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Employees Group Insurance Division    Life Insurance Application   New Hire/Rehire Employee 
COORDINATOR MUST COMPLETE THIS SECTION IN ITS ENTIRETY BEFORE EGID WILL PROCESS. 


Coordinator's signature Date Entity/Agency phone number 


Entity/Agency name Group # Division # 


Entity/Agency mailing address City, State ZIP code 


Check employee's status New Hire/Hire date  _____________ Rehire/Rehire date  _____________ 
NEW HIRE'S ANNUAL SALARY  $_____________________  


ANNUAL SALARY — Information must be included for new hires. Life summary sheet may be attached. 


SECTION 1.    EMPLOYEE INFORMATION ONLY – PLEASE PRINT CLEAR 


Male Female 
Member ID or SSN (Not employee ID) Date of birth Email address 


Last name First name Middle initial 


Mailing address  (New address? Yes  No ) City State ZIP code 


SECTION 2. EMPLOYEE COVERAGE BEING REQUESTED (IN EVEN $20,000 UNITS ONLY) 
DO NOT TURN IN THIS FORM IF EITHER OF THESE TWO ITEMS PERTAINS TO YOU: (1) You are a new hire and want only Basic Life and the Guaranteed Issue amount 
of Supplemental Life Insurance (Guaranteed Issue equals 2 times your annual salary at time of employment) or (2) You terminated and are being rehired within 24 
months and want only the same amount of life insurance you had when you left. 


NEW HIRE/REHIRE EMPLOYEE 
COMPLETE THIS SECTION 


Amounts should be listed in even $20,000 units. 
DO NOT LIST premium cost. 


Basic Life (Basic Life is $20,000) $ 


Guaranteed Issue (2 X annual salary at time of employment) $ 


Supplemental Life (maximum available, including your guaranteed issue, is $500,000) $ 


TOTAL COVERAGE DESIRED                
(Click in the amount to the right and hit F9 to update/reveal total) $ 


SECTION 3.  AUTHORIZATION (READ BEFORE SIGNING THIS FORM). 
It is understood and agreed that all statements and answers given on this form are true and complete, and they are the basis on which the group life insurance 
requested by me is issued. I authorize EGID to request any additional information from any source as may be deemed necessary. I agree EGID may request that I 
submit to an examination by a physician selected by EGID, at my expense, if EGID deems it necessary. It is further understood and agreed that failure to provide 
complete and accurate information might affect my insurability and may constitute grounds for retroactive termination of coverage. If member coverage is 
retroactively terminated and dependents are enrolled with life coverage, the dependent life coverage will also be terminated. The member must be enrolled in Basic 
Life coverage in order for dependents to have Dependent Life coverage. *** Refer to page 2 for Medical Information *** 
 I give my permission to receive notification by email.


Employee signature Date signed
FOR HCMU REVIEW ONLY -----  DO NOT WRITE IN THIS SECTION 


APPROVED  REVIEWER DATE 


DENIED  REVIEWER DATE 


Rev. 03/15/2019







AGE SEX WEIGHT HEIGHT
     M      F Feet Inches


Yes    No Amount per day Amount per day


  Year   Year


Cardiomyopathy


LIFE INSURANCE APPLICATION -- PAGE 2 -- MEDICAL INFORMATION.   (PLEASE PRINT CLEARLY)


List any medications you take on a regular 
basis.  Include the strength of the medication 
and frequency. Example: Lipitor 20mg 
once/daily.


Please CIRCLE all conditions below that you have received any type of treatment for.  On the line in front of the condition, list the LAST 
YEAR in which you received treatment. Treatment includes but is not limited to office visit, surgery, lab and medication.  


This form must be completed by the member who is requesting employee life coverage. If you need to list additional information you feel is 
pertinent to the consideration of this application, please use a separate sheet of paper. Both pages of this form must be returned to: EGID, 
HCMU, P.O. BOX 57830, Oklahoma City, OK 73157-7830 or fax to 405-717-8997.


List any conditions or surgeries you have 
had that are not already given on this form. 
Include the last year you were treated for the 
condition/surgery.


MEMBER ID or SSN


Acromegaly, Gigantism
Adrenal Disorder


Arthritis - Rheumatoid
Asthma
Bipolar Disorder
Blood Disease / Disorder


Alcohol Abuse
Alzheimer's
Amputation (Disease Related)
Amyotrophic Lateral Sclerosis (ALS)
Anemia
Aneurysm


Cancer (Other than skin)


Cerebral Palsy
Chronic Fatigue Syndrome
Circulatory Disease / Disorder
Claudication (Leg pain when walking)
Closed Head Injury


Type 2 - Non-Insulin Dependent
Must provide A1C results w/in 6 months


Coma


Congenital Deformity


COPD / Emphysema
Crohn's Disease
Cystic Fibrosis
CVA - TIA (stroke)


within 5 years


Congestive Heart Failure


Drug Abuse
Eating Disorder
Embolism
Encephalitis
Epilepsy / Convulsion / Seizures


Muscular Dystrophy


Dementia / Senility
Depression
Diabetes


Type 1 - Insulin Dependent


Factor V Leidens Disorder
Fibromyalgia
Fistula
Gastrectomy / Gastric Resection
Gastric Bypass/Stapling/Lapband 


Glioma - Tumor
Greater than 5 years
Within 5 years


Coronary Artery Bypass
Within 5 years
Greater than 5 years


Glomerulonephritis / Nephritis
Guillain - Barre


Heart Disease / Disorder
Angioplasty
Arrhythmia


Greater than 3 years
Within 3 years


Valve Replacement
Valvular Heart Disease


includes pacemaker or defibillator


Within 5 years
Greater than 5 years


Within 5 years
Greater than 5 years


Other Cardiac Surgery 


Within 3 years


Hodgkin's Disease
Hydrocephalus


Greater than 5 years
Myocardial Infarction / Heart Attack


Myocarditis


Cardiomyopathy
Chest Pain / Angina
Congenital  Heart Disease


Coronary Artery Disease


Osteomyelitis


Malaria
Melanoma Cancer


Hemiplegia / Paraplegia / Quadriplegia
Hemophilia
Hepatitis B / Hepatitis C
High Blood Pressure / High Cholesterol
HIV / AIDS / ARC


Kidney Disease / Disorder
Leukemia / Lymphoma


Multiple Myeloma


Greater than 3 years


Must Provide Path Report


Liver Disease
Lupus


Discoid
Systemic


Plasmacytoma


Greater than 5 years
Myositis


Organic Brain Syndrome


Meningitis
Mental Disease / Disorder
Mental Retardation


Prostate Disorder


Within 3 years
Greater than 3 years


Within 3 years
Greater than 3 years


Multiple Sclerosis


Myasthenia Gravis


Neuromuscular Disease / Disorder


Osteogenesis Imperfecta


Within 5 years


Pulmonary Hypertension


Pyelonephritis
Renal Failure / Insufficiency
Rheumatic Fever
Sarcoidosis


Pancreatitis


Parkinson's Disease
Peritonitis
Pituitary Gland Dysfunction / Tumor


Polycythemia


Tuberculosis


Must Provide Path Report
Ulcerative Colitis


Tumor - Non Maglignant


Syphilis
Transplants


Bone Marrow
Heart
Kidney
Liver


Within 5 years
Lung
Pancreas


Schizophrenia
Sepsis
Sickle Cell Anemia
Sleep Apnea
Spina Bifida
Syncope


Head Injury


Member's name
Nicotine Use?                                          Alcohol Use?   Yes    No


Page 2


Uremia
Vascular Disease
Vomiting/Coughing Up Blood
Wegner's Granulomatosis / syndrome


Pulmonary Edema


Cardiac Defibrillator Implantable
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		Date: 

		Coordinators signature: 

		Group: 

		EntityAgency phone number: 

		EntityAgency name: 

		Division: 

		City State: 

		New HireHire date: 

		RehireRehire date: Off

		NEW HIRES ANNUAL SALARY: 

		Member ID or SSN Not employee ID: 

		Date of birth: 

		Email address: 

		undefined_2: Off

		Last name: 

		First name: 

		Middle initial: 

		Mailing address New address: 

		undefined_3: Off

		City: 

		State: 

		ZIP code: 

		fill_24: 

		fill_25: 

		fill_26: 

		fill_27: 

		I give my permission to receive notification by email: Off

		Date signed: 

		MEMBER ID or SSN: 

		List any conditions or surgeries you have had that are not already given on this form Include the last year you were treated for the conditionsurgeryRow1: 

		List any conditions or surgeries you have had that are not already given on this form Include the last year you were treated for the conditionsurgeryRow2: 

		List any conditions or surgeries you have had that are not already given on this form Include the last year you were treated for the conditionsurgeryRow3: 

		List any conditions or surgeries you have had that are not already given on this form Include the last year you were treated for the conditionsurgeryRow4: 

		List any conditions or surgeries you have had that are not already given on this form Include the last year you were treated for the conditionsurgeryRow5: 

		List any conditions or surgeries you have had that are not already given on this form Include the last year you were treated for the conditionsurgeryRow6: 

		List any conditions or surgeries you have had that are not already given on this form Include the last year you were treated for the conditionsurgeryRow7: 

