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NEW WAE HIRE PACKET CHECKLIST (rev 1/17) 

 

Name:  Job Title:  

Office/Section:  Hire Date:  

 
    

SECTION 1: NEW HIRE FORMS AND DOCUMENTS (to be completed by new hire) 
Upon notification of a satisfactory drug test result and an effective date of hire, please complete Section 1 of 

this checklist, and present it (along with the required documents) to your supervisor on your first day of work. 

 
A. When reporting for your first day of work, you are REQUIRED to present the following 

documents: 

 

 Form I-9 Documents to prove citizenship and work authorization (if not presented at time of job offer); 

 Social Security Card 

 Valid Driver’s License or State-issued ID 

 Voided Check for Direct Deposit to Checking Account 

 Copy of DD-214 (if you are a veteran) 

 Selective Service Registration Card (males age 18-25) 

 Form Affordable Health Care Act (ACA) “Options for Health Care Coverage” and ACA 

Acknowledgement. 

 Health Insurance Acknowledge Form 

 
B. The following forms should be completed prior to your first day of work: 

 

 Personal Data Form 

 L-4 State Withholding Exemption Certificate 

 W-4 Federal Withholding Allowance Certificate 

 Direct Deposit Enrollment Authorization – Main Bank (if your direct deposit will be sent to a savings 

account rather than a checking account, your bank MUST complete the form) 

 Direct Deposit Enrollment Authorization – Secondary Bank (if applicable) 

 Authorization and Driving History Form 

 Employee Identification Badge/Access Card Enrollment Form 
 

 

SECTION 2:  CONDITIONS OF EMPLOYMENT (to be completed by supervisor) 
This section must be completed by the supervisor to ensure that the new hire has met all of the conditions 

of his/her employment before proceeding to Section 3.  If any of the answers below are “No,” the 

supervisor must check with HR to determine the appropriate course of action. 

 
A. The following conditions of this new hire’s employment have been met, to include: 

 

 Conditional Offer of Employment is completed, approved,     Yes    No 

And discussed with employee 

 Drug Testing results have been obtained from HR and      Yes    No 

Employee notified 

 Reference Checks have been completed by supervisor     Yes    No 

 Criminal Background Check completed by HR (if necessary)    Yes    No 
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NEW WAE HIRE PACKET CHECKLIST (rev 1/17) 

 

SECTION 3: FORMS/DOCUMENT REVIEW (to be completed by supervisor) 
This section should be completed by the supervisor to ensure that the employee has completed his/her 

new hire paperwork appropriately. 

 

The forms and documents as listed in Section 1 above have been reviewed for   Yes    No 

completeness, and any areas of deficiency or omission have been corrected. 

 

SECTION 4: INTRODUCTION (to be completed by supervisor with employee) 
This section must be completed by the supervisor as an introduction to OLG/DCRT, as well as overall State 

employment.  This introduction must be provided to ALL employees, regardless of Appointment Type. 

 

A. The following introductory materials have been provided to and/or completed with the new 

employee, to include: 

 

 Appointment Affidavit (SF-13) 

 Employee Work Schedule Form 

 Louisiana Employees Online (LEO) System – Instruction Brochure (Handout) 

 

 

ORIENTATION ACKNOWLEDGEMENT: 
 

I, ______________________________________, have been informed of all the items listed on this New 

Hire Orientation Checklist and have been afforded an opportunity to ask questions.  If I have any further 

questions for which my supervisor was unable to provide guidance, I understand that I am to contact the 

Human Resources Division at (225) 342-0880. 

