Reduction Act Notice. We ask for the information 
on this form to carry out the Internal Revenue laws of the United States. Internal 
Revenue Code sections 3402(f)(2) and 6109 and their regulations require you to 
provide this information; your employer uses it to determine your federal income 
tax withholding. Failure to provide a properly completed form will result in your 
being treated as a single person with no other entries on the form; providing 
fraudulent information may subject you to penalties. Routine uses of this 
information include giving it to the Department of Justice for civil and criminal 
litigation; to cities, states, the District of Columbia, and U.S. commonwealths and 
territories for use in administering their tax laws; and to the Department of Health 
and Human Services for use in the National Directory of New Hires. We may also 
disclose this information to other countries under a tax treaty, to federal and state 
agencies to enforce federal nontax criminal laws, or to federal law enforcement 
and intelligence agencies to combat terrorism.


You are not required to provide the information requested on a form that is 
subject to the Paperwork Reduction Act unless the form displays a valid OMB 
control number. Books or records relating to a form or its instructions must be 
retained as long as their contents may become material in the administration of 
any Internal Revenue law. Generally, tax returns and return information are 
confidential, as required by Code section 6103. 


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


If you have suggestions for making this form simpler, we would be happy to hear 
from you. See the instructions for your income tax return.
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Married Filing Jointly or Qualifying Surviving Spouse


Higher Paying Job 
Annual Taxable 
Wage & Salary


Lower Paying Job Annual Taxable Wage & Salary


    $0 - 
9,999


$10,000 - 
19,999


$20,000 - 
29,999


$30,000 - 
39,999


$40,000 - 
49,999


$50,000 - 
59,999


$60,000 - 
69,999


$70,000 - 
79,999


$80,000 - 
89,999


$90,000 - 
99,999


$100,000 - 
109,999


$110,000 - 
120,000


$0 -     9,999 $0 $0 $850 $850 $1,000 $1,020 $1,020 $1,020 $1,020 $1,020 $1,020 $1,870


$10,000 -   19,999 0 930 1,850 2,000 2,200 2,220 2,220 2,220 2,220 2,220 3,200 4,070


$20,000 -   29,999 850 1,850 2,920 3,120 3,320 3,340 3,340 3,340 3,340 4,320 5,320 6,190


$30,000 -   39,999 850 2,000 3,120 3,320 3,520 3,540 3,540 3,540 4,520 5,520 6,520 7,390


$40,000 -   49,999 1,000 2,200 3,320 3,520 3,720 3,740 3,740 4,720 5,720 6,720 7,720 8,590


$50,000 -   59,999 1,020 2,220 3,340 3,540 3,740 3,760 4,750 5,750 6,750 7,750 8,750 9,610


$60,000 -   69,999 1,020 2,220 3,340 3,540 3,740 4,750 5,750 6,750 7,750 8,750 9,750 10,610


$70,000 -   79,999 1,020 2,220 3,340 3,540 4,720 5,750 6,750 7,750 8,750 9,750 10,750 11,610


$80,000 -   99,999 1,020 2,220 4,170 5,370 6,570 7,600 8,600 9,600 10,600 11,600 12,600 13,460


$100,000 - 149,999 1,870 4,070 6,190 7,390 8,590 9,610 10,610 11,660 12,860 14,060 15,260 16,330


$150,000 - 239,999 2,040 4,440 6,760 8,160 9,560 10,780 11,980 13,180 14,380 15,580 16,780 17,850


$240,000 - 259,999 2,040 4,440 6,760 8,160 9,560 10,780 11,980 13,180 14,380 15,580 16,780 17,850


$260,000 - 279,999 2,040 4,440 6,760 8,160 9,560 10,780 11,980 13,180 14,380 15,580 16,780 18,140


$280,000 - 299,999 2,040 4,440 6,760 8,160 9,560 10,780 11,980 13,180 14,380 15,870 17,870 19,740


$300,000 - 319,999 2,040 4,440 6,760 8,160 9,560 10,780 11,980 13,470 15,470 17,470 19,470 21,340


$320,000 - 364,999 2,040 4,440 6,760 8,550 10,750 12,770 14,770 16,770 18,770 20,770 22,770 24,640


$365,000 - 524,999 2,970 6,470 9,890 12,390 14,890 17,220 19,520 21,820 24,120 26,420 28,720 30,880


