Employee ID#:

Date: _____________

________________

EMPLOYMENT DATA FORM
Name

SS#

Address

D.O.B.
Gender

City, State, Zip
Home Phone # ____________________________________

Race

Cell Phone # ____________________________________

E-mail address __________________________________________________________________________________________
Position

Employment Date

Full-Time

Part-Time

Highest Degree Held

I am an active member of an Alabama Retirement System ( )TRS ( )ERS ( )N/A

Emergency Information
In case of emergency, please notify:

Name

Relationship

Phone

OR
Name

Relationship

Phone

Note: The above information is for Human Resources use only. It is only requested of applicants who have
been offered and accepted employment.
Revised 12/16/15

FAMILY RELATIONSHIP DISCLOSURE FORM
Employee’s Name:
Job Title/Position:
Employment Date:
Salary Schedule:

Full-Time □

___
Rank:

Step:

Part-Time

□

Annual Salary:

For purposes of this disclosure, relative includes any person related within the fourth degree
of affinity or consanguinity to any job, position, or office of profit with the state or with any
of its agencies.

Are you a relative of any employee of the Alabama Community College System or any member of
the Alabama Community College System Board of Trustees?
Yes □

No □

If yes, list the name(s), relationship, and employer or the position of the relative(s)

My signature below affirms that all information contained herein is correct to the best of my
knowledge.

_____________________________

____________________________

Employee’s Name Printed

Employee’s Signature

_________________________________
Date

Revised January 2017

Conflict of Interest and Outside Employment
Statement of Compliance
615.01 Conflict of Interest (State Board guidelines available)
Full-time employees of Lawson State may, with approvals described below, contract to
perform independent research, to furnish services as a consultant, or both, provided that
such activity: (a) does not interfere with the performance of other responsibilities as a
Lawson State Community College employee; (b) is limited in time; (c) is compatible with
the interests of Lawson State; and (d) does not require use of institutional resources or
facilities.
Written prior approval to participate in any outside consulting activities shall be obtained
from the President through the appropriate Department or Division Chair and Dean.
Activities which shall be exempt from the requirement for prior approval include those
things which, assuming they do not constitute a conflict of interest or conflict of
commitment, are generally recognized as professional responsibilities, and do not involve
the use of institutional resources.
All other external consulting activities which draw upon the knowledge and skill of an
employee require prior approval.
My signature on this document verifies that I have received from Lawson State Community
College, institutional policies regarding conflict of interest and outside employment. I
understand clearly that it is my responsibility to comply with the requirements of these
policies on conflict of interest and outside employment.
Further, it is my understanding that failure to comply with the requirements of these
policies will be considered as a disregard for the College’s authority and may be considered
as insubordination which could lead to disciplinary actions ranging from a written request
for corrective action to dismissal.

Printed Name: _____________________________________________
Signature:

______________________________________________

Date: ______________________________

Revised 10/11/12

POLICY NAME:
EFFECTIVE:
SUPERSEDES:
SOURCE:
CROSS REFERENCE:

809.01: Student Records: General
03-24-05
809.01 issued 01-13-94

The Family Education Rights and Privacy Act of 1974 (PL 93-380), known as the
Buckley Amendment, shall apply to the handling of student records at all
institutions.

Indicated by my signature below I,
,
have received a brochure of the Family Education Rights and Privacy Act of 1974
(FERPA) known as the Buckley Amendment. I also agree is it my responsibility to
read, understand, and abide by this policy when handling student records as
indicated in the Family Education Rights and Privacy Act of 1974 (FERPA).

Employee Signature

Date

Revised 10/10/12

It is the policy of the Alabama State Board of Education and
Lawson State Community College, a postsecondary institution
under its control, that no person shall, on the grounds of race,
color, sex, religion, national origin, disability or age, be excluded
from participation in, be denied the benefits of, or be subjected
to discrimination under any program, activity, or employment.

Birmingham Campus
3060 Wilson Road
Birmingham, Alabama 35221
Phone: 205-925-2515
Fax: 205-923-7106
Bessemer Campus
1100 9th Avenue SW
Bessemer, Alabama 35022
Phone: 205-929-3409
Fax: 205-929-3602

www.lawsonstate.edu

Revised 07/15/2008

Family Educational Rights
and Privacy Act
Guidelines for
Lawson State Community
College
Faculty/Staff

The Family Educational Rights and Privacy Act of 1974 is a federal law regarding the privacy of student
education records. The Act provides students the right to inspect and review educational records, the
right to seek to amend those records, and the right to limit disclosure of information from the records.
WHAT IS DIRECTORY INFORMATION?
FERPA requires colleges and universities to define the information that they will release without a
student’s prior written consent. Lawson State Community College’s definition contains a list of those
“directory information” items that we MAY release. They are as follows:



Student's name, address (local and
permanent), and telephone number.



Weight and height statistics for athletic
team members.



Parents and Spouse.



Dates of attendance.



Date and place of birth.



Degrees and awards received.



Major field of study.





Participation in officially recognized
activities and sports.

Previous educational institution most
recently attendance.



Photographs.

One common misconception is that FERPA requires us to release student information. It does not.
Accordingly, you should err on the side of not releasing information when you are in doubt. You should
always feel free to ask your immediate supervisor for assistance before releasing the requested information.
You can always direct questions to the Office of Student Records.
If a student does not wish the directory information released, he or she may indicate by notifying the
Registrar in writing at the time of registration, and the College will withhold the information during that
particular semester. The request for nondisclosure of directory information should be renewed each
semester.
FERPA pertains to everyone who works at Lawson State Community College, regardless of his or her
position. What FERPA says, in effect, is that we may all have access to as much information about students
as we need to do our jobs. Clearly, many people who work at the College have no access to student
records and have no need for individual student information. Some of the same people, however, may
come across confidential information in the course of doing their job. The maintenance staff, for example,
may come across confidential information about students. They are equally obligated, as we are, to respect
its confidentiality.

WHAT ARE YOUR
RESPONSIBILITIES AS A
FACULTY MEMBER
?????????????????????
Beyond any legal requirements, Lawson State
Community College is bound by professional
ethics to safeguard the integrity and confidentiality
in an administrative, supervisory, academic or
research, or support staff position, regardless of
their work classification or full-time, part-time or
temporary. What follows are some guidelines in
compliance with FERPA regulation and Lawson
State Community College policy to follow in order
to maintain, report and make available information
included in student educational records.
Faculty/staff may have access to all the information
they need to do their jobs; but have no right to
any information not needed to do their jobs. Use
a “need to know” (rather than a “right to know”)
approach when accessing students’ education
records. Faculty/staff must have a legitimate
college-related educational or administrative
interest (e.g. advising students, retention study,
etc.) and a need to review an education record in
order to fulfill their professional responsibility.
Faculty/staff must take reasonable precautions to
safeguard access to student information. These
include shredding documents, not sharing
computer IDs and passwords, not allowing anyone
else to do work under our IDs and passwords, and
not leaving the student information system (AS400
or Faculty Web Suite) up and running and
accessible when away from computers.
General questions may be directed to the Office
of Students Records. Comments or suggestions
should be addressed to lchisem@lawsonstate.edu
or by calling 205-929-3409.

Faculty/staff should not provide copies to students of
their transcripts from other institutions. If you release
copies of transcripts, you are acting as a third party
testifying as to the accuracy of
the information on the
transcripts.
Faculty/staff
should
understand that only the
Office of Student Records
should release information
about a student’s educational
record to a third party
outside the College.
Faculty/staff should not share
non directory information
from a student’s education records, such as grades,
attendance or class schedules, with parents. You may
always refer the parents to the Office of Student Records.

Faculty/staff should refer all judicial orders, subpoenas or
other written requests for access to information or data
subject to the Freedom of Information Act immediately
to the Office of Student Records.

Faculty/staff should not distribute graded work
in a way that exposes the student’s identity
(such as on a web site) or leave personally
identifiable, graded papers unattended. This is
no different from posting grades publicly. If the
papers contain personally identifiable
information, then leaving them unattended for
anyone to see is a violation of FERPA. Possible
solutions for distributing grade information to
students would be to leave the graded papers
(exams, quizzes, and homework) with an
assistant or secretary who would ask students
for proper identification prior to distributing
them, leave graded work in a sealed envelope
with only the student’s name on it, or use a
code name or number known only to the
student and faculty member to identify graded
work.
Notification of grades via a postcard violates a
student’s privacy. While notification of grades
via email is permissible under FERPA, Lawson
State prohibits emailing or mailing of grades.

DOS


DO refer requests to the Office of Student
Records when you are uncertain how to
respond.



