


INSTRUCTIONS FOR ACCESSING THE CAMPUS DIRECTORY 

Step 1:  Log on to http://sutton2.mvsu.edu 

Step 2:  Click on the “Enter Here” link 



 

 

Step 3:  Select “Campus Directory” from the menu 

 

 

 

 

 

 

 

 

 

 

 



 

Step 4:  Initiate an employee search by either typing the employee’s last and/or 

first name, or by selecting the corresponding alphabet for “last name” or 

department. 

Step 5:  Click the “Go” button 

 

 



 

 

Instructions for Viewing Pay Stubs Online 

 

Step 1:  Go to www.sutton2.mvsu.edu and click on the “Payroll 

Information” link under the Faculty/Staff tab. 

 

 

 
 

 

 

 

 

 

 

 

http://www.sutton2.mvsu.edu/


 

 

 

 

Step 2:  Select “Enter Secure Area” 

 

 
 

 

 

 

 

 

 

 

 

 

 



 

 

Step 3:  Enter your personal security question and answer. 

 

 

 
 

 

 

 

Once you have completed all parts of the initial setup, please 

proceed to Step 4. 

 

 

 

 

 

 



 

 

 

Step 4:  Enter your user id #:  

      Enter your pin #: 

 
Please contact Margaret Weathers in Human Resources at ext 3783 if you have not 

been assigned a user id and pin #. 

 

 
 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

Step 5:  Select “Employee” 

 

 

 
 

 

 

 

 

 

 

 

 

 

 



 

 

Step 6:  Select “Pay Information” 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 



 

 

Step 7:  Select “Pay Stub” 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Step 8:  Select the desired pay stub year and click “Display” 

 

 

 
 

 

 

 

Step 9:  Select the pay stub date of your choice from the ‘View 

Pay Stub Summary” page to view your paystub. 
 

 



UPDATE YOUR  DIRECTORY ADDRESS
USING BANNER SELF-SERVE

LOGIN to Banner Self-Service
1. Navigate your web browser to   http://sutton2.mvsu.edu
2. Click Enter here
3. Login using your University ID number and Pin

ADD Office Address Field
1. Click the PERSONAL INFORMATION tab
2. Click UPDATE ADDRESS(ES) AND

PHONE(S) link

3. Choose OFFICE / DEPARTMENT  in the Type of Address to Insert: Drop down
box at the bottom of the page
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UPDATE Office Address
You are here: Update Address(es) and Phone(s) - Update/Insert Page

Fill in the following fields
Field Data

Valid From This Date: Today’s Date

Address Line 1:
Address Line 2:
Address Line 3:
Address Line 4:

Full name of Building
Suite #, Office #
(Department’s Box Number) 14000 HWY 82 W # 0000

If no Suite

Address Line 1:
Address Line 2:
Address Line 3:
Address Line 4:

Full name of Building
Office #
(Department’s Box Number) 14000 HWY 82 W # 0000

If no actual Office #

Address Line 1:
Address Line 2:
Address Line 3:
Address Line 4:

Full name of Building
(Department’s Box Number) 14000 HWY 82 W # 0000

City: Itta Bena

State or Province: MS

ZIP or Postal Code: 38941

Primary Phone Number For
This Address:

ADD the following phone
types

Office
 xxxFax

Your direct line.  The phone number at your desk
The main office’s fax number.
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UPDATE Email Address
1. Click the PERSONAL INFORMATION tab
2. Click UPDATE E-MAIL ADDRESS(ES)
3. Note:  We are using Work Email 1 in the directory, therefore,
4. If Work Email 1 is listed,

a. EDIT Work Email1
(1) Click the email address
(2) Make the necessary changes. 
(3) Click Submit 

Note:  Please use your campus email address in this field.
5. If Work Email 1 is NOT listed

b. ADD Work Email1
(1) Choose Work Email 1 form drop down list
(2) Insert  the necessary changes. 
(3) Click Submit 

To include other email addresses choose the email type from the list and insert the information.

DISPLAY Directory Profile
To display the new or edited address information on your Directory Profile,
1. Click the PERSONAL INFORMATION tab
2. Click DIRECTORY PROFILE link

3. Click the YES CHECK BOX  in the DISPLAY IN DIRECTORY column for the
Office address,
Office phone number,
Office Fax number and Email address(es) you would like to appear on your profile.



Click Submit Changes

VIEW Directory Listing
1. Click Exit
2. Click Return to Banner Self-Service Homepage
3. Click Campus Directory
4. Search for your name.







Summary of Benefits







STATE AND SCHOOL EMPLOYEES’ HEALTH INSURANCE PLAN
MONTHLY PREMIUM RATES

Effective January 1, 2017

Legacy - Initially hired before 1/1/2006
Horizon - Initially hired on or after 1/1/2006

ACTIVE EMPLOYEE

LEGACY EMPLOYEES HORIZON EMPLOYEES
BASE SELECT BASE SELECT

TOTAL EMPLOYEE TOTAL EMPLOYEE TOTAL EMPLOYEE TOTAL EMPLOYEE
PREMIUM PORTION PREMIUM PORTION PREMIUM PORTION PREMIUM PORTION

Employee $356 $0 $376 $20 $356 $0 $394 $38
Employee + Spouse $745 $389 $819 $463 $745 $389 $837 $481
Employee + Spouse & 
Child(ren)

$949 $593 $1,023 $667 $949 $593 $1,041 $685

Employee + Child $457 $101 $531 $175 $457 $101 $549 $193
Employee + Children $614 $258 $688 $332 $614 $258 $706 $350

RETIRED EMPLOYEE - NON-MEDICARE ELIGIBLE
LEGACY RETIREES HORIZON RETIREES
BASE SELECT BASE SELECT

Retiree $409 $432 $653 $676
Retiree + Spouse (Non-Medicare) $856 $941 $1,309 $1,394
Retiree + Spouse & Child(ren) (Non-Medicare) $1,091 $1,176 $1,464 $1,549
Retiree + Child $525 $587 $746 $831
Retiree + Children $706 $744 $903 $988
Retiree + Spouse (Medicare) N/A $616 N/A $860
Retiree + Spouse & Child(ren) (One or more Medicare) N/A $771 N/A $1,015

RETIRED EMPLOYEE - MEDICARE ELIGIBLE BASE SELECT BASE SELECT
Retiree N/A $184 N/A $184
Retiree + Spouse (Non-Medicare) N/A $693 N/A $902
Retiree + Spouse & Child(ren) (Non-Medicare) N/A $928 N/A $1,057
Retiree + Child N/A $339 N/A $339
Retiree + Children N/A $496 N/A $496
Retiree + Spouse (Medicare) N/A $368 N/A $368
Retiree + Spouse & Child(ren) (One or more Medicare) N/A $523 N/A $523

COBRA BASE SELECT BASE SELECT
Participant $363 $383 $363 $401
Participant + Spouse $759 $835 $759 $853
Participant + Spouse & Child(ren) $967 $1,043 $967 $1,061
Participant + Child $466 $541 $466 $559
Participant + Children $626 $701 $626 $720

COBRA DISABILITY EXTENSION BASE SELECT BASE SELECT
Participant $534 $564 $534 $591

Participant + Spouse $1,117 $1,228 $1,117 $1,255
Participant + Spouse & Child(ren) $1,423 $1,534 $1,423 $1,561
Participant + Child $685 $796 $685 $823
Participant + Children $921 $1,032 $921 $1,059



Motivating Mississippi - Keys to Living Healthy 
Motivating Mississippi is the Plan’s wellness and health promotion program. Through 
this program, participants can volunteer to complete a HealthQuotientSM (HQ) health 
risk assessment and receive a personalized wellness plan, access to lifestyle management 
programs, and access to personal wellness coaches. These services are provided at no 
additional charge to the participant. All adult participants age 18 and older are eligible for 
wellness benefits. These services are not subject to the calendar year deductible. The HQ 
can be found at www.webmdhealth.com/mississippi or may be accessed through a link on 
the Plan’s website at http://knowyourbenefits.dfa.state.ms.us. An inclusive list of covered 
services is available by visiting the state health plan’s website above. 
 