 

 

__________________________________________________  ________________________ 

Employee’s Signature       Date 

 

 

__________________________________________________  ________________________ 

Supervisor’s Signature       Date 

 

 

** PLEASE RETURN COMPLETED CHECKLIST TO THE HUMAN RESOURCES DIVISION 

WITH ALL REQUIRED FORMS/DOCUMENTS WITHIN TWO (2) DAYS OF HIRE. ** 



PERSONAL DATA FORM 
Revised 05/2017 

Employee’s Name: __________________________________________________ 

   (Print full name as it appears on your Social Security Card) 

 

Social Security Number: _________________           Date of Birth: _______________ 

________________________________________________________________________________ 

 

Gender:              ____Male                                ____Female 

________________________________________________________________________________ 

Check one: 

Ethnicity:   ____Hispanic/Latino   ____Non-Hispanic/Latino       ____Decline to State 
________________________________________________________________________________ 

Check one: 

Race:  ____American Indian/Alaskan          ____Asian       ____Black or African American 

 

           ____Hawaiian/Pacific Islander             ____White        ____Decline to State 

________________________________________________________________________________ 

Check one: 

Marital Status:   ____Single   ___Married ___Divorce ___Not Married 

________________________________________________________________________________  

Section 1. R.S. 44:11 is hereby amended and reenacted to read as follow: 

 
Confidential nature of certain personnel records notwithstanding anything contained in this Chapter or any other law to the contrary, 

 the following items in the personnel records of a public employee of any public body shall be confidential: 

 

1. The home telephone number of the public employee where such employee has chosen to have a private or unlisted home 

 telephone number because of the nature of his occupation with such body. 

 

2. The home telephone number of the public employee where such employee has requested that the number be confidential. 

 

3. The home address of the public employee where such employee has requested that the address be confidential. 

 

 

____YES ____NO I want my home address to be regarded as confidential in accordance with R.S. 44:11. 

 

HOME ADDRESS:      MAILING ADDRESS: 

 

               

 

               

 

               

 

Telephone Number: __________________              Cell Phone (Optional) _________________ 

 

RESIDENCE PARISH: _______________________________________ 

 

EMERGENCY CONTACT: 

 

 

              

NAME      PHONE 

 

              

       EMPLOYEE NAME (PRINTED)     EMPLOYEE SIGNATURE & DATE 



SECTION 1: HUMAN RESOURCES POLICY 

SECTION 2: GENERAL SAFETY RULES & SAFETY RESPONSIBILITIES 

SECTION 3: SIGN AND SEND TO HUMAN RESOURCES 
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DCRT HUMAN RESOURCES POLICIES ACKNOWLEDGEMENT FORM 
 

Name: Job Title:  

Office/Section: Hire Date:  
 

NOTE: 
• New employees must read the DCRT/ Human Resources policies during the OnBoarding 

process. 
• Active employees, please refer to Channel Z for the DCRT/Human Resources policies: 

Channel Z/Employee Information/Human Resources/Policies 
 

DCRT/HR policies to be initialed after reading: Please initial each box below to acknowledge that you 
have read and understand each of the DCRT HR Policies. 

 PPM# 3 Violence-Free Workplace  PPM#14 Transitional Return to Work 
 PPM#4 Sexual Harassment  PPM#19 Work Hours/Schedule 
 PPM#5 Workplace Harassment/Discrimination  PPM#30 Recoupment of Overpayments 
 PPM#6 Firearms Policy  PPM#39    Accident/Incident Investigations 
 PPM#8 Ethics/Dual Employment  PPM#42 Attendance/Leave 
 PPM#9 Outside Employment  PPM#49 Employee Conduct 
 PPM#11 Substance Abuse/Drug-Free Workplace  PPM#52 Bloodborne Pathogens 

 
 

 
By initialing this box, I acknowledge I have read the DCRT General Safety Rules & Safety 
Responsibilities on Channel Z. Channel Z/E-Forms/HR Forms Webpage/Safety/General Safety 
Rules https://www.crt.state.la.us/channelz/hrforms.asp#Safety 

 

 

Once objectives above are completed, read and sign the acknowledgement below. New 
employees, return form to HR in the New Hire Documentation Packet. Active employees scan 
entire document and email to Shandrekia Banks, Administrative Coordinator/ Human 
Resources. 

 
DCRT HR POLICIES & GENERAL SAFETY RULES ACKNOWLEDGEMENT: 

 
I,  , have been informed of all the policies within DCRT and 
have been afforded an opportunity to ask questions. Further, I have read and understand the General Safety 
Rules, and understand how to obtain a copy of any or all of these policies/rules. If I have any further 
questions for which my supervisor was unable to provide guidance, I understand that I am to contact the 
Human Resources Division at (225) 342-0880. 