$525,000 and over 3,140 6,840 10,460 13,160 15,860 18,390 20,890 23,390 25,890 28,390 30,890 33,250


Single or Married Filing Separately
Higher Paying Job 


Annual Taxable 
Wage & Salary


Lower Paying Job Annual Taxable Wage & Salary


     $0 - 
9,999


$10,000 - 
19,999


$20,000 - 
29,999


$30,000 - 
39,999


$40,000 - 
49,999


$50,000 - 
59,999


$60,000 - 
69,999


$70,000 - 
79,999


$80,000 - 
89,999


$90,000 - 
99,999


$100,000 - 
109,999


$110,000 - 
120,000


$0 -     9,999 $310 $890 $1,020 $1,020 $1,020 $1,860 $1,870 $1,870 $1,870 $1,870 $2,030 $2,040


$10,000 -   19,999 890 1,630 1,750 1,750 2,600 3,600 3,600 3,600 3,600 3,760 3,960 3,970


$20,000 -   29,999 1,020 1,750 1,880 2,720 3,720 4,720 4,730 4,730 4,890 5,090 5,290 5,300


$30,000 -   39,999 1,020 1,750 2,720 3,720 4,720 5,720 5,730 5,890 6,090 6,290 6,490 6,500


$40,000 -   59,999 1,710 3,450 4,570 5,570 6,570 7,700 7,910 8,110 8,310 8,510 8,710 8,720


$60,000 -   79,999 1,870 3,600 4,730 5,860 7,060 8,260 8,460 8,660 8,860 9,060 9,260 9,280


$80,000 -   99,999 1,870 3,730 5,060 6,260 7,460 8,660 8,860 9,060 9,260 9,460 10,430 11,240


$100,000 - 124,999 2,040 3,970 5,300 6,500 7,700 8,900 9,110 9,610 10,610 11,610 12,610 13,430


$125,000 - 149,999 2,040 3,970 5,300 6,500 7,700 9,610 10,610 11,610 12,610 13,610 14,900 16,020


$150,000 - 174,999 2,040 3,970 5,610 7,610 9,610 11,610 12,610 13,750 15,050 16,350 17,650 18,770


$175,000 - 199,999 2,720 5,450 7,580 9,580 11,580 13,870 15,180 16,480 17,780 19,080 20,380 21,490


$200,000 - 249,999 2,900 5,930 8,360 10,660 12,960 15,260 16,570 17,870 19,170 20,470 21,770 22,880


$250,000 - 399,999 2,970 6,010 8,440 10,740 13,040 15,340 16,640 17,940 19,240 20,540 21,840 22,960


$400,000 - 449,999 2,970 6,010 8,440 10,740 13,040 15,340 16,640 17,940 19,240 20,540 21,840 22,960


$450,000 and over 3,140 6,380 9,010 11,510 14,010 16,510 18,010 19,510 21,010 22,510 24,010 25,330


Head of Household
Higher Paying Job 


Annual Taxable 
Wage & Salary


Lower Paying Job Annual Taxable Wage & Salary


      $0 - 
9,999


$10,000 - 
19,999


$20,000 - 
29,999


$30,000 - 
39,999


$40,000 - 
49,999


$50,000 - 
59,999


$60,000 - 
69,999


$70,000 - 
79,999


$80,000 - 
89,999


$90,000 - 
99,999


$100,000 - 
109,999


$110,000 - 
120,000


$0 -     9,999 $0 $620 $860 $1,020 $1,020 $1,020 $1,020 $1,650 $1,870 $1,870 $1,890 $2,040


$10,000 -   19,999 620 1,630 2,060 2,220 2,220 2,220 2,850 3,850 4,070 4,090 4,290 4,440


$20,000 -   29,999 860 2,060 2,490 2,650 2,650 3,280 4,280 5,280 5,520 5,720 5,920 6,070


$30,000 -   39,999 1,020 2,220 2,650 2,810 3,440 4,440 5,440 6,460 6,880 7,080 7,280 7,430


$40,000 -   59,999 1,020 2,220 3,130 4,290 5,290 6,290 7,480 8,680 9,100 9,300 9,500 9,650


$60,000 -   79,999 1,500 3,700 5,130 6,290 7,480 8,680 9,880 11,080 11,500 11,700 11,900 12,050