DO release a student’s information to him or
her when you can positively identify the
student. (Be cautious! Positive IDs cannot
generally be made via telephone or e-mail.)



DO post grades on Blackboard.



DO refer parental requests for student
record information
Student Records.



the

Office

of

DO shred unneeded confidential documents.

Faculty/staff should not include “educational
record” (grades, GPA and other non-directory
information) information in a letter of recommendation
without written permission of the student.

DON’TS


Faculty/staff should not publicly post grades either by the
student’s name, student identification number or social
security number. This is a violation of FERPA even if the
names are obscured. Faculty can assign students unique
numbers or codes that can be used to post grades but
the order of the posting must not be alphabetic.
When in doubt, ASK. Faculty/staff should not release
information to others when in doubt. Consult with the
Office of Student Records.

to

DON’T provide non-directory information
including grades, GPA, and class schedules
with any unauthorized third party, including
parents, without written consent from the
student.



DON’T post grades by names, social security
numbers, PINS, or any combination thereof
on walls, doors, or unauthorized websites.

Positive IDs cannot generally be
made via telephone or e-mail



DON’T view education records for personal
reasons.

Welcome to the Lawson State Community College Family!
As a Lawson State employee you are required to view the Ethics Training Video via
the website at: http://ethics.alabama.gov/education.aspx
Please print your certificate at the end of the video, sign it and forward it to the
Birmingham or Bessemer Human Resources Office for file. You may choose to scan
your signed certificate as a pdf and email to humanresources@lawsonstate.edu. If
you choose not to view the video via the link provided, we will schedule a day for
group training and you will have an opportunity to watch the video at that time.
If you have any problems or need additional assistance, please feel free to contact
the Human Resources Office at ext. 6308 or 3408.
Thank you in advance for your cooperation.
Human Resources Staff

Welcome to the Lawson State Community College Family!
As a Lawson State employee you are required to view the Ethics Training Video via
the website at: http://ethics.alabama.gov/education.aspx.
Please print your certificate at the end of the video, sign it and forward it to the
Birmingham or Bessemer Human Resources Office for file. You may choose to scan
your signed certificate as a pdf and email to humanresources@lawsonstate.edu.If
you choose not to view the video via the link provided, we will schedule a day for
group training and you will have an opportunity to watch the video at that time.
If you have any problems or need additional assistance, please feel free to contact
the Human Resources Office at extension 6308 or 3408.
Thank you in advance for your cooperation.
Human Resources Staff

601.04

HARASSMENT

Lawson State Community College does not authorize and will not tolerate any form of
discrimination or harassment of or by any employee (i.e., supervisory or non-supervisory) or nonemployee based on race, sex, religion, color, national origin, age, disability, or any other factor
protected by law. An employee’s race, sex, religion, color, national origin, age, disability or any other
factor protected by law, may not be considered as a basis for making any employment decisions
regarding the employee, including, but not limited to, any decisions relating to hiring, promotion,
training, job assignments, compensation, discipline, discharge, and other terms and conditions of
employment. The term “harassment” includes, but is not limited to, offensive language, jokes, or
other verbal, graphic or physical conduct; or intimidating, threatening or offensive behavior
relating to an employee’s race, sex, religion, color, national origin, age disability, sex or other factors
protected by the College’s policy and law which would make the reasonable person experiencing
such harassment uncomfortable in the work environment or which could interfere with the
person’s job performance.
This policy applies to every employee at the College. It is the College’s policy that all employees and
students have a right to work and learn in an environment free of discrimination, which
encompasses freedom from any form of harassment. This includes the behavior of peers, superiors,
subordinates, and visitors to the premises. Such conduct by an employee may result in disciplinary
action up to and including dismissal.

HARASSMENT POLICY ACKNOWLEDGEMENT
I, _______________________________________________________________, the undersigned, hereby acknowledge
receipt of the College’s Harassment Policy as set forth in the Board of Trustees policies and
procedures governing the Alabama Community College System. I also understand that
violation of this policy may result in disciplinary action up to and including dismissal.

Signature

Date

NOTE: Please print your name on first line.

Revised 11/24/15

DRUG-FREE WORKPLACE POLICY
In compliance with the drug-free workplace requirements of Public Law 100-690 for recipients of Federal
contracts and grants, the following policy is in effect for Lawson State Community College:
1.

The unlawful manufacture, distribution, dispensation, possession, or use of a controlled substance is
prohibited by Lawson State Community College on any property owned, leased, or controlled by Lawson
State Community College or during any activity conducted, sponsored, or authorized by or on behalf of
Lawson State Community College. A “controlled substance” shall include any substance defined as a
controlled substance in Section 102 of the Federal Controlled Substance Act (21 U.S. Code 802) or in the
Alabama uniform Controlled Substance Act (Code of Alabama, Section 20-2-1, et. seq.).

2.

Lawson State Community College has and shall maintain a drug-free awareness program to inform
employees about the following:
a)
b)
c)
d)

The dangers of drug abuse in the workplace;
Lawson State Community College’s policy of maintaining a drug-free workplace.
Any available drug counseling, rehabilitation, and employee assistance program; and
The penalties that may be imposed upon employees for drug abuse violations.

3.

All employees of Lawson State Community College shall comply with paragraph 1 above.

4.

Any employee who is convicted by any Federal or State Court of an offense which constitutes a violation
of paragraph 1 above shall notify President Perry Ward in writing of said conviction within five (5) days
after the conviction occurs. Conviction, as defined in P.L. 100-690, shall mean “a finding of guilt (including
a plea of nolo contendere) or imposition of a sentence, or both.”

5.

In the event of a report of a conviction pursuant to paragraph 4 above where the
employee is working
in a project or a program funded through a Federal contract or grant, Lawson State Community College
shall notify in writing within ten (10) days any Federal agency to whom such notification by Lawson State
Community College is required under P.L. 100-690.

6.

In the event an employee violates paragraph 1 above or receives a conviction as described in paragraph 4
above, the respective employee shall be subject to appropriate disciplinary action which may include, but
is not limited to, termination of employment. Lawson State Community College shall also reserve the right
to require said employee, as a condition of continued employment, to satisfactorily complete a drug
treatment or rehabilitation program of a reasonable duration and nature.

7.

Lawson State Community College shall make a good faith effort to ensure that paragraphs 1-6 above are
followed.

8.

Each employee of Lawson State Community College shall receive a copy of this policy.

My signature below affirms that I have received, read, and understand this Drug-Free Workplace Policy.
Printed Name
Employee’s Signature

Date
Revised 10/10/12

Acknowledgement of Receipt of Employee Handbook
The Lawson State Community College Employee Handbook contains important
information pertaining to my employment at Lawson State community College. I
understand that I should consult with my supervisor or Human Resources if I have any
questions about information contained in the Employee Handbook.
I understand that the information, policies, and benefits described in the Employee
Handbook are subject to change and that is my responsibility to review and comply with
policies contained in this handbook and any revisions made to it. Revisions/updates will
be communicated through official notices. I understand that revised information may
supersede, modify, or eliminate existing policies.
I have been provided with the following website address to gain access to an electronic
version of the Employee handbook.
http://www.lawsonstate.edu/human_resources/faculty_staff_online_handbook.aspx
I agree to familiarize myself with its contents and comply with the information therein.
Furthermore, I acknowledge that this Employee Handbook is neither a contract of
employment nor a legal document. I understand that this handbook is not intended to
cover every situation which may arise during my employment, but is simply a general
guide to the goals, policies, practices, benefits, and expectations of LSCC.

Employee’s Name (printed):
Employee’s Signature:

Date

Welcome to the Lawson State Community College Family!
All employees must have official transcripts of ALL degrees earned
in their personnel files.
Please adhere to the following college practices.
Failure to do so can result in delay of compensation or termination of
your contract.
STEP 1:
Unofficial copies of transcripts and/or any applicable
licenses/certifications are acceptable for the interview and screening
process.
STEP 2: Submit a request to ALL of your colleges for OFFICIAL
TRANSCRIPTS immediately, after being hired. All certifications/ licenses
or other educational material is required to complete personnel files.
TRANSCRIPTS should be submitted to:
LAWSON STATE COMMUNITY COLLEGE
ATTN: Mrs. Janice McGee, Director
Human Resources Office
3060 Wilson Road, SW
Birmingham, AL 35221
If you have questions about this process, contact your immediate
supervisor or appropriate Administrator.

OFFICIAL TRANSCRIPT REQUEST FORM
CONGRATULATIONS!
We are excited to add you to our team of quality instructors at Lawson State Community College.