 
Prescription Drug Program 
The plan includes a co-payment program for prescription drugs. Prime Therapeutics, 
LLC is the pharmacy benefit manager. An enrollee must elect health insurance coverage 
in order to participate in the prescription drug program. Refer to the Plan Document for 
information on Base and Select Coverage deductibles, Co-payments, Mail Order Service, 
Generic Drugs, Preferred Brand Drugs, etc. located in the Plan Document at  
 http://knowyourbenefits.dfa.state.ms.us 
 
To be covered under the Plan, prescription drugs must be prescribed by a physician, 
dispensed by a licensed pharmacist, and found to be medically necessary for the 
treatment of the participant’s illness or injury.  Participants may purchase medically 
necessary prescription drugs at participating retail pharmacies, through the Prime 
Therapeutics, LLC mail order service, or through the dedicated specialty pharmacy 
program. Coverage for prescription drugs purchased at a retail pharmacy or through the 
mail order service is limited to a 90-day supply. Coverage for prescription drugs 
purchased through the specialty pharmacy program is limited to a 30-day supply. When a 
prescription drug is purchased at a participating retail pharmacy, the participant is only 
required to pay the appropriate co-payment amount (after the applicable deductible is 
met) or the cost of the drug, whichever is less. There is no claim form to file. When a 
prescription drug is purchased at a non-participating pharmacy, the participant must file a 
claim with Prime Therapeutics, LLC. Payment of the claim will be made based upon the 
Plan’s allowable charge. The participant is responsible for any amount in excess of the 
allowable charge, plus the applicable deductible and/or co-payment. 

 

http://knowyourbenefits.dfa.state.ms.us/
http://knowyourbenefits.dfa.state.ms.us/




 DENTAL INSURANCE AND VISION INSURANCE 
Optional dental insurance and vision insurance plans, with the premium paid by the 
employee, are available for those who desire the coverage.  Employees who elect the 
coverage may pay the full premium by payroll deduction, and may insure a spouse and 
dependent children from birth to 26 years of age, if a full time student. 
 
Delta Dental Incorporated 
 www.deltadentalins.com 
This dental insurance program allows employees the freedom to visit any licensed dentist 
of choice; however, there are advantages to visiting a Delta Dental PPO network dentist 
instead of an out-of-network dentist.  The plan includes employee only and dependent 
coverage. Two options are available to employees with this dental plan: low option and 
high option. Both options offer similar benefits for diagnostic/preventive, basic and major 
services. Assigned co-insurance, annual limits, and monthly premiums will vary 
depending on the option elected.  The employee is responsible for 100% of the premium 
for coverage in this plan.   

              
             High Plan Option 

Employee Only  $23.52 
Employee + One Dependent  $45.81  
Employee + 2 or more Dependents  $67.49  

 
 
Low Plan Option 

Employee Only  $14.84  
Employee + One Dependent  $28.89  
Employee + 2 or more Dependents  $42.53  

 
Vision Insurance –EyeMed Vision Care 
www.eyemedvisioncare.com 
EyeMed Vision Care’s Network consists of private practicing optometrist, 
ophthalmologist, opticians, and optical retailers such as LensCrafters, Pearle Vision, Sears 
Optical, Target Optical and JC Penny Optical. The plan coverage includes expenses related 
to eye exams, lens with frames (including single, bifocals or trifocal) and contact lenses at 
pre-determined rates. The plan includes employee only and dependent coverage. The 
employee is responsible for 100% of the premium.   

 
Premiums 
Subscriber amount ………. $ 6.70 
Subscriber and Family ….. $17.08 

 

http://www.deltadentalins.com/
http://www.eyemedvisioncare.com/




















Application for Coverage Mississippi State and School Employees’ Health Insurance Plan  Health1 (1/17) 

STATE OF MISSISSIPPI 
STATE AND SCHOOL EMPLOYEES’ HEALTH INSURANCE PLAN 

APPLICATION FOR COVERAGE 
PLEASE PRINT 
Section A:  Enrollee Information (all fields are required) 

 

Social Security Number First Name MI Last Name 

Home Address City State ZIP 

Primary Telephone Number Secondary Telephone Number Personal Email Address 

Marital Status 
    Single    Married  

Gender 
   Male    Female 

Date of Birth (mm/dd/yyyy) Date of Employment/Retirement 

Were you ever a full-time employee of a covered entity under the Plan prior to 1/1/2006?  No (Horizon)  Yes (Legacy)

If yes, please list your most recent (pre-1/1/06) employer and dates of employment: ________________________________________________________ 
_________________________________________________________________________________________________________________________________________ 
If married, is your spouse a Plan participant?        Yes        No  If yes, Spouse Name and SSN: ________________________________________________ 

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

  I hereby apply to ADD, CONTINUE AND/OR CHANGE COVERAGE for myself and/or my dependents named on this Application For 
Coverage form through the State and School Employees' Health Insurance Plan (PLAN).  I certify that all information provided by me on this 
application is complete and accurate, and is the basis for providing coverage herein.  I understand that any misrepresentation by me or my 
dependents may result in the cancellation of my/our coverage under the PLAN.  I understand that the coverage applied for is subject to all 
exclusions, provisions, and limitations set forth by the Plan Document.  I agree to be bound by all terms and conditions of the PLAN.  I understand 
and agree that if my application for coverage is approved, any requested coverage changes will be effective the date fixed by the PLAN or 
its Administrator.  I understand that if the requested coverage is approved, I am responsible for payment of the appropriate premiums and 
hereby authorize for such payments to be payroll deducted, or as appropriate, withheld from my State of Mississippi retirement benefits.   

  I hereby WAIVE COVERAGE in the State and School Employees’ Health Insurance Plan.  I have been offered coverage (or am eligible for 
continuation of coverage) through the PLAN, but I elect not to be covered.  I understand that by waiving coverage at this time, I may only 
request coverage for myself or myself and eligible dependents at an Open Enrollment Period or during a Special Enrollment Period.  I understand 
that if I am a retiree and I waive coverage, I will not be allowed to re-enroll or have my coverage reinstated at a later date.  If you are waiving 
coverage because you are currently covered under another health insurance policy, please complete Section D.   

Enrollee Signature: _________________________________________________________    Date: ______________________________________ 

    Section C: Coverage 

Enrollee Type: 
Employee - Legacy 
Employee - Horizon 
Retiree 
COBRA 
Surviving Spouse 

Coverage Type: 
Enrollee Only 
Enrollee + Spouse 
Enrollee + Child 
Enrollee + Children 
Enrollee + Spouse & Child(ren) 

Coverage Option: 
(Choose Only One) 

Select 

Base (HIGH DEDUCTIBLE) 

Do you have Medicare?           Yes            No  
Medicare Number: ___________________________ 

“A” Effective Date: _________________________ 
“B” Effective Date: _________________________ 

Reason for Entitlement: 
  Age     ESRD   Disability 

Are you a tobacco user?  Yes  No If yes, are you interested in participating in the Plan’s free cessation program?  Yes  No

  Section D: Other Coverage Information
Do any of the persons listed on this application have other health insurance coverage?    Yes   No  If yes, please provide the following: 

Name of Individual Covered:   1.____________________     2.____________________    3.______________________   4.___________________ 
Policyholder’s Name:    _______________________   __________________________    __________________________    _______________________ 
Policyholder’s Date of Birth:  _______________________  __________________________    __________________________    _______________________ 
Policyholder’s Insurance 

Effective Date:  _______________________     __________________________    __________________________    _______________________ 
Policy Number:    _______________________   __________________________    __________________________    _______________________ 
Policyholder’s Employment   
Status:   
Insurance Company Name    _______________________   __________________________    __________________________    _______________________ 

address & phone #:    _______________________    __________________________    __________________________    _______________________ 
  _______________________   __________________________    __________________________    _______________________ 
  _______________________    __________________________    __________________________    _______________________ 

Coverage Type:  

Employer Name  

Active, Retiree or COBRA Active, Retiree or COBRA Active, Retiree or COBRA Active, Retiree or COBRA

       Group       Non-Group    Group       Non-Group    Group       Non-Group    Group       Non-Group



Application for Coverage Mississippi State and School Employees’ Health Insurance Plan  Health1 (1/17) 

Enrollee Last Name: First Name: Enrollee SSN: 

    Section E:  Dependents 
Dependents to be Covered 
(Last Name, First Name, MI)

Relation to 
Enrollee 

Social Security 
Number 

Date of Birth 
(mm/dd/yyyy) 

Address 
(if different from Enrollee)

Current Status 

1. Spouse 
  Male 
  Female 

  Employed? 

