YAZOO COUNTY SCHOOL DISTRICT
94 Panther Drive
Yazoo City, MS 39194
Phone: 662-746-4672 Fax: 662-746-9270

The following information is collected in order to do a background check.

Piease print all information and sign on the signature line giving permission to
process your background check.

Last Name First Name Middie Name
Alias (AKA):
Address: 7 Phone No:

Social Security Number:

Gender: Race: Height: Weight:
Date of Birth: State of Birth: Eye Color: Hair Color:
Drivers License Number: Expiration Date:

Email Address:

*The Child Protective Services Background check will be emailed tc you to complete.*

Are you currently employed by a PERS covered entity?

How many years of Experience do you have?

Do you have a college diploma or transcript you would like to provide?

Signature . Date




Form w-4

Department of the Treasury
Internal Revenue Service

OMB No. 1545-0074

2020

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.

Step 1:

{a) Firs_t name and middle initial

Last name {b) Social security number

Enter
Personal

Address

» Does your name match the
name on your social security
card? If not, fo ensure you get

Information

City or town, state, and ZIP code

credit for your earnings, contact
S8A at BDD-772-1213 or go to
WWW.S58.gov.

(c)

D Single or Married filing separately
D Married filing jointly (or Quafifying widow(en))
D Head of household (Check anly 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, when tc use the online estimator, 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) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3-4); or

{b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below for roughly accurate withholding; 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 accurate for jobs with similar pay; otherwise, more tax than necessary may be withheld . > ]

TIP: To be accurate, submit a 2020 Form W-4 for all other jobs. If you {or your spouse) have seif-employment
income, including as an independent contractor, use the estimator.

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: If your income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim . o .
Dependents Multiply the number of qualifying children under age 17 by $2,000 > $
Multiply the number of other dependents by $500 ;3
Add the amounts above and enterthetotalhere . . . . . . . . . . . . . 3 1$
Step 4 {a) Other income (not from jobs). If you want tax withheld for other income you expect
(optional): this year that won't have withholding, enter the amount of other income here. This may
Other include interest, dividends, and retirement income 4(a) |$
Adjustments .
{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 . e e 4b} |$
(c) Extra withholding. Enter any additional tax you want withheld each pay period 4ic} |$
Step 5: Under penalties of perjury, [ deciare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here } }
Employee’s signature (This form is not valid unless you sign it.} T Date
Employers | Employer's name and address First date of Employer identification
Only amployment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3.

Cat. No. 10220Q Form W-4 (2020)
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General Instructions

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/Form\W4.,

Purpose of Form

Complste 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. Compiete 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.

Exemption from withholding. You may claim exemption from
withholding for 2020 if you meet both of the following
conditions: you had no federal income tax liability in 2019 and
you expect to have no federal income tax liability in 2020. You
had no federal income tax liability in 2019 if (1) your total tax on
line 18 on your 2019 Form 1040 or 1040-8R is zero {or less
than the sum of lines 18a, 18b, and 18¢), 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
2020 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 18, 2021.

Your privacy. If you prefer to limit information provided in
Steps 2 through 4, use the online estimator, which will also
increase accuracy.

As an alternative to the estimator: 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). If this is the
only job in your household, you may instead check the box
in Step 2(c), which will increase your withholding and
significantly reduce your paycheck (often by thousands of
dollars over the year).

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

1. Expect.to work anly part of the year;

2. Have dividend or capital gain income, or are subject to
additional taxes, such as the additional Medicare tax;

3. Have self-employment income (see below); or

4. Prefer the most accurate withholding for multiple job
situations.

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 these taxes through
withholding from your wages, use the estimator at

www.irs. gov/W4App to figure the amount to have withheld.

Nonresident alien. If you're a nonresident alien, see Notice
1392, Supplemental Form W-4 Instructions for Nonresident
Aliens, before compileting 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.

Option (a) most accurately calculates the additional tax
you need to have withheld, while option {b) does so with a

_ little less accuracy.

If you (and your spouse) have g total of enly two jobs, you
may instead check the box in option {¢). The box must aiso 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.

g Muttiple jobs. Complete Sieps 3 through 4(b) on only
one Form W-4. Withholding will be most accurate if
=S you do this on the Form W-4 for the highest paying job.

Step 3. Step 3 of Form W-4 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 gqualify 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. 972, Child
Tax Credit and Credit for Other Dependents. You can aiso
include other tax credits in this step, such as education tax
credits and the foreign tax credit. 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 2020 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 Waorksheet, 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.

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; or, you can use the online withholding estimator at www.irs.gov/W4App.

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 fine 3 .

Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and

2¢ 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 $

¢ Add the amounts from fines 2a and 2b and enter the resulton line2¢c . . . . . . . . . . 2c $

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.

Divide the annual amount on line 1 or line 2¢ by the number of pay periods on line 3. Enter this
amount here and in Step 4{c} of Form W-4 for the hlghest paying Job (along with any other additional
amount you want withheld} . . . . .

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

Enter an estimate of your 2020 itemized deductions (from Schedule A (Form 1040 or 1040-SR)), Such
deductions may include qualifying home mortgage interest, charitable contributions, state and local
taxes (up to $10,000), and medical expenses in excess of 7.6% of your income

« $24,800 if you're married filing jointly or qualifying widowi{er)

Enter: » $18,650 if you're head of household

« $12,400 if youw’re single or married filing separately

3 Iiline 1 is greater than fine 2, subtract line 2 from line 1. If line 2 is greater than line 1, enter “-0-" . . 34

4 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other
adjustments (from Part I} of Schedule 1 (Form 1040 or 1040-SR)). See Pub. 505 for more information 4 %

5 Add lines 3 and 4. Enter the result here and in Step 4(b)of FormWw-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. Interna!
Revenue Code sections 3402({)(2) and 6109 and their regulations require you to
providea this information; your employer uses it to determine your federal income
tax withholding, Failure to provide a properly completed farm will result in your
being treated as a single parson with no other entries on the form; providing
fraudulent information may subject you to penaities. Routine usas of this
informatior: include giving it to the Department of Justice for civil and criminal
litigation; to ¢ities, states, the District of Columhbia, and U.8. commonwealths and
possessions for use in administering their tax laws; and to the Department of
Health and Human Services for use in the Nationaj Directory of New Hires. We
may also disclose this information to other couniries under a tax treaty, to federal
and state agencies to enforce faderal nontax crimina! 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
contral 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 wil vary
depending on individual circumstances. For estimated averages, see the
instructions for your income: tax return.