As a Lawson State employee, you are required to submit OFFICIAL TRANSCRIPTS for ALL
degrees, certificates or diplomas earned (beyond your high school years) to our Human
Resources Office.
Please mail or deliver (unopened) OFFICIAL TRANSCRIPTS within 14 days of your hire
date to:
Lawson State Community College
Mrs. Janice McGee, Director of Human Resources
ATTN: New Employee Processing
3060 Wilson Road
Birmingham, AL 35221
--------------------------------------------------------------------------------------------------------------------DETACHABLE FORM –CUT BELOW AND USE TO SECURE TRANSCRIPTS
--------------------------------------------------------------------------------------------------------------------PLEASE SEND A COPY OF MY OFFICIAL TRANSCRIPTS TO:
Lawson State Community College
Mrs. Janice McGee, Director of Human Resources
ATTN: New Employee Processing
3060 Wilson Road
Birmingham, AL 35221
Student’s Name: _______________________________________________________________________________________
Student’s Maiden Name (if applicable):____________________________________________________________
Dates of Attendance: __________________________________________________________________________________
Social Security Number: ______________________________________________________________________________
Major: ____________________________________________ Degree Earned:____________________________________
Student’s Current Phone: (

) ________________________________________________________________

Student’s Current Address:___________________________________________________________________________
____________________________________________________________________________________________________________
Student’s Signature: ____________________________________________________ Date: ______________________

FORM

ALABAMA DEPARTMENT OF REVENUE

A4

50 North Ripley Street • Montgomery, AL 36104 • InfoLine (334) 242-1300

(REV. 3/2014)

Employee’s Withholding Tax Exemption Certificate

www.revenue.alabama.gov

Every employee, on or before the date of commencement of employment, shall furnish his or her employer with a signed Alabama withholding exemption certificate relating to the number of withholding exemptions which he or she claims, which in no event shall exceed the
number to which the employee is entitled. In the event the employee inflates the number of exemptions allowed by this Chapter on Form
A4, the employee shall pay a penalty of five hundred dollars ($500) for such action pursuant to Section 40-29-75.

Reset Form

Part I – To be completed by the employee
EMPLOYEE NAME

EMPLOYEE SOCIAL SECURITY NUMBER

STREET ADDRESS

CITY

STATE

ZIP CODE

HOW TO CLAIM YOUR WITHHOLDING EXEMPTIONS
1. If you claim no personal exemption for yourself and wish to withhold at the highest rate, write the figure “0”,
sign and date Form A4 and file it with your employer. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
2. If you are SINGLE or MARRIED FILING SEPARATELY, a $1,500 personal exemption is allowed.
Write the letter “S” if claiming the SINGLE exemption or “MS” if claiming the MARRIED FILING SEPARATELY exemption . . . . . . .
3. If you are MARRIED or SINGLE CLAIMING HEAD OF FAMILY, a $3,000 personal exemption is allowed.
Write the letter “M” if you are claiming an exemption for both yourself and your spouse or “H” if you are
single with qualifying dependents and are claiming the HEAD OF FAMILY exemption . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
4. Number of dependents (other than spouse) that you will provide more than one-half of the support for during
the year. See dependent qualification below. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
5. Additional amount, if any, you want deducted each pay period . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $
6. This line to be completed by your employer: Total exemptions (example: employee claims “M” on line 3 and
“2” on line 4. Employer should use column M-2 (married with 2 dependents) in the withholding tables) . . . . . . . . . . . . . . . . . . . . . . .

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

Employee’s Signature _________________________________________________________ Date __________________________

Part II – To be completed by the employer
EMPLOYER NAME

ADDRESS

EMPLOYER IDENTIFICATION NUMBER (EIN)

CITY

STATE

ZIP CODE

Employers are required to keep this certificate on file. If the employee is believed to have claimed more exemption than legally entitled or
claims 8 or more dependent exemptions, the employer should contact the Department at the following address or phone number for verification: Alabama Department of Revenue, Withholding Tax Section, P.O. Box 327480, Montgomery, AL 36132-7480, by phone at (334)
242-1300, or by fax at (334) 242-0112. If the employee does not qualify for the exemptions claimed upon verification, the employer is required to withhold at the highest rate until the employee submits a corrected Form A4 reflecting the proper exemption they are entitled to
claim.
DEPENDENTS: To qualify as your dependent (Line 4 above), a person must receive more than one-half of his or her support from you
for the year and must be related to you as follows:
Your son or daughter (including legally adopted children), grandchild, stepson, stepdaughter, son-in-law, or daughter-in-law;
Your father, mother, grandparent, stepfather, stepmother, father-in-law, or mother-in-law;
Your brother, sister, stepbrother, stepsister, half-brother, half-sister, brother-in-law, or sister-in-law;
Your uncle, aunt, nephew, or niece (but only if related by blood).
THIS FORM MAY BE REPRODUCED

Lawson State Community College
Direct Deposit Enrollment Form

Authorization Agreement for Direct Deposits (ACH Credits)
Employee Name ___________________________________ Employee # _______________________________
I hereby authorize Lawson State Community College to initiate credit entries and to initiate debit
entries and adjustments for any credit entries made in error to my account. Please indicate the
depository or financial institution named below, hereinafter call DEPOSITORY, and to credit the
same to such account.(s)
DEPOSITORY #1

DEPOSITORY #2

Name:

Name:

Routing #

Routing #

Account #

Account #

Amount $

Amount $

Account Type ( ) Checking ( ) Savings

Account Type ( ) Checking ( ) Savings

DEPOSITORY #3 ( ) Paysource VISA/Debit Card

Amount $

This authorization is to remain in full force and effect until Lawson State Community College has
received written notification from me of its termination in such time and in such manner as to
afford Lawson State Community College a reasonable opportunity to act on it. This form must
be accompanied with voided check. (No deposit slips for checking account deposits!) All
savings account deposits must be accompanied by the appropriate form from your banks.

Employee’s Signature

Date
BAO USE ONLY

Check /Form Attached:

(

) Yes

Check/Form Attached ( ) Yes

(

BAO USE ONLY
) No

No ( )

Date: ____________
By: ____________
_________________

Revised 10/10/12

TRS Enrollment Member Information Record
Teachers’ Retirement System of Alabama
PO Box 302150, Montgomery, Alabama 36130-2150
877.517.0020 • 334.517.7000 • www.rsa-al.gov

*TRS 100//1/*

Your SSN
Check One: q New Member q Transfer from another TRS Agency

Your
Information
No initials please

Name___________________________________________________________________________________________
First

Middle/Maiden

Last

Address__________________________________________________________________________________________
Street or P.O. Box

City

State

ZIP Code

Daytime Telephone____________________________
Email Address__________________________________________
(
)
Date of Birth ________________________________ Sex
Status

q Male q Female

q Married q Single q Widowed q Divorced

Employing Agency_____________________________________
Position You Will Hold: 1 q Teacher 3 q Superintendent 5 q Clerical
7 q Maintenance 9 q Mechanic
2 q Principal 4 q Administrative 6 q Lunchroom 8 q Bus Driver 10 q Other (Specify)___________
Have you ever been employed
by
(
) a state agency other than in public education in Alabama?
Have you ever been a member of the Teachers’ Retirement System of Alabama?
Were you a member before beginning employment with your current employer?
Have you ever withdrawn contributions from the Retirement Systems?

q Yes
q Yes
q Yes
q Yes

q No
q No
q No
q No

If you answered yes to any of the preceding four questions, please provide the information requested below, listing most recent
employment first.
Employing Agency

City

Year

Under What Name

Date Terminated

Sign Here è Your Signature ______________________________________________________ Date ___________________
E mployer
Certification

Employing Agency ________________________________________ Employment Date __________________________________

To be completed by Annual Contract Salary__________________________________ Number of Days Contracted___________________________
the employing agency
Number of Pay Periods Per Year_____________________________ % of Full Time ______________________________________

Sign Here è Employer Signature ________________________________________________ Date Submitted____________________
Employer

Title _______________________________________________

This Box is for Teachers’ Retirement System Use Only
Comments:__________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
TRS 100

page 1 of 2

REV 7-16

TRS Enrollment Member Information Record

Name ________________________________________________ SSN
 esignation
D
of Primary
Beneficiary(ies)
Please give complete
information

I, the undersigned, do hereby designate the following individuals as my primary beneficiary(ies) to whom I instruct the Board
of Control of the Teachers’ Retirement System of Alabama to pay, in the event of my death before retirement on pension, any
preretirement death benefit and/or group term life insurance payments due upon my death.
Name______________________________________________ Relationship _________________ Date of Birth___________________
Address__________________________________________________________________________________________
Street or P.O. Box

City

State

ZIP Code

Name______________________________________________ Relationship _________________ Date of Birth___________________
Address__________________________________________________________________________________________
Street or P.O. Box

 esignation
D
of Contingent
Beneficiary(ies)
Please give complete
information

City

State

ZIP Code

In the event the primary beneficiary(ies) designated above does not survive me, I hereby authorize the Teachers’ Retirement System
of Alabama to pay the benefits to the beneficiary(ies) named below.
Name______________________________________________ Relationship _________________ Date of Birth___________________
Address__________________________________________________________________________________________
Street or P.O. Box

City

State

ZIP Code

Name______________________________________________ Relationship _________________ Date of Birth___________________
Address__________________________________________________________________________________________
Street or P.O. Box

S ignature
Certification

City

State

ZIP Code

I agree on behalf of myself, my heirs, and assigns that payment so made shall be a complete discharge of the claim and shall constitute
a release of the System from any further obligation on account of the benefit. I hereby direct that should I survive either or both of the
before mentioned beneficiaries, the amount which otherwise would have been payable to the beneficiary had he/she been living shall
be paid to my estate or to such other beneficiary as I shall hereafter nominate by written designation filed with the Teachers’ Retirement
System of Alabama in accordance with the rules and regulations prescribed by the Board of Control.