		List any conditions or surgeries you have had that are not already given on this form Include the last year you were treated for the conditionsurgeryRow8: 

		List any conditions or surgeries you have had that are not already given on this form Include the last year you were treated for the conditionsurgeryRow9: 

		List any conditions or surgeries you have had that are not already given on this form Include the last year you were treated for the conditionsurgeryRow10: 

		List any conditions or surgeries you have had that are not already given on this form Include the last year you were treated for the conditionsurgeryRow11: 

		List any conditions or surgeries you have had that are not already given on this form Include the last year you were treated for the conditionsurgeryRow12: 

		YearRow29: 

		YearRow30: 

		List any conditions or surgeries you have had that are not already given on this form Include the last year you were treated for the conditionsurgeryRow13: 

		YearRow31: 

		YearRow32: 

		YearRow33: 

		YearRow34: 

		YearRow35: 

		YearRow36: 

		List any medications you take on a regular basis  Include the strength of the medication and frequency Example Lipitor 20mg oncedailyRow1: 

		YearRow37: 

		YearRow38: 

		List any medications you take on a regular basis  Include the strength of the medication and frequency Example Lipitor 20mg oncedailyRow2: 

		YearRow39: 

		YearRow40: 

		List any medications you take on a regular basis  Include the strength of the medication and frequency Example Lipitor 20mg oncedailyRow3: 

		YearRow41: 

		YearRow42: 

		List any medications you take on a regular basis  Include the strength of the medication and frequency Example Lipitor 20mg oncedailyRow4: 

		YearRow43: 

		YearRow44: 

		List any medications you take on a regular basis  Include the strength of the medication and frequency Example Lipitor 20mg oncedailyRow5: 

		YearRow45: 

		YearRow46: 

		List any medications you take on a regular basis  Include the strength of the medication and frequency Example Lipitor 20mg oncedailyRow6: 

		YearRow47: 

		List any medications you take on a regular basis  Include the strength of the medication and frequency Example Lipitor 20mg oncedailyRow7: 

		YearRow48: 

		YearRow49: 

		List any medications you take on a regular basis  Include the strength of the medication and frequency Example Lipitor 20mg oncedailyRow8: 

		YearRow50: 

		YearRow51: 

		List any medications you take on a regular basis  Include the strength of the medication and frequency Example Lipitor 20mg oncedailyRow9: 

		YearRow52: 

		YearRow53: 

		List any medications you take on a regular basis  Include the strength of the medication and frequency Example Lipitor 20mg oncedailyRow10: 

		YearRow54: 

		YearRow55: 

		List any medications you take on a regular basis  Include the strength of the medication and frequency Example Lipitor 20mg oncedailyRow11: 

		YearRow56: 

		YearRow57: 

		List any medications you take on a regular basis  Include the strength of the medication and frequency Example Lipitor 20mg oncedailyRow12: 

		YearRow58: 

		YearRow59: 

		List any medications you take on a regular basis  Include the strength of the medication and frequency Example Lipitor 20mg oncedailyRow13: 

		YearRow60: 

		YearRow61: 

		List any medications you take on a regular basis  Include the strength of the medication and frequency Example Lipitor 20mg oncedailyRow14: 

		YearRow62: 

		YearRow63: 

		List any medications you take on a regular basis  Include the strength of the medication and frequency Example Lipitor 20mg oncedailyRow15: 

		YearRow64: 

		YearRow65: 

		Greater than 5 years_5: 

		List any medications you take on a regular basis  Include the strength of the medication and frequency Example Lipitor 20mg oncedailyRow16: 

		YearRow66: 

		YearRow67: 

		List any medications you take on a regular basis  Include the strength of the medication and frequency Example Lipitor 20mg oncedailyRow17: 

		YearRow68: 

		YearRow69: 

		YearRow70: 

		YearRow71: 

		YearRow72: 

		Zip Code: 

		Check Box2: Off

		Rehire date: 

		Agency Mailing Address: 

		Signature: 

		Member Name: 

		AGE: 

		WEIGHT: 

		Check Box7: Off

		Check Box8: Off

		Height feet: 

		height inches: 

		Check Box11: Off

		Check Box12: Off

		amount per day: 

		Year Hemiplegia: 

		Year Hemophilia: 

		Year Hep B Hep C: 

		Year High Blood Pressure: 

		Year HIV: 

		Year Hodgkins: 

		Year Hydrocephalus: 

		Year Kidney Disease: 

		Year Leukemia: 

		Year Liver Disease: 

		Year Lupus: 
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		Year Systemic: 

		Year Malaria: 
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		Year Multiple Myeloma: 
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		List Medications you take on a regular basis include the strength: 
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		Parkinsons Disease: 
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		Check Box22: Off

		Check Box23: Off
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		Check Box24: Off
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		Prostate Disorder: 
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		Pyelonephritis: 

		renal failure: 
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		yers sepsis: 

		Year Sickle Cell Anemia: 

		Sarcoidosis: 

		Scizophrenia: 

		Year Sleep Apnea: 

		Year Syphilis: 

		Year Syncope: 

		Year Spina Bifida: 

		Year Transplants: 
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		year liver transplant: 
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		Check Box102: Off
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Participant Enrollment 
Pathfinder 401(a) / 457(b) Plans 


PARTICIPANT INFORMATION 


Social Security Number Last Name First Name M.I. 


/ / Gender    Female  Male     Marital Status    Married    Single 
Date of Birth (MM/DD/YYYY) 


Home / Cell phone Mailing Address City State Zip 


PARTICIPATION ELECTION 


You have three options available to you in electing your level of participation in the Pathfinder plan, the defined contribution 
retirement system administered by the Oklahoma Public Employees Retirement System (OPERS).  


Please read the entirety of this form carefully, initial your election, and provide the required signatures at the end of this document. 
Plan documents and additional information regarding the Pathfinder plan are available at www.okpathfinder.com.   


Option 1 – Maximum Employer Match (7.0% employee contribution / 7.0% employer match) 
The maximum amount your employer may currently contribute to your retirement within the Pathfinder plan is 7.0%. 
You must increase your employee contribution to 7.0% (an additional 2.5% above the minimum 4.5% employee 
contribution) to receive the maximum employer match. Under this option, the minimum 4.5% employee contribution, 
all employer matching contributions, and gains or losses on those amounts will reside in an I.R.C. § 401(a) account. The 
additional 2.5% employee contribution, and gains or losses on those amounts, will reside in an I.R.C. § 457(b) account. 


Option 2 – Minimum Participation (4.5% employee contribution / 6.0% employer match) 
The minimum percentage you must contribute to your retirement within the Pathfinder plan is 4.5%. This contribution 
amount will receive a 6.0% matching contribution from your employer. Under this option, the minimum 4.5% 
employee contribution and 6.0% employer contribution, and gains or losses on those amounts, will reside in a 401(a) 
account. There is no 457(b) account under this option. 


Option 3 – Customized Participation (Any increment above the minimum 4.5% employee contribution) 
You may choose to contribute a customized percentage above the minimum 4.5% employee contribution up to the 
allowable 457(b) limits set by the Internal Revenue Service. Under this option, the minimum 4.5% employee 
contribution, all employer matching contributions, and gains or losses on those amounts will reside in a 401(a) 
account. The additional customized employee contribution, and gains or losses on those amounts, will reside in a 
457(b) account. No additional employer match above the 6.0% level will be included unless you elect a contribution 
amount of at least 7.0%.  


Total Employee Contribution Percentage:   %   [FOR OPTION 3 ONLY] 
(Contribution percentage must be made in one-tenth of 1% increments. Please limit to one decimal place, e.g., 7.2%.) 


PARTICIPATION AGREEMENT 


Withdrawal restrictions – I understand the Internal Revenue Code and/or the plan documents may impose restrictions on transfers 


and/or distributions. 


Investment options – I understand contributions to my 401(a) account and/or my 457(b) account will be invested in the default 


investment option which is selected by OPERS, unless I designate another available investment option(s) by accessing my account 


online or over the telephone.  At my option, I may move the contributions to another available investment option(s) within the







PARTICIPATION AGREEMENT (continued) 


 


Last revised October 2015 


Pathfinder plan by accessing my account online or over the telephone. If I elect to designate an investment option(s) other than the 


default investment option, I understand all contributions received after my election will be applied to the investment option(s) I 


selected, however the plan may not be required to invest deferred funds pursuant to plan provisions. 


Value of account(s) – I understand and acknowledge all payments and account values, when based on the experience of the 


investment options, may not be guaranteed and may fluctuate, and, upon redemption, shares may be worth more or less than their 


original cost. I understand and acknowledge the recordkeeper can only return to me the value of my account(s) in which I am vested 


under the plan documents. The value of my account(s) will depend on the investment option(s) I have selected and its performance. 


Beneficiary designations – In the event I do not submit to the recordkeeper a complete and acceptable beneficiary designation form 


for either my 401(a) or 457(b) account, upon my death distributions from both accounts will be made in accordance with plan rules.  


The beneficiary designation I specify for my 401(a) account will apply to my 457(b) account, if I do not submit to the recordkeeper a 


complete and acceptable beneficiary designation form for my 457(b) account. The beneficiary designation I specify for my 457(b) 


account will apply to my 401(a) account, if I do not submit to the recordkeeper a complete and acceptable beneficiary designation 


form for my 401(a) account. 