If you have suggestions for making this form simpter, 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 Widow(er)

Higher Paying Job L.ower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0. 410,000 -|$20,000 - |$30,000 - | $40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - |$80,000 - $100,000 -|$110,000 -
Wage & Salary | 9999 | 19009 | 20,999 | 39,009 | 49999 | 59,999 | 69,999 | 79,909 | 89,099 | 99,999 | 109,999 | 120,000
$0- 9,999 $0 $220 $850 $900 | $1,020 [ $1,020 | $7,020 | $1,020 | $1,020 | $1,210 | $1,870 | $1.870
$10,000- 19,999 220 1220 1,900 | 2100 | 2220 | 2220 | 2220| 2220 | 2410 | 3410 | 4,070 | 4,070
$20,000 - 29,999 850 1,000 | 2730 ! 2930 3050 | 3080 | 3,050! 3240 | 4240 | 5240 | 5900 | 5900
$30,000 - 39,999 900 | 2100 | 2930 | 3130 | 23250 | 3,250 | 3,440 | 4,440 | 5440 ) 6440 [ 7,00 | 7,100
$40,000 - 49,999| 1,020 | 2220 | 3,080 [ 3,250 3370 | 3570 | 4570 5570 | 6570 | 7,570 | 8,220 8,220
$50,000- 59,999 1,020 | 2220 3050 | 3250 | 3,570 4570 | 5570 | 6,570 7570 | 8570 | 9.220 | 9,220
$60,000- 69,098 1,020 | 2220 | 3050 | 3440 | 4,570 5570 | 6570 | 7,570 | 8570 | 9,570 | 10,220 | 10,220
$70,000- 79,999] 1,020 | 2220 3240 | 4440 | 5570 6570 | 7,570 | 8570 | 9,570 | 10,570 | 11,220 | 11,240
$80,000- 99998 1080 | 3260 | 5000 | 6200 | 7,420 8420 | 9,420 | 10,420 | 11.420 | 12,420 | 13,260 | 13,460
$100,000 - 149,999 1,870 | 4,070 | 5900 | 7,100 8,220 | 9,320 | 10,520 | 11,720 | 12,820 | 14,120 | 14,980 | 15,180
$150,000 - 239,999| 2,040 | 4440 | 6470 | 7.870 | 9,190 | 10,390 | 11,500 | 12,790 | 13,990 | 15,190 | 16,050 | 16,250
$240,000- 250,999 2040 | 4440 | 6470 | 7,870 | 9,190 | 10,390 | 11,590 | 12,790 | 13,890 | 15,520 | 17,170 | 18,170
$260,000- 279,999 2040 | 4440 | 6470 ) 7870, 9190 | 19,390 | 11,590 | 13,120 | 15120 | 17,120 | 18,770 | 19,770
$280,000-299,909| 2040 | 4440 | 6470 | 7.B70 | 9190 | 10,720 | 12,720 | 14,720 | 16,720 | 18,720 | 20,370 | 21,370
$300,000- 319,999 2040 | 4440 | 6470 | 8,200 | 10,320 | 12,320 | 14,320 ;| 16,320 | 18,320 | 20,320 | 21,970 | 22.970
$320,000 -364,999| 2,720 | 5920 | 8750 | 10950 | 13,070 | 15070 | 17,070 | 19,070 | 21,290 | 23,590 | 25540 | 26,840
$365,000 - 524,9991 2,970 | 6,470 | 9,600 | 12,100 | 14,530 ; 16,830 | 19,930 | 21,430 | 23,730 | 26,030 | 27,980 | 29,280
. $525,000andover | 3,140 | 6,840 { 10,170 | 12,870 | 15,500 | 18,000 | 20,600 | 23,000 | 25500 | 28,000 | 30,150 | 31,650
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable $0- |$10,000 -|$20,000 -|$30,000 - | $40,000 - | $50,000 - 1$60,000 - | $70,000 - | $80,000 - | $90,000 - |$100,000 -|$110,000 -
Wage & Salary | 9,900 | 19,009 | 20,000 | 39,909 | 49,999 | 59,999 | 69,000 | 79,999 | 69,999 | 99,099 | 109,999 | 120,000
$0- 9,990  $460 $940 | $1,020 | $1.020 | $t.470 | $1.870 | $1,870 | $1,870 | $1,870 | $2,040 | $2,040 ! $2,040
$10,000 - 19,899 940 1530 | 1610 | 2060 | 3,060 | 3460 | 3480 | 3460 | 3640 | 3,830 | 3830 | 3,830
$20,000 - 29,899 1,020 1610 | 2430 | 3130 | 4130 | 4540 | 4540 | 4720 | 4920| 5110 | 5110 [ 5110
$30,000- 39,999 1020 | 2080 | 3130 | 4130 | 5130 | 5540 | 5720 | 5920 | 6120 6310 6310 | 6310
$40,000- 59993 1870 | 3460 | 4540 | 5540 | 6690 | 7290 | 7490 | 7,690 | 7,890 | 8,080 | 8,080 8,080
$60,000- 79,999 1870 | 3460 | 4600( 5890) 7000 | 7,600 (| 7,800 | 8090 8,290 | 8,480 | 9,260 | 10,060
$80,000 - 99890 2020 | 3810 | 65000| 6200 7,490 | 8090 | 8290 | 8490 | 9470 | 10480 | 11,260 | 12,060
$100,000 -124,000| 2,040 | 3830 | 5110 | 6310 | 7510 | 8430 | 9,430 | 10430 | 11,430 | 12,420 ; 13,520 | 14,620
$125,000 - 140,099 2040 | 3830 | 57110 | 7,030 | 9030 | 10430 | 11,430 | 12,580 | 13,880 | 15,170 | 16,270 | 17,370
$150,000 - 174,998 2,380 | 4,950 | 7,030 | 9,030 | 11,030 | 12,730 | 14,030 | 15330 | 16,630 | 17,920 | 19,020 | 20,120