2.  Son 
  Daughter 

   Child under 26 
   Disabled 

3.  Son 
 Daughter 

   Child under 26 
   Disabled 

4.  Son 
 Daughter 

   Child under 26 
   Disabled 

Are any of the dependents listed above covered by Medicare Part A or Part B? 
If yes, please provide the following: 

Name  Medicare Number              Part A Effective Date        Part B Effective Date       Medicare Reason 
_______________________     ______________________   ___________________     ___________________    _____________________ 
_______________________     ______________________   ___________________     ___________________    _____________________ 
_______________________     ______________________   ___________________    ___________________    _____________________ 

    Section F: Change Information

Add Enrollee:   Open Enrollment    Marriage     Birth     Adoption     Loss of Coverage due to Divorce    

 Add Enrollee:   Other: _______________________________ Requested Effective Date: _________________________________ 

Add Dependent(s):   Open Enrollment    Marriage    Birth     Adoption     Other: ____________________________________ 

(List all dependents in Section E.)     Qualifying Event/ Effective Date: ___________________________  

Change Coverage:   Base Coverage    Select Coverage 

Drop Dependent(s):   Divorce    Deceased    Other: ________________________________________________________________ 

 Provide information below for dependents to be dropped: 

Name Social Security Number Requested  Termination Date     
___________________________________        ______________________             _____________________________________ 
___________________________________        ______________________             _____________________________________ 
___________________________________        ______________________             _____________________________________ 
___________________________________        ______________________             _____________________________________ 

 Other Changes (Explain): 

FOR EMPLOYER / ADMINISTRATOR USE ONLY:     GROUP NUMBER:___________________________ 
  New Legacy Employee, Requested Effective Date: _____________________________________________ 
  New Horizon Employee, Requested Effective Date: _____________________________________________ 
  Retiree, Requested Effective Date: ____________________________________________________________ 
  COBRA, Requested Effective Date: ___________________________________________________________ 
  Surviving Spouse, Requested Effective Date: ___________________________________________________ 
  Change(s), Requested Effective Date: _________________________________________________________ 

  ENTERED BY: __________________ 
  DATE: _________________________ 

  VERIFIED BY: ___________________ 
  DATE: __________________________ 

Yes
No

Yes No





Enrollment/Change Request Form Page 1 of 2 MSLIFEAPP 12/2016 

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: (MM/DD/YYYY): 

Employee/Retiree Home Address: Email Address: Home Phone: 

Alternate 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 of $30,000 and a maximum of 
$100,000. The employee and employer each pay 50 percent of the monthly premium. 

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: _____________________ 

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 

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 Information 

NOTE: You cannot designate your life 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.bcbsms.com, and click on the My Benefits tab.

2. Scroll down to the Life Benefits section below Medical 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 tool. Follow 
the instructions on the site to submit your beneficiary designation.

Once you submit your beneficiary 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. 



Enrollment/Change Request Form Page 2 of 2 MSLIFEAPP 12/2016 

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). I 
understand that if my application is approved, coverage will become effective on the date fixed by the Plan or Minnesota Life. 
I certify that all information on this form is true and complete to the best of my knowledge and belief. I understand that this 
insurance is subject to all of the terms 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. I understand that any misrepresentation by 
me may result in the cancellation or rescission of coverage under the Plan. 

I understand that if I am a late enrollee applicant, any insurance subject to evidence of good health or medical information will 
not become effective until Minnesota Life gives its written consent. I understand that my eligibility may be affected in the event 
I 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 
Enrollment/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 false information or conceals, for the purpose of 
misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects 
such person to criminal and civil penalties. 

______________________________________________       ___________________________________ 
Employee/Retiree Signature (Required)             Date 

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

Waiver of Coverage – I hereby decline to apply for life insurance coverage in the State and School Employees’ Life 
Insurance Plan. I understand that an active employee who waives coverage in the Plan may apply for coverage at a later 
date so long as he continues to qualify as an active employee. I further understand that late enrollee applicants are subject 
to medical evidence of insurability that may result in coverage being denied. I understand that a service retired employee 
or totally disabled employee who declines to apply for continuation of coverage in the Plan within 31 days of the date his 
coverage ceases as an active employee, forfeits his right to participate in the State and School Employees’ Life Insurance 
Plan and will not be allowed to apply at a later date. 

Cancellation of Coverage – I hereby request that my life insurance coverage in the State and School Employees’ Life 
Insurance Plan be cancelled. I understand that an active employee who cancels his coverage in the Plan may apply for 
coverage at a later date so long as he continues to qualify as an active employee. I further understand that late enrollee 
applicants are subject to medical evidence of insurability that may result in coverage being denied. I understand that a 
service retired employee or totally disabled employee who cancels his coverage in the Plan forfeits his right to participate 
in the State and School Employees’ Life Insurance Plan and will not be allowed to apply at a later date. 

SIGN BELOW ONLY IF YOU DO NOT WANT LIFE INSURANCE COVERAGE. 

______________________________________________       ___________________________________      
Employee/Retiree Signature      Date 

FOR QUESTIONS REGARDING THE STATE AND SCHOOL EMPLOYEES’ LIFE INSURANCE PLAN, VISIT THE PLAN’S WEBSITE AT 
http://KnowYourBenefits.dfa.ms.gov/ 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) 

Employee/Retiree Last Name First Name MI Social Security Number Daytime Phone 

http://knowyourbenefits.dfa.ms.gov/
http://knowyourbenefits.dfa.ms.gov/


STATE OF MISSISSIPPI
GOVERNOR PHI BRYAN

DEPARTMENT OF FINANCE AN ADMISTRATION

KEVI J. UPCHUCH
EXECUT DIRCTOR

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

Active Employee Life Insurance Beneficiary Designation

Designating a life insurance beneficiar is an importt step that will allow you to determne
who will receive your policy benefits. As you experience changes in your life, you should
review your beneficiar designations to ensure that they stil reflect how you want your benefits
to be paid. With the implementation of the new online beneficiar management tool, you will
now be able to make and/or change designations confdentially and conveniently, 24/7, simply
by followig the instrctions 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 Minesota Life's
online beneficiar management tool

4. Enter the name and address, and the respective benefit percentages for each beneficiar
you wish to name

Afer ths information has been entered, you will receive an email acknowledgement, as well as a

paper confrmation statement in the mail for your records, reflecting your beneficiar
designation, and any applicable benefit percentages. Make sure that the information on your
email acknowledgment/confiration is exactly how you want your benefits to be paid. If any of
the inormation is incorrect, log back into myBlue and repeat the steps above.

We are very excited about ths new online option and encourage you to visit the myBlue site
today to sta the process for designating your life insurance beneficiar. Please note that if you

do not execute the new beneficiar designation, any resulting life insurance proceeds will be paid
according to the defaults described in the policy, which may not necessarly be according to your
wishes.

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

OFFICE OF INSURANCE. P. O. BOX 24208. JACKSON, MISSISSIPPI 39225-4208 . TEL (601) 359-3411 . TOLL FREE 866-586-2781 . FAX (601) 359-6568



Public 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 

 

 

Membership Application 
Form 1 – Revised 07/01/2016 
 
Please print or type in black ink. Completed form should be mailed or faxed to PERS. See bottom of form for contact information.  

 Member Information –  Attach a copy of the member’s Social Security card.  