Sign Here è Your Signature ______________________________________________________ Date ___________________
Please have your signature acknowledged before a Notary Public.
State of________________________ , County of _____________________
On this ______ day of _______________________ , 20_________ , personally appeared before me, the above named
individual and made oath that the statements made are true.
Signature of Notary Public_____________________________________
Seal

TRS 100

My Commission Expires _________________________________________

page 2 of 2

REV 7-16

RE: New Health Insurance Marketplace Coverage Options and Your Health
Coverage
To Lawson State Community College Employees:
There is a lot of talk about healthcare reform today, and you will be hearing much more in the coming
months.
It is important to know that the Public Education Employees’ Health Insurance Plan (PEEHIP) will
continue to offer health coverage to our eligible employees. This coverage is an important part of
our total compensation package.
The Patient Protection and Affordable Care Act (ACA) requires employers subject to the Fair Labor
Standards Act to provide the attached notice to all working full-time and part-time employees. The notice
provides basic information about individual health insurance options that will be available through the
Marketplace (also referred to as Exchanges) beginning in 2014. In Alabama, the Health Insurance
Marketplace will be administered by the federal government.
The required notice also explains that some individuals may be eligible for federal subsidies to help pay
for some of the cost of individual health insurance policies sold through a public exchange. The value of
these subsidies will vary based on an individual’s household income.
According to the ACA and IRS regulations, if an employee is eligible for an employer sponsored health
plan, and that plan meets the government’s definition of affordable, minimum value coverage, then the
employee and any family members eligible for the employer plan are not eligible for the federal subsidies
described in the attached notice, regardless of household income. Coverage offered to you by PEEHIP
meets the minimum value standard, and the cost of this coverage to you is intended to be
affordable, based on employee wages.

Important Note for Employees Who Are Eligible for PEEHIP Coverage:
Is PEEHIP coverage “affordable” to you according to ACA rules?
The ACA defines “affordable” as a plan that requires an employee to contribute no more than 9.5% of
their household income to participate in employee only coverage (single coverage).
 PEEHIP offers a plan that requires a monthly contribution of $15 for single coverage for full time
employees earning a full allocation.
 Note: Employees who qualify and apply for PEEHIP’s Federal Poverty Level premium discount
program will have a reduced premium of 10% up to 50% depending on your income.
Note: If you purchase a health plan through the Marketplace instead of accepting coverage offered
through PEEHIP, you will lose the PEEHIP (employer) contribution to the PEEHIP offered coverage.
Also, a health plan purchased through the Marketplace is not paid for with pre-tax dollars. Premium
payments made through the Marketplace are made on an after-tax basis.

Important Note for Employees Who are Not Eligible for PEEHIP Coverage:
If you are not eligible for PEEHIP coverage, you may want to review the attached notice and explore
individual health insurance options available to you through a public exchange. Since you are not eligible
for PEEHIP coverage, you may qualify for the federal subsidies described in the notice.
For further information on the ACA or the Health Insurance Marketplace, call 1-800-318-2596 or visit
www.healthcare.gov.
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PART A: General Information
ΈΙΖΟ͑ΜΖΪ͑ΡΒΣΥΤ͑ΠΗ͑ΥΙΖ͑ΙΖΒΝΥΙ͑ΔΒΣΖ͑ΝΒΨ͑ΥΒΜΖ͑ΖΗΗΖΔΥ͑ΚΟ͑ͣͥ͑͢͡͝ΥΙΖΣΖ͑ΨΚΝΝ͑ΓΖ͑Β͑ΟΖΨ͑ΨΒΪ͑ΥΠ͑ΓΦΪ͑ΙΖΒΝΥΙ͑ΚΟΤΦΣΒΟΔΖ:͑ΥΙΖ͑ΖΒΝΥΙ͑
ͺΟΤΦΣΒΟΔΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑͟΅Π͑ΒΤΤΚΤΥ͑ΪΠΦ͑ΒΤ͑ΪΠΦ͑ΖΧΒΝΦΒΥΖ͑ΠΡΥΚΠΟΤ͑ΗΠΣ͑ΪΠΦ͑ΒΟΕ͑ΪΠΦΣ͑ΗΒΞΚΝΪ͑͝ΥΙΚΤ͑ΟΠΥΚΔΖ͑ΡΣΠΧΚΕΖΤ͑ΤΠΞΖ͑ΓΒΤΚΔ͑
ΚΟΗΠΣΞΒΥΚΠΟ͑ΒΓΠΦΥ͑ΥΙΖ͑ΟΖΨ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΒΟΕ͑ΖΞΡΝΠΪΞΖΟΥνΓΒΤΖΕ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑͟
͑

What is the Health Insurance Marketplace?
΅ΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΚΤ͑ΕΖΤΚΘΟΖΕ͑ΥΠ͑ΙΖΝΡ͑ΪΠΦ͑ΗΚΟΕ͑ΙΖΒΝΥΙ͑ΚΟΤΦΣΒΟΔΖ͑ΥΙΒΥ͑ΞΖΖΥΤ͑ΪΠΦΣ͑ΟΖΖΕΤ͑ΒΟΕ͑ΗΚΥΤ͑ΪΠΦΣ͑ΓΦΕΘΖΥ͑͟΅ΙΖ͑
;ΒΣΜΖΥΡΝΒΔΖ͑ΠΗΗΖΣΤ͓͑ΠΟΖ͞ΤΥΠΡ͑ΤΙΠΡΡΚΟΘ͓͑ΥΠ͑ΗΚΟΕ͑ΒΟΕ͑ΔΠΞΡΒΣΖ͑ΡΣΚΧΒΥΖ͑ΙΖΒΝΥΙ͑ΚΟΤΦΣΒΟΔΖ͑ΠΡΥΚΠΟΤ͑͟ΊΠΦ͑ΞΒΪ͑ΒΝΤΠ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑
ΗΠΣ͑Β͑ΟΖΨ͑ΜΚΟΕ͑ΠΗ͑ΥΒΩ͑ΔΣΖΕΚΥ͑ΥΙΒΥ͑ΝΠΨΖΣΤ͑ΪΠΦΣ͑ΞΠΟΥΙΝΪ͑ΡΣΖΞΚΦΞ͑ΣΚΘΙΥ͑ΒΨΒΪ͑͟ΡΖΟ͑ΖΟΣΠΝΝΞΖΟΥ͑ΗΠΣ͑ΙΖΒΝΥΙ͑ΚΟΤΦΣΒΟΔΖ͑
ΔΠΧΖΣΒΘΖ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΓΖΘΚΟΤ͑ΚΟ͑ΔΥΠΓΖΣ͑ͣͤ͑͢͡ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΤΥΒΣΥΚΟΘ͑ΒΤ͑ΖΒΣΝΪ͑ΒΤ͑ͻΒΟΦΒΣΪ͑͑ͣͥ͑͢͢͟͝͡

