PAYROLL INFORMATION FORMS

Download, print and fill out to submit to Payroll.
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Form 1 - Revised 07/01/2016

C) Membership Application
PE

of MISSISSIPPI 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 - <D Attach a copy of the member’s Social Security card.

First Name: Mi: Last Name: Gender: OM OF
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: 0O Cellular O Home OWork Phone: O Celtular O Home 0O Work
Have you previously served on active duty in the U.S. Armed Forces? If yes, =D attach FOrm(s) DD214.............coocceviviecenininenisienisiniesenneeans OYes ONo
Have you ever been a member of the Optional Retirement Plan (ORP) for Institutions of Higher Learning in the State of Mississippi? ................. OYes ONo

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

O 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. O Single 0O Married O 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
oM aF

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

oM OF

oM OF

oM OF

OM OF

Member Certification — If an authorized representative signs this form, <D attach a copy of the durable power of attomey, 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: O Yes O No Fee Paid Official: O Yes O No Public Safety Employee: O Yes O No
Employer Name: Ellisville State School Employer No.: 001 _110

Employer Representative’s Name: Quavier Robinson Employer Representative’s Title: Payroll Assistant

Employer Representative’s Phone: (601) 477-5679 Fax:(601) 477-5653 E-Mail: quavier.robinson@ess.ms.gov

As employer representative, | 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



CD Beneficiary Designation
PE IE Form 1B — Revised 08/30/2022

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

0 Member/Retiree Information

First Name: MI: Last Name: 0O Member [ Retiree

Social Security No.: Birth Date mm/dd/ccyy. Gender:OM OF

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

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

O Supplemental Legislative Retirement Plan (SLRP)

9 Beneficiary Information - Use additional Form 1B, Beneficiary Designation, fo 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 beneficiaries must equal 100 percent, and total secondary beneficiaries must equal
100 percent. Secondary beneficiaries will only receive payment if all listed primary beneficiaries are deceased.

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

Use whole numbers

opP 4s % OM OF
gp OsS % OM OF
ap as % OM OF
gpP 4as % OM OF
gp as % OM OF

® 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 ta sign this form.

0 Member - | 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 | am a member. To the extent permitted by such statutory provisions at the time of my death prior to
retirement, | 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).

0 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/dd/ccyy.

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

Ellisville State School 001 110

Employer Name: Employer No.:
Quavier Robinson Employer Representative’s Title: I @Yol Assistant
quavier.robinson@ess.ms.gov

(601) 477-5679 Fax (601) 477-5653

Employer Representative's Name:

Employer Representative's Phone: E-Mail:

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

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



~m W=4 Employee’s Withholding Certificate OMB No. 1545-0074

Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay.

Department of the Treasury Give Form W-4 to your employer. 2 @25
Internal Revenue Service Your withholding is subject to review by the IRS.
St ep 1: {a) First name and middle initial Last name (b) Social security number
Enter
Address Does your name match the
Personal name on your social security
nf H card? If not, to ensure you get
Information City or town, state, and ZIP code credit for your earnings,
contact SSA at 800-772-1213
or go to www.ssa.gov.

(c) D Single or Married filing separately
|:| Married filing jointly or Qualifying surviving spouse
l:| Head of household (Check only if you're unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual,)

TIP: Consider using the estimator at www.irs.gov/W4App to determine the most accurate withholding for the rest of the year if: you
are completing this form after the beginning of the year; expect to work only part of the year; or have changes during the year in your
marital status, number of jobs for you (and/or your spouse if married filing jointly), dependents, other income (not from jobs),
deductions, or credits. Have your most recent pay stub(s) from this year available when using the estimator. At the beginning of next
year, use the estimator again to recheck your withholding.

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can
claim exemption from withholding, and when to use the estimator at www.irs.gov/W4App.

Step 2: Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse
Muitiple Jobs also works. The correct amount of withholding depends on income earned from all of these jobs.

or Spouse Do only one of the following.

Works (a) Use the estimator at www.irs.gov/W4App for the most accurate withholding for this step (and Steps 3-4), If

you or your spouse have self-employment income, use this option; or
(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; or

(c} If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This
option is generally more accurate than (b) if pay at the lower paying job is more than half of the pay at the
higher paying job. Otherwise, (b) is more accurate Coe e

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 total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000 $
Dependent i
and Other Muitiply the number of other dependentsby $500 . . . . . §
Credits Add the amounts above for qualifying children and other dependents. You may add to
this the amount of any other credits. Enter the totathere . . . . . . . . . . 3 1%
Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you
(optional): expect this year that won't have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirementincome . . . . . . . . {4{a)|$
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
theresulthere . . . . . . . . . . . . . . . . . . . . . .. |abv]s
(c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4(c)|$
Step 5: Under penalties of perjury, | declare 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.) Date
Employers | Employer's name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2025)



Form 89-350-23-8-1-000 (Rev. 11/23)

MISSISSIPPI EMPLOYEE'S WITHHOLDING EXEMPTION CERTIFICATE

Employee's Name

Employee's Residence

SSN

Number and Straeet City or Town

State Zip Code

CLAIM YOUR WITHHOLDING PERSONAL EXEMPTION

Marital Status

Personal Exemption Allowed

Amount Claimed

[EMPLOYEE: 1. Single Enter $6,000 as exemption . . . . »

[ile this form "1Fh your (a) Spouse NOTemployed: Enter $12, 000 >
employer. Otherwise, you 2. Marital Status

rust withhold Mississippi {Chack Ona) Spouse IS employed: Enter that part of
lincome tax from the full (b) $12,000 claimed by you in mul:tiples of
bmount of your wages. $500. See instructions 2(b) below.»