 
 
 

Employee’s Signature Date 
 
 

Supervisor Signature Date 

https://www.crt.state.la.us/channelz/hrforms.asp#Safety


STATE OF LOUISIANA 
    LAGOV ERP-HUMAN CAPITAL MANAGEMENT 

     DIRECT DEPOSIT ENROLLMENT AUTHORIZATION 
     MAIN BANK (PRIMARY ACCOUNT) 

EMPLOYEE SSN DEPARTMENT/OFFICE  OR AGENCY 

ACTION TYPE  ( one) 
  NEW          CHANGE    TERMINATE THIS OPTION 

PRIMARY ACCOUNT INFORMATION 

(Main Bank) 

DEPOSIT AMOUNT TO THIS ACCOUNT WILL BE EQUAL TO NET PAY LESS ANY DEPOSITS TO SECONDARY ACCOUNTS.

FINANCIAL INSTITUTION NAME FINANCIAL INSTITUTION ROUTING (ABA) NUMBER  (Bank Key) 

BANK ACCOUNT NUMBER ACCOUNT NAME *  (Ex: Mr. and Mrs. John Doe, John or Jane Doe, John Doe) 

ACCOUNT TYPE  ( one)   (Bank Control Key)  

  **CHECKING 
(provide voided check or account verification ) 

  **SAVINGS 
(obtain account # & ABA #  from financial institution)

**Account verification or completion of enrollment form by 

financial institution will assure the accuracy of account data: 

Signature from institution:________________________________ 

Effective Date             PAYDAY 

Phone number:              

(Print full name) 

I authorize and request the State of Louisiana to direct my net pay 
check to the account at the financial institution I designated above. 

It is my responsibility to notify my Employee Administration Office, as appropriate, should any changes occur to account 
specified.  Considering all above conditions are met, this authorization remains in full effect until a written, signed 
notification to terminate, or another signed form (OSUP/F12A) indicating termination of this option is received from me 
and the State of Louisiana has had reasonable opportunity to act on the termination.  However, I understand and 
acknowledge that I am responsible for any account information indicated on this form as well as any account information 
that I add or any changes that I make to my accounts through Louisiana Employees Online (LEO).  

For direct deposits that are affected by the International ACH Transaction (IAT) rules check one: 
 I affirm that the entire amount of the payroll direct deposits sent to my account at the financial institution 

designated above will not subsequently be forwarded to a foreign financial institution.  
 I affirm that the entire amount of the payroll direct deposits sent to my account at the financial institution 

designated above will subsequently be forwarded to a foreign financial institution.  

Signature    Date Phone number where you can be reached 

    between 8:00 am and 4:30 pm 

*Deposits can only be made to accounts that belong to you.  Exceptions: Deposits can be made to the accounts of dependents or a

parent/guardian when the employee is a dependent of the parent/guardian.

**Agency requirements may vary.  Contact your Employee Administration office if you have any questions.

TO BE COMPLETED BY EMPLOYEE ADMINISTRATION OFFICE:

MAIN BANK FINANCIAL INSTITUTION ROUTING (ABA) NO. (If not provided above) 

PERSONNEL AREA NUMBER PERSONNEL NUMBER EFT VALIDITY DATE 

   CHECK HERE IF SECONDARY ACCOUNT FORMS ARE ATTACHED    



 STATE OF LOUISIANA 
            LAGOV ERP-HUMAN CAPITAL MANAGEMENT 

  DIRECT DEPOSIT ENROLLMENT AUTHORIZATION 
  OTHER BANK (SECONDARY ACCOUNT) 

SECONDARY ACCOUNT INFORMATION 
(Other Bank) 

DEPOSIT AMOUNT TO THIS ACCOUNT WILL BE  EQUAL TO  
THE DOLLAR AMOUNT SPECIFIED BELOW OR THE PERCENTAGE OF NET PAY SPECIFIED BELOW.