Can I Save Money on my Health Insurance Premiums in the Marketplace?
ΊΠΦ͑ΞΒΪ͑ΦΒΝΚΗΪ͑ΥΠ͑ΤΒΧΖ͑ΞΠΟΖΪ͑ΒΟΕ͑ΝΠΨΖΣ͑ΪΠΦΣ͑ΞΠΟΥΙΝΪ͑ΡΣΖΞΚΦΞ͑͝ΓΦΥ͑ΠΟΝΪ͑ΚΗ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΕΠΖΤ͑ΟΠΥ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑͝ΠΣ͑
ΠΗΗΖΣΤ͑ΔΠΧΖΣΒΘΖ͑ΥΙΒΥ͑ΕΠΖΤΟ͘Υ͑ΞΖΖΥ͑ΔΖΣΥΒΚΟ͑ΤΥΒΟΕΒΣΕΤ͑͟΅ΙΖ͑ΤΒΧΚΟΘΤ͑ΠΟ͑ΪΠΦΣ͑ΡΣΖΞΚΦΞ͑ΥΙΒΥ͑ΪΠΦ͘ΣΖ͑ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑ΕΖΡΖΟΕΤ͑ΠΟ͑
ΪΠΦΣ͑ΙΠΦΤΖΙΠΝΕ͑ΚΟΔΠΞΖ͑͟

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?
ΊΖΤ͑͟ͺΗ͑ΪΠΦ͑ΙΒΧΖ͑ΒΟ͑ΠΗΗΖΣ͑ΠΗ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΗΣΠΞ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΥΙΒΥ͑ΞΖΖΥΤ͑ΔΖΣΥΒΚΟ͑ΤΥΒΟΕΒΣΕΤ͑͝ΪΠΦ͑ΨΚΝΝ͑ΟΠΥ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑
ΗΠΣ͑Β͑ΥΒΩ͑ΔΣΖΕΚΥ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΒΟΕ͑ΞΒΪ͑ΨΚΤΙ͑ΥΠ͑ΖΟΣΠΝΝ͑ΚΟ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͘Τ͑ΙΖΒΝΥΙ͑ΡΝΒΟ͑͟ΠΨΖΧΖΣ͑͝ΪΠΦ͑ΞΒΪ͑ΓΖ͑
ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑Β͑ΥΒΩ͑ΔΣΖΕΚΥ͑ΥΙΒΥ͑ΝΠΨΖΣΤ͑ΪΠΦΣ͑ΞΠΟΥΙΝΪ͑ΡΣΖΞΚΦΞ͑͝ΠΣ͑Β͑ΣΖΕΦΔΥΚΠΟ͑ΚΟ͑ΔΖΣΥΒΚΟ͑ΔΠΤΥ͞ΤΙΒΣΚΟΘ͑ΚΗ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΕΠΖΤ͑
ΟΠΥ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑ΥΠ͑ΪΠΦ͑ΒΥ͑ΒΝΝ͑ΠΣ͑ΕΠΖΤ͑ΟΠΥ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑ΥΙΒΥ͑ΞΖΖΥΤ͑ΔΖΣΥΒΚΟ͑ΤΥΒΟΕΒΣΕΤ͑͟ͺΗ͑ΥΙΖ͑ΔΠΤΥ͑ΠΗ͑Β͑ΡΝΒΟ͑ΗΣΠΞ͑ΪΠΦΣ͑
ΖΞΡΝΠΪΖΣ͑ΥΙΒΥ͑ΨΠΦΝΕ͑ΔΠΧΖΣ͑ΪΠΦ͙͑ΒΟΕ͑ΟΠΥ͑ΒΟΪ͑ΠΥΙΖΣ͑ΞΖΞΓΖΣΤ͑ΠΗ͑ΪΠΦΣ͑ΗΒΞΚΝΪ͚͑ΚΤ͑ΞΠΣΖ͑ΥΙΒΟ͖͑ͪͦ͑͟ΠΗ͑ΪΠΦΣ͑ΙΠΦΤΖΙΠΝΕ͑
ΚΟΔΠΞΖ͑ΗΠΣ͑ΥΙΖ͑ΪΖΒΣ͑͝ΠΣ͑ΚΗ͑ΥΙΖ͑ΔΠΧΖΣΒΘΖ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΡΣΠΧΚΕΖΤ͑ΕΠΖΤ͑ΟΠΥ͑ΞΖΖΥ͑ΥΙΖ͓͑ΞΚΟΚΞΦΞ͑ΧΒΝΦΖ͓͑ΤΥΒΟΕΒΣΕ͑ΤΖΥ͑ΓΪ͑ΥΙΖ͑
ͲΗΗΠΣΕΒΓΝΖ͑ʹΒΣΖ͑ͲΔΥ͑͝ΪΠΦ͑ΞΒΪ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑Β͑ΥΒΩ͑ΔΣΖΕΚΥ͑͟͢
͑
ͿΠΥΖͫ͑ͺΗ͑ΪΠΦ͑ΡΦΣΔΙΒΤΖ͑Β͑ΙΖΒΝΥΙ͑ΡΝΒΟ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΚΟΤΥΖΒΕ͑ΠΗ͑ΒΔΔΖΡΥΚΟΘ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΪΠΦΣ͑
ΖΞΡΝΠΪΖΣ͑͝ΥΙΖΟ͑ΪΠΦ͑ΞΒΪ͑ΝΠΤΖ͑ΥΙΖ͑ΖΞΡΝΠΪΖΣ͑ΔΠΟΥΣΚΓΦΥΚΠΟ͙͑ΚΗ͑ΒΟΪ͚͑ΥΠ͑ΥΙΖ͑ΖΞΡΝΠΪΖΣ͞ΠΗΗΖΣΖΕ͑ΔΠΧΖΣΒΘΖ͑͟ͲΝΤΠ͑͝ΥΙΚΤ͑ΖΞΡΝΠΪΖΣ͑
ΔΠΟΥΣΚΓΦΥΚΠΟ͑͞ΒΤ͑ΨΖΝΝ͑ΒΤ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΖ͑ΔΠΟΥΣΚΓΦΥΚΠΟ͑ΥΠ͑ΖΞΡΝΠΪΖΣ͞ΠΗΗΖΣΖΕ͑ΔΠΧΖΣΒΘΖ͑͞ΚΤ͑ΠΗΥΖΟ͑ΖΩΔΝΦΕΖΕ͑ΗΣΠΞ͑ΚΟΔΠΞΖ͑ΗΠΣ͑
ͷΖΕΖΣΒΝ͑ΒΟΕ͑΄ΥΒΥΖ͑ΚΟΔΠΞΖ͑ΥΒΩ͑ΡΦΣΡΠΤΖΤ͑͟ΊΠΦΣ͑ΡΒΪΞΖΟΥΤ͑ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΒΣΖ͑ΞΒΕΖ͑ΠΟ͑ΒΟ͑ΒΗΥΖΣ͞
ΥΒΩ͑ΓΒΤΚΤ͑͟

͑
How Can I Get More Information?
ͷΠΣ͑ΞΠΣΖ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΒΓΠΦΥ͑ΪΠΦΣ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑͝ΡΝΖΒΤΖ͑ΔΙΖΔΜ͑ΪΠΦΣ͑ΤΦΞΞΒΣΪ͑ΡΝΒΟ͑ΕΖΤΔΣΚΡΥΚΠΟ͑ΠΣ͑
ΔΠΟΥΒΔΥ͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͑͟
͑
΅ΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΔΒΟ͑ΙΖΝΡ͑ΪΠΦ͑ΖΧΒΝΦΒΥΖ͑ΪΠΦΣ͑ΔΠΧΖΣΒΘΖ͑ΠΡΥΚΠΟΤ͑͝ΚΟΔΝΦΕΚΟΘ͑ΪΠΦΣ͑ΖΝΚΘΚΓΚΝΚΥΪ͑ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑
;ΒΣΜΖΥΡΝΒΔΖ͑ΒΟΕ͑ΚΥΤ͑ΔΠΤΥ͑͟ΝΖΒΤΖ͑ΧΚΤΚΥ͑ΖΒΝΥΙʹΒΣΖ͟ΘΠΧ͑ΗΠΣ͑ΞΠΣΖ͑ΚΟΗΠΣΞΒΥΚΠΟ͑͝ΚΟΔΝΦΕΚΟΘ͑ΒΟ͑ΠΟΝΚΟΖ͑ΒΡΡΝΚΔΒΥΚΠΟ͑ΗΠΣ͑ΙΖΒΝΥΙ͑
ΚΟΤΦΣΒΟΔΖ͑ΔΠΧΖΣΒΘΖ͑ΒΟΕ͑ΔΠΟΥΒΔΥ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΗΠΣ͑Β͑ΖΒΝΥΙ͑ͺΟΤΦΣΒΟΔΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΚΟ͑ΪΠΦΣ͑ΒΣΖΒ͑͟