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 . . . . . . . . . . . b

[EMPLOYER:

Keep this certificate with
your records. If the
employee is pelieved to
have claimed excess
exempt.ion, the Department
of Revenue should be
bdvised.

4. Dependents

Number Claimed

You may claim $1,500 for each dependent*, other than
for taxpayer and spouse, who receives chief support

from you and who gqualifies as a dependent for Federal

income tax purposes.
* A head of family may claim $1,500 for each
dependent excluding the one which quaiifies you
as head of family. Mul:iply number of dependents
claimed. ..»

claimed by you by $1,500. Enter amount

5. Age and
blindness

® Age 65 or older Husband Wife Single

e Blind Husband Wife Single

Multiply the number of blocks checked by 51,500.
Enter the amcunt claimed . . . . . »
* Nota: Mo exemption allowed for age or
bl:ndress for dependents.

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

7. Additional dollar amount of withholding per pay perxod if
agreed to by your employer . . . . . . . T

ilitary Spouses

esidency Relief Act
emption from Mississippi
ithholding

Civil Rellief,
Relief Act,

and have no Mississippi
"Exempt" on Line 8.
Form DD-2058 and a copy of your Military Spouse ID Card to
this form so your employer can validate the exemption

8. If you meet the conditions set forth under the Service Member
as amended by the Military Spouses Residency

jiability,
the

write
Federa:

tax
You must attach a copoy of

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 [ am entitled or I am entitled to claim exempt status.

Employee's Signature:

1. The personal exemptions atlowed:
(a) Single Individuals
(b) Married Individuals (Jointly)
(c) Head of family
2. Clalming porsonal exemptions:
{a) Single Individuals enter $6,000 on Line 1.

$6.000 (d) Dependents
$12,000 {e) Age 65 and Over
$9.500 (A Blindness

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

Date:
INSTRUCTIONS
should not include themselves or their spouse. Married taxpayers may divide the number of their
$1.500 dependents between them in any manner they for ple. a ied coupie has 3 children
$1.500 who qualify as dep The taxpayer may claim 2 dep and the spouse 1. or the laxpayer
51' 500 may claim 3 dependents and the spouse none. Enter the amount of dependent exemation on Ling 4.

addmonal ption 1
blocks on Line S,

t] 19 .
denls by reason 0! age Check applicable

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 ciaims $4,000. The total
claimed by the taxpayer and spouse may not exceed $12.000. Enter amount claimed by
you on Line 2(b).

(c) Head of Family

A head of family is a single individual who maintains a home wh-cn is the principal place of
abode for himself and &t least one other d dent. Single indi
of family enter $9,500 on Line 3. If the laxpayer has more than one dependent, additional
exemptions are applicable. See item (d).

(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 incomo tax purposes. Hoad of family individuals may
claim an addilional exemption for each dependent axgluding 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 laxpayor may claim 2 additional axemp(ions
Married or single individuals may claim an ion for each d dent, bul

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

Is qualifying as a head

3. Total Exemption Claimed:
Add the amount of exemptions ciaimed 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 withhoiding
tables.

4. A NEW EXEMPTION CERTIFICATE MUST BE FILED WITH YOUR EMPLOYER

WITHIN 30 DAYS AFTER ANY CHANGE IN YOUR EXEMPTION STATUS.

l:. PENALTIES ARE IMPOSED FOR WILLFULLY SUPPLYING FALSE INFORMATION.

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

To comply with the Military Spouse Residency Relief Act (PL111-97) signed on November 11.2009.




Ellisville State School

ELLISVILL Direct Deposit Form

S T \ 'l E SCHOOL
Payroll No.: 601-477-5691
Payroll Fax No.: 601-477-5653

I hereby authorize the above-named agency to deposit my check into
___ Checking account or ___ Savings account indicated below.

(Please indicate (X) for checking or savings)

Bank or Depository Name

Transit or Routing No.

Account Number

This authority shall remain in full force and effect until Agency has received written
notification from me of termination in such time and in such manner as to afford the
Agency Depository a reasonable opportunity to act on it.

Employee Print Name Date
Employee Signature Employee Social Security No.
Please Circle one: A-Add D-Delete
Attach a Voided Blank Check or Bank Card
Verification

(Attach Here)