$80,000 -   99,999 1,870 4,070 5,690 7,050 8,250 9,450 10,650 11,850 12,260 12,460 12,870 13,820


$100,000 - 124,999 2,040 4,440 6,070 7,430 8,630 9,830 11,030 12,230 13,190 14,190 15,190 16,150


$125,000 - 149,999 2,040 4,440 6,070 7,430 8,630 9,980 11,980 13,980 15,190 16,190 17,270 18,530


$150,000 - 174,999 2,040 4,440 6,070 7,980 9,980 11,980 13,980 15,980 17,420 18,720 20,020 21,280


$175,000 - 199,999 2,190 5,390 7,820 9,980 11,980 14,060 16,360 18,660 20,170 21,470 22,770 24,030


$200,000 - 249,999 2,720 6,190 8,920 11,380 13,680 15,980 18,280 20,580 22,090 23,390 24,690 25,950


$250,000 - 449,999 2,970 6,470 9,200 11,660 13,960 16,260 18,560 20,860 22,380 23,680 24,980 26,230


$450,000 and over 3,140 6,840 9,770 12,430 14,930 17,430 19,930 22,430 24,150 25,650 27,150 28,600
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  SIB FORM D (10/17) 


LOUISIANA WORKERS’ COMPENSATION SECOND INJURY BOARD  
POST‐HIRE/CONDITIONAL JOB OFFER KNOWLEDGE QUESTIONNAIRE 


 


EMPLOYEE:  The  intent  of  this  questionnaire  is  to  provide  your  employer with  knowledge  about  any  pre‐
existing medical condition or disability which may entitle your employer to reimbursement from the Louisiana 
Workers’ Compensation Second Injury Board in the event you suffer an on‐the‐job injury.1 This reimbursement 
in no way affects the benefits owed to you by your employer or  its  insurance company under the Louisiana 
Workers’  Compensation  Act.    La.  R.S.  23:1021‐1361.    However,  your  failure  to  answer  truthfully  and/or 
correctly to any of the question on this questionnaire may result in a forfeiture of your workers’ compensation 
benefits. 


In order for your employer to be considered for reimbursement from the Second Injury Board, it has to show 
that  it  knowingly hired or  retained  you with a pre‐existing medical  condition or disability.   To establish  its 
knowledge, your employer is requesting that this questionnaire be completed. 


INSTRUCTIONS:  Please  answer  ALL  questions  completely.    If  a  response  requires  an  explanation,  please 
provide a brief description on the Explanation Page.  If you have any questions or need help in answering the 
questions on this form, please ask for assistance from the Employer Representative signing this form.  


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


EMPLOYEE WARNING 


FAILURE TO ANSWER TRUTHFULLY AND/OR CORRECTLY TO ANY OF THE QUESTIONS ON THIS FORM MAY 
RESULT IN A FORFEITURE OF YOUR WORKERS’ COMPENSATION BENEFITS UNDER La. R.S. 23:1208.1. 


Employee Signature: _____________________________________________________  Date:  _____________ 


Employer Representative Signature:  _________________________________ _______  Date:  _____________ 


 


Employer Name: ____________________________________________________________________________ 


Employee Name: ____________________________________________________________________________ 


Date of Birth (mm/dd/yyyy):  ____________  Male:       Female:  


Soc. Sec. # (last 4 digits only): ____________ 


Home Address: _____________________________________________________________________________ 


Telephone Number: (  ____ )  __________________ 


                                                           
1 Under  La. R.S.  23:1371(A),  the purpose of  the  Second  Injury Board  is  to  encourage  the  employment,  re‐
employment, or retention of employees who have a permanent partial disability. 
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  SIB FORM D (10/17) 


 


Disease and Other Medical Conditions you currently have or have ever had. 
For all conditions that you check yes, write a brief explanation on the Explanation Page. 
[Please check the appropriate box next to each.  Every illness/injury requires a Yes (Y) or No (N) answer.] 