My current beneficiary designation supersedes all prior beneficiary designations and is effective upon its execution, delivery to, and 


acceptance by the recordkeeper. The right to change the beneficiary of my accounts is reserved to me. I understand beneficiaries 


are to share equally if percentages are not provided and any unpaid amounts upon my death will be divided equally. If my primary 


and contingent beneficiaries for both accounts predecease me and if I fail to designate a new beneficiary, upon my death 


distributions from both accounts will be made to the default beneficiary as provided by the plan documents.  


Compliance with the Internal Revenue Code – I understand the maximum annual limit on contributions is determined under the 


plan documents and/or the Internal Revenue Code. I understand it is my responsibility to monitor the total annual contributions to 


ensure I do not exceed the amount permitted. If I exceed the contribution limit, I assume sole liability for any tax, penalty, or costs 


that may be incurred. 


Plan charges – I understand charges and fees may apply under the Pathfinder plan and may be deducted from my account(s). 


Plan documents/Investment options information – I hereby acknowledge that a copy of the plan documents has been made 


available to me and I agree to the rules, terms, and conditions. I also acknowledge that investment options information, including 


prospectuses, disclosure documents and fund profile sheets have been made available to me, and I understand the risks of investing.  


Verifying confirmations/statements – I understand it is my obligation to review my confirmations and quarterly statements and 


inform the recordkeeper of any discrepancies or errors within 90 calendar days of the date of such confirmation or statement.  


Release of liability – I understand participation in the Pathfinder plan is a benefit offered by the State of Oklahoma. In return for this 


benefit, I and my heirs, successors, and assignees shall hold harmless the State and its employees, officials, agents, and successors 


from any and all liability for all acts of good faith. 


I have completed, understood and agree to all pages of the Participant Enrollment form. 


REQUIRED SIGNATURES 
 
 
           
Participant’s Signature     Date 


 
 
           
Retirement Coordinator’s Signature    Date 


This form is for employer 
records only. 


Please do not send this form to 
OPERS or Empower 


Retirement©. It should be 
maintained as part of the 


participant’s personnel file. 





		Social Security Number: 

		Last Name: 

		First Name: 

		MI: 

		Home  Cell phone: 

		Mailing Address: 

		City: 

		State: 

		Zip: 

		Contribution percentage must be made in onetenth of 1 increments Please limit to one decimal place eg 72: 

		Date_2: 

		Check Box4: Off

		Check Box5: Off

		Check Box6: Off

		Check Box8: Off

		Check Box9: Off

		Check Box10: Off

		Check Box11: Off

		DOB Month: 

		DOB Day: 

		DOB Year: 

		Retirement Coordinator Signature: 

		Date: 








Beneficiary Designation
401(a) Plan


STD FBENED  ][09/06/17)( 98788-01 CHG NUPART
NO_GRPG 57547/][GU22)(/][GP22


DOC ID: 497642563)(


Page 1 of 2


Oklahoma Pathfinder 401(a) Plan 98788-01
For My Information
• For questions regarding this form, visit the website at www.okpathfinder.com or contact Service Provider at 1-844-465-7284.
• Use black or blue ink when completing this form.


A Participant Information


Account extension, if applicable, identifies funds
transferred to a beneficiary due to participant's
death, alternate payee due to divorce or a
participant with multiple accounts.


- -


Account Extension Social Security Number (Must provide all 9 digits)


Last Name First Name M.I.


Email Address


Married Unmarried


/ /
Date of Birth
(          )
Daytime Phone Number
(          )
Alternate Phone Number


B Beneficiary Designation (Attach an additional sheet to name additional beneficiaries.)


Primary Beneficiary Designation (Primary beneficiary designations must total 100% - percentage can be made out to two decimal places.)


● See the attached examples on how to complete the below beneficiary designations if the beneficiary is a non-individual, such as a trust, charity
or estate.


%      /       /
% of Account Balance Primary Beneficiary Name


(Name of Individual, Trust, Charity, etc.)
Social Security or Taxpayer
Identification Number


Date of Birth
or Trust Date


Street Address City State Zip Code
( ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)
Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate   A Trust   Other 


  Domestic Partner
%      /       /


% of Account Balance Primary Beneficiary Name
(Name of Individual, Trust, Charity, etc.)


Social Security or Taxpayer
Identification Number


Date of Birth
or Trust Date


Street Address City State Zip Code
( ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)
Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate   A Trust   Other 


  Domestic Partner
%      /       /


% of Account Balance Primary Beneficiary Name
(Name of Individual, Trust, Charity, etc.)


Social Security or Taxpayer
Identification Number


Date of Birth
or Trust Date


Street Address City State Zip Code
( ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)
Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate   A Trust   Other 


  Domestic Partner


Contingent Beneficiary Designation (Contingent beneficiary designations must total 100% - percentage can be made out to two decimal places.)


%      /       /
% of Account Balance Contingent Beneficiary Name


(Name of Individual, Trust, Charity, etc.)
Social Security or Taxpayer
Identification Number


Date of Birth
or Trust Date


Street Address City State Zip Code
( ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)
Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate   A Trust   Other 


  Domestic Partner
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B Beneficiary Designation (Attach an additional sheet to name additional beneficiaries.)


Contingent Beneficiary Designation (Contingent beneficiary designations must total 100% - percentage can be made out to two decimal places.)


%      /       /
% of Account Balance Contingent Beneficiary Name


(Name of Individual, Trust, Charity, etc.)
Social Security or Taxpayer
Identification Number


Date of Birth
or Trust Date


Street Address City State Zip Code
( ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)
Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other   


  Domestic Partner
%      /       /


% of Account Balance Contingent Beneficiary Name
(Name of Individual, Trust, Charity, etc.)


Social Security or Taxpayer
Identification Number


Date of Birth
or Trust Date


Street Address City State Zip Code
( ) Relationship (Required - If Relationship is not provided, request will be rejected and sent back for clarification.)
Phone Number (Optional)   Spouse      Child      Parent      Grandchild      Sibling      My Estate      A Trust      Other   


  Domestic Partner


C Participant Consent for Beneficiary Designation (Please sign on the 'Participant Signature' line below.)


I have completed, understand and agree to all pages of this Beneficiary Designation form. Subject to and in accordance with the terms of the
Plan, I am making the above beneficiary designations for my vested account in the event of my death. If I have more than one primary beneficiary,
the account will be divided as specified. If a primary beneficiary predeceases me, his or her benefit will be allocated to the surviving primary
beneficiaries. Contingent beneficiaries will receive a benefit only if there is no surviving primary beneficiary, as specified. If a contingent beneficiary
predeceases me, his or her benefit will be allocated to the surviving contingent beneficiaries. If I fail to designate beneficiaries, amounts will be paid
pursuant to the terms of the Plan or applicable law. This designation is effective upon execution and delivery to Service Provider. If any information
is missing, additional information may be required prior to recording my designation.
This designation supersedes all prior designations. Beneficiaries will share equally if percentages are not provided and any amounts unpaid upon
death will be divided equally. Primary and contingent beneficiaries must separately total 100%. The percentages can be divided up to two
decimal points (Example: 33.33%).
I understand that Service Provider is required to comply with the regulations and requirements of the Office of Foreign Assets Control, Department
of the Treasury ("OFAC"). As a result, Service Provider cannot conduct business with persons in a blocked country or any person designated by
OFAC as a specially designated national or blocked person. For more information, please access the OFAC website at: http://www.treasury.gov/
about/organizational-structure/offices/Pages/Office-of-Foreign-Assets-Control.aspx.


Any person who presents a false or fraudulent claim is subject to criminal and civil penalties.


Participant Signature Date (Required) 
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.


D Mailing Instructions


Participant forward this form to:
Oklahoma Pathfinder Plans
Attn: Office Manager
1818 North Memorial Way, Suite 100
Houston, TX 77007
Fax: 1-866-234-6350
After all signatures have been obtained, this form can be sent by
Fax to:
Empower Retirement
1-866-745-5766


OR Regular Mail to:
Empower Retirement
PO Box 173764
Denver, CO 80217-3764


OR Express Mail to:
Empower Retirement
8515 E. Orchard Road
Greenwood Village, CO 80111


Core securities, when offered, are offered through GWFS Equities, Inc. and/or other broker dealers.
GWFS Equities, Inc., Member FINRA/SIPC, is a wholly owned subsidiary of Great-West Life & Annuity Insurance Company.
Empower Retirement refers to the products and services offered in the retirement markets by Great-West Life & Annuity Insurance Company, Corporate
Headquarters: Greenwood Village, CO; Great-West Life & Annuity Insurance Company of New York, Home Office: NY, NY; and their subsidiaries and
affiliates. The trademarks, logos, service marks, and design elements used are owned by their respective owners and are used by permission.
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		Contingent 2 Name: 

		Contingent 2 SSN: 

		Contingent 2 DOB Month: 

		Contingent 2 DOB Day: 

		Contingent 2 DOB Year: 

		Contingent 2 Area Code: 

		Contingent 2 Phone Number: 

		Contingent 3 Percentage Share: 

		Contingent 3 Name: 

		Contingent 3 SSN: 

		Contingent 3 DOB Month: 

		Contingent 3 DOB Day: 

		Contingent 3 DOB Year: 

		Check Box133: Off

		Check Box134: Off

		Check Box135: Off

		Check Box136: Off

		Check Box137: Off

		Check Box138: Off

		Check Box139: Off

		Check Box140: Off

		Check Box141: Off

		Area Code Number: 

		contingent 3 phone number: 

		Check Box144: Off

		Check Box145: Off

		Check Box146: Off

		Check Box147: Off

		Check Box148: Off

		Check Box149: Off

		Check Box150: Off

		Check Box151: Off

		Check Box152: Off








State of Oklahoma, 
Oklahoma Department 
of Transportation 


For Official Use Only 
  CORE ID ___________ Eff Date:  ___________ 


  Payroll Entry ______      Payroll Audit _______ 
  Date ____________       Date _____________ 


AUTOMATIC DEPOSIT TRANSMITTAL 
This form is to be used by State and higher Education Employees in communicating their direct deposit information. 