$175,000-199,999| 2,720 | 5310 | 7,540 | 90,840 | 12,140 | 13,840 | 15,140 | 16,440 | 17,740 | 19,030 | 20,130 | 21,230
$200,000 - 249,099| 2070 | 5880 | 8240 | 10,540 | 12,840 | 14,540 | 15,840 ! 17,140 | 18,440 | 19,730 | 20,830 | 21,930
$250,000 - 399,990 2970 | 5860 | 8240 | 10,540 | 12,840 | 14,540 | 15,840 ;| 17,140 | 18,440 | 19,730 | 20,830 | 21,930
$400,000 - 449,999 2970 | 5860 | 87240 | 10,540 | 12,840 | 14,540 | 15840 | 17,140 | 18,450 | 19,940 | 21240 | 22540
$450,000 andover | 3,140 | 6,230 | 8810 | 11,310 | 13,810 ! 15710 | 17,210 | 18710 | 20,210 ; 21,700 | 23,000 | 24,300
Head of Household :
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | g0- |$10,000 -|$20,000 - |$30,000 - | $40,000 - | $50,000 - |$60,000 - | $70,000 - | $80,000 - |$80,000 - |$100,000 -($110,000 -
Wage & Salary | 9,999 | 19,909 | 20,099 | 39,909 | 49,909 | 59,999 | 69,999 | 79,990 | 89,999 | 99,999 | 108,999 | 120,000
$0- 9,000 $o0 $830 $930 | $1,020 | $1,020 | $1.020 | $1,480 | $1,870 | $1,870 | $1,930 [ $2,040 | $2,040
$10,000- 19,999 830 1,920 | 2130 | 2220 2,220 2680 | 3,680 | 4070 | 4130 | 4,330 | 4,440 | 4,440
$20,000 - 29,990 230 | 2130 | 2380 | 2,430 2000 | 3000| 4900| 5340 | 5540 | 5740 | 5850 | 5850
$30,000- 39,999{ 1,020 f 2220 | 2430 | 2980 | 3,980 | 4980 | 6040 | 6,630 | 6830 | 7030 | 7,140 7,140
$40,000- 59,999 1,020 | 2530 | 3,750 | 4.830 | 5,860 7,080 | 8280 | 8850 | 9050 | 9250 9,360 9,360
$60,000- 79,999 1870 | 4070 | 5310 | 6800 | 7,800 9000 | 10200 | 10,780 | 10,980 | 11,180 | 11,580 | 12,380
$60,000- 99,999 1,900 | 4300 5710} 7,000 8,200 | 9,400 | 10,600 | 11,180 | 11,670 | 12,670 | 13,580 | 14,380
$100,000-124,999| 2,040 | 4440} 5850 | 7,140 | 8340 | 9540 | 11,360 | 12,750 | 13,750 | 14,750 | 15,770 | 16,870
$125,000-140,000| 2,040 | 4440 | 5850 | .7,380 | 9,360 | 11,360 | 13,360 | 14,750 | 16,010 | 17,310 | 18,520 | 19,620
$150,000- 174,099 2,040 | 5080 | 7.280 | ©,360 | 11,360 | 13,480 | 15,780 | 17,460 | 18,760 | 20,060 | 21,270 | 22,370
$175,000- 199,999 2720 | 5920 | 8130 | 10,480 | 12,780 | 15,080 | 17,380 | 19,070 | 20,370 | 21,670 | 22,880 | 23,980
$200,000 - 249,999 2,970 | 6,470 | 8990 | 11,370 | 13,670 | 15970 | 18,270 | 19,960 | 21,260 | 22,560 | 23,770 | 24,870
$250,000 - 349,989 2970 | 6,470 | 8890 | 11,370 | 13,670 | 15970 | 18,270 { 19,860 | 21,260 | 22,580 | 23,770 | 24,870
$350,000 - 449,909 2970 | 6,470 | 8990 | 11,370 | 13,670 | 15970 | 18270 | 19,960 | 21,260 | 22,560 | 23,900 | 25200
$450,000 and over | 3,140 | 6,840 | 9,560 | 12,140 | 14,640 | 17,140 | 19,640 | 21,530 | 23,080 | 24,530 | 25,940 | 27,240
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MISSISSIPPI EMPLOYEE'S WITHHOLDING EXEMPTION CERTIFICATE

Employee's Name

838N

Employee's Residence

Migaisaippl Departmant of Revenue Address

P.0. Box 360

Jackasn, M8 38205

Musbar and §trest

City &2 Tows

Atate Elp Sod

Peracnal xempt:.o allowed

Amount. Claimed

! ; Lol 1. single [ ] enter $6,000 as exemption . . . . M

a : =

ile this form with your (a}| [T} spouse NOT employed: Snter $12,000 >

employex. Otherwise, you | 2. marital Status

must withhold Mississippi {Cheak Oae) Spouse IS employed: Enter that part of

income tax from the full by | [ $12,000 claimed by you in multiples of

amount of your wages. §$500. ©See instructions 2(b) below .M
[j Enter $9,500 as exemption. To gqualify

as head of family, you must be ‘single
and have a dependent living in the
home with you. See instructions 2(g)
and 2{d)below . , . . . . . . . ., @

3. Head of Family

A S P Ry e e
Keep this certificate with
your records. If the
employee iz believed to
have claimed excess
exemption, the Department
‘Jol Revenue should be
advised.

for taxpayer and spouse, who receives chief support
4. Dependents income tax purposes.