First Name: _______________________________________  MI: ______  Last Name: ______________________________________ Gender:  M    F 

Provide previous name, if applicable. First Name: _______________________________  MI: _____  Last Name: __________________________________  

Social Security No.: ______________________  Birth Date mm/dd/ccyy: ____________________ E-Mail: ________________________________________  

Mailing Address: _____________________________________________________________  City: ______________________  State: _____  Zip: ________  

Phone: _______________________________  Cellular   Home   Work    Phone:  _______________________________   Cellular   Home   Work 

Have you previously served on active duty in the U.S. Armed Forces? If yes,  attach Form(s) DD214 ...........................................................  Yes    No 

Have you ever been a member of the Optional Retirement Plan (ORP) for Institutions of Higher Learning in the State of Mississippi? .................  Yes    No 

 Retirement Plan – Plans are governmental defined benefit plans qualified under Section 401(a) of the Internal Revenue Code. Select applicable plan. 

 Public Employees’ Retirement System of Mississippi (PERS)  Mississippi Highway Safety Patrol Retirement System (MHSPRS) 

 Supplemental Legislative Retirement Plan (SLRP)    

 Family Information – Use additional Membership Applications if listing more than four dependent children. Information is for determining statutory 

benefits only. Use Form 1B, Beneficiary Designation, to officially designate any and all beneficiaries.  

Marital Status – Select one. Add date for last three.  Single     Married     Divorced     Widowed Effective Date mm/dd/ccyy: ________________  

Spouse’s Full Name Social Security No. Birth Date mm/dd/ccyy Wedding Date mm/dd/ccyy  Gender 

 _____________________________________   ____________________________   _______________________   _______________________   M    F 

Dependent Child’s Full Name – Up to age Social Security No. Birth Date mm/dd/ccyy Relationship  Gender 
19, or 23 if unmarried and a full-time student 

 _____________________________________   ____________________________   _______________________   _______________________   M    F 

 _____________________________________   ____________________________   _______________________   _______________________   M    F 

 _____________________________________   ____________________________   _______________________   _______________________   M    F 

 _____________________________________   ____________________________   _______________________   _______________________   M    F 

 Member Certification – If an authorized representative signs this form,  attach a copy of the durable power of attorney, conservatorship or 

guardianship papers, or other legal documents as proof of authority to sign this form. 

Member’s Signature: ______________________________________________________________________ Date mm/dd/ccyy:______________________  

 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/ccyy: _____________________  

Member’s Status:  Elected Official:   Yes    No Fee Paid Official:   Yes    No Public Safety Employee:   Yes    No  

Employer Name: ____________________________________________________________  Employer No.: __________________ - _________________  

Employer Representative’s Name: ________________________________  Employer Representative’s Title: _____________________________________  

Employer Representative’s Phone: _________________________ Fax: __________________________  E-Mail: __________________________________  

As employer representative, I certify that employment in this position meets the eligibility requirements of PERS Board of Trustees Regulation 25, Eligibility of 
Part-time Employees for State Retirement Annuity 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/ccyy: _____________________  



Public 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 

 

 

Beneficiary Designation 
Form 1B – Revised 07/01/2016 
 
Please print or type in black ink. Completed form should be mailed or faxed to PERS. See bottom of form for contact information.  

 Member/Retiree Information 

First Name: _______________________________________  MI: ______  Last Name: ___________________________________   Member    Retiree 

Social Security No.: ____________________________  Birth Date mm/dd/ccyy: ____________________________________________  Gender:  M    F 

 Retirement Plan – Plans are governmental defined benefit plans qualified under Section 401(a) of the Internal Revenue Code. Select applicable plan. 

 Public Employees’ Retirement System of Mississippi (PERS)  Mississippi Highway Safety Patrol Retirement System (MHSPRS) 

 Supplemental Legislative Retirement Plan (SLRP) 

  Beneficiary Information – Use additional Form 1B, Beneficiary Designation, to designate additional beneficiaries. If more than one primary beneficiary 
is named, the primary beneficiaries shall share equally unless otherwise indicated. Likewise, if more than one secondary beneficiary is named, the secondary 
beneficiaries shall share equally unless otherwise indicated. Total primary and secondary beneficiary percentages must equal 100 percent. 

Beneficiary Name Social Security No. Birth Date  Relationship  Beneficiary Percentage Gender 
  mm/dd/ccyy  P=Primary, S=Secondary 
    Use whole numbers 

 _____________________________________   ________________________  ____________   _________________   P    S  ________ %  M    F 

 _____________________________________   ________________________  ____________   _________________   P    S  ________ %  M    F 

 _____________________________________   ________________________  ____________   _________________   P    S  ________ %  M    F 

 _____________________________________   ________________________  ____________   _________________   P    S  ________ %  M    F 

 _____________________________________   ________________________  ____________   _________________   P    S  ________ %  M    F 

 Member/Retiree Certification – Check applicable acknowledgement then sign. If an authorized representative signs this form,  attach a copy of 
the durable power of attorney, conservatorship or guardianship papers, or other legal documents as proof of authority to sign this form. 

 Member – I acknowledge and understand that the PERS Board of Trustees is authorized to pay benefits in accordance with the statutory provisions 
that govern the retirement system in which I am a member. To the extent permitted by such statutory provisions at the time of my death prior to 
retirement, I hereby designate the above beneficiary(ies) to receive the payment of my accumulated contributions and any interest relating thereto. I 
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). 

 Retiree – I 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/dd/ccyy:______________________  

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

Employer Name: ____________________________________________________________  Employer No.: ________________ - ___________________  

Employer Representative’s Name: ________________________________  Employer Representative’s Title: _____________________________________  

Employer Representative’s Phone: _________________________ Fax: __________________________  E-Mail: __________________________________  

Employer Representative’s Signature: _________________________________________________________  Date mm/dd/ccyy: _____________________  
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Eligibility Primary enrollee, spouse  and eligible dependent children to age 26 

Deductibles* $50 per person / $150 per family each plan year 

 Deductibles waived for D & P? Yes 

Maximums* Low- $750 per person each plan year  

High $1,500 per person each plan year 

D & P counts toward maximum?  No 

Waiting Period(s)  Major Benefits 
12 Months 

Orthodontics 
12 Months 

Low Plan High Plan 

Benefits and  
Covered Services** 

Delta Dental 
PPO dentists† 

Non-DeltaDental 
dentists† 

Delta Dental 
PPO dentists† 

Non-DeltaDental 
dentists† 

Diagnostic & Preventive 
Services (D & P)  

Exams, cleanings, x-rays, space 
maintainers, sealants  

100 % 100 % 100 % 100 % 

Basic Services 
Fillings, simple tooth extractions, 
denture repairs   

50 % 50 % 80 % 80 % 

Endodontics (root canals)

Covered Under Basic Services 
50 % 50 % 80 % 80 % 

Periodontics (gum treatment)
Covered Under Basic Services 

50 % 50 % 80 % 80 % 

Oral Surgery 
Covered Under Major Services 

25 % 25 % 50 % 50 % 

Major Services 
Crowns, inlays, onlays and cast 
restorations, bridges and dentures   

25 % 25 % 50 % 50 % 

Orthodontic Benefits 
dependent children only to age 19 

Not a benefit Not a benefit 50 % 50 % 

Orthodontic Maximums 
    Lifetime 

Not a benefit Not a benefit $ 1,000 $ 1,000 

Monthly Rates 
Rates guaranteed for 2 year 
January 1, 2018 - December 31, 2019 

Employee Only:       $14.84 
Employee + 1 Dependent:       $28.89 
Employee + 2 or more Dep:   $42.53 

Employee Only:       $23.52 
Employee + 1 Dependent:       $45.81 
Employee + 2 or more Dep:   $67.49 

* If you switch plans during the calendar year your Deducible and Annual Maximum may be adjusted accordingly.
** Limitations or waiting periods may apply for some benefits; some services may be excluded from your plan.

Reimbursement is based on Delta Dental contract allowances and not necessarily each dentist’s actual fees.
† Fees are based on based on PPO contracted fees for PPO dentists, Premier contracted fees for Premier 

dentists and program allowance for non-Delta Dental dentists. 

Delta Dental Insurance Company 
1130 Sanctuary Parkway, Suite 600 
Alpharetta, GA 30009 

Customer Service 
800-521-2651

Claims Address 
P.O. Box 1809 
Alpharetta, GA  30023-1809 

www.deltadentalins.com 
This benefit information is not intended or designed to replace or serve as the plan’s Evidence of Coverage or 
Summary Plan Description. If you have specific questions regarding the benefits, limitations or exclusions for your 
plan, please consult your company’s benefits representative. 