Social Security 
Number Name 
I hereby authorize the State of Oklahoma, as per the Oklahoma State Employee’s Direct Deposit 
Act, 74:292.10 to: 


  ADD PAYROLL – Deposit my payroll warrant in my account as indicated below 


  REMOVE PAYROLL – I understand that by terminating Direct Deposit for Payroll this will 
automatically terminate travel and spending from my direct deposit 


  CHANGE PAYROLL – Change to current direct deposit 
 If monies to which I am not entitled are deposited to my account, I authorize the State of Oklahoma to 


direct the financial institution to return said funds.  I understand the payroll date and frequency of 
payment currently being utilized by my employing agency will not be affected by my decision to use 
Electronic Fund Transfer. 
ONLY ONE ACCOUNT MAY BE USED FOR DIRECT DEPOSIT Checking Savings 
Financial Institution Name Pay Card 


City State 
This authority is to remain in full force and effect until: (A) I give my employer written notice using this 
form (OPM-73) to terminate this direct deposit agreement, (B) I fail to utilize payroll direct deposit for 
365 days, at which time this agreement will expire, (C) The event of my death, at which time this 
agreement expires immediately, upon notification.  This information is provided by me to facilitate my 
personal banking needs and shall be considered personal and held in confidence.  
Home Mailing Address 


City State Zip 


Home Phone # Work Phone # 


Employing Agency Okla Dept of Transportation Division 


Signature Date 


I understand that while a change of enrollment is in process I may, in fact, receive a warrant 
instead of an electronic transfer. 


If this is an initial enrollment or bank routing and/or account number change please attach a voided 
check or an official document from your financial institution showing the financial institution’s routing 
number and your account number. 


A signed form must be on file with the employer. 
Employee:  Please submit completed form to your Division Payroll Liaison. 


Division Payroll Liaison:  Please mail the completed form to the address below. 
ODOT, Human Resources Division 


Attention:  Payroll 
200 N.E. 21st St. 


Oklahoma City, OK  73105 
ATTACH CHECK HERE 
OPM-73 (5-22-07) 
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		Home Phone: 

		Work Phone: 

		Division: 

		Date_2: 

		State: 

		Financial Institution City: 

		Financial Institution State: 

		City: 

		Singature: 

		CORE ID: 

		payroll entry: 

		payroll entry date: 

		payroll audit date: 








HCM-52 
Longevity Certification Form 


State of Oklahoma 
Office of Management & 
Enterprise Services 
Human Resources Department 


 SECTION 1 – Current Service 


 Employee Name:  Employee ID: 


 Agency Name:  Agency Number: 


  Full Time      Part Time  Variable Hour Appointment (Temporary/Seasonal)         Agency Start Date: 


 SECTION 2 – Prior State Service 
  Most recent start date with the State: 


  No prior State Service  (Do not complete the section below) 


Agency Start Date End Date Full Time (FT)/Part Time 
(PT)


Creditable Service
(Agency Use Only)


FT   PT
FT   PT
FT   PT
FT   PT
FT   PT
FT   PT
FT   PT
FT   PT


 Section 3 – Employee Certification 


I hereby certify that the information provided on this form is correct to the best of my knowledge. 


Employee:  Date:


 Section 4 – Longevity Calculation (Agency Use Only – Refer to longevity Guide for assistance wit h completing this section.)


Total Prior Cumulative Service 


 Adjustment for LWOP 


Longevity Anniversary Date 


Date of next longevity Payment 


Agency Reviewer 


Signature :  Name and Title:  Date:


PAGE 1 OF 1 OMES – HCM 52 





		Full Time: Off

		Part Time: Off

		Variable Hour Appointment TemporarySeasonal: Off

		Agency Start Date: 
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		PT: Off

		FT_2: Off

		PT_2: Off

		FT_3: Off

		PT_3: Off

		FT_4: Off

		PT_4: Off

		FT_5: Off

		PT_5: Off

		FT_6: Off

		PT_6: Off

		FT_7: Off

		PT_7: Off

		FT_8: Off

		PT_8: Off

		Date of next longevity Payment: 

		Enter Employee ID: 

		Enter Agency Name: 

		Enter Agency Number: 

		Check if no prior state service: Off

		Enter Last Agency Row1: 

		Enter Start Date Row1: 

		Enter End Date Row1: 

		Enter Previous Agency Row2: 

		Enter Previous Start Date Row2: 

		Enter Previous Agency End Date Row2: 

		Enter Previous Agency Row3: 

		Enter Previous Agency Start Date Row3: 

		Enter Previous Agency End Date Row3: 

		Agency use only - creditable service: 

		Enter Previous Agency Row4: 

		Enter Previous Agency Start Date Row4: 

		Enter Previous Agency End Date Row4: 

		Enter Previous Agency Row5: 
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		Enter Total Prior Cumulative Service: 

		Enter Adjustment for LWOP: 

		Enter Longevity Anniversary Date: 

		Enter Date: 

		Enter Employee Name: 

		Enter date employee certifies: 

		Text3: 








Revised February 2020 


Division#: 1  2     3  4     5   6   7     8     9 
 Division/Branch: 
Work Phone #: 
Date: (ex. XX/XX/XX) 


Title VII of the Civil Rights Act of 1964; The Equal Employment Opportunity Act of 1972; Sections of Title 74, Oklahoma Statutes; 
and related State and Federal regulations require statistics be compiled concerning racial and ethnic identification, sex, and age 
of employees.  The following information is required for Federal and State statistical reporting purposes only. 


First Name MI Last 
Social Security#:          Date of Birth:     /      / Sex: 
Job Title 


 Do you require a reasonable accommodation?  If yes, please explain: 


For the purposes of this report, the following race/ethnic categories will be used.  Please indicate the ethnic group you consider 
yourself to be: 


  Caucasian/White Persons having origins in any of the original peoples of Europe, North 
Africa, Middle East or the Indian Subcontinent. 


  Black/African-American Persons having origins in any of the Black racial groups. 


  Hispanic/Latino/Spanish Persons of Mexican, Puerto Rican, Cuban, Central or South American, or 
any other Spanish culture or origin. 


  Asian American Persons having origin in any of the original people of East Asia, South 
Asia, or Southeast Asia.  This area includes: China, Japan, Korea, India 
Vietnam, and the Philippines. 


 American Indian/Alaska 
Native 


Persons having origins of any of the original people of North America. 


 Other/Not Specified Race/Ethnicity not within categories listed; two or more races 


 Native Hawaiian/Other 
Pacific Islander 


Native Hawaiians are the Aboriginal Polynesian people of the Hawaiian 
Islands.  Pacific Islander are the people of the Pacific Islands, which 
include:  Micronesia, Melanesia, and Polynesia. 


Comments: 


We are an Equal Opportunity Employer 
The Oklahoma Department of Transportation (ODOT) ensures that no person or groups of persons shall, on the 
grounds of race, color, sex, religion, national origin, age, disability, retaliation or genetic information, be excluded 
from participation in, be denied the benefits of, or be otherwise subjected to discrimination under any and all 
programs, services, or activities administered by ODOT, its recipients, sub-recipients, and contractors.  To request 
an accommodation please contact the ADA Coordinator at 405-521-4140 or the Oklahoma Relay Service at 1-800-
722-0353.  If you have any ADA or Title VI questions email ODOT-ada-titlevi@odot.org.


Oklahoma Department of Transportation 
Equal Employment Opportunity (EEO) 


Post-Employment Report 



mailto:ODOT-ada-titlevi@odot.org
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Form  W-4
2020


Employee’s Withholding Certificate


Department of the Treasury  
Internal Revenue Service 


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


▶ Your withholding is subject to review by the IRS.


OMB No. 1545-0074


Step 1: 
Enter 
Personal 
Information


(a)   First name and middle initial Last name


Address 


City or town, state, and ZIP code


(b)   Social security number


▶ Does your name match the 
name on your social security 
card? If not, to ensure you get 
credit for your earnings, contact 
SSA at 800-772-1213 or go to 
www.ssa.gov.