* A head of family may claim $i,500 for each
dependents excluding the cne which qualifies you
as head of family. Multiply number of dependents
claimed by you by $1,500. Enter amount claimed...W

Humber Clained

You may claim $1,500 for each dependent*, othexr than

Erom you and whe qualifies as a dependent for Federal

® Age 65 or oldez[ ] Husband [ Wife [_] Single
# 3lind 1 Huskband |:|Wife D Single
Multiply the number of blocks checked by $1,500.
Enter the amount claimed . . . . .W

* Note: No exemption allowed for age or bhlindness
fox dependents.

5. Age and
Blindness

€, TOTAL AMOUNT OF EXEMPTION CLAIMED - Lines 1 through 5...0»

7. hdditicnal dellar amount of withholding per pay period if

agreed to by your emploVer . . . « = &+ 4 4 ot on ox s o . . P

Military Spouses
Residency Relief Act
Exemption from Mississippi
Withholding

8. If you meet the conditions set forth under the Serviece Member
Civil Relief, as amended by the Military Spouses Residency
Relief Act, and have no Mississippi tax liability, write
"Exempt" on Line 8. ¥ou must attach a copy of the Federal

Form DD-2058- and a copy of your Military Spouse ID Card to
this form so your employer can validate the exemption claim..»

I declare under the penalties imposed for filing false reports that the amount of exemption claimed on this

certificate does not exceed the amount to which I am entitled or I am entitled to c¢laim exempt status.

Employee’s Signature:

Date:

INSTRUCTIONS

1. Thie personal axsmptions ailowed:

should not include tharmsslves or their spouse. Married taxpayers may divida the number of their

{a) Single individuats $8,000 {d) Dependents $1,500 dependants between them in any manner they choose; for example, a marrled couple has 3 children
(b} Married Individuals {Jointly} $12,000 {e) Age 65 and Over  $1,500 who qualify s dependants. The texpayermay clalm 2 dependents and the spouse 1; of the taxpayer
{c} Head of famiy $9,500  Blndness 51,500 may clalim 3 dependents and the spouse nona. Enter the emount of dependent exemption on Line 4.
2, Claiming personat examptions: {e) An additlonal exemptio : glaim = 9
Single Individuals enter $6,000 on Line 1. gither or both ha 5 bofora the clnsa o r. No
(a) Sing ' mter & additional axemption is authorized for dependents by reason of ags. Check applicable
{b) Married individuats are allowed a Joinf exarption of $12,000, biacks on Line B.

if the spouse is not empiloyad, enter $12,000 on Line 2(a). i the spouse is employed, the
exemption of §12,000 may be divided between taxpayer and spouse In any manner they
choose -~ In multiples of $500, For exemple, the texpayer may claim $6,500 and the spouss
claims $5,600; or the taxpayer may ciaim $8,000 and the spouse claims $4,000. The total
claitned by the taxpayer and spouse may not exceed $12,000. Enter amount dlalmed by
you on Ling 2(b).

(¢} Head of Family

A head of family is a single individual who maintains & home which I3 the princlpsl place of

abade for himself and at least one cther dependent. Single individuals qualfying as a head

of family enter $8,500 on Line 3. If the taxpayer has more than one dependent, addltionat

exemplions are applicable, Sea jtam {d).

tlong jon of § ay generally be claimed for each depe ke
taxpayer. A dependentis any relative who receives ehlef suppart fram the taxpayer and
whe qualiiies as 2 dependent for Federal income tax purpuses. Head of family individuals
may claim an edditionaf exemption for each dependent axehuding the one which Is required
for head of family status, For example, a head of family taxpayer has 2 depandent children
and his dependent mother fiving with kim. The taxpayer may clalm 2 additiora! exemptions.
Marriad or single individuals may claim an sdditional exemption for each dependent, bt

{f) An additional exemption of $1,600 may be claimed by either taxpaysr or spouse or botlisf
elther or both are bilnd, No additional exemption is authorized for depandants by reazon of
bllndness. Check applicable blooks on Line 5, Maliply aumber of blosks checied on Line 5
by 31,500 and anter amount of exempticr claimad,

3. Total Exemption Claimeg:
Agd the amount of exemptions daimed in esch category and enter the tofal on Line 6. This
amaount wifl be used as a basls for withholding income tax under the appropriate withholding
tabies,

4, ANEW EXENPTION CERTIFICATE MUST BE FILED WITH YQUR EMPL.OYER YWITHIN
30 BAYS AFTER ANY CHANGE IN YOUR EXEMPTION STATUS,

5. PENALTIES ARE IMPOSED FOR WILLFULLY SUPPLYING FALSE INFORMATION

6. IF THE EMPLOYEE FAILS TO FILE AN EXEMPTION CERTIFICATE WITH HIS
EMPLOYER, INGOME TAX MUST BE WITHHELD BY THE EMPLOYER ON TOTAL
WAGES WITHCUT THE BENEFIT OF EXEMPTION.. i

7. To comply with the Military Spousa Resldency Relief Act {PL111-87} signed on November
11, 2009,




C) Membership Application
- Form 1 — Revised 07/01/2016
PERS

af MISSISSIPPI Please print or type in black ink. Compieted form should be mailed or faxed to PERS. See bottom of form for contact informaticn.