HLT_PPO_2COL_HILO_DDIC  (Rev. 1 6/10)

Plan Benefit Highlights for:   Mississippi Valley State University 

Group No:   06166 Effective Date: 1/1/2018 









Mississippi Valley State University 403(b) Plan     

2018 Universal Availability Notice 

 
 

To:  All Employees of Mississippi Valley State University 
 
In compliance with the requirements of IRC §403(b)(12(A)(ii) this Notice will advise you  of the voluntary 403(b) program 
established and maintained for the benefit of our employees.  The following information provides details of the Plan and 
outlines the procedures for enrollment.   
 
Eligibility 

All employees who are employed by the Employer upon date of hire. 
 
Contributions  
When you enroll in the program, the amounts you designate as salary deferrals are withheld from your wages and 
forwarded to an investment provider of your choice. Contributions may be changed, started or stopped at any time. 
Several types of contributions are available in your Plan: 
 

Pre-Tax Salary Deferrals.  These are amounts contributed into a 403(b) plan that are deferred from your paycheck 
before federal income taxes are applied.  State income taxes may or may not be applicable.   
 
Roth Salary Deferrals.  These amounts are also deferred from your paycheck, but are subject to federal and state 
income taxes.  When you withdraw monies, however, the funds may be excluded from taxation.  Special rules apply to 
Roth contributions and you should contact your tax advisor before electing this option. 
 

 For 2018, you may defer from your wages, a maximum of $18,500 to all 403(b) and 401(k) plans unless you 
will reach 50 years of age during the year.  In that case, you would be eligible to contribute an additional 
$6,000.  Deferrals may not exceed 100% of your wages. 
 

 
Rollovers.  You may also rollover funds from another employer’s plan if you receive an eligible rollover distribution.  
Before you can complete a rollover into this Plan, you must first receive an acceptance authorization before the 
monies to be applied to your account.   
 

Plan Investment Options  
Your contributions to the 403(b) Plan must be made to an investment provider approved by your Employer. (Before 
enrolling in the Plan, you should first establish an account with one of the Providers listed in this Notice.) Once 
you have executed an investment contract, you should establish an account through the Plan’s web site and create a 
secure login and password.  
 
Assistance  
You may enroll in the Plan or receive assistance with these provisions by first contacting one of the Investment 
Companies listed in this Notice, contacting the Plan’s Third Party Administrator, your Employer’s Benefit Administrator. 
Additional information about the provisions and options in your Plan are available by contacting PenServ Plan Services, 
Inc. at (800) 849-4001 or from the Plan’s web site. 



Mississippi Valley State University 403(b) Plan     

2018 Universal Availability Notice 

 
 
 
Investment Provider Options 
 

Provider and Product Name Product Type Contact 

AXA Equitable Annuities 
Phone (800) 628-6673 
http://www.axaonline.com 

TIAA CREF Annuities 
(800) 842-2776 
 http://www.tiaa-cref.org 

Variable Annuity Life Ins. Co. (VALIC) Annuities 
(800) 548-9651 
www.valic.com 

 
 
Third Party Administrator 
PenServ Plan Services, Inc.    
Plan Recordkeeper     
Phone 800.849.4001 
www.penserv.com     
Email:  403badministration@penserv.com 

Employer Benefits Administrator 
Mississippi Valley State University 
Deneen Banks 
Phone:  662.254.3530 
Email:  dgbanks@mvsu.edu  
 

 
Plan Web Site is available at: 
www.penserv.com 
Select:  Login to Your Account 
 

 

   

 
 
 
 
 
 
 

 

http://www.axaonline.com/
http://www.tiaa-cref.org/
http://www.valic.com/
mailto:403badministration@penserv.com
mailto:dgbanks@mvsu.edu
http://www.penserv.com/


403(b) Salary Deferral and Investment Election Agreement   Mississippi Valley State 
University 

Position/Title

Evening Phone Day Phone

Email AddressDate of EmploymentDate of Birth

ZipStateCity

Address

Social Security No.Participant Name

Married

Unmarried

Full Time

Part Time

PARTICIPATION ELECTIONS

Salary 
Deferral
Elections

 
 I hereby apply for Participation in the above-named 403(b) Plan and direct my employer 

to withhold through payroll reduction the following amounts from each pay. I understand 

this election will be applied to future contributions only and will remain in effect until I 

direct new elections through the Plan’s Internet or Voice Response System.

NOTE: I understand that if I am 50 years of age or will reach the age of 50 during this 

calendar year any contribution deferrals in excess of the traditional salary will be 

applied to the Age 50 Catch-up option.

 
Election to
Defer 
Participation

I do not want to participate in the Plan at this time.  I understand that I may change this 

election by completing a new Enrollment Form prior to the next Plan Entry Date.

Please discontinue my Salary Deferral Contributions to the Plan.  I understand that I will 

be able to resume participation by completing a new Enrollment Form prior to the next 

Plan Entry Date.

 
Election to 
Revoke 
Participation

I direct my new money to be invested in the funds selected below.   I understand these investment directions will remain in effect until I 

direct new elections through the Plan’s web site or voice response system.

Investment Elections

Fund Name

Amount to 
Traditional 403(b) 
(Per Pay Period)

Amount to Roth 403(b) 
(Per Pay Period)

AXA Equitable

TIAA-CREF

Variable Annuity Life Insurance Company (VALIC)

Total

By signing this Agreement, Employee agrees to modify his/her salary as indicated above and Employer agrees to contribute this amount 
on Employee’s behalf into the 403(b) annuity(ies) or custodial account(s) selected by Employee and authorized by the Employer.   It is 
intended that the requirements of all applicable state and federal tax rules and regulations (Applicable Law) will be met.   Employee 
understands and agrees that this Agreement:

1. Is legally binding and irrevocable with respect to amounts paid or  available while it is in effect; however, is effective only for 
amounts not yet earned or made available. 

2. May be terminated at any time for amounts not yet paid or available, and that a termination request is permanent and 
remains in effect until a new salary reduction agreement is submitted;
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Social Security No.Participant Name

Employee further agrees that:
In conjunction with his/her Employer, he/she is responsible for determining that his/her salary reduction amount does not exceed 
the limits of the Applicable Law;
He/she is responsible for the accuracy of information provided by Employee, which is used in determining Employee’s maximum 
annual contribution limit; 
Employer has no liability for any losses suffered by Employee that result from his/her participation in the 403(b) plan; 
He/she acknowledges that Employer has made no representation to Employee regarding the advisability, appropriateness or tax 
consequences of the purchase of the 403(b) plan.  Nothing herein shall affect the terms of employment between Employer and 
Employee; 
This agreement supersedes all prior 403(b) salary reduction and/or deduction agreements and shall automatically terminate if 
employment with Employer is terminated.

• 

• 

• 
• 

• 

Important Information 
Although Employer must authorize Service Providers, Employer does not choose the annuity contract(s) or custodial account(s) in 
which 403(b) contributions are invested.
Employees are responsible for setting up and signing the legal documents to establish the annuity contract or custodial account, 
except for certain group annuity contracts under which Employer may be required to establish the contract.  
In order to receive the expected tax results, Employees are responsible for investing in annuity contracts or custodial accounts that 
meet the requirements of Section 403(b) of the Internal Revenue Code.
Employees are responsible for naming a death beneficiary under the 403(b) plan. This is normally done at the time the annuity 
contract or custodial account is established. Beneficiary designations should be reviewed periodically.
Employers are responsible for all distributions and any other transactions with the Service Provider. All rights under the annuity 
contracts or custodial accounts are enforceable solely by Employee, Employee’s beneficiary or Employee’s authorized 
representative. However Employer has certain responsibilities under the 403(b) Plan with respect to the integrity of the 
transactions for the Plan and may require an authorized representative from the Employer (or their Designee) to approve any 
requested transaction by Employees. Employee must cooperate directly with Service Provider, Employer, or their Designee, as 
directed by Employer to transfer contract(s) or custodial account(s) to another Service Provider, begin distributions, make loans, 
exchanges or otherwise access 403(b) plan assets.
Employees are responsible for determining that salary reductions do not exceed the allowable contribution limits under Applicable 
Law.