 Y  N   Y  N   Y  N   Y  N 


    Diabetes      Cerebral Palsy      Arthritis      Heart Disease/Heart Attack 
    Silicosis      Tuberculosis      Parkinson’s      Congestive Heart Failure 
    Varicose Veins     Multiple Sclerosis      Brain Damage      Vision Loss, one or both eyes 
    Asbestosis      Post Traumatic Stress      Asthma      Disability from Polio 
    Hyperinsulinism      Osteomyelitis      Dementia      Psychoneurotic Disability 
    Alzheimer’s      Nervous Disorder      Thrombophlebitis      Ruptured or Herniated Disc 
    Emphysema     Muscular Dystrophy               Arteriosclerosis      Ankylosis or Joint Stiffening 
    Hearing Loss     Migraine Headaches      Hodgkin’s      High/Low Blood Pressure 
    COPD     Mental Retardation      Cancer      Carpal Tunnel Syndrome 
    Hypertension      Kidney Disorder      Double Vision      Compressed Air Sequelae 
    Head Injury      Loss of Use of Limb     Mental Disorders      Disease of the Lung 
    Epilepsy      Seizure Disorder      Hemophilia      Coronary Artery Disease 
    Stroke      Sickle Cell Disease      Bleeding Disorder      Heavy Metal Poisoning 


Surgical Treatment   [Please check the appropriate box. Each  illness/injury requires a Yes (Y) or No  (N) answer.]   For 
each Yes (Y) answer, please complete the information corresponding to the surgery on the right.  Additional information 
can be provided on the Explanation Page, if necessary. 


 Y  N   
            Spinal Disc Surgery  Year (approximate if unsure) ___________   


            Spinal Fusion Surgery  Year (approximate if unsure) ___________   


            Amputated Foot                                Left    Right       Year (approx.  if  unsure)  ___________    


            Amputated Leg                                  Left    Right       Year (approx. if unsure)  ___________    


            Amputated Arm                                 Left    Right       Year (approx. if unsure)  ___________           


           Amputated Hand                               Left    Right       Year (approx. if unsure)  ___________    


           Knee Replacement   Left    Right       Year (approx. if unsure)  ___________    


           Hip Replacement   Left    Right       Year (approx. if unsure)  ___________    


           Other Joint Replacement        Joint ________________________  Year ________________    


           Other Surgical Procedure   Procedure ___________________ Year ________________              


           Other Surgical Procedure   Procedure ___________________ Year ________________    


           Other Surgical Procedure   Procedure ___________________ Year ________________    


           Other Surgical Procedure     Procedure   ___________________  Year ________________    


Employee Signature: ________________________________________  Date: _________________________ 


Employer Representative:  ___________________________________  Date:  _________________________ 
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  SIB FORM D (10/17) 


 


EXPLANATION PAGE 
Please use the space below to explain the  illnesses and/or conditions that you checked a Yes (Y) or any other medical 
conditions that may not be listed on this form.  Ask your employer for additional copies of this page if needed. 


CONDITION: ____________________________________________________ Year Diagnosed (approx): _______________  


Are you still treating for this condition?  Yes      No    


Are you taking medication for this condition?  Yes      No    


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


Brief Explanation:  ___________________________________________________________________________________  
 
 


 
CONDITION: ____________________________________________________ Year Diagnosed (approx): _______________  


Are you still treating for this condition?  Yes      No    


Are you taking medication for this condition?  Yes      No    


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


Brief Explanation:  ___________________________________________________________________________________  
 
 


 
CONDITION: ____________________________________________________ Year Diagnosed (approx): _______________  


Are you still treating for this condition?  Yes      No    


Are you taking medication for this condition?  Yes      No    


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


Brief Explanation:  ___________________________________________________________________________________  
 
 


 
CONDITION: ____________________________________________________ Year Diagnosed (approx): _______________  


Are you still treating for this condition?  Yes      No    


Are you taking medication for this condition?  Yes      No    


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


Brief Explanation:  ___________________________________________________________________________________  
 


Employee Signature: ________________________________________  Date: _________________________ 


Employer Representative:  ___________________________________  Date: _________________________ 
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  SIB FORM D (10/17) 


 


Please answer the following questions. 


1.  Has any doctor ever restricted your activities?     Yes          No     
  If “Yes,” please list the restrictions: __________________________________________________________ 
  Were the restrictions:  Permanent                Temporary  
  Are your activities currently restricted?     Yes         No    
  What is the medical condition for which you have restrictions? ____________________________________ 


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


  Please list the medical condition being treated:  ________________________________________________ 


  Doctor’s Name: ________________________________Specialty: __________________________________ 


  Doctor’s Address: ________________________________________________________________________ 


3.  If you are currently taking prescription medication other than those listed on the Explanation Page, please 
complete the requested information below. 