͑͢ͲΟ͑ ΖΞΡΝΠΪΖΣ͞ΤΡΠΟΤΠΣΖΕ͑ ΙΖΒΝΥΙ͑ΡΝΒΟ͑ΞΖΖΥΤ͑ΥΙΖ͑ ͓ΞΚΟΚΞΦΞ͑ ΧΒΝΦΖ͑ΤΥΒΟΕΒΣΕ͓͑ ΚΗ͑ ΥΙΖ͑ΡΝΒΟ͘Τ͑ΤΙΒΣΖ͑ΠΗ͑ ΥΙΖ͑ΥΠΥΒΝ͑ΒΝΝΠΨΖΕ͑ΓΖΟΖΗΚΥ͑ΔΠΤΥΤ͑ΔΠΧΖΣΖΕ͑
ΓΪ͑ ΥΙΖ͑ΡΝΒΟ͑ΚΤ͑ ΟΠ͑ ΝΖΤΤ͑ΥΙΒΟ͑ͧ͑͡ΡΖΣΔΖΟΥ͑ΠΗ͑ ΤΦΔΙ͑ΔΠΤΥΤ͑͟

PART B: Information About Health Coverage Offered by Your Employer
΅ΙΚΤ͑ΤΖΔΥΚΠΟ͑ΔΠΟΥΒΚΟΤ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΒΓΠΦΥ͑ΒΟΪ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑͟ͺΗ͑ΪΠΦ͑ΕΖΔΚΕΖ͑ΥΠ͑ΔΠΞΡΝΖΥΖ͑ΒΟ͑
ΒΡΡΝΚΔΒΥΚΠΟ͑ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΚΟ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑͝ΪΠΦ͑ΨΚΝΝ͑ΓΖ͑ΒΤΜΖΕ͑ΥΠ͑ΡΣΠΧΚΕΖ͑ΥΙΚΤ͑ΚΟΗΠΣΞΒΥΚΠΟ͑͟΅ΙΚΤ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΚΤ͑ΟΦΞΓΖΣΖΕ͑
ΥΠ͑ΔΠΣΣΖΤΡΠΟΕ͑ΥΠ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΒΡΡΝΚΔΒΥΚΠΟ͑͟
3. Employer name

4. Employer Identification Number (EIN)

5. Employer address

6. Employer phone number

7. City

8. State

9. ZIP code

10. Who can we contact about employee health coverage at this job?
11. Phone number (if different from above)

͑

12. Email address

ΖΣΖ͑ΚΤ͑ΤΠΞΖ͑ΓΒΤΚΔ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΒΓΠΦΥ͑ΙΖΒΝΥΙ͑ΔΠΧΖΣΒΘΖ͑ΠΗΗΖΣΖΕ͑ΓΪ͑ΥΙΚΤ͑ΖΞΡΝΠΪΖΣͫ͑
x ͲΤ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑͝ΨΖ͑ΠΗΗΖΣ͑Β͑ΙΖΒΝΥΙ͑ΡΝΒΟ͑ΥΠͫ͑
ͲΝΝ͑ΖΞΡΝΠΪΖΖΤ͑͑͟ͶΝΚΘΚΓΝΖ͑ΖΞΡΝΠΪΖΖΤ͑ΒΣΖͫ͑
͑
͑
͑
͑
͑
΄ΠΞΖ͑ΖΞΡΝΠΪΖΖΤ͑͟ͶΝΚΘΚΓΝΖ͑ΖΞΡΝΠΪΖΖΤ͑ΒΣΖͫ͑͑
͑
͑
͑
͑
͑
x ΈΚΥΙ͑ΣΖΤΡΖΔΥ͑ΥΠ͑ΕΖΡΖΟΕΖΟΥΤͫ͑
ΈΖ͑ΕΠ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑͟ͶΝΚΘΚΓΝΖ͑ΕΖΡΖΟΕΖΟΥΤ͑ΒΣΖͫ͑
͑
͑
͑
͑
ΈΖ͑ΕΠ͑ΟΠΥ͑ΠΗΗΖΣ͑ΔΠΧΖΣΒΘΖ͑͟
͑
ͺΗ͑ΔΙΖΔΜΖΕ͑͝ΥΙΚΤ͑ΔΠΧΖΣΒΘΖ͑ΞΖΖΥΤ͑ΥΙΖ͑ΞΚΟΚΞΦΞ͑ΧΒΝΦΖ͑ΤΥΒΟΕΒΣΕ͑͝ΒΟΕ͑ΥΙΖ͑ΔΠΤΥ͑ΠΗ͑ΥΙΚΤ͑ΔΠΧΖΣΒΘΖ͑ΥΠ͑ΪΠΦ͑ΚΤ͑ΚΟΥΖΟΕΖΕ͑
ΥΠ͑ΓΖ͑ΒΗΗΠΣΕΒΓΝΖ͑͝ΓΒΤΖΕ͑ΠΟ͑ΖΞΡΝΠΪΖΖ͑ΨΒΘΖΤ͑͟
͑
͛͛͑ ͶΧΖΟ͑ΚΗ͑ΪΠΦΣ͑ΖΞΡΝΠΪΖΣ͑ΚΟΥΖΟΕΤ͑ΪΠΦΣ͑ΔΠΧΖΣΒΘΖ͑ΥΠ͑ΓΖ͑ΒΗΗΠΣΕΒΓΝΖ͑͝ΪΠΦ͑ΞΒΪ͑ΤΥΚΝΝ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑Β͑ΡΣΖΞΚΦΞ͑
ΕΚΤΔΠΦΟΥ͑ΥΙΣΠΦΘΙ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑͟΅ΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ΨΚΝΝ͑ΦΤΖ͑ΪΠΦΣ͑ΙΠΦΤΖΙΠΝΕ͑ΚΟΔΠΞΖ͑͝ΒΝΠΟΘ͑ΨΚΥΙ͑ΠΥΙΖΣ͑ΗΒΔΥΠΣΤ͑͝
ΥΠ͑ΕΖΥΖΣΞΚΟΖ͑ΨΙΖΥΙΖΣ͑ΪΠΦ͑ΞΒΪ͑ΓΖ͑ΖΝΚΘΚΓΝΖ͑ΗΠΣ͑Β͑ΡΣΖΞΚΦΞ͑ΕΚΤΔΠΦΟΥ͑͟ͺΗ͑͝ΗΠΣ͑ΖΩΒΞΡΝΖ͑͝ΪΠΦΣ͑ΨΒΘΖΤ͑ΧΒΣΪ͑ΗΣΠΞ͑
ΨΖΖΜ͑ΥΠ͑ΨΖΖΜ͙͑ΡΖΣΙΒΡΤ͑ΪΠΦ͑ΒΣΖ͑ΒΟ͑ΙΠΦΣΝΪ͑ΖΞΡΝΠΪΖΖ͑ΠΣ͑ΪΠΦ͑ΨΠΣΜ͑ΠΟ͑Β͑ΔΠΞΞΚΤΤΚΠΟ͑ΓΒΤΚΤ͚͑͝ΚΗ͑ΪΠΦ͑ΒΣΖ͑ΟΖΨΝΪ͑
ΖΞΡΝΠΪΖΕ͑ΞΚΕ͞ΪΖΒΣ͑͝ΠΣ͑ΚΗ͑ΪΠΦ͑ΙΒΧΖ͑ΠΥΙΖΣ͑ΚΟΔΠΞΖ͑ΝΠΤΤΖΤ͑͝ΪΠΦ͑ΞΒΪ͑ΤΥΚΝΝ͑ΦΒΝΚΗΪ͑ΗΠΣ͑Β͑ΡΣΖΞΚΦΞ͑ΕΚΤΔΠΦΟΥ͑͟
͑
ͺΗ͑ΪΠΦ͑ΕΖΔΚΕΖ͑ΥΠ͑ΤΙΠΡ͑ΗΠΣ͑ΔΠΧΖΣΒΘΖ͑ΚΟ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑͝ΖΒΝΥΙʹΒΣΖ͟ΘΠΧ ΨΚΝΝ͑ΘΦΚΕΖ͑ΪΠΦ͑ΥΙΣΠΦΘΙ͑ΥΙΖ ΡΣΠΔΖΤΤ͑͟ΖΣΖ͘Τ͑ΥΙΖ͑
ΖΞΡΝΠΪΖΣ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΪΠΦ͘ΝΝ͑ΖΟΥΖΣ͑ΨΙΖΟ͑ΪΠΦ͑ΧΚΤΚΥ͑ΖΒΝΥΙʹΒΣΖ͟ΘΠΧ͑ΥΠ͑ΗΚΟΕ͑ΠΦΥ͑ΚΗ͑ΪΠΦ͑ΔΒΟ͑ΘΖΥ͑Β͑ΥΒΩ͑ΔΣΖΕΚΥ͑ΥΠ͑ΝΠΨΖΣ͑ΪΠΦΣ͑
ΞΠΟΥΙΝΪ͑ΡΣΖΞΚΦΞΤ͑͟
͑