1) Member Information - <2 Attach a copy of the member’s Social Security card.

First Name: MI: Last Name: Gender: OM OF
Provide previous namae, if applicable. First Name: . MI: Last Name:

Social Security No.: Birth Date mm/dd/coyy E-Mai!;

Malling Address: City: State: Zip:

Phone: O Cellular O Home O Work Phone: O Cellular O Home £ Work
Have you previously served on active duty in the U.S. Armed Forces? If yes, “<3i attach Form{s} DD214 .........cccccvnvccrinianneniaresssssereerenenen.. L1 Y28 O NO
Have you ever been a member of the Optional Retirement Plan (ORP) for Institufions of Higher Learning in the State of Mississippi? .........c...... OYes ONo

@ Retirement Plan - Plans are govermmentaf defined benefit plans qualified under Section 401(a) of the Internal Revenue Code. Select applicable plan.
O Public Employees' Retirement System of Mississippi (PERS) 0 Mississippi Highway Safety Patrol Retirement System {(MHSPRS)

O Supplemental Legislative Retirement Plan (SLRP)

9 Family Information - Use additional Membership Applications if listing more than four dependent children. information is for determining statufory
benefits only. Use Form 1B, Beneficiary Designation, o offficially designate any and all beneficiaries.

Marital Status - Select cne. Add date for last three. OsSingle OMaried O Divorced OWidowed Effective Date mm/dd/ceyy:
Spouse's Full Name Social Security No. Birth Date mm/dd/ceyy Wedding Date mmydd/ccyy Gender
oM OF

Dependent Child's Full Name — Up to age Social Security No. Birth Date mm/dd/ccyy Relationship Gender
18, or 23 if unmarried and a fulltime student

Oom OF

OM OF

OM OF

CM OF

14 Member Certification — if an authorized representative signs this form, <3 aftach a copy of the durable power of atiomay, conservatorship or
guardianship papers, or other legal documents as proof of authorify to sign this form.

Member's Signature: Date mm/dd/ccyy:

9 Employer Certification - This section must be completed by an authorized employer representative, not the member.

Member’s Position Held/Job Title: Member's Hire Date mm/dd/coyy:

Member's Status: Elected Official: O Yes [ No Fee Paid Official: 0 Yes [ No Public Safety Employee: O Yes [ No
Employer Name: Y&200 County School District Employer No.: 0461 _001

Employer Representative's Name: Samantha Gordon Employer Representafive's Title: Payroll

Employer Representative’s Phone: (662} 746-4672 Fax: (662) 746-9270 E-Mail; Smantha.gordon@yazoa k12.ms.us

As employer représentative, | cerify that employment in this position meets the eligibility requirements of PERS Board of Trustees Regulation 25, Eligibility of
Part-time Employees for State Refirement Annulfy Service Credit, and PERS Board of Trustees Regulation 36, Eligibility for Membership in the Public
Employees’ Retirement System of Mississippi (PERS).

Employer Representative’'s Signature: Date mm/dd/ceyy:

Pubtic Employees’ Retirement System of Mississippi
429 Mississippi Street, Jackson, MS 39201-1005  800.444.7377  601.359.3589  601.359.5262, fax = www.pers.ms.gov



C) Beneficiary Designation
PE [{S Form 1B — Revised 07/01/2016

of MISSISSEPP Please print or type in black ink. Completed form should be malled or faxed fo FERS. See bottom of form for contact informatian.

0 Member/Retiree Information

Fiest Name: Ml Last Name: O Member {1 Retiree

Saocial Security No.: Birth Date mm/dd/ceyy. Gender: M OF

9 Retirement Plan - Plans are governmental defined benefit plans qualified under Section 401{(a} of the Intemal Revenue Code. Sefect applicable plan.
2 Public Employees’ Retirement System of Mississippi (PERS) O Mississippi Highway Safety Patrol Retirement System (MHSPRS})

O Supplemental Legislative Retirement Plan (SLRP)

3] Beneficiary Information - Use additional Form 18, Beneficiary Designation, {0 designate additional beneficiaries. If more than one primary bensficiary
is named, the primary beneficiaries shall share equally unless otherwise indicated. Likewise, if more than one secondary heneficiary is named, the secondary
beneficiaries shall share equally unless otherwise indicated. Total primary and secondary beneficiaty percentages must equal 100 percent.

Beneficiary Name Social Security No. Birth Date Relationship Beneficiary Percentage Gender
N mm/dd/ceyy P=Primary, S=Secondary

Use whole numbers

OopP OS % OM [OF
op OS % OM OF
Oop OS % OM OF
aop OS % OM OF
agp Os % LM OF

9 Member/Retiree Certification - Check applicable acknowledgement then sign. if an authorized rapresentative signs this form, =2 attach a copy of
the durable power of attorney, conservatorship or guardianship papers, or ofher legal dacuments as proof of authorily to sign this form.

O Member — | acknowledge and understand that the PERS Board of Trustess is authorized to pay benefits in accordance with the statutory provisions
that govem the retirement system in which | am a member. To the extent permitted by such statutory provisions at the time of my death prior fo
refirement, | hereby designate the above beneficiary({ies) to receive the payment of my accumulated contributions and any interest relating thereto. !
further acknowledge and understand that certain benefits may be required by law to be paid that may limit, partially or totally, any payment to my
designated beneficiary{ies).

O Retiree — | hereby designate the above beneficiary{ies) to receive any residual amount payable by reason of my death and the death of my joint
annuitant(s}, if applicable.

Member/Retiree's Signature: Date mm/ddicoyy.