  Medication: ___________________________________Prescribing Doctor: __________________________ 


  Medication: ___________________________________Prescribing Doctor: __________________________ 


4.  Have you ever had an on the job accident?     Yes         No   
  If you answered “YES,” please provide the date for each injury and the nature of the injury: 


  _______________________________________________________________________________________ 


  How long were you on compensation?  _________________________ 


  Name of Employer: _______________________________________________________________________ 


5.  Has a doctor recommended a surgical procedure, which has not been completed prior to this date, 
including but not limited to knee, hip or shoulder replacement?     Yes         No   


  If you answered YES, please provide: 


Recommended surgery: _____________________________________ 


Approximate date of recommendation: _________________________ 


  Doctor’s Name: ________________________________Specialty: __________________________________ 


  Doctor’s Address: ________________________________________________________________________ 


Employee Signature: ________________________________________  Date: _________________________ 


Employer Representative:  ___________________________________  Date: _________________________ 
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  SIB FORM D (10/17) 


 


 
 


                                                                   TO BE COMPLETED BY EMPLOYEE 


 
EMPLOYEE WARNING  


FAILURE TO ANSWER TRUTHFULLY AND/OR CORRECTLY TO ANY OF THE QUESTIONS ON THIS FORM MAY 
RESULT IN A FORFEITURE OF ANY AND ALL WORKERS COMPENSATION BENEFITS UNDER La. R.S. 23:1208.1. 


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


Employee Signature: _____________________________________________________  Date:  _____________ 


Employee Printed Name:  _____________________________________________________________________ 
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  SIB FORM D (10/17) 


 


 
 


                                                    TO BE COMPLETED BY EMPLOYER REPRESENTATIVE 


 
EMPLOYER WARNING 


 
PURSUANT TO La. R.S. 23:1208 OF THE LOUISIANA WORKERS’ COMPENSATION ACT, IT SHALL BE UNLAWFUL 
FOR  A  PERSON,  FOR  THE  PURPOSE OF OBTAINING OR  DEFEATING  ANY  BENEFIT  PAYMENT UNDER  THE 
PROVISIONS OF THIS CHAPTER, EITHER FOR HIMSELF OR FOR ANY OTHER PERSON, TO WILLFULLY MAKE A 
FALSE  STATEMENT OR REPRESENTATION.    PENALTIES  FOR VIOLATIONS  INCLUDE  IMPRISONMENT,  FINES, 
AND/OR THE FORFEITURE OF BENEFITS. 
 
You must certify the following: 
 


1. That I am an authorized representative of the employer designated to obtain and review the 
information provided by the employee on this questionnaire;   
 
2. That  I have provided the employee with as many copies of the Explanation Page as needed 
and have confirmed the number of and labeled the pages of this questionnaire; 
 
3. That I have provided assistance to the employee (if requested) in responding to the questions 
on this questionnaire; 
 
4. That the  information sought by this authorization  is made on an applicant for employment 
only after a conditional job offer has been made and accepted, or on a current employee; and 
 
5. That the  information obtained  in the authorization will NOT be used to discriminate  in any 
manner against the individual who is the subject of this authorization on any basis, in violation 
of the Americans with Disabilities Act of 1990,  42 U.S.C. §12101, et seq., or any other state or 
federal law; 
 
6. That  if requested, a photocopy of this  fully completed and signed  form will be provided to 
the employee. 


 


Employer Representative Signature:__________________________________________ Date:  _____________ 


Employer Representative Printed Name: _________________________________________________________ 


Title:  _____________________________________________________________________________________ 
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		Are you still treating for this condition_2: Off

		Are you still taking medication for this condition_2: Off

		Do you have any permanent restrictions for this condition_2: Off

		Are you still treating for this condition_3: Off

		Are you taking medication for this condition_3: Off

		Do you have any permanent restrictions for this condition_3: Off

		Are you still treating for this condition_4: Off

		Are you taking medication for this condition_4: Off

		Do you have any permanent restrictions for this condition_4: Off

		Brief Explanation_4: 

		Employee Date 2: 

		Employer Date 2: 

		Employee Date: 

		Employer Date: 

		Employee Date 3: 

		Employer Date 3: 

		Employee Date 4: 

		Employer Date 4: 

		Employee Date 5: 

		Employer Date 5: 

		Permanent Restrictions: Off

		Temporary Restrictions: Off

		2: 

		 Are you presently treating with a provider: Off















This form is to be used in lieu of the previously issued hold harmless agreement. 
It is to be completed by non-state employees who will be drivers of or passengers in state vehicles. 
Agency will retain the completed form, making it available in the event of an accident or claim. 