(c) Single or Married filing separately


Married filing jointly (or Qualifying widow(er))


Head of household (Check only if you’re unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)


Complete Steps 2–4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can 
claim exemption from withholding, when to use the online estimator, and privacy.


Step 2: 
Multiple Jobs 
or Spouse 
Works


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


Do only one of the following.


(a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3–4); or 


(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below for roughly accurate withholding; or 


(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This option 
is accurate for jobs with similar pay; otherwise, more tax than necessary may be withheld . . . . .  ▶


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


Complete Steps 3–4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will 
be most accurate if you complete Steps 3–4(b) on the Form W-4 for the highest paying job.)


Step 3: 


Claim 
Dependents


If your income will be $200,000 or less ($400,000 or less if married filing jointly): 


Multiply the number of qualifying children under age 17 by $2,000 ▶ $


Multiply the number of other dependents by $500 . . . .   ▶ $


Add the amounts above and enter the total here . . . . . . . . . . . . . 3 $


Step 4 
(optional): 


Other  
Adjustments


(a) 
 


Other income (not from jobs). If you want tax withheld for other income you expect 
this year that won’t have withholding, enter the amount of other income here. This may 
include interest, dividends, and retirement income . . . . . . . . . . . . 4(a) $


(b) 
 


Deductions. If you expect to claim deductions other than the standard deduction
and want to reduce your withholding, use the Deductions Worksheet on page 3 and 
enter the result here . . . . . . . . . . . . . . . . . . . . . 4(b) $


(c) Extra withholding. Enter any additional tax you want withheld each pay period . 4(c) $


Step 5: 


Sign 
Here


Under penalties of perjury, I declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.


▲


Employee’s signature (This form is not valid unless you sign it.)


▲


Date 


Employers 
Only


Employer’s name and address First date of 
employment


Employer identification 
number (EIN)


For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2020) 







Form W-4 (2020) Page 2


General Instructions
Future Developments
For the latest information about developments related to 
Form W-4, such as legislation enacted after it was published, 
go to www.irs.gov/FormW4.


Purpose of Form
Complete Form W-4 so that your employer can withhold the 
correct federal income tax from your pay. If too little is 
withheld, you will generally owe tax when you file your tax 
return and may owe a penalty. If too much is withheld, you will 
generally be due a refund. Complete a new Form W-4 when 
changes to your personal or financial situation would change 
the entries on the form. For more information on withholding 
and when you must furnish a new Form W-4, see Pub. 505. 


Exemption from withholding. You may claim exemption from 
withholding for 2020 if you meet both of the following 
conditions: you had no federal income tax liability in 2019 and 
you expect to have no federal income tax liability in 2020. You 
had no federal income tax liability in 2019 if (1) your total tax on 
line 16 on your 2019 Form 1040 or 1040-SR is zero (or less 
than the sum of lines 18a, 18b, and 18c), or (2) you were not 
required to file a return because your income was below the 
filing threshold for your correct filing status. If you claim 
exemption, you will have no income tax withheld from your 
paycheck and may owe taxes and penalties when you file your 
2020 tax return. To claim exemption from withholding, certify 
that you meet both of the conditions above by writing “Exempt” 
on Form W-4 in the space below Step 4(c). Then, complete 
Steps 1a, 1b, and 5. Do not complete any other steps. You will 
need to submit a new Form W-4 by February 16, 2021.


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


As an alternative to the estimator: if you have concerns 
with Step 2(c), you may choose Step 2(b); if you have 
concerns with Step 4(a), you may enter an additional amount 
you want withheld per pay period in Step 4(c). If this is the 
only job in your household, you may instead check the box 
in Step 2(c), which will increase your withholding and 
significantly reduce your paycheck (often by thousands of 
dollars over the year).


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


1. Expect to work only part of the year; 


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


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


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


Self-employment. Generally, you will owe both income and 
self-employment taxes on any self-employment income you 
receive separate from the wages you receive as an 
employee. If you want to pay these taxes through 
withholding from your wages, use the estimator at 
www.irs.gov/W4App to figure the amount to have withheld.


Nonresident alien. If you’re a nonresident alien, see Notice 
1392, Supplemental Form W-4 Instructions for Nonresident 
Aliens, before completing this form.


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


Step 2. Use this step if you (1) have more than one job at the 
same time, or (2) are married filing jointly and you and your 
spouse both work. 


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


If you (and your spouse) have a total of only two jobs, you 
may instead check the box in option (c). The box must also be 
checked on the Form W-4 for the other job. If the box is 
checked, the standard deduction and tax brackets will be cut 
in half for each job to calculate withholding. This option is 
roughly accurate for jobs with similar pay; otherwise, more tax 
than necessary may be withheld, and this extra amount will be 
larger the greater the difference in pay is between the two jobs.


▲!
CAUTION


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


Step 3. Step 3 of Form W-4 provides instructions for 
determining the amount of the child tax credit and the credit 
for other dependents that you may be able to claim when 
you file your tax return. To qualify for the child tax credit, the 
child must be under age 17 as of December 31, must be 
your dependent who generally lives with you for more than 
half the year, and must have the required social security 
number. You may be able to claim a credit for other 
dependents for whom a child tax credit can’t be claimed, 
such as an older child or a qualifying relative. For additional 
eligibility requirements for these credits, see Pub. 972, Child 
Tax Credit and Credit for Other Dependents. You can also 
include other tax credits in this step, such as education tax 
credits and the foreign tax credit. To do so, add an estimate 
of the amount for the year to your credits for dependents 
and enter the total amount in Step 3. Including these credits 
will increase your paycheck and reduce the amount of any 
refund you may receive when you file your tax return. 


Step 4 (optional).


Step 4(a). Enter in this step the total of your other 
estimated income for the year, if any. You shouldn’t include 
income from any jobs or self-employment. If you complete 
Step 4(a), you likely won’t have to make estimated tax 
payments for that income. If you prefer to pay estimated tax 
rather than having tax on other income withheld from your 
paycheck, see Form 1040-ES, Estimated Tax for Individuals.


Step 4(b). Enter in this step the amount from the Deductions 
Worksheet, line 5, if you expect to claim deductions other than 
the basic standard deduction on your 2020 tax return and 
want to reduce your withholding to account for these 
deductions. This includes both itemized deductions and other 
deductions such as for student loan interest and IRAs.


Step 4(c). Enter in this step any additional tax you want 
withheld from your pay each pay period, including any 
amounts from the Multiple Jobs Worksheet, line 4. Entering an 
amount here will reduce your paycheck and will either increase 
your refund or reduce any amount of tax that you owe.
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Step 2(b)—Multiple Jobs Worksheet  (Keep for your records.)


If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only ONE 
Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest paying job.


Note: If more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional 
tables; or, you can use the online withholding estimator at www.irs.gov/W4App.


1 
 
 


Two jobs. If you have two jobs or you’re married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 4. Using the “Higher Paying Job” row and the
“Lower Paying Job” column, find the value at the intersection of the two household salaries and enter 
that value on line 1. Then, skip to line 3 . . . . . . . . . . . . . . . . . . . . . 1 $


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


a 
 
 


Find the amount from the appropriate table on page 4 using the annual wages from the highest 
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries 
and enter that value on line 2a . . . . . . . . . . . . . . . . . . . . . . . 2a $


b 
 
 


Add the annual wages of the two highest paying jobs from line 2a together and use the total as the 
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower 
Paying Job” column to find the amount from the appropriate table on page 4 and enter this amount 
on line 2b . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2b $


c Add the amounts from lines 2a and 2b and enter the result on line 2c . . . . . . . . . . 2c $


3 Enter the number of pay periods per year for the highest paying job. For example, if that job pays
weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc. . . . . . 3


4 
 


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


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


1 
 


Enter an estimate of your 2020 itemized deductions (from Schedule A (Form 1040 or 1040-SR)). Such 
deductions may include qualifying home mortgage interest, charitable contributions, state and local 
taxes (up to $10,000), and medical expenses in excess of 10% of your income . . . . . . . . 1 $


2 Enter: { • $24,800 if you’re married filing jointly or qualifying widow(er)
• $18,650 if you’re head of household
• $12,400 if you’re single or married filing separately


} . . . . . . . . 2 $


3 If line 1 is greater than line 2, subtract line 2 from line 1. If line 2 is greater than line 1, enter “-0-” . . 3 $


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


5 Add lines 3 and 4. Enter the result here and in Step 4(b) of Form W-4 . . . . . . . . . . . 5 $


Privacy Act and Paperwork Reduction Act Notice. We ask for the information 
on this form to carry out the Internal Revenue laws of the United States. Internal 
Revenue Code sections 3402(f)(2) and 6109 and their regulations require you to 
provide this information; your employer uses it to determine your federal income 
tax withholding. Failure to provide a properly completed form will result in your 
being treated as a single person with no other entries on the form; providing 
fraudulent information may subject you to penalties. Routine uses of this 
information include giving it to the Department of Justice for civil and criminal 
litigation; to cities, states, the District of Columbia, and U.S. commonwealths and 
possessions for use in administering their tax laws; and to the Department of 
Health and Human Services for use in the National Directory of New Hires. We 
may also disclose this information to other countries under a tax treaty, to federal 
and state agencies to enforce federal nontax criminal laws, or to federal law 
enforcement and intelligence agencies to combat terrorism.