FINANCIAL INSTITUTION NAME FINANCIAL INSTITUTION ROUTING (ABA) NUMBER  (Bank Key) 

BANK ACCOUNT NUMBER ACCOUNT NAME  * (Ex: Mr. and Mrs. John Doe, John or Jane Doe, John Doe) 

ACCOUNT TYPE  ( one)   (Bank Control Key)  

   **CHECKING 
  (provide voided check or account verification ) 

   **SAVINGS 
(obtain account # & ABA #  from financial  institution)

**Account verification or completion of enrollment form by 
financial institution will assure the accuracy of account data: 

Signature from Institution: _______________________________ 

Effective Date  PAYDAY 
 

Phone Number: 
PERCENT OF NET TO THIS ACCOUNT  OR FIXED DOLLAR AMOUNT TO THIS ACCOUNT

    (Print full name) 

I authorize and request the State of Louisiana to direct the percent of 
my net pay check or the dollar amount specified to the account at the financial institution I designated above. 

It is my responsibility to notify my Employee Administration Office, as appropriate, should any changes occur to account 
specified.  Considering all above conditions are met, this authorization remains in full effect until a written, signed 
notification to terminate, or another signed form (OSUP/F12B) indicating termination of this option is received from me 
and the State of Louisiana has had reasonable opportunity to act on the termination.  However, I understand and 
acknowledge that I am responsible for any account information indicated on this form as well as any account information 
that I add or any changes that I make to my accounts through Louisiana Employees Online (LEO). 

For direct deposits that are affected by the International ACH Transaction (IAT) rules check one: 
 I affirm that the entire amount of the payroll direct deposits sent to my account at the financial institution 

designated above will not subsequently be forwarded to a foreign financial institution.  
 I affirm that the entire amount of the payroll direct deposits sent to my account at the financial institution 

designated above will subsequently be forwarded to a foreign financial institution. 

Signature      Date Phone number where you can be reached 
 between 8:00 am and 4:30 pm 

*Deposits can only be made to accounts that belong to you.  Exceptions: Deposits can be made to the accounts of dependents or a parent/guardian
when the employee is a dependent of the parent/guardian.
**Agency requirements may vary.  Contact your Employee Administration office if you have any questions.

TO BE COMPLETED BY EMPLOYEE ADMINISTRATION OFFICE: 
OTHER BANK FINANCIAL INSTITUTION ROUTING (ABA) NO. (If not provided above) 

PERSONNEL AREA NUMBER  PERSONNEL NUMBER EFT VALIDITY DATE 

      CHECK HERE IF ADDITIONAL ACCOUNT FORMS ARE ATTACHED 

EMPLOYEE SSN DEPARTMENT/OFFICE  OR AGENCY 

ACTION TYPE  ( one) 
      NEW TERMINATE THIS OPTION 
       CHANGE ADD ADDITIONAL SECONDARY ACCOUNT      



Employee Withholding Exemption Certificate (L-4)

Louisiana Department of Revenue

Purpose: Complete form L-4 so that your employer can withhold the correct amount of state income tax from your salary.

Instructions: Employees who are subject to state withholding should complete the personal allowances worksheet indicating the number of withholding 
personal exemptions in Block A and the number of dependency credits in Block B.

•	 Employees	must	file	a	new	withholding	exemption	certificate	within	10	days	if	the	number	of	their	exemptions	decreases,	except	if	the	change	is	the	result	
of the death of a spouse or a dependent.

•	 Employees	may	file	a	new	certificate	any	time	the	number	of	their	exemptions	increases.

•	 Line	8	should	be	used	to	increase	or	decrease	the	tax	withheld	for	each	pay	period.	Decreases	should	be	indicated	as	a	negative	amount.

Penalties will be imposed for willfully supplying false information or willful failure to supply information that would reduce the withholding exemption.

This	form	must	be	filed	with	your	employer.	If	an	employee	fails	to	complete	this	withholding	exemption	certificate,	the	employer	must	withhold	Louisiana	
income tax from the employee’s wages without exemption.