 
 


ACKNOWLEDGMENT 
 


By signing this document, I acknowledge that I will be operating, or will be a passenger 
in, a state-owned vehicle or a vehicle rented to the State of Louisiana (or to a Department, 
Agency, Board, Commission, other entity or official thereof).  I acknowledge that 
operating, or being transported in, a vehicle is a potentially dangerous activity.  I fully 
realize the physical risks involved, and further acknowledge that this risk, and the danger 
associated with this activity, is obvious to all persons.  I nevertheless willingly and 
voluntarily elect to operate, or be transported in, said vehicle and expressly accept the 
risks inherent therein.  
 
For purposes of operating said vehicle, I declare and certify that I have received training 
regarding the operation of motor vehicles, and that I currently possess a valid driver’s 
license.  Moreover, I certify that I am physically and mentally capable of operating, or 
being transported in, said vehicle, and suffer from no physical or mental condition that 
would prevent my safe and responsible operation of said vehicle.  I affirmatively declare 
that the vehicle may be safely entrusted to me.  Further, I certify that the State of Louisiana 
may rely on the representations made herein, which are true and correct to the best of 
my knowledge.  
 
I hereby agree to indemnify and hold the State of Louisiana harmless from any injury or 
damage to myself that is sustained as a result of the fault of any third person or entity. 
 
 
 
Print Name __________________________________ 
 
Signature ____________________________________ 
 
Date _________________________________________ 
 


 


Office of Risk Management 


State of Louisiana 


Division of Administration 
 


 
 
 
 


 


D D D D


JOHN BEL EDWARDS 


 


 


JAY DARDENNE 


 





		Print Name: 

		Date: 








Primary Phone Number: 


Secondary Phone Number: (optional) 


Personal Email Address: 


Personal Data Form 
Type of Request: New Hire Rehire Address Change Legal Name Change 


PERSONAL INFORMATION 


Legal Last: 
Name 


First: Middle: Student or Employee ID Number: (if available) 


Former Legal Name: (if requesting a Legal Name Change; a copy of your Social Security Card showing your updated name must be attached) 


Birthdate: (MM/DD/YYYY) Social Security Number: (new hires only)  


Marital Status: 


Single Married 


I identify my gender as: 


Female Male I don’t wish to answer 


SUNO understands that the binary gender values do not reflect the 
inclusive nature of the community at large, but unfortunately 
external impacts have required this field to be limited. Please select 
the option with which you feel most comfortable. 


Country of Citizenship: Visa/Residency: (non-U.S. citizens only) 


F-1 J-1 H-1B Other:  
U.S. Permanent Resident 
(not a U.S. citizen) 


Note: New hires must complete Form I-9 in person with a member of the Human Resource team by the end of their first day of work and provide required documentation to 
be employed and paid.  


CONTACT INFORMATION If you are an active employee changing your contact information, please do so online by using Banner Self Service.


Remember to keep your contact information updated! 


After you are hired, log into Banner Self Service and update your address when 
you move, enter or leave on-campus housing, or prepare to depart SUNO or 
the Southern University System. This will ensure that important documents, 
such as paychecks and tax forms, are delivered to you promptly. 


DEMOGRAPHIC DATA 


Are you Hispanic or Latino? 


Yes No 


What is your race? (select one or more) 
American Indian or Alaska Native Black or African American White 


Asian Native Hawaiian or Other Pacific Islander 


Non-Discrimination Policies:  Southern University at New Orleans is committed to providing an environment free of discrimination, harassment, and retaliation. 
Please visit the following website to learn more about SUNO’s non-discrimination policies and complaint processes: Human Resources | Diversity & Inclusion | 
Southern University at New Orleans (suno.edu). 


New Hire or Rehire: 


INSTRUCTIONS 


• Provide this form to your HR representative or hiring manager with the rest of your hire paperwork.