• 

• 

• 

• 

• 

• 

• 
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Social Security No.Participant Name

SIGNATURES

Under penalties of perjury, I certify that the above information (including my social security number) is correct and I am an employee of 
the Employer. I also: (1) acknowledge receipt of the current prospectus; (2) agree to promptly give Instructions to the Sponsor 
necessary to enable the Custodian to carry out its duties under the Group Custodial Agreement; (3) represent that whenever 
information as to any taxable year is required to be filed with the Internal Revenue Service, the individual will file such information with 
Internal Revenue Service unless filed by the Custodian; (4) accept responsibility for computing the annual Exclusion Allowance and the 
limitations on Elective Deferrals under the Internal Revenue Code; and (5) acknowledge that this Group Custodial Agreement operates in 

conjunction with the Employer’s 403(b) Plan document. I hereby agree to participate in the 403(b)(7) Group Custodial Account offered 

by the Custodian. I acknowledge receipt of a copy of the custodial account document under which this 403(b)(7) Group Custodial 
Account is established, and a copy of this Participation Agreement. I direct that my contribution be invested as indicated on my 
enrollment form, and I direct that all benefits upon my death be paid as indicated above. In the event that this is a rollover contribution, 
the undersigned hereby irrevocably elects, pursuant to the requirements of Section 1.402(a)(5)-1T of the IRS regulations, to treat this 
contribution as a rollover contribution.  

Sponsor: PenServ Plan Services, Inc.

  Check here if you control another consulting or other business or company.

I understand that all rights under the annuity(s) or custodial accounts established by me under the 403(b) plan are enforceable solely by 
me, my beneficiary or my authorized representative. I also understand that no later than January 1, 2009, my Employer will have a 
403(b) Plan in place that will require my Employer, or their designee to authorize certain distributions and loans, and that it will not be 
solely my responsibility to authorize such transactions.  By signing this Agreement, I authorize any Service Provider, or their delegee to 
provide information on my Account to Employer or another Service Provider if such information is necessary for compliance purposes or 
to effectuate such transactions as I may request.  

  

EMPLOYEE SIGNATURE

Employer Name

Date:Participant Signature:

Mississippi Valley State University 
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USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 08/31/2019

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Form I-9  11/14/2016 N   Page 1 of 3

►START HERE: Read instructions carefully before 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 illegal to discriminate against work-authorized individuals. Employers CANNOT 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 documentation presented has a future expiration date may also constitute illegal discrimination.

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 Other Last Names Used (if any)

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

Date of Birth (mm/dd/yyyy) U.S. Social Security Number

- -

 Employee's E-mail Address Employee's Telephone Number

I 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.

I attest, under penalty of perjury, that I am (check one of the following boxes):

1. A citizen of the United States

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

3. A lawful permanent resident

4. An alien authorized to work    until 
(See instructions)

(expiration date, if applicable, mm/dd/yyyy):

(Alien Registration Number/USCIS Number):

Some aliens may write "N/A" in the expiration date field.

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9:  
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:

2. Form I-94 Admission Number:

3. Foreign Passport Number:

Country of Issuance:

OR

OR

QR Code - Section 1   
Do Not Write In This Space

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

Preparer and/or Translator Certification (check one):     
      I did not use a preparer or translator.  A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)
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 Today's Date (mm/dd/yyyy)

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

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

Employer Completes Next Page
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USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 08/31/2019

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Section 2. Employer or Authorized Representative Review and Verification 
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You 
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the "Lists 
of Acceptable Documents.")

Last Name (Family Name) M.I.First Name (Given Name)
Employee Info from Section 1

Citizenship/Immigration Status

List A
Identity and Employment Authorization Identity Employment Authorization

OR List B AND List C

Additional Information QR Code - Sections 2 & 3 
Do Not Write In This Space

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Certification: I attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee, 
(2) the above-listed document(s) appear 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. 

The employee's first day of employment (mm/dd/yyyy):  (See instructions for exemptions)

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

Last Name of Employer or Authorized Representative First Name of Employer or Authorized Representative Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) City or Town State ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial

B. Date of Rehire (if applicable)
Date (mm/dd/yyyy)

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

C. If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes 
continuing employment authorization in the space provided below.

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 document(s), the document(s) I have examined appear to be genuine and to relate to the individual. 

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



LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A  
or a combination of one selection from List B and one selection from List C.

LIST A

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

1.   U.S. Passport or U.S. Passport Card

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

4.   Employment Authorization Document 
that contains a photograph (Form 
I-766) 

5.   For a nonimmigrant alien authorized  
to work for a specific employer 
because of his or her status:

Documents that Establish 
Both Identity and 

Employment Authorization

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

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 alien's 

nonimmigrant status 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.

a. Foreign passport; and

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

listed above:   

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

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

3.   School ID card with a photograph

6.   Military dependent's ID card

7.   U.S. Coast Guard Merchant Mariner 
Card

8.   Native American tribal document

10.   School record or report card

11.   Clinic, doctor, or hospital record

12.   Day-care or nursery school record

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.   Voter's registration card

5.   U.S. Military card or draft record

Documents that Establish  
Identity 

LIST B

OR AND

LIST C

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

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

2.   Certification of Birth Abroad issued 
by the Department of State (Form 
FS-545)

3.   Certification of Report of Birth 
issued by the Department of State 
(Form DS-1350)

4.   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.   Native American tribal document

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

Documents that Establish  
Employment Authorization

6.   U.S. Citizen ID Card (Form I-197)

(2)  VALID FOR WORK ONLY WITH 
INS AUTHORIZATION

(3)  VALID FOR WORK ONLY WITH 
DHS AUTHORIZATION

(1)  NOT VALID FOR EMPLOYMENT
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Examples of many of these documents appear in Part 8 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.







Form 89-350-12-8-1-000  (Rev. 11/12)

              MISSISSIPPI EMPLOYEE'S WITHHOLDING EXEMPTION CERTIFICATE

Employee's Name SSN

Employee's Residence
Address

Marital Status

EMPLOYEE:  1. Single

File this form with your 
employer.  Otherwise, you 
must withhold Mississippi 
income tax from the full 
amount of your wages.  

EMPLOYER:
Keep this certificate with 
your records.  If the 
employee is believed to 
have claimed excess 
exemption, the Department 
of Revenue should be 
advised. 

Personal Exemption Allowed

CLAIM YOUR WITHHOLDING PERSONAL EXEMPTION
Amount Claimed

         Enter $6,000 as exemption . . . .      $

Mississippi Department of Revenue
P.O. Box 960

Jackson, MS  39205
Number and Street City or Town State Zip Code

(Check One)

(a)

(b)

Spouse NOT employed: Enter $12,000      $

Spouse IS employed: Enter that part of   
$12,000 claimed by you in multiples of 
$500.  See instructions 2(b) below  .        $

2. Marital Status

3. Head of Family

Enter $9,500 as exemption.  To qualify 
as head of family, you must be single
and have a dependent living in the 
home with you.  See instructions 2(c)
and 2(d)below . . . . . . . . . . . .        $

You may claim $1,500 for each dependent*, other than 
for taxpayer and spouse, who receives chief support 
from you and who qualifies as a dependent for Federal 
income tax purposes.
* A head of family may claim $1,500 for each
dependents excluding the one which qualifies you
as head of family. Multiply number of dependents
claimed by you by $1,500. Enter amount claimed .  . . 

4. Dependents

Number Claimed

$

5. Age and 
Blindness 

● Age 65 or older Husband     Wife     Single

● Blind              Husband     Wife     Single

Multiply the number of blocks checked by $1,500.  
Enter the amount claimed  . . . . .
* Note:  No exemption allowed for age or blindness 

for dependents.  