Note to Employer:	Keep	this	certificate	with	your	records.	If	you	believe	that	an	employee	has	improperly	claimed	too	many	exemptions	or	dependency	credits,	please	
forward a copy of the employee’s signed L-4 form with an explanation as to why you believe that the employee improperly completed this form and any other supporting docu-
mentation.	The	information	should	be	sent	to	the	Louisiana	Department	of	Revenue,	Criminal	Investigations	Division,	PO	Box	2389,	Baton	Rouge,	LA	70821-2389.

Block A

•	 Enter	“0”	to	claim	neither	yourself	nor	your	spouse,	and	check	“No exemptions or dependents claimed”	under	number	3	below.	
You	may	enter	“0”	if	you	are	married,	and	have	a	working	spouse	or	more	than	one	job	to	avoid	having	too	little	tax	withheld.

•	 Enter	“1”	to	claim	yourself,	and	check	“Single”	under	number	3	below.	if	you	did	not	claim	this	exemption	in	connection	with	other	
employment,	or	if	your	spouse	has	not	claimed	your	exemption.	Enter	“1”	to	claim	one	personal	exemption	if	you	will	file	as	head	
of	household,	and	check	“Single”	under	number	3	below.

•	 Enter	“2”	to	claim	yourself	and	your	spouse,	and	check	“Married”	under	number	3	below.

A.

Block B

•	 Enter	the	number	of	dependents,	not	including	yourself	or	your	spouse,	whom	you	will	claim	on	your	tax	return.	If	no	dependents	
are	claimed,	enter	“0.” B.

Cut here and give the bottom portion of certificate to your employer. Keep the top portion for your records.

Form L-4
Louisiana 
Department of  
Revenue

Employee’s Withholding Allowance Certificate

1. Type	or	print	first	name	and	middle	initial Last name

2. Social	Security	Number 3. Select	one
  No	exemptions	or	dependents	claimed							Single							Married

4. Home address (number and street or rural route)

5. City State ZIP

6. Total number of exemptions claimed in Block A 6.

7. Total number of dependents claimed in Block B 7.

8.	Increase	or	decrease	in	the	amount	to	be	withheld	each	pay	period.	Decreases	should	be	indicated	as	a	negative	amount.	 8.

I	declare	under	the	penalties	imposed	for	filing	false	reports	that	the	number	of	exemptions	and	dependency	credits	claimed	on	this	certificate	do	not	exceed	
the	number	to	which	I	am	entitled.

Employee’s signature Date

The following is to be completed by employer.

9. Employer’s name and address 10. Employer’s state withholding account number

R-1300	(4/11)











USCIS  
Form I-9 

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

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

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

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

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

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which 
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ 
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later 
than the first day of employment, but not before accepting a job offer.)
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)

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

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

- -

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

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

connection with the completion of this form.

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

1. A citizen of the United States

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

3. A lawful permanent resident

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

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

(Alien Registration Number/USCIS Number):

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

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

1. Alien Registration Number/USCIS Number:

2. Form I-94 Admission Number:

3. Foreign Passport Number:

Country of Issuance:

OR

OR

QR Code - Section 1   
Do Not Write In This Space

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

Preparer and/or Translator Certification (check one):     
      I did not use a preparer or translator.  A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)
I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 

knowledge the information is true and correct.

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)

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

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

Employer Completes Next Page
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USCIS  
Form I-9 

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

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

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

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

Citizenship/Immigration Status

List A
Identity and Employment Authorization Identity Employment Authorization

OR List B AND List C

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

Document Title

Issuing Authority

Document Number

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

Document Title

Issuing Authority

Document Number

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

Document Title

Issuing Authority

Document Number

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

Document Title

Issuing Authority

Document Number

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

Document Title

Issuing Authority

Document Number

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

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

(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the 

employee is authorized to work in the United States. 