΅ΙΖ͑ΚΟΗΠΣΞΒΥΚΠΟ͑ΓΖΝΠΨ͑ΔΠΣΣΖΤΡΠΟΕΤ͑ΥΠ͑ΥΙΖ͑;ΒΣΜΖΥΡΝΒΔΖ͑ͶΞΡΝΠΪΖΣ͑ʹΠΧΖΣΒΘΖ͑΅ΠΠΝ͑͑͟ʹΠΞΡΝΖΥΚΟΘ͑ΥΙΚΤ͑ΤΖΔΥΚΠΟ͑ΚΤ͑ΠΡΥΚΠΟΒΝ͑ΗΠΣ͑
ΖΞΡΝΠΪΖΣΤ͑͝ΓΦΥ͑ΨΚΝΝ͑ΙΖΝΡ͑ΖΟΤΦΣΖ͑ΖΞΡΝΠΪΖΖΤ͑ΦΟΕΖΣΤΥΒΟΕ͑ΥΙΖΚΣ͑ΔΠΧΖΣΒΘΖ͑ΔΙΠΚΔΖΤ͑͟
͑
13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in
the next 3 months?
Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the
employee eligible for coverage?
(mm/dd/yyyy) (Continue)
No (STOP and return this form to employee)
͑
14. Does the employer offer a health plan that meets the minimum value standard*?
Yes (Go to question 15)
No (STOP and return form to employee)
15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include
family plans): If the employer has wellness programs, provide the premium that the employee would pay if he/ she
received the maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on
wellness programs.
a. How much would the employee have to pay in premiums for this plan? $
b. How often?
Weekly
Every 2 weeks
Twice a month
Monthly
Quarterly
Yearly
ͺΗ͑ΥΙΖ͑ΡΝΒΟ͑ΪΖΒΣ͑ΨΚΝΝ͑ΖΟΕ͑ΤΠΠΟ͑ΒΟΕ͑ΪΠΦ͑ΜΟΠΨ͑ΥΙΒΥ͑ΥΙΖ͑ΙΖΒΝΥΙ͑ΡΝΒΟΤ͑ΠΗΗΖΣΖΕ͑ΨΚΝΝ͑ΔΙΒΟΘΖ͑͝ΘΠ͑ΥΠ͑ΦΖΤΥΚΠΟ͑ͧ͑͢͟ͺΗ͑ΪΠΦ͑ΕΠΟ͘Υ͑
ΜΟΠΨ͑͝΄΅͑ΒΟΕ͑ΣΖΥΦΣΟ͑ΗΠΣΞ͑ΥΠ͑ΖΞΡΝΠΪΖΖ͑͟
͑
16. What change will the employer make for the new plan year?
Employer won't offer health coverage
Employer will start offering health coverage to employees or change the premium for the lowest-cost plan
available only to the employee that meets the minimum value standard.* (Premium should reflect the
discount for wellness programs. See question 15.)
a. How much would the employee have to pay in premiums for this plan? $
b. How often?
Weekly
Every 2 weeks
Twice a month
Monthly
Quarterly
Yearly

Ͳ͑חΟ͑ΖΞΡΝΠΪΖΣ͞ΤΡΠΟΤΠΣΖΕ͑ΙΖΒΝΥΙ͑ΡΝΒΟ͑ΞΖΖΥΤ͑ΥΙΖ͓͑ΞΚΟΚΞΦΞ͑ΧΒΝΦΖ͑ΤΥΒΟΕΒΣΕ͓͑ΚΗ͑ΥΙΖ͑ΡΝΒΟ͘Τ͑ΤΙΒΣΖ͑ΠΗ͑ΥΙΖ͑ΥΠΥΒΝ͑ΒΝΝΠΨΖΕ͑ΓΖΟΖΗΚΥ͑ΔΠΤΥΤ͑ΔΠΧΖΣΖΕ͑ΓΪ͑
ΥΙΖ͑ΡΝΒΟ͑ΚΤ͑ΟΠ͑ΝΖΤΤ͑ΥΙΒΟ͑ͧ͑͡ΡΖΣΔΖΟΥ͑ΠΗ͑ΤΦΔΙ͑ΔΠΤΥΤ͙͑΄ΖΔΥΚΠΟ͑ͤͧͳ͙Δ͚͙͚͙ͣʹ͚͙ΚΚ͚͑ΠΗ͑ΥΙΖ͑ͺΟΥΖΣΟΒΝ͑ΖΧΖΟΦΖ͑ʹΠΕΖ͑ΠΗ͚͑ͪͩͧ͑͢

PEEHIP NESC
(07/16)

NEW ENROLLMENT AND STATUS CHANGE
Public Education Employees’ Health Insurance Plan

C he ck On e :
A ct i ve M emb e r
R e t ire d M em b er

P. O. Box 302150 ♦ Montgomery, Alabama 36130-2150
334.517.7000 or 877-517-0020; Fax: 334.517.7001 or 877.517.0021
You may submit information online at https://mso.rsa-al.gov

PEEHIP Subscriber Information

Name must be entered as shown on your Social Security card.
Social Security # or PID

First Name

Middle Initial

Last Name

Date of Birth

Sex

/

/

M

Marital Status

F

Date Married:

Single

Married

Is your spouse employed?

Yes

Divorced
No

Widowed

City

Is this a change of address?

Cell Phone

-

-

Employer/School System

No

ZIP Code

Work Phone

-

-

-

Date of Employment

/

/

Yes

State

Home Phone

No

/

Does your spouse have other health insurance coverage?

Mailing Address

Yes

Legally Separated

-

Email Address

/
Member

Have you or your spouse used tobacco products or an electronic smoking
device within the last 12 months?* *This inform ation is required for enrollment.
PEEHIP Coverage Information

Yes

Spouse

No

Yes

No

(You will be billed for prorata premiums or premiums that are not deducted from your payroll or retirement check.)

Section A. New Enrollment

Hospital/Medical

(PEEHIP plans are administered by Blue Cross and Blue Shield of AL)
Coverage Type: (Select only one of the three plans)

N ote: Optional plans must be all Single or all Family

PEEHIP Hospital/Medical
VIVA Health Plan (HMO) (Primary Care Physician ________________)
PEEHIP Supplemental Medical**(Secondary Medical)

**Complete Primary Insurance Information in Section D if choosing this plan.
This plan is not a Medicare supplement & differs from Optional Coverage Plans.

Single or

Family (complete Section C)

Requested Effective Date

/

(required)

/

Optional Coverage Plans
(administered by Southland National)

Coverage Type(s):
Cancer

Dental

Single or

Indemnity

Vision

Family (complete Section C)

These plans must be retained for one year until the following
October 1. PEEHIP will not automatically cancel any coverage(s).
Requested Effective Date

/

/

(required)

Section B. PEEHIP Coverage Information (Only check boxes requiring a change to existing coverage.)
Coverage Type:

PEEHIP
Hosp/Med

**PEEHIP
Supplemental

VIVA
HMO

Cancer

Dental

Indemnity

Vision

Change from Single to Family Coverage
Add dependent(s) listed in Section C to Family Coverage
Cancel Coverage
Change from Family to Single Coverage
Cancel dependent(s) listed in Section C from Family Coverage
Requested Effective Date

/

/

(required) QLE changes m ust be subm itted w ithin 45 days of the QLE.

Reason for Status Change(s) (check all that apply)
Changes cannot be processed without the appropriate documentation as explained in the Member Handbook for starred (*) items.

Date change occurred (R equired)

/

/

Open Enrollment – Change effective October 1st
Adoption of a child* (need adoption papers)
Birth of a child* (need birth certificate)
Death of spouse/dependent* (need death certificate)
Qualifying loss of coverage* (need proof of loss of coverage)
Divorce/Annulment/Legal Separation* (need divorce decree)
FMLA/LOA
Medicare/Medicaid entitlement* (need copy of card)

Legal custody of a child* (need legal custody papers)
Marriage* (need marriage certificate & add’l proof of marriage)
Marriage of dependent child* (need marriage certificate)
Termination of member/spouse/dependent employment*
Commencement of spouse/dependent employment*
Enrolling in PEEHIP Supplemental Medical Plan
Spouse’s employer with different open enrollment period*
(to cancel hospital/medical coverage only)

Note: Active members must have an IRS qualifying life event (QLE) to cancel their Hospital/Medical or change their coverage outside of Open Enrollment because their
premiums are pre-taxed. QLE changes m ust be subm itted w ithin 45 days of the QLE.