L5 Employer Certification - This section must be completed by an authorized employer representative, not the member. Only complete for active members.

e _Yazoo County School District . 0461 001

mployer Name: Employer No.: -

Empioyer Representative's Namezsamantha Gordon Employer Representative's Title: Payroll

Employer Representative's Phone: (662) 746-4672 Fax: (662) 746-9270 E-Mail: samantha.gordon@yazoo.k12.ms.us
Employer Representative's Signature: Date mm/dd/ccyy:

Public Employees’ Retirement System of Mississippi
429 Mississippi Street, Jackson, M5 39201-1005  B00.444.7377  601.359.3589 601.359.5262, fax www,pers.ms.gov



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

PLEASE PRINT ) — =
Section A: Enrollee Information (all fields are required) mployer Name

Social Security Number First Name . : MI Last Name

Home Address City -~ T | state KRN FTEE

Primary Telephone Number | Secondary Telephone Number [ Personal Emall Address

Marital Status Gender Date of Bitth {mm/dd/yyyy} | Date of Employment/Refirément
{1 Single Q Married 0 Male &2 Female : :
Were you ever o full-fime employee of a covered enfity under the Plan prior to 1/1/2004% O No {Horizon} 0O Yes {Legacy}

If yes, please list your most recent {pre-1/1/06) employer and dates of gmploymeni:

If married, is your spouse ¢ Plan pardicipant2 OYes 1No  If yes, Spouse Name and SSN:

Section B: Health Insurance Membership Agreement Auvthorization (CHECK ONLY ONE BOX, SIGN AND DATE!

O 1 hereby apply fo ADD, CONTINUE AND/OR CHANGE COVERAGE for myself and/for my debendents named on this Application For Coverage
form through the State and Schoo! Employess' Health insurance Plan (PLAN). | certify that allinformation provided by me on this application is

complete and accurate, and is the basis for providing coverage herein. | understand that any misrepresentation by me or my dependents
may result in the cancellation of my/our coverage under the PLAN. | understand that the coverage applied for Is subject to_all exclusions,
provisions, and iimitations set forth by the Plan Document. | agree to be bound by all terms and conditions of the PLAN. 1understand and agree
that if my application for coverage Is approved, any requested coverage changes will be effective the date fixed by the PLAM or its
Administrator. 1understand that if the requested coverage Is approved, | am responsible for payment of the appropriale premiums and hereby
authorize for such payments to be payroll deducted. or as appropriate, withheld from my State of Mississippi retirement benefils.

01 | hereby WAIVE COVERAGE in the State and School Employees' Health Insurance Plan. | have been offered coverage (or am eligible for
continuafion of coverage) through the PLAN, but | elect not fo be covered. 1 understand that by waiving coverage at this fime, | may only
request coverage for myself or myself and eligible dependents at an Open Enroliment Period or during a Special Enrcliment Period. lunderstand
that if | am a refiree and | walve coverage, | will not be allowed to re-enroll or have my coverage reinsiated at a later date, if you are waiving
coverage because you are currenlly covered under another health insurcnce policy, please complete Secilon D.

Date:

Enrollee Signature:

Section C: Coverage
Enrollee Type: Coverage Type: Coverage Opfion: Do you have Medicare? OYes UONo
QEmployee - Legacy | 0 Enrollee Only (Choose Only One} Medicare Number:
O Employee - Horizon ] (I Enrollee + Spouse O Select L Effec!-ive Date:
ORefiree Q Enroltes + Child OR Q “8" Effective Date::
O COBRA L Enrollee + Children Q Base (HIGH DEDUCTIBLE) Reason for Entillement:
O Surviving Spouse Q Enroliee + Spouse & Child{ren) 0 Age O EsRD 0 Disability

Are you a tobaccouser® CYes ONo  If yes, are you inferested In participating in the Plan's free cessation program? 0Yes [1No

Section D: Other Coverage Infoimation
Do any of the persons listed on this application have other hedith Insurance coverage? QYes O No if yes. please provide the following:
2, 3. q.

Name of Individual Covered: 1.

Policyholder's Name:

Policyholder's Date of Birth:

Policyholder's [nsurance
Effective Date:

Policy Number:

Policyhelder's Employment
Status (Circle): Aclive, Reliree or COBRA  Active, Reliree or COBRA

Insurance Company Name
address & phone #:

Acfive, Refiree or COBRA  Active, Refires or COBRA

Coverage Type (Circle): Group or Non-Group Group or Non-Group Group or Non-Group Group or Non-Group

Mississippi State and School Employees' Health Insurance Plan Healthl {4/15}



Enrollee Last Name: First Name; Enrollee SSN:

Secflon E: Dependents :
Dependents to be Covered | Relation to Social Security | Dafe of Birth Address Current Status
(Last Name, First Hame., MI) Enrollee . | Number {ram/dd/yyyy) | Ui different from Enrolies}

1. Spouse \ Employed?
OMale ... e OYes
Q Female QNo
2 Q son ‘ : , Q Child under 26
Q Paughter O Disablad
3 Qson : O Child under 26
0 Daughter ] O Disabled
4 a Son _ ' & Child under 26
0 Daughter Q Disabled
| Are any of the dependents listed above covered by Medicare Part AorPartB? O Yes O No
mmmlﬁ wWing: B
Name Medicare Number Part A Effective Date  Part B Effective Dale  Medicare Reason
Section F: Change informalion
O Add Enrollee: {Q Open Enroliment Q Marnage Q Birth. @ Adoption O Loss of Coverage due to Divorce

Qother: .~ , _ Requested Effective Date:

0 Add Pependent(s): (& Open Enrollment O Mamage Q Birth 0 Adoption Q Other:
(List all dependents in Sectlion E.) Qudlifying Event/ Effective Date:

Ci Change Coverage: O Base Coverage 0 Select Coverage

{1 Drop Dependent(s): & Dlyorcé 0 Deceased Q4 Other:
Provide information below for dependenis to be dropped:

Name = Soclial Securlly Number ~ Requested Termination Date
& Other Changes (Explain):
/ FOR EMPLOYER / ADMINISTRATOR USE OMLY:  GROUP NUMBER: ENTERED BY:
0 New Legacy Employee, Requested Effective Date: DATE:
0 New Horizon Employee, Requested Effoctive Date: .
£ Retiree, Requested Effective Date: _ VERIFIED BY:
Q1 COBRA, Requested Effestive Date: | DATE:
0O Surviving Spouse, Requested Effective Date: . : ’ o
0O change(s), Requested Effective Date;

Mississippi Stale and Schoof Employees'_ Health Insurance Plan

Healthl {4/15)



STATE OF MISSISSIPPI
GOVERNOR PHIL BRYANT

DEPARTMENT OF FINANCE AND ADMINISTRATION

KEVIN J, UPCHURCH
EXECUTIVE DIRECTOR

State and School Employees’ Life Insurance Plan
Underwritten by Minnesota Life Insurance Company

Active Employee Life Insurance Beneficiary Designation

Designating a life insurance beneficiary 1 is an unportant step that will allow you to determine
who will receive your policy benefits. As you experience changes in your life, you should
review your beneficiary designations to ensure that they still reflect how you want your benefits
to be paid. With the implementation of the néw online beneficiary management tool, you will
now be able to make and/or change designations confidentially and conveniently, 24/7, simply

by following the instructions below:

1. Log into the myBlue site, https:/myblue.bcbsms.com (if you have not registered
previously, please have your medical ID card handy)

2. Click on the My Benefits tab
3. Click on the link in the Life Benefits section and you will be directed to Minnesota Llfe 8

online beneficiary management tool
4. Enter the name and address, and the respective benefit percentages for each beneficiary

you wish to name

After this information has been entered, you will receive an email acknowledgement, as well as a

- paper confirmation statement in the muail for your records, reflecting your beneficiary
designation, and any applicable benefit percentages. Make sure that the information on your
email acknowledgment/confirmation is exactly how you want your benefits to be paid. If any of
the information is incorrect, log back into »zyBlue and repeat the steps above.

We are very excited about this new online option and encourage you to visit the myBlue site
today to start the process for designating your life insurance beneficiary. Please note that if you
do not execute the new beneficiary designation, any resulting life insurance proceeds will be paid-
according to the defaults described in the policy, which may not necessarily be according to your

wishes.

Should you have any questions about your beneficiary designation, please call Minnesota Life at
1-877-348-9217.

OFFIGE OF INSURANCE - F. O. BOX 24208 - JACKSON, MISSISSIPP) 39225-4208 - TEL (601) 358-3411 - TOLL FREE B66-586-2781 - FAX (501) 359-6568



STATE AND SCHOOL EMPLOYEES’ LIFE INSURANCE PLAN
ENROLLMENT/CHANGE REQUEST FORM

Underwritten by Minnesota Life Insurance Company, an affiliate of Securian Financial Group, Inc.

Policy 33683-G
SECTION A: Employee/Employer Information
Employee/Retiree Last Name: First Name: Mi: | Social Security Number: Birthdate: ¢aMmDDIYYYY):
Employee/Retiree Home Address: Email Address: Home Phone:
Altemate Phone:
Employer Name: Employer Phone:

Employer Address:

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

ACTIVE FULL-TIME EMPLOYEE: Life benefits and Accidental Death and Dismemberment {AD&D) maximums are based on two times
the employee’'s annual wage rounded to the next higher one thousand dollars, subject to a minimum aof $30,000 and a maximum of
$100,000. The employee and emplayer each pay 50 percent of the monthly premium. ’

D New Employee — Applications made within initial 31 days of employment; coverage becomes effective on the first day of employment.

|:| Late Enrollee Applicant — Applications made after initial 31 days of employment will be subject to medical evidence of insurability;
coverage will become effective on the first day of the month after or coincident with date of approval by Minnesota Life. (Employee
must also complete the Minnesota Life GROUP LIFE INSURANCE EVIDENCE OF INSURABILITY form.)

Date of Employment:

D RETIRED EMPLOYEE: Life benefit amounts are limited to $5,000, $10,000 or $20,000. Retired employees are not eligible for AD&D
benefits. A retired employee should apply before, but no later than 31 days after the date active employee coverage terminates. A
retiree pays 100 percent of the monthly premium.

Date of Retirement: COVERAGE AMOUNT REQUESTED: [_] $5,000 [] $10,000 [ ] $20,000

I:l DISABLED EMPLOYEE: Life benefit amounts are equal to employee's current benefit level at the time coverage ceases as an active
employee. Disabled employees must apply no later than 31 days from the date active employee coverage terminates. Minnesota Life
is solely responsible for evaluating applications for coverage continuation. Premiums are waived after the first nine months.

{Employee must also complete the Minnesota Life NOTICE OF DISABILITY and ATTENDING PHYSICIAN'S STATEMENT forms.)

Date of Disability:

SECTION C: Beneficiary infermation

NOTE: You cannot designate your fife insurance beneficiary on this form. To designate your life insurance beneficiary, please follow
the instructions below:
1. Log in to your myBlue site, https://myblue.bchsms.com, and click on the My Benefits tab.

2. Scroll down to the Life Benefits section below Medicat Benefits. This section will show you the effective date and amount of life
insurance coverage you have.

3. Click the link in the Life Benefits section and you will be redirected to Minnesota Life's online beneficiary management toot. Follow
the instructions on the site to submit your beneficiary designation.

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

If you do not designate a life insurance beneficiary, any resulting life insurance benefits will be paid according to the defaults set
forth in the policy.

If you do not have Internet access, contact Minnesota Life toll free at 877-348-9217 to request a paper beneficiary designation form.