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

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

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

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

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

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

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

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

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if 

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

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



LISTS OF ACCEPTABLE DOCUMENTS

All documents must be UNEXPIRED

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

LIST A

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

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

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

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

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

Documents that Establish 

Both Identity and 

Employment Authorization

6.   Passport from the Federated States of 
Micronesia (FSM) or the Republic of 
the Marshall Islands (RMI) with Form 
I-94 or Form I-94A indicating 
nonimmigrant admission under the 
Compact of Free Association Between 
the United States and the FSM or RMI

b. Form I-94 or Form I-94A that has  
the following:
(1) The same name as the passport; 

and
(2) An endorsement of the alien's 

nonimmigrant status as long as 
that period of endorsement has 
not yet expired and the 
proposed employment is not in 
conflict with any restrictions or 
limitations identified on the form.

a. Foreign passport; and

For persons under age 18 who are 

unable to present a document 

listed above:   

1.   Driver's license or ID card issued by a 
State or outlying possession of the 
United States provided it contains a 
photograph or information such as 
name, date of birth, gender, height, eye 
color, and address

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

3.   School ID card with a photograph

6.   Military dependent's ID card

7.   U.S. Coast Guard Merchant Mariner 
Card

8.   Native American tribal document

10.   School record or report card

11.   Clinic, doctor, or hospital record

12.   Day-care or nursery school record

2.   ID card issued by federal, state or local 
government agencies or entities, 
provided it contains a photograph or 
information such as name, date of birth, 
gender, height, eye color, and address

4.   Voter's registration card

5.   U.S. Military card or draft record

Documents that Establish  

Identity 

LIST B

OR AND

LIST C

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

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

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

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

4.   Original or certified copy of birth   
      certificate issued by a State,  
      county, municipal authority, or  
      territory of the United States  
      bearing an official seal

5.   Native American tribal document

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

Documents that Establish  

Employment Authorization

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

(2)  VALID FOR WORK ONLY WITH 
INS AUTHORIZATION

(3)  VALID FOR WORK ONLY WITH 
DHS AUTHORIZATION

(1)  NOT VALID FOR EMPLOYMENT

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

Examples of many of these documents appear in Part 8 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.



Office of the Lieutenant Governor (OLG) 
Department of Culture, Recreation and Tourism (DCRT) 

 

WORK SCHEDULE FORM 
 
 

 

The following work schedule and work hours are requested for: 
 

Employee Name:       

Personnel #:       

Job Title:       

Department/Section:       

Requested Effective Date:       (Must be beginning of a pay period) 

 

OPTION 1: Traditional Full-time Work Schedule 
 

  Five (5) eight (8) hour workdays, Monday through Friday 
 

Daily work schedule:       A.M. to       P.M. 

Lunch (check one):  30 minutes  1 hour 

 

OPTION 2: Flexible Full-time Work Schedule 
 

  Four (4) ten (10) hour workdays     

Daily work schedule:       A.M. to       P.M. 

Scheduled workday off (any day Monday – Friday): (Select one) 

Lunch (check one):  30 minutes  1 hour 
 

  Four (9) hour workdays plus one (1) four (4) hour workday   

Daily work schedule:       A.M. to       P.M. 

Four-hour workday (any day Monday – Friday): (Select one) 

Lunch (check one):  30 minutes  1 hour 
 

 Four (4) nine (9) hour workdays in one week of the pay period and four (4) nine (9) hour workdays plus 
one (1) eight (8) hour day in the other week of the pay period  (Available to Exempt employees only.) 

 

Nine (9) hour workday schedule::       A.M. to       P.M. 

Eight (8) hour workday schedule::       A.M. to       P.M. 

Scheduled workday off (any day Monday – Friday): (Select one) 

Lunch (check one):  30 minutes  1 hour 

   

OPTION 3: Positive Time Entry (24/7) 
 

 No pre-determined work schedule as provided for by Option 1 or 2 above.  This option is usually reserved 
for part-time wage and student employees to allow for scheduling fluctuations.  If a regularly-recurring 
work schedule is assigned, please indicate below: 

 

Sunday Monday Tuesday Wednesday Thursday Friday Saturday 

                                          
 
 

I have read and understand PPM #19, Work Hours and Work Schedules Policy.  I understand that if business needs 
change, I may be required to change my work schedule accordingly upon immediate notice.  Furthermore, if I choose a 
flexible work schedule, I may be compensated differently from others while traveling and when holidays fall within the 
workweek.  I agree to these terms and conditions. 
 