You are not required to provide the information requested on a form that is 
subject to the Paperwork Reduction Act unless the form displays a valid OMB 
control number. Books or records relating to a form or its instructions must be 
retained as long as their contents may become material in the administration of 
any Internal Revenue law. Generally, tax returns and return information are 
confidential, as required by Code section 6103. 


The average time and expenses required to complete and file this form will vary 
depending on individual circumstances. For estimated averages, see the 
instructions for your income tax return.


If you have suggestions for making this form simpler, we would be happy to hear 
from you. See the instructions for your income tax return.







Form W-4 (2020) Page 4
Married Filing Jointly or Qualifying Widow(er)


Higher Paying Job 
Annual Taxable 
Wage & Salary


Lower Paying Job Annual Taxable Wage & Salary


    $0 - 
9,999


$10,000 - 
19,999


$20,000 - 
29,999


$30,000 - 
39,999


$40,000 - 
49,999


$50,000 - 
59,999


$60,000 - 
69,999


$70,000 - 
79,999


$80,000 - 
89,999


$90,000 - 
99,999


$100,000 - 
109,999


$110,000 - 
120,000


$0 -     9,999 $0 $220 $850 $900 $1,020 $1,020 $1,020 $1,020 $1,020 $1,210 $1,870 $1,870


$10,000 -   19,999 220 1,220 1,900 2,100 2,220 2,220 2,220 2,220 2,410 3,410 4,070 4,070


$20,000 -   29,999 850 1,900 2,730 2,930 3,050 3,050 3,050 3,240 4,240 5,240 5,900 5,900


$30,000 -   39,999 900 2,100 2,930 3,130 3,250 3,250 3,440 4,440 5,440 6,440 7,100 7,100


$40,000 -   49,999 1,020 2,220 3,050 3,250 3,370 3,570 4,570 5,570 6,570 7,570 8,220 8,220


$50,000 -   59,999 1,020 2,220 3,050 3,250 3,570 4,570 5,570 6,570 7,570 8,570 9,220 9,220


$60,000 -   69,999 1,020 2,220 3,050 3,440 4,570 5,570 6,570 7,570 8,570 9,570 10,220 10,220


$70,000 -   79,999 1,020 2,220 3,240 4,440 5,570 6,570 7,570 8,570 9,570 10,570 11,220 11,240


$80,000 -   99,999 1,060 3,260 5,090 6,290 7,420 8,420 9,420 10,420 11,420 12,420 13,260 13,460


$100,000 - 149,999 1,870 4,070 5,900 7,100 8,220 9,320 10,520 11,720 12,920 14,120 14,980 15,180


$150,000 - 239,999 2,040 4,440 6,470 7,870 9,190 10,390 11,590 12,790 13,990 15,190 16,050 16,250


$240,000 - 259,999 2,040 4,440 6,470 7,870 9,190 10,390 11,590 12,790 13,990 15,520 17,170 18,170


$260,000 - 279,999 2,040 4,440 6,470 7,870 9,190 10,390 11,590 13,120 15,120 17,120 18,770 19,770


$280,000 - 299,999 2,040 4,440 6,470 7,870 9,190 10,720 12,720 14,720 16,720 18,720 20,370 21,370


$300,000 - 319,999 2,040 4,440 6,470 8,200 10,320 12,320 14,320 16,320 18,320 20,320 21,970 22,970


$320,000 - 364,999 2,720 5,920 8,750 10,950 13,070 15,070 17,070 19,070 21,290 23,590 25,540 26,840


$365,000 - 524,999 2,970 6,470 9,600 12,100 14,530 16,830 19,130 21,430 23,730 26,030 27,980 29,280


$525,000 and over 3,140 6,840 10,170 12,870 15,500 18,000 20,500 23,000 25,500 28,000 30,150 31,650


Single or Married Filing Separately
Higher Paying Job 


Annual Taxable 
Wage & Salary


Lower Paying Job Annual Taxable Wage & Salary


     $0 - 
9,999


$10,000 - 
19,999


$20,000 - 
29,999


$30,000 - 
39,999


$40,000 - 
49,999


$50,000 - 
59,999


$60,000 - 
69,999


$70,000 - 
79,999


$80,000 - 
89,999


$90,000 - 
99,999


$100,000 - 
109,999


$110,000 - 
120,000


$0 -     9,999 $460 $940 $1,020 $1,020 $1,470 $1,870 $1,870 $1,870 $1,870 $2,040 $2,040 $2,040


$10,000 -   19,999 940 1,530 1,610 2,060 3,060 3,460 3,460 3,460 3,640 3,830 3,830 3,830


$20,000 -   29,999 1,020 1,610 2,130 3,130 4,130 4,540 4,540 4,720 4,920 5,110 5,110 5,110


$30,000 -   39,999 1,020 2,060 3,130 4,130 5,130 5,540 5,720 5,920 6,120 6,310 6,310 6,310


$40,000 -   59,999 1,870 3,460 4,540 5,540 6,690 7,290 7,490 7,690 7,890 8,080 8,080 8,080


$60,000 -   79,999 1,870 3,460 4,690 5,890 7,090 7,690 7,890 8,090 8,290 8,480 9,260 10,060


$80,000 -   99,999 2,020 3,810 5,090 6,290 7,490 8,090 8,290 8,490 9,470 10,460 11,260 12,060


$100,000 - 124,999 2,040 3,830 5,110 6,310 7,510 8,430 9,430 10,430 11,430 12,420 13,520 14,620


$125,000 - 149,999 2,040 3,830 5,110 7,030 9,030 10,430 11,430 12,580 13,880 15,170 16,270 17,370


$150,000 - 174,999 2,360 4,950 7,030 9,030 11,030 12,730 14,030 15,330 16,630 17,920 19,020 20,120


$175,000 - 199,999 2,720 5,310 7,540 9,840 12,140 13,840 15,140 16,440 17,740 19,030 20,130 21,230


$200,000 - 249,999 2,970 5,860 8,240 10,540 12,840 14,540 15,840 17,140 18,440 19,730 20,830 21,930


$250,000 - 399,999 2,970 5,860 8,240 10,540 12,840 14,540 15,840 17,140 18,440 19,730 20,830 21,930


$400,000 - 449,999 2,970 5,860 8,240 10,540 12,840 14,540 15,840 17,140 18,450 19,940 21,240 22,540


$450,000 and over 3,140 6,230 8,810 11,310 13,810 15,710 17,210 18,710 20,210 21,700 23,000 24,300


Head of Household
Higher Paying Job 


Annual Taxable 
Wage & Salary


Lower Paying Job Annual Taxable Wage & Salary


      $0 - 
9,999


$10,000 - 
19,999


$20,000 - 
29,999


$30,000 - 
39,999


$40,000 - 
49,999


$50,000 - 
59,999


$60,000 - 
69,999


$70,000 - 
79,999


$80,000 - 
89,999


$90,000 - 
99,999


$100,000 - 
109,999


$110,000 - 
120,000


$0 -     9,999 $0 $830 $930 $1,020 $1,020 $1,020 $1,480 $1,870 $1,870 $1,930 $2,040 $2,040


$10,000 -   19,999 830 1,920 2,130 2,220 2,220 2,680 3,680 4,070 4,130 4,330 4,440 4,440


$20,000 -   29,999 930 2,130 2,350 2,430 2,900 3,900 4,900 5,340 5,540 5,740 5,850 5,850


$30,000 -   39,999 1,020 2,220 2,430 2,980 3,980 4,980 6,040 6,630 6,830 7,030 7,140 7,140


$40,000 -   59,999 1,020 2,530 3,750 4,830 5,860 7,060 8,260 8,850 9,050 9,250 9,360 9,360


$60,000 -   79,999 1,870 4,070 5,310 6,600 7,800 9,000 10,200 10,780 10,980 11,180 11,580 12,380


$80,000 -   99,999 1,900 4,300 5,710 7,000 8,200 9,400 10,600 11,180 11,670 12,670 13,580 14,380


$100,000 - 124,999 2,040 4,440 5,850 7,140 8,340 9,540 11,360 12,750 13,750 14,750 15,770 16,870


$125,000 - 149,999 2,040 4,440 5,850 7,360 9,360 11,360 13,360 14,750 16,010 17,310 18,520 19,620


$150,000 - 174,999 2,040 5,060 7,280 9,360 11,360 13,480 15,780 17,460 18,760 20,060 21,270 22,370


$175,000 - 199,999 2,720 5,920 8,130 10,480 12,780 15,080 17,380 19,070 20,370 21,670 22,880 23,980


$200,000 - 249,999 2,970 6,470 8,990 11,370 13,670 15,970 18,270 19,960 21,260 22,560 23,770 24,870


$250,000 - 349,999 2,970 6,470 8,990 11,370 13,670 15,970 18,270 19,960 21,260 22,560 23,770 24,870


$350,000 - 449,999 2,970 6,470 8,990 11,370 13,670 15,970 18,270 19,960 21,260 22,560 23,900 25,200


$450,000 and over 3,140 6,840 9,560 12,140 14,640 17,140 19,640 21,530 23,030 24,530 25,940 27,240








Oklahoma Tax Commission
Employee’s Withholding Allowance Certificate


Your First Name and Middle Initial


Employee’s Signature (Form is not valid unless you sign it) Date (MM/DD/YYYY)


Home Address (Number and Street or Rural Route)


City or Town State ZIP Code


Filing Status Single Married


Married, but withhold at higher Single rate


Last Name Your Social Security Number


This certificate is for income tax withholding purposes only. Type or print.
NOTE: Do NOT mail to the Oklahoma Tax Commission.