EnrolaentiChange Feouest Form Page 1 of 2 MELIFEAPP 122018



Employee/Retiree L.ast Name First Name ' Ml | Social Security Numher | Daytime Phone

SECTION D: Authorization and Certification

I am applying for group term life insurance for myself through the State and School Employees’ Life Insurance Plan (Plan). |
understand that if my application is approved, coverage will become effective on the date fixed by the Plan or Minnesota Life.
| certify that all information on this form is true and complete to the best of my knowledge and belief. | understand that this
insurance is subject to all of the tarms of the Plan of insurance contained in the Minnesota Life Insurance Company, Group
Policy #33683-G, and summarized in the Certificate of Coverage provided to me. | understand that any misrepresentation by
me may result in the cancellation or rescission of coverage under the Plan.

{ understand that if | am a late enrollee applicant, any insurance subject to evidence of good heaith or medical information will
not become effective until Minnesota Life gives its written consent. [ understand that my eligibility may be affected in the event
| fail to sign this form within 31 days of the effective date of eligibility, or if for any reason my employer does not receive the
Enroliment/Change Request Form within a reasonable time following the event.

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

Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other person files an
- application for insurance or statement of claim containing any materially faise information or conceals, for the purpose of
misleading, information concerning any fact material therete commits a fraudulent insurance act, which is a crime and subjects
such person {o criminal and civil penaities.

Employee/Retiree Sighature (Required) Date

SECTION E: Waiver/Request to Cancel Coverage (Only complete this section to waive or cancel coverage.)

employee-
o date his-

derstand that a
rfeits-his right:to participate

FOR QUESTIONS REGARDING THE STATE AND SCHOOL EMPLOYEES’ LIFE INSURANCE PLAN, VISIT THE PLAN'S WEBSITE AT
http://KnowYourBenefits.dfa.ms.govf OR CONTACT THE DFA-OFFICE OF INSURANCE AT 866-586-2781.

FOR PERSONNEL/PAYROLL USE ONLY

COVERAGE AMOUNT: REQUESTED EFFECTIVE DATE: | GROUP NUMBER: INFORMATION VERIFIED: (INITIAL AND DATE}

EnralimantiChangs Reguest Form Page 2 0f 2 MELIFEAPE 1202818



YAZOO COUNTY SCHOOL DISTRICT

94 Panther Drive
Yazoo City, MS 39194

DIRECT DEPOSIT AUTHORIZATION

| : , hereby authorize Yazoo County School District to directly deposit my
pay in the bank account(s) listed below. | have attached a voided check or letter from my bank for each
‘account specified below. This authorization is to remain in force until the company has received written
authorization from me of its termination or change. | ‘

Also, 1 grant Yazoo County School District the right to correct any Electronic Funds Transfer resulting from an
erroneous overpayment by debiting my account to the extent of such overpayment.

BANK NAME ACCOUNT TYPE ACCOUNT NUMBER AMOUNT
: {checking or savings)

. If the amounts listed do not equal your total net pay, the balance will be deposited into your checking
account.

Signed by: __ _ Date:

ATTACH VOIDED CHECK OR LETTER FROM BANK

We can’t accept a deposit slip, must be voided check or letter from bank
| showing both account and routing numbers




Employment Eligibility Verification

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

USCIS
Form I-9

OMB No. 1615-0047
Expires 10/31/2022

» START HERE: Read instructions carefully ﬁefore completing this form. The instructions must be available, either in paper or electronically,

during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is ilegai to discriminate against work-authorized individuals, Employers CGANNOT specify which document(s} an
employee may present to establish employment authorization and identity. The refusal to hire or continue to employ an individual because the

Middle Initial

Other Last Names Used (if any)

Address (Street Number and Mame) Apt. Number [ City or Towh

State ZIP Code

Date of Birth {mm/dd/yyyy) U.8. Sccial Security Number Employee's E-mail Address

INESEENENNN

Employee's Telephone Number

[ am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in

connection with the completion of this form.
| attest, under penalty of perjury, that 1 am (check one of the following boxes):

|:| 1. A citizen of the United States

|:| 2. Anoncitizen national of the United States (See insfructions)

|:| 3. Allawful permanent resident  (Alien Registration Number/USCIS Number):

|:| 4. An alien authorized to work  until {expiration date, if applicable, mm/ddiyyyy):
Some aliens may write "N/A" in the expiration date field. (See instructions)

QR Cade - Seclion 1

Aliens authorized to work must provide only one of the following document numbers to complete Form [-9: Fro Not Wite In This Spece

An Alien Registration Number/USCIS Number OR Form ]-94 Admission Number QR Forgign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form |-94 Admission Nurmher:
OR

3. Foreign Passport Number:

Country of lssuance:

Signature of Employee Today's Date (mm/iddiyyy)

knowledge the information is true and correct.

Signature of Preparer or Translator

Today's Date {mm/dd/vyyy}

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town

State ZIP Code

Form 1-9 10/21/2019

Page 1 of 3




YAZOO COUNTY SCHOOL DISTRICT

Dr. Ken Barron, Superintendent
94 Panther Drive
. Yazoo City, MS 39194
Phone: 662-746-4672 Fax: 662-746-9270

VERIFICATION OF PRIOR EMPLOYMENT

APPLICANT DIRECTIONS: Fill out the information above the solid line. Mail or
present this form to the district(s) where you have previously been employed to verify
your teaching/administrative experience.

My employment in your system was during the following school session(s):

] > >

My name at the time of employment was:

Social Securitjr Number: Telephone Number:

I taught at the following school(s) in your district:

Signature:
This is to certify that was employed in the
school system as follows:
Number of
School Session Position/Subject or Grade days on Number of contract Part-time Full-time
contract days worked
Signed: Title:
Date: Phone Number:

Please complete this form and mail to: Yazoo County School District-Human Resource Office
94 Panther Drive, Yazoo City, MS 39194