Address Change or Name Change: 
• If you are a current employee requiring an address change, update your information online instead using Banner Self Service.
• If you are submitting a name change, you must attach a copy of your updated Social Security Card and driver’s license for verification.
• Email this form to hr@suno.edu or mail/drop off the form at the Office of Human Resources, 6400 Press Drive, New Orleans, LA 70126. 


● rev. 04/14/2023 


PRINT SAVE CLEAR FORM 


Home Address 


 Most official employment communication will be sent to this address,
including printed checks, tax forms, and benefits documents. 


Is this address part of on-campus student housing? Yes No 


Number & Street: Apt #: 


City/Town: State/Province: 


ZIP/Postal Code: Country: 



https://www.suno.edu/page/hrdiversityinclusion

https://www.suno.edu/page/hrdiversityinclusion

mailto:hr@suno.edu



		Type of Request:

		Personal Information

		Remember to keep your contact information updated!



		Demographic Data

		New Hire or Rehire:

		Address Change or Name Change:





		New Hire: Off

		Rehire: Off

		Address Change: Off

		Legal Name Change: Off

		Student or Employee ID Number if available: 

		Former Legal Name if requesting a Legal Name Change a copy of your Social Security Card showing your updated name must be attached: 

		Birthdate MMDDYYYY: 

		Social Security Number new hires only: 

		National Provider IdentifierNPI Feinberg faculty physicians only: 

		Single: Off

		Married: Off

		I identify my gender as: Off

		Country of Citizenship: 

		Other: 

		VisaResidency nonUS citizens only: Off

		F1: Off

		J1: Off

		H1B: Off

		not a US citizen: Off

		Home Address  Most official employment communication will be sent to this address including printed checks tax forms and benefits documents: 

		Is this address part of oncampus student housing: Off

		Number  Street: 

		Apt: 

		CityTown: 

		StateProvince: 

		ZIPPostal Code: 

		Country: 

		Primary Phone Number: 

		Secondary Phone Number optional: 

		Personal Email Address: 

		Are you Hispanic or Latino Yes No: 

		undefined: Off

		undefined_2: Off

		American Indian or Alaska Native: Off

		Black or African American: Off

		White: Off

		Asian: Off

		Native Hawaiian or Other Pacific Islander: Off

		PRINT: 

		SAVE: 

		Last Name: 

		First Name: 

		Middle Initial: 








Rev. 6/2022 


In accordance with La. R.S. 46:2597, this form shall be confidential and filed in a folder separate from the employee’s personnel file. 
 


Office of the State Americans with Disabilities Act Coordinator (OSADAC) 
VOLUNTARY SELF-IDENTIFICATION OF DISABILITY FORM 


 
 


Employee Name:       Personnel #:       
 
 


Why are you being asked to complete this form? 
  As an executive branch state agency, the Southern University at New Orleans is required by 


La. R.S. 46:2597 to establish annual strategies and goals related to employment of individuals 
with disabilities. In order to effectively measure and report our progress to this end, La. R.S. 
46:2597 requires us to ask employees if they have a disability or have ever had a disability. 
Because a person may become disabled at any time, we ask all of our employees to update 
their information at least every five (5) years. 
 
Identifying yourself as an individual with a disability is voluntary, and we hope that you will 
choose to do so (if applicable). Your answer will be maintained confidentially and will not be 
seen by hiring officials or anyone else involved in making personnel decisions. Completing the 
form will not negatively impact you in any way. For more information about this form or the 
Americans with Disabilities Act, visit the Office of the State Americans with Disabilities Act 
(ADA) Coordinator’s website at https://www.doa.la.gov/office-of-state-ada-coordinator/.  
 
 How do you know if you have a disability? 


  You are considered to have a disability if you have a physical or mental impairment that 
substantially limits a major life activity, or if you have a history or record of such an impairment. 
Disabilities include, but are not limited, to: 
 
• Autism 
• Autoimmune disorder, 


for example, lupus, 
fibromyalgia, rheumatoid 
arthritis, or HIV/AIDS 


• Blind or low vision 
• Cancer 
• Cardiovascular or heart 


disease 
• Celiac disease 
• Cerebral palsy 


• Deaf or hard of hearing 
• Depression or anxiety 
• Diabetes 
• Epilepsy 
• Gastrointestinal disorders, for 


example, Crohn’s disease, or 
irritable bowel syndrome 


• Intellectual disability 
• Missing limbs or partially 


missing limbs 
 


• Nervous system condition, 
for example, migraine 
headaches, Parkinson’s 
disease or Multiple 
Sclerosis (MS) 