Section C. Dependent Information (only required for family coverage)
Social Security Number is required for all dependents. Name must be entered as it appears on the Social Security card.
Appropriate eligibility documents are required for all dependents: All children – birth certificates; spouses – marriage certificate
& additional current marriage document; adopted children – certificate of adoption or papers from adoption agency showing
intent to adopt; step children – also required is the marriage certificate showing member’s spouse is married to member; foster
and other children – also required is the placement authorization signed by a judge or final court order with judge’s signature
and seal. (See handbook for more detail.)
Name of Dependent

Social Security #

(First, Middle, Last)

Date of Birth

Relation to Subscriber

Sex

Spouse

Handicapped

M

F

N/A

Biological

Adopted

Step

Other

M

F

Yes

No

Biological

Adopted

Step

Other

M

F

Yes

No

Biological

Adopted

Step

Other

M

F

Yes

No

Biological

Adopted

Step

Other

M

F

Yes

No

Biological

Adopted

Step

Other

M

F

Yes

No

Section D. Primary Insurance Information** (Must be completed if choosing PEEHIP Supplemental Medical)
Name of Insurance Company

Phone Number

Contract/Policy #

Effective Date of Coverage

Section E. Other Health Insurance Information (Must be completed for enrollment)

/

Are you, your spouse, or dependent children covered under any other Hospital, Medical, Dental, or Vision plan(s)?

/

Yes*

No

*If you answered yes, you must complete a separate COORDINATION OF BENEFITS (COB) form, available at www.rsa-al.gov.

Section F. Retiree Other Employer Information (Must be completed if you retired after September 30, 2005)
Are you a retiree and employed by another employer?
Yes*
No
*If you answered yes and you retired after September 30, 2005, and became employed by another employer, you must complete a separate RETIREE
EMPLOYMENT VERIFICATION form available at www.rsa-al.gov.

Section G. Medicare Information

Are you or your covered dependent(s) eligible for Medicare?

Yes*

No

*If you answered yes, you must complete this section and provide a copy of the Medicare card(s) to PEEHIP before your monthly retiree premium can be
reduced. Note: As a retiree or a dependent on a retired account, you MUST have BOTH Part A and Part B to have adequate coverage with
PEEHIP. If you fail to timely enroll in Part A and B, you will have a lapse in coverage if your effective date for Part A and B is after your date of retirement.
You are financially liable for medical costs incurred as PEEHIP will only pay 20% of the Medicare allowable fees.
Name
Medicare Card Number
Check the Medicare Part(s) for which you are eligible:

Part A-Effective:

/

/

Part B-Effective:

Name

/

/

Part D**-Effective:

/

/

Part D**-Effective:

/

/

Medicare Card Number

Check the Medicare Part(s) for which you are eligible:

Part A-Effective:

/

/

Part B-Effective:

/

/

**If you are enrolled in another Medicare Part D plan (other than PEEHIP’s group Part D plan), you are not eligible for the PEEHIP prescription drug plan
coverage.

Section H. PEEHIP Subscriber Certification
Under penalties of perjury, I declare that I have examined this form and statements, and to the best of my knowledge and
belief, they are true and correct. I further understand that there is mandatory utilization review, and I do hereby release any
information necessary to evaluate, administer and process claims for benefits to any person, entity or representative acting on
the Plan’s behalf. I also agree to periodic tobacco usage testing and agree to notify the PEEHIP office if my or my spouse’s
tobacco status changes or if my employment status changes. I also agree to have premiums deducted from my retirement
check or paycheck for any prior months that are due but were not deducted at the proper time.
Member Signature

Date Signed
Please mail the completed form to the address located on the front of this form.

/

/

How to Enroll
New employees are required to enroll online through Member Online Services.
Follow these easy steps to enroll online:

• Go to www.rsa-al.gov and click "Member Online Services."
•

Log in using your User ID and Password. If you do not have a User ID and Password,
click "Register Now" and follow the onscreen prompts to create your User ID and
Password.

• Once logged in, click "Enroll or Change PEEHIP Coverage’s."
• Select the "New Enrollment" option and click Continue.
the onscreen prompts until you receive a Confirmation page confirming your
• Follow
enrollment requests were saved and submitted to PEEHIP. Be sure to print and keep
a copy of your confirmation page for your records. The confirmation page will show
the coverage(s) enrolled in, dependents and their coverage(s), and the monthly
premiums for each coverage.
Please contact the PEEHIP office at 877.517.0020 if you have any questions or need
assistance with the enrollment process.
Note: The New Employee link in MOS is removed once the 30 days from the hire
date has expired. If not enrolled in a timely manner, the new employee is only allowed
to enroll in single Hospital Medical coverage by submitting a paper enrollment
application and the coverage will be effective the date the form is completed and
submitted to PEEHIP. The new employee must wait until next Open Enrollment period
to enroll in family coverage, the Optional Coverage Plans, and the Flexible Spending
Plans.
Coverage’s Offered by PEEHIP to New Employees
Prior to enrolling, consider your options. New employees can enroll in one of three
different Hospital Medical Plans. In addition, new employees can enroll in any and/or all
of the Optional Coverage Plans. New employees can also enroll in the Flexible
Spending Accounts.

SUMMARY OF BENEFITS
Summary of Benefits

Instructor

Non-Instructor

Sick Leave-Earned Monthly

1 Day (7 hours)

1-Day (8 hours)

Annual Leave-Earned Monthly

N/A (off between terms)

Personal Leave –Earned Annually

5 days or 35 hours (Converts to sick leave if not
used)

0-4 years
8 hours per month
5-9 years
10 hours per month
10-14 years
12 hours per month
15-19 years
14 hours per month
20 years &up
16 hours per month
Annual leave exceeding 480 hours will be forfeited
after August 31 of each leave year
2 days or 16 hours (converts to sick leave if not used)

Emergency Leave-Earned Annually

N/A

3 days or 24 hours (all other leave must be exhausted)

Holidays--Annually

14 (5 locally assigned)

14 Days (5 locally assigned)

Number of Work Days Contracted

175 + Summer Term (If Applicable)

260

Retirement

Employee Rate: 7.50% (Tier 1)
Employer Rate: 12.24% (Tier 1)
Employee Rate: 6.00% (Tier 2)
Employer Rate: 11.01% (Tier 2)

Health Insurance

Tuition Assistance at 2-Year Colleges
in Alabama
(Employees and Dependents)

$207 month/family w/o spouse coverage
$307 month/with spouse coverage*
$30 month/ single coverage
*Includes $100 per month spousal surchargecharge will not apply to spouses who are
independently eligible for PEEHIP
Additional $50 for smokers
Employees may elect four options rather than
health insurance options to include hospital
indemnity, cancer, dental, and vision.
Options with Medical are $38.00 each with the
exception of dental which is $50 for family
Yes- 1/3 waived after 1st year
2/3 waived after 2nd year
3/3 waived after 3rd year

Employee Rate: 7.50% (Tier 1)
Employer Rate: 12.24% (Tier 1)
Employee Rate: 6.00% (Tier 2)
Employer Rate: 11.01% (Tier 2)
Firefighters, Correctional & Law Enforcement
Officers:
Employee Rate: 8.50% (Tier 1)
Employer Rate: 12.24% (Tier 1)
Employee Rate: 7.0% (Tier 2)
Employer Rate: 11.01% (Tier 2)
$207 month/family w/o spouse coverage
$307 month/with spouse coverage*
$30 month/ single coverage
*Includes $100 per month spousal surchargecharge will not apply to spouses who are
independently eligible for PEEHIP
Additional $50 for smokers
Employees may elect four options rather than health
insurance options to include hospital indemnity,
cancer, dental, and vision.
Options with Medical are $38.00 each with the
exception of dental which is $50 for family
Yes- 1/3 waived after 1st year
2/3 waived after 2nd year
3/3 waived after 3rd year

Sick Bank

Deposit 5 days or 35 hours to join

Deposit 5 days or 40 hours to join

Direct Deposit

Eligible for Direct Deposit

Eligible for Direct Deposit

*Note: If an employee has any service prior to January 1, 2013, the employee will be classified as a Tier 1 participant. Employees hired on or after
January 1, 2013 are classified as Tier 2 participants.
Tier 1: Employee may retire after 25 years of service or upon attaining age 60 with at least 10 years of service.
Tier 2: Employee may retire after 10 years of service and the attainment of age 62.
After the employee is eligible for retirement, he/she may apply unused sick leave toward retirement. If employee leaves the system before becoming vested,
he/she may withdraw all deposits. If employee dies while covered by the Retirement System and before retirement, his/her beneficiary receives $15,000
life insurance, one year’s salary, and all payment made to the Retirement System.

Revised 10/18/17