$

$

1.  The personal exemptions allowed: 
     (a) Single Individuals   $6,000            (d)  Dependents             $1,500
     (b) Married Individuals (Jointly) $12,000          (e)  Age 65 and Over     $1,500
     (c) Head of family $9,500            (f)   Blindness                 $1,500

2.  Claiming personal exemptions: 
     (a) Single Individuals enter $6,000 on Line 1. 

Military Spouses 
Residency Relief Act 
Exemption from Mississippi 
Withholding

INSTRUCTIONS

 6. TOTAL AMOUNT OF EXEMPTION CLAIMED - Lines 1 through 5...

* Note:  No exemption allowed for age or blindness 
for dependents.  

$

7. Additional dollar amount of withholding per pay period if 
agreed to by your employer . . . . . .  . . . . . . . . . . . $

8. If you meet the conditions set forth under the Service Member 
Civil Relief, as amended by the Military Spouses Residency 
Relief Act, and have no Mississippi tax liability, write 
"Exempt" on Line 8.  You must attach a copy of the Federal
Form DD-2058 and a copy of your Military Spouse ID Card to
this form so your employer can validate the exemption claim..

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

Employee's Signature: Date:

(e)  An additional exemption of $1,500 may be claimed by either taxpayer or spouse or both if   
either or both have reached the age of 65 before the close of the taxable year.  No 
additional exemption is authorized for dependents by reason of age.  Check applicable 
blocks on Line 5.    

(d)  An additional exemption of $1,500 may generally be claimed for each dependent of the 
taxpayer.  A dependent is any relative who receives chief support from the taxpayer and 
who qualifies as a dependent for Federal income tax purposes.  Head of family individuals 
may claim an additional exemption for each dependent excluding the one which is required 
for head of family status.  For example, a head of family taxpayer has 2 dependent children 
and his dependent mother living with him.  The taxpayer may claim 2 additional exemptions.  
Married or single individuals may claim an additional exemption for each dependent, but 

(c)  Head of Family

A head of family is a single individual who maintains a home which is the principal place of
abode for himself and at least one other dependent.  Single individuals qualifying as a head 
of family enter $9,500 on Line 3.  If the taxpayer has more than one dependent, additional 
exemptions are applicable.  See item (d).

(b)  Married individuals are allowed a joint exemption of $12,000.

If the spouse is not employed, enter $12,000 on Line 2(a).  If 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 example, the taxpayer may claim $6,500 and the spouse 
claims $5,500; or the taxpayer may claim $8,000 and the spouse claims $4,000.  The total 
claimed by the taxpayer and spouse may not exceed $12,000.  Enter amount claimed by 
you on Line 2(b).  

(f)  An additional exemption of $1,500 may be claimed by either taxpayer or spouse or both if   
either or both are blind.  No additional exemption is authorized for dependents by reason of  
blindness.  Check applicable blocks on Line 5.  Multiply number of blocks checked on Line 5 
by $1,500 and enter amount of exemption claimed.    

should not include themselves or their spouse.  Married taxpayers may divide the number of their 
dependents between them in any manner they choose; for example, a married couple has 3 children 
who qualify as dependents.   The taxpayer may claim 2 dependents and the spouse 1; or the taxpayer 
may claim 3 dependents and the spouse none.  Enter the amount of dependent exemption on Line 4. 

3.   Total Exemption Claimed:
Add the amount of exemptions claimed in each category and enter the total on Line 6.  This     
amount will be used as a basis for withholding income tax under the appropriate withholding 
tables.  

4.   A NEW EXEMPTION CERTIFICATE MUST BE FILED WITH YOUR EMPLOYER WITHIN 
30 DAYS 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, INCOME TAX MUST BE WITHHELD BY THE EMPLOYER ON TOTAL 
WAGES WITHOUT THE BENEFIT OF EXEMPTION..  

7.   To comply with the Military Spouse Residency Relief Act (PL111-97) signed on November 

11, 2009.          

q p p p y
may claim an additional exemption for each dependent excluding the one which is required 
for head of family status.  For example, a head of family taxpayer has 2 dependent children 
and his dependent mother living with him.  The taxpayer may claim 2 additional exemptions.  
Married or single individuals may claim an additional exemption for each dependent, but 

EMPLOYER, INCOME TAX MUST BE WITHHELD BY THE EMPLOYER ON TOTAL 
WAGES WITHOUT THE BENEFIT OF EXEMPTION..  

7.   To comply with the Military Spouse Residency Relief Act (PL111-97) signed on November 

11, 2009.          


	Orientation2015
	Verified Credentials - Self Server Instructions
	Instructions for Using the Campus Directory - Sutton 2
	Instructions for Viewing Pay stubs Online 2
	Instructions for Updating Banner Directory

	benefits2015
	Benefits
	Benefits 2

	Demographics2015
	2017-Health Insurance application-for-coverage.pdf
	APPLICATION FOR COVERAGE
	Name of Individual Covered:   1.____________________     2.____________________    3.______________________   4.___________________
	Policyholder’s Name:                  _______________________     __________________________    __________________________    _______________________
	Policyholder’s Date of Birth:        _______________________     __________________________    __________________________    _______________________
	Policyholder’s Insurance 
	Effective Date:                      _______________________     __________________________    __________________________    _______________________
	Policy Number:                            _______________________     __________________________    __________________________    _______________________
	Insurance Company Name       _______________________     __________________________    __________________________    _______________________
	address & phone #:             _______________________     __________________________    __________________________    _______________________
	                                                      _______________________     __________________________    __________________________    _______________________
	                                              _______________________     __________________________    __________________________    _______________________
	Name                                       Medicare Number              Part A Effective Date        Part B Effective Date       Medicare Reason

	EnrollmentChangeRequestForm.pdf
	Underwritten by Minnesota Life Insurance Company, an affiliate of Securian Financial Group, Inc.Policy 33683-G
	SECTION B: Coverage (NOTE:  For more information on available coverage, contact Minnesota Life toll free at 877-348-9217)
	SECTION A: Employee/Employer Information
	SECTION E:  Waiver/Request to Cancel Coverage (Only complete this section to waive or cancel coverage.)

	Dental Rates 2018_A.pdf
	highlight sheet cover.pdf
	Table Allowance**



	Home Address: 
	ZIP: 
	Primary Telephone Number: 
	Secondary Telephone Number: 
	Personal Email Address: 
	Enrollee: Single: Off
	Enrollee: Married: Off
	Enrollee: Male: Off
	Enrollee: Female: Off
	Enrollee: DOB (mmddyyyy): 
	Enrollee: Date of EmploymentRetirement (mmddyyyy): 
	No-Horizon: Off
	Yes-Legacy: Off
	List previous employers and dates: 
	Previous employers and dates: 
	Yes: Spouse participant?: Off
	No: Spouse participant?: Off
	If yes Spouse Name and SSN: 
	Authorization: Off
	Enrollee Signature: 
	Legacy: Off
	Horizon: Off
	Retiree: Off
	COBRA: Off
	Surviving Spouse: Off
	Enrollee Only: Off
	Enrollee + Spouse: Off
	Enrollee + Child: Off
	Enrollee + Children: Off
	Enrollee + Spouse & Child(ren): Off
	Medicare? Yes: Off
	Medicare? No: Off
	Medicare Number: 
	Part A: Off
	Part A Effective Date: 
	Part B: Off
	Part B Effective Date: 
	Coverage Option: Off
	Age: Off
	ESRD: Off
	Disability: Off
	Yes: Tobacco?: Off
	No: Tobacco?: Off
	Yes: Tobacco Cessation?: Off
	No: Tobacco Cessation: Off
	Yes: Other Health Ins: Off
	No: Other Health Ins: Off
	1: 
	 Other Coverage (Person): 
	 Name: 
	 Policyholders Date of Birth: 
	 Effective Date: 
	 Policy Number: 
	 Active: Off
	 Retiree: Off
	 COBRA: Off
	 Insurance Company Name: 
	 Address Line: 
	 City State ZIP: 
	 Insurance Co Phone: 
	 Group: Off
	 Non-Group: Off