• Psychiatric condition, for 
example, bipolar disorder, 
schizophrenia, Post 
Traumatic Stress Disorder 
(PTSD) or major depression 


 
 Please check ONE of the boxes below: 
  


 YES, I have a disability   NO, I do not have a disability   I do not wish to answer 
 
 


Employee Signature: _______________________________________ 
 


Date: _____________________ 
 


 


 


You are encouraged to carefully 
review our agency’s policy 
specific to the Americans with 
Disabilities Act and/or Disability 
Rights, and to request workplace 
accommodations as may be 
needed for your disability. 



https://www.doa.la.gov/office-of-state-ada-coordinator/



		Employee Name: 

		Personnel: 

		YES I have a disability: Off

		NO I do not have a disability: Off

		I do not wish to answer: Off

		Date: 








Office of Human Resources 
 
 


 


Dear New Employee, 


 


Welcome to Southern University at New Orleans (SUNO)!  We are delighted you have 
accepted the offer to join the SUNO campus community and I believe that you will 
make a substantial contribution to SUNO’s mission, vision, and core values.  At SUNO, we 
believe that our core values should be so ingrained in our campus culture that they 
guide every decision that we make.  Thus, these values become the heart and soul of 
the university. 


Core Values 


 RESPECT – We believe and will continue to ensure that all individuals across 
our campus are respectful of each other in their daily interactions and 
activities and under all circumstances, and we seek to affirm and 
reinforce that mutual respect is received. 


 ACADEMIC EXCELLENCE – We will ensure that our students are prepared to 
be effective and productive citizens in the 21st century by offering a 
challenging and well-rounded curriculum and ensuring learning 
outcomes. 


 ACCOUNTABILITY – We acknowledge and assume responsibility for our 
actions and decisions and expect the same from our internal and external 
stakeholders. 


 INTEGRITY – We will exhibit integrity through consistency in our values, 
methods, principles, expectations and outcomes. 


 TRANSPARENCY – As part of our responsibility to our stakeholders, we will 
ensure that our business and educational practices are open and 
available for review. 


 SERVICE – We will continue to provide aid to the local community through 
service-learning, community service, and faculty engagement to make a 
positive impact within New Orleans and the state of Louisiana. 


 INCLUSION AND DIVERSITY – We will continue to foster inclusions that lead 
to the diversity of the University community and stakeholders. 


Subsequently, we are confident that you have made the right decision to come to 
SUNO.  At SUNO, you will have an opportunity to facilitate change and become an 
agent that embellishes all good contributions makes to its community through its 
commitment to higher education. 







In any event, or the first few months in your new position, you will be assigned an 
orientation buddy who will help you get acclimated to your new position, your 
department and SUNO. You will also meet with your supervisor throughout your 
orientation period to ensure you are settling in to your new role and to discuss job 
expectations and goals. 


In addition, to help you gain a better understanding of SUNO and the benefits available 
to you, you will be required to register for SUNO’s orientation event.  These events are 
held on a quarterly basis and the date, time and location of this event will be provided 
to you on your first day of work.     


Lastly, included in this packet you will find required employment forms and other useful 
information.  Please begin reviewing this information and complete your pre-hire 
employment forms in advance of your first.  On your first day of employment, your first 
stop will be with the Office of Human Resources where you will complete your I-9 form.  
While we have included this form in your packet, we ask that you not sign and date it 
until you have presented your identification to a member of the Human Resource 
team. 


For identification purposes, please consult with the below chart: 


 


Also included in this packet is information related to our comprehensive benefits 
program.  As a new employee, you are eligible to participate in wide-range of benefit 







programs.  I strongly encourage you to review the Human Resource (Human Resources 
| Southern University at New Orleans (suno.edu)) and click on Employee Benefits & 
Wellness to learn about our programs.  Feel free to schedule a one-on-one consultation 
to review your benefit options in a more personalized way. 


Again, welcome to our team!  If you have questions or need additional information, 
please do not hesitate to contact me.  We look forward to seeing soon. 


 


Best regards, 
 


 
Bernette Taylor, MHED 
Director, Human Resources 
 
 



https://www.suno.edu/page/human-resources

https://www.suno.edu/page/human-resources