1.	Allowance For Yourself: Enter 1 for yourself............................................................................................................................	 1


2. Allowance For Your Spouse: Does your spouse work? Yes	 No   If Yes, enter 0. If no, enter 1 for your spouse.... 	 2


3. Allowance For Dependents: Enter the number of dependents you will claim on your tax return. Do not claim yourself or
your spouse or dependents that your spouse has already claimed on his or her Form OK-W-4............................................. 	 3


4. Additional Allowances: You may claim additional allowances if you itemize your deductions or have other state tax
deductions or credits that lower your tax. Enter the number of additional allowances you would like to claim........................ 	 4


5.	Total Number of Allowances You Are Claiming: Add Lines 1 through 4 and enter total here................................................... 	 5


6. Additional Withholding: If you expect to have a balance due (as a result of interest income, dividends, income from a
part-time job, etc.) on your tax return, you may request your employer to withhold an additional amount of tax from
each pay period. To calculate the amount needed, divide the amount of the expected balance due by the number of pay
periods in a year. Enter the additional amount to be withheld each pay period here............................................................... 	 6	 $


7. Exempt Status: If you had a right to a refund of all of your Oklahoma income tax withheld last year because you had no
tax liability and this year you expect a refund of all Oklahoma income tax withheld because you expect to have no tax
liability, write “Exempt” on Line 7. See information below........................................................................................................ 	 7


8. If you meet the conditions set forth under the Servicemember Civil Relief Act, as amended by the Military Spouses
Residency Relief Act and have no Oklahoma tax liability, write “Exempt” on line 8 and complete Form OW-9-MSE.
See information below.............................................................................................................................................................. 	 8


9. 	If income earned as a member of any active duty component of the Armed Forces of the United State is eligible for the
military income deduction write “exempt” on Line 9................................................................................................................. 	 9


Under penalties of perjury, I certify that I am entitled to the number of withholding allowances claimed on this certificate, or I am entitled to claim exempt status.


Form OK-W-4 is completed so you can have as much “take-home pay” as possible without an income tax liability due to the state of Oklahoma  when 
you file your return. Deductions and exemptions reduce the amount of your taxable income. If your income is less than the total of your personal exemp-
tion plus your standard deduction, you should mark “Exempt” on Line 7 above. The following amounts of your annual Oklahoma adjusted gross income 
will not be taxed by the state of Oklahoma when you file your individual income tax return.


• If your filing status is married filing joint and your spouse works, do not claim
an exemption on Form OK-W-4 for your spouse.


• If you and your spouse have dependents, please be sure only one of you
claim the dependents on your Form OK-W-4. If both spouses claim the
dependents as an allowance on Form OK-W-4, it may cause you to owe
additional Oklahoma income tax when you file your return.


• If you have more than one employer, you should claim a smaller number or
no allowances on each Form OK-W-4 filed with employers other than your
principal employer so the amount withheld will be closer to your amount of
total tax.


• If you itemize your deductions, instead of using the standard
deduction, the amount not taxed by Oklahoma may be a greater
or lesser amount.


• If you are claiming an “Exempt” status due to the Military
Spouses Residency Relief Act you must provide Form OW-9-
MSE “Annual Withholding Tax Exemption Certification for Military
Spouses”.


Items to Remember:


Single
$1,000 - personal exemption
$6,350 - standard deduction
$7,350 - Total
+$1,000 for each dependent


Married Filing Joint
$  2,000 - personal exemption
$12,700 - standard deduction
$14,700 - Total
+$1,000 for each dependent


Form OK-W-4
March 2018





		Your First Name and Middle Initial: 

		Last Name: 

		Your Social Security Number: 

		Home Address Number and Street or Rural Route: 

		City or Town: 

		State: 

		ZIP Code: 

		1: 

		2: 

		3: 

		4: 

		7: 

		8: 

		9: 

		Date MMDDYYYY: 

		5: 

		6: 

		Filing Status: Off

		Does Your Spouse Work?: Off

		Signature4_es_:signer:signature: 








 


5/6/2019 


 


 


Instructions for Completing the Beneficiary Designation Form   


This beneficiary form applies to the HealthChoice Life Insurance Plan offered through the Office of Management 
and Enterprise Services Employees Group Insurance Division. If you are retired, it does not affect the beneficiaries 
for any death benefit you may have through your retirement system.  
 
The beneficiary designations you make on this form replace and cancel all prior life insurance beneficiary 
designations with EGID. Your designations do not become effective until this form is signed and received by 
EGID. Do not alter this form or attach additional pages. 
 
It is very important that you provide the full legal name, address, relationship, date of birth and Social 
Security number of each beneficiary you designate. This information is essential in ensuring that your named 
beneficiaries can be located and receive your intended benefit amount. The Beneficiary Designation Form has 
three parts: Member Information, Primary and Contingent Beneficiary Designation and Signature. Please print 
clearly in ink. 


Employer Name – Provide the name of your employer. This information is not required of a former 


employee/retiree. 


Member Information – Provide your name, SSN or Member ID and address. 


Primary Beneficiary Designation – You can designate one or more primary beneficiaries. All primary 


beneficiaries share equally, unless you note otherwise. In the event that multiple primary beneficiaries are 


named and a primary beneficiary dies before or simultaneously with you, the remaining primary 


beneficiary(ies) will be entitled to equal share of the deceased beneficiary’s designated benefit amount.   


Contingent Beneficiary Designation – You can designate one or more contingent beneficiaries.  


Contingent beneficiaries receive benefits only in the event all primary beneficiaries die before or 


simultaneously with you. All contingent beneficiaries share equally, unless you note otherwise on your form. 


In the event that multiple contingent beneficiaries are named and a contingent beneficiary dies before or 


simultaneously with you, the remaining contingent beneficiary(ies) will be entitled to equal share of the 


deceased beneficiary’s designated benefit amount.   


Signature – You must sign and date your form. 


Special Beneficiary Designations       
Sometimes members wish to make a special designation for trusts, minors or institutions. If you wish to make a 


special designation, please read the following information carefully. 


Designating a trust as beneficiary – To designate a trust as beneficiary, provide the actual name of the 


trust and the date the trust was created in the space provided. 


Designating a minor as beneficiary – A minor can be named your beneficiary; however, it is often difficult 


and costly for a minor to receive payment, especially if the amount exceeds $10,000. Before you designate a 


minor as your beneficiary, you should consult an attorney or professional financial advisor. 


Designating an institution as beneficiary – To designate an institution (church, charity, funeral home, etc.) 


as your beneficiary, provide the full name of the institution and list the address in the space provided. 


After you complete and sign the Beneficiary Designation Form, mail it to: 


Office of Management and Enterprise Services  
Employees Group Insurance Division 


3545 N.W. 58th St., Ste. 600 
Oklahoma City, OK 73112 


Remember to keep a copy of your completed form for your records. 







 


5/6/2019 


 


  *BENEFI* 
 


Office of Management and Enterprise Services 
Employees Group Insurance Division 


Beneficiary Designation Form 
 


Please read the instructions carefully and complete this form in ink. 
 
Employer Name ______________________________________________________________________________ 


 


SSN or Member ID: __________________ Member Name: _____________________________________ 
                                                      First                   MI                      Last 


Address: ___________________________________________________________________________ 
 New Address                         Street                     City                       State            ZIP 


 


Phone: (____) ___________________________           Alt Phone: (____) ________________________ 


 
Important*: Please ensure the “Share Percentage” section in both Primary Beneficiary(ies) and Contingent Beneficiary(ies) 


add up to 100 percent. Payment will be made in equal shares to all surviving beneficiaries unless otherwise indicated.   
 


PRIMARY BENEFICIARY(IES)  
 


 
Primary Beneficiary’s Name and Address 


 
SSN 


 
Phone # 


 
Relationship 


 
Date of Birth 


Share 
Percentage 


      


      


      


     100% 
CONTINGENT BENEFICIARY(IES)   
Proceeds are paid to the contingent beneficiary(ies) identified below only if there is no surviving primary beneficiary(ies).   
 


 
Contingent  Beneficiary’s Name and Address 


 
SSN 


 
Phone # 


 
Relationship 


 
Date of Birth 


Share 
Percentage 


      


      


      


     100% 
I have named the above beneficiary(ies) to receive my life insurance benefits from HealthChoice. I 
understand this form replaces and cancels all prior beneficiary designations and will become effective 
only when it is received by EGID. 