	2: 
	 Other Coverage (Person): 
	 Name: 
	 Policyholders Date of Birth 2: 
	 Effective Date: 
	 Policy Number: 
	 Active: Off
	 Retiree: Off
	 COBRA: Off
	 Insurance Company Name: 
	 Address Line: 
	 City State ZIP: 
	 Phone: 
	 Group: Off
	 Non-Group: Off

	3: 
	 Other Coverage (Person): 
	 Name: 
	 Policyholders Date of Birth: 
	 Effective Date: 
	 Policy Number: 
	 Active: Off
	 Retiree: Off
	 COBRA: Off
	 Insurance Company Name: 
	 Address Line: 
	 City State ZIP: 
	 Phone: 
	 Group: Off
	 Non-Group: Off

	4: 
	 Other Coverage (Person): 
	 Name: 
	 Policyholders Date of Birth 4: 
	 Effective Date: 
	 Policy Number: 
	 Active: Off
	 Retiree: Off
	 COBRA: Off
	 Insurance Company Name: 
	 Address Line: 
	 City State ZIP: 
	 Phone: 

	Group: Off
	Non-Group: Off
	Enrollee Last Name: 
	Enrollee First Name: 
	Enrollee SSN: 
	Dep Name 1: 
	Dep Male 1: Off
	Dep Female 1: Off
	Dep SSN 1: 
	Dep DOB 1: 
	Dep Address 1: 
	Employed? Yes 1: Off
	Employed? No 1: Off
	Dep Name 2: 
	Dep Son 2: Off
	Dep Daughter 2: Off
	Dep SSN 2: 
	Dep DOB 2: 
	Dep Address 2: 
	Dep 2 Child <26: Off
	Dep 2 Disabled: Off
	Dep Name 3: 
	Dep Son 3: Off
	Dep Daughter 3: Off
	Dep SSN 3: 
	Dep DOB 3: 
	Dep Address 3: 
	Dep 3 Child <26: Off
	Dep 3 Disabled: Off
	Dep Name 4: 
	Dep 4 Son: Off
	Dep 4 Daughter: Off
	Dep 4 SSN: 
	Dep 4 DOB: 
	Dep 4 Address: 
	Dep 4 Child <26: Off
	Dep 4 Disabled: Off
	Dependents Medicare Yes?: Off
	Dependents Medicare No?: Off
	Dep 1 Name Med: 
	Dep 1 Medicare #: 
	Dep 1 Part A Effective Date 1: 
	Dep 1 Part B Effective Date 1: 
	Dep 1 Medicare Reason 1: 
	Dep 2 Name: 
	Dep 2 Medicare Number 2: 
	Dep 2 Part A Effective Date 2: 
	Dep 2 Part B Effective Date 2: 
	Dep 2 Medicare Reason 2: 
	Dep 3 Name: 
	Dep 3 Medicare Number 3: 
	Dep 3 Part A Effective Date 3: 
	Dep 3 Part B Effective Date 3: 
	Dep 3 Medicare Reason 3: 
	Add Enrollee: Off
	AE Open Enrollment: Off
	AE Marriage: Off
	AE Birth: Off
	AE Adoption: Off
	AE Loss Coverage: Off
	AE Other: Off
	AE Other: Reason: 
	AE Req Eff Date: 
	Add Dependent: Off
	AD Open Enrollment: Off
	AD Marriage: Off
	AD Birth: Off
	AD Adoption: Off
	AD Other: Off
	AD Other: Reason: 
	AD Qualifying Event/Effective Date: 
	Change Coverage: Off
	Base Coverage: Off
	Select Coverage: Off
	Drop Dependents: Off
	DD Divorce: Off
	DD Deceased: Off
	DD Other: Off
	DD: Other Reason: 
	DD Name 1: 
	DD SSN 1: 
	DD Term Date 1: 
	DD Name 2: 
	DD SSN 2: 
	DD Term Date 2: 
	DD Name 3: 
	DD SSN 3: 
	DD Term Date 3: 
	DD Name 4: 
	DD SSN 4: 
	DD Term Date 4: 
	Check Other Changes: Off
	Other Changes Explain: 
	Group Number: 
	New Legacy Employee Req Eff Date: 
	New Horizon Employee Req Eff Date: 
	Retiree Employee Requested Effective Date: 
	COBRA Requested Effective Date: 
	Surviving Spouse Requested Eff Date: 
	Change(s) Requested Effective Date: 
	Entered by: 
	Date Entered: 
	Verified by: 
	Date verified: 
	EmployeeRetiree Last Name: 
	First Name: 
	MI: 
	Social Security Number: 
	Birthdate MMDDYYYY: 
	EmployeeRetiree Home Address: 

	Email Address: 
	Home Phone: 
	Alternate Phone: 
	Employer Name: 
	Employer Phone: 
	Employer Address: 
	New Employee: Off
	Late Enrollment App: Off
	Date of Employment: 
	Retired Employee: Off
	Date of Retirement: 
	$5,000: Off
	$10,000: Off
	$20,000: Off
	Disabled Employee: Off
	Date of Disability: 
	EmployeeRetiree Last Name_2: 
	Social Security Number_2: 
	Daytime Phone: 
	Date: 
	Waiver of Coverage: Off
	Cancellation of Coverage: Off
	Date_2: 
	COVERAGE AMOUNT: 
	REQUESTED EFFECTIVE DATE: 
	GROUP NUMBER: 
	INFORMATION VERIFIED  INITIAL AND DATE: 
	Print: 
	Last Name: 
	Member Gender: Off
	First Name_2: 
	MI_2: 
	Last Name_2: 
	Mailing Address: 
	City: 
	State: 
	Zip: 
	Phone: 
	Phone 1: Off
	Phone_2: 
	Phone 2: Off
	Armed Forces: Off
	ORP: Off
	Retirement Plan: Off
	Marital Status: Off
	Effective Date mmddccyy: 
	Spouses Full Name: 
	Social Security No_2: 
	Birth Date mmddccyy_2: 
	Wedding Date mmddccyy: 
	Spouse Gender: Off
	Up to age 19 or 23 if unmarried and a fulltime student 1: 
	1_2: 
	1_3: 
	Child 1 Gender: Off
	Up to age 19 or 23 if unmarried and a fulltime student 2: 
	2_2: 
	2_3: 
	Child 2 Gender: Off
	Up to age 19 or 23 if unmarried and a fulltime student 3: 
	3_2: 
	3_3: 
	Child 3 Gender: Off
	Up to age 19 or 23 if unmarried and a fulltime student 4: 
	4_2: 
	4_3: 
	Child 4 Gender: Off
	Members Position HeldJob Title: 
	Members Hire Date mmddccyy: 
	Elected Official: Off
	Fee Paid Official: Off
	Public Safety Employee: Off
	EMail_2: 
	Reset button: 
	Member or Retiree: Off
	Social Security No: 
	Birth Date mmddccyy: 
	Gender: Off
	Name 1: 
	SSN 1: 
	Birth Date 1: 
	Relationship 1: 
	Primary or Secondary 1: Off
	Beneficiary Percentage 1: 
	Beneficiary Gender 1: Off
	Name 2: 
	SSN 2: 
	Birth Date 2: 
	Relationship 2: 
	Primary or Secondary 2: Off
	Beneficiary Percentage 2: 
	Beneficiary Gender 2: Off
	Name 3: 
	SSN 3: 
	Birth Date 3: 
	Relationship 3: 
	Primary or Secondary 3: Off
	Beneficiary Percentage 3: 
	Beneficiary Gender 3: Off
	Name 4: 
	SSN 4: 
	Birth Date 4: 
	Relationship 4: 
	Primary or Secondary 4: Off
	Beneficiary Percentage 4: 
	Beneficiary Gender 4: Off
	Name 5: 
	SSN 5: 
	Birth Date 5: 
	Relationship 5: 
	Primary or Secondary 5: Off
	Beneficiary Percentage 5: 
	Beneficiary Gender 5: Off
	Member Retiree Certification: Off
	Date mmddccyy: 
	Employer ID 1: 
	Employer ID 2: 
	Employer Representatives Name: 
	Employer Representatives Title: 
	Employer Representatives Phone: 
	Fax: 
	EMail: 
	Date mmddccyy_2: 
	Reset Button: 
	Print Button: 