 


__________________________________________             ______________________ 
    Member Signature - original signature required                                Date 


 


Mail this form to OMES EGID at 3545 N.W. 58th St., Ste. 600, Oklahoma City, OK 73112 





		Employer Name: 

		SSN or Member ID: 

		Member Name: 

		Street: 

		City: 

		State: 

		ZIP: 

		Phone: 

		undefined: 

		Alt Phone: 

		undefined_2: 

		Primary Beneficiarys Name and AddressRow1: 

		SSNRow1: 

		Phone Row1: 

		RelationshipRow1: 

		Date of BirthRow1: 

		Share PercentageRow1: 

		Primary Beneficiarys Name and AddressRow2: 

		SSNRow2: 

		Phone Row2: 

		RelationshipRow2: 

		Date of BirthRow2: 

		Share PercentageRow2: 

		Primary Beneficiarys Name and AddressRow3: 

		SSNRow3: 

		Phone Row3: 

		RelationshipRow3: 

		Date of BirthRow3: 

		Share PercentageRow3: 

		Contingent  Beneficiarys Name and AddressRow1: 

		SSNRow1_2: 

		Phone Row1_2: 

		RelationshipRow1_2: 

		Date of BirthRow1_2: 

		Share PercentageRow1_2: 

		Contingent  Beneficiarys Name and AddressRow2: 

		SSNRow2_2: 

		Phone Row2_2: 

		RelationshipRow2_2: 

		Date of BirthRow2_2: 

		Share PercentageRow2_2: 

		Contingent  Beneficiarys Name and AddressRow3: 

		SSNRow3_2: 

		Phone Row3_2: 

		RelationshipRow3_2: 

		Date of BirthRow3_2: 

		Share PercentageRow3_2: 

		Date: 

		New Address Checkbox: Off

		Address: 








Newly Eligible Form 


Employee  Information  Please Print or Type 
SSN Payroll ID 


Last Name First Name Middle Initial Email 


Home Mailing Address City State ZIP 


Home Phone 


( ) 
Date of Birth 


Married Single M F 


Hiring Agency 
Agency Name Agency #/Location Code Work Phone 


Date Employed 


/ / 
Effective Date 


/ 01 / 
Pay Frequency 


12 24 


Premium Conversion 
Provides tax savings on eligible premiums. Enrollment is automatic unless you check the "NO" box. 


Available for All. 
No = All Premiums taxed 


Opt Out 


Active Employees may opt out of the “Basic Plan” (Life, Disability, Health and Dental), or Health and Dental 
insurance only, if the employee is currently covered under another group insurance plan. The employee must 
provide required documentation of coverage, or Tricare coverage and a copy of the DD2 Retirement Card, and
attach to this form. See Benefit Coordinator for form and information. 


Basic Plan
Health 


and
Dental


 


Health Insurance 
Plan Name & Option Level Authorized ZIP 


HMO applicants select Primary Care Physician 


Dental 
Insurance 


Plan Name DMO applicants select Primary Care Dentist 


Vision Insurance 
Available for All 


Employee 
Only 


Employee & 
Family 


None 
Plan Name 


Supplemental Life Insurance 
Annual Salary $


Basic & Supp Life can only be added as a New Hire employee, during Option Period, or within thirty 
(30) days after losing other group life insurance. The Supplemental Life Guaranteed Issue (GI) 
amount can be up to two (2) times your yearly salary, rounded up to the next $20,000 increment.
The maximum Supplemental Life Insurance allowed [including guaranteed issue], may not exceed
$500,000.
Amounts requested over your GI require completion of a separate Life Insurance Application Form.











Basic (required) $
Guaranteed Issue (up to 2x 
annual salary at time of 
employment)


$


Supplemental Life AGI $


TOTAL $


Dependent Life Insurance Yes No If Yes, Select Option Premier Standard Low 


Flexible Spending Accounts (Available for All) Per Pay Period 


Dependent Care Account 


Health Care Account 


Annual minimum=$600, Annual maximum = $5,000 


Annual minimum=$120, Annual maximum = $2,700 


Health Savings Account (for use with the High Deductible Health Plan)


HSA 


Per Pay Period 


Employee Authorization 


I authorize and agree to any NECESSARY salary reduction to implement my elections. I UNDERSTAND MY ELECTIONS ARE BINDING AND IRREVOCABLE AND 
WILL REMAIN IN EFFECT FOR THE FULL PLAN YEAR UNLESS I EXPERIENCE AN ALLOWABLE MIDYEAR CHANGE EVENT. I understand that I have 30 days from 
the event to request any applicable changes to my options for this Plan Year. I also understand that any money left in the reimbursement account(s) will be forfeited at the 
end of the Plan Year grace period or upon my termination with the State. 


Employee Signature Date Agency# 


/ 


Location# 


   


( ) 


 








  


______________________________ __________________


__________________ 


__________________ 


__________________ 


    


 _____________ 


 _____________ 


_______________________________________________________________________ ____________________________ __________ _________________ 


 _____________ 


New Hire Revised September 2019







  


  











  











  











X_______________________________________________________________________ ________________ 


X ____________________________________________ (____) ___________________ _________________


___________________________________________________________________ 


New 


Revised September 2019
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SSN# 


Dependent Information 


 Spouse
 


Add  Health
  


Add Dental 


Add Vision 


Add Dep Life 


Name SSN 


Date of Birth 
M F


Address City State Zip 


Primary Care Physician 


Primary Care Dentist 


Child
 


Add Health
 


Add Dental 


Add Vision 


Add Dep Life 


Name SSN 


Date of Birth 
M F


Address City State Zip 


Primary Care Physician 


Primary Care Dentist 


Child
 


Add Health
 


Add Dental 


Add Vision 


Add Dep Life 


Name SSN 


Date of Birth 
M F


Address City State Zip 


Primary Care Physician 


Primary Care Dentist 


Declining Coverage for Dependents 


               


If you are declining enrollment for your dependents (including your spouse) because of other health insurance or group health plan coverage, you may be able to 


enroll your dependents in this plan if your dependents lose eligibility for that other coverage (or if the employer stops contributing towards you or your dependents’ 
other coverage). However, you must request enrollment within thirty (30) days after your dependents’ other coverage ends (or after the employer stops contributing 


toward the other coverage). In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll your 


dependents. However, you must request enrollment within thirty (30) days after the marriage, birth, adoption, or placement for adoption. To request special 


enrollment or obtain more information, contact your agency's Benefits Coordinator.


 


Employee Signature Date 


My signature above represents that I am declining health coverage on my eligible dependents. 


Benefits Coordinator Authorization, please date & sign. 


This enrollment form must be sent to the Employee Benefits Department of HCM with any additional required enrollment documentation (i.e. Exclusion for 


Spouse Coverage, other group coverage proof, Life Insurance Applications, etc.). An incomplete form (by employee or Coordinator) will be returned resulting in a 


processing delay and/or denial of claims. 


Benefits Coordinator Phone Date 


BC Email 


IMPORTANT! Send form and all attachments to the Employee Benefits Department of HCM 


Hire 
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		Opt Out

		Health Insurance

		Dental Insurance

		Vision Insurance

		Supplemental Life Insurance

		Dependent Life Insurance

		Flexible Spending Accounts

		Annual Election

		Dependent Care Account

		Health Care Account





		Employee Authorization

		Dependent Information

		Spouse

		Child

		Child



		Declining Coverage for Dependents

		Benefits Coordinator Authorization, please date & sign.





		Payroll ID: 

		Last Name: 

		First Name: 

		Middle Initial: 

		Home Mailing Address: 

		City: 

		Date of Birth: 

		No  All Premiums taxed: Off

		Plan Name  Option Level: 

		Authorized Zip: 

		HMO applicants select Primary Care Physician: 

		Dental Insurance Plan Name: 

		DMO applicants select Primary Care Dentist: 

		Plan Name: 

		Annual Salary: 

		Agency: 

		J-1: Off

		K-1: Off

		L-1: Off

		G-0-1: 

		G-0-2: 

		G-0-3: 

		S-1: Off

		G-0-7: 

		G-0-9: 

		G-0-4: 

		G-0-5: 

		H-1: Off

		M-1: Off
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		I-0-4: 

		I-0-5: 
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		H-0-8: [ ]

		G-0-8: [ ]

		I-0-8: [ ]

		S-2: Off

		U-2: Off

		G-0-6: 

		H-0-6: 

		Email: 

		Zip: 

		Area Code: 

		Phone: 

		Work Phone: 

		Date Signed by Employee: 

		Date Employee Declined Coverage for Dependents: 

		Area Code of BC: 

		undefined_27: 

		Date Signed by BC: 

		BC Email: 

		Agency Name: 

		Agency Number and Location Code: 

		Effective Month: 

		Effective Year: 

		Year Employed: 

		A-1: Off

		A-2: Off

		B-1: Off

		B-2: Off

		Work Area Code: 

		C-1: Off

		C-2: Off

		D-1: Off

		D-2: Off

		D-3: Off

		G-1: Off

		Total: 

		a-1: Off

		a-2: Off

		b-1: Off

		b-2: Off

		b-3: Off

		d-1: Off

		d-1-1: 

		Location Number: 

		i-1: Off
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If this message is not eventually replaced by the proper contents of the document, your PDF 
viewer may not be able to display this type of document. 
  
You can upgrade to the latest version of Adobe Reader for Windows®, Mac, or Linux® by 
visiting  http://www.adobe.com/go/reader_download. 
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