__________________________________________________ ___________________ 
Employee’s signature           Date 
 

__________________________________________________ ___________________ 
Supervisor’s signature               Date 



SF-13 (R 5-03)                                                               APPOINTMENT AFFIDAVITS 
 

IMPORTANT:  Please read the following appointment affidavits.  Before swearing to these affidavits, make sure you 
understand the fully.  It is the responsibility of the employing agency to determine any change in employment status 
since the applicant filed the original pre-employment application. 
 
APPOINTEE 

      
AGENCY /DIVISION 

      
 

PRESENT STREET ADDRESS 

      
PLACE OF EMPLOYMENT 

      
 

CITY/ STATE/ZIP 

      
DATE OF BIRTH 

      
 

 

A. SINCE YOU FILED THE APPLICATION RESULTING IN YOUR APPOINTMENT, HAVE YOU BEEN INDICTED 
OR CONVICTED OF ANY LAW VIOLATION (excludes minor traffic violations)?        YES          NO 
IF YES, GIVE DETAILS: 

 

DATE 

      
LOCATION 

      
CHARGE 

      
 

DISPOSITION 

      
 
 

B. SINCE YOU FILED THE APPLICATION RESULTING IN YOUR APPOINTMENT, HAVE YOU RESIGNED OR 
BEEN DISCHARGED AS A RESULT OF MISCONDUCT?   YES      NO 
 
IF YES, GIVE DETAILS:  

      
 

      
 

 
 C. DO YOU NOW HOLD OR ARE YOU A CANDIDATE FOR AN ELECTIVE PUBLIC OFFICE?   YES     NO 

 
 

D. AS REQUIRED BY LOUISIANA REVISED STATUE 42:52 
  

Do you solemnly swear (or affirm) to support the Constitution and laws of the United States and Constitution and laws 
of this State, and faithfully and impartially discharge and perform all of the duties incumbent upon you as a State 
employee according to the best of your ability and understanding?   YES     NO 
DATE 

 
      

SIGNATURE OF APPOINTEE SOCIAL SECURITY NO. 
 

    -     -      

 

 



07/01/2011 
DA 2054 

 
 

STATE OF LOUISIANA  

DRIVER AUTHORIZATION FORM  

TO BE COMPLETED ANNUALLY, UPON CHANGE OF STATE OF ISSUANCE, CLASS OF LICENSE, AND/OR DRIVING 

RESTRICTION CHANGE 

 

Agency:  ____________________________ 
Employee Name: _____________________ Employee Number: __________________________ 
Immediate Supervisor: _________________  Driver Training Course (MM/DD/YY):_____________ 
Drivers License Number: _______________ State of Issuance: ___________________________ 
  
 

AGENCY HEAD OR DESIGNEE AUTHORIZATION 
 

By executing this document, I have reviewed the Official Driving Record and Driver Training Course 
dates and have confirmed the information to be current and in accordance with the ORM Loss 
Prevention requirements. 
 
My signature authorizes the aforementioned employee to drive the following on state business as 
required (check all that apply): 
 
______   STATE VEHICLE  
_______    RENTAL VEHICLE  
_______    PERSONAL VEHICLE  
 
 
______________________________                                      _________________________ 
              AGENCY HEAD                                                                                 DATE OF AUTHORIZATION 
       (or designated individual)  
 
 

EMPLOYEE ACKNOWLEDGEMENT/AUTHORIZATION 
 

This is to certify that, as a condition of and if authorized to drive my personal vehicle on state 
business, I have and will maintain at least the minimum liability coverage as required by LA. R.S. 
32:900 (B) (2). 
 
I understand that the use of my vehicle on state business requires prior written authorization from my 
supervisor or agency head. 
 
Further, by signing this document, I agree to notify my agency in writing should any of the following 
change on my license:  Drivers License No., State of Issuance, Class of License or Driving 
Restrictions. 
 
I authorize my agency to obtain access to my Official Driving Record (ODR) as necessary to comply 
with the State’s Loss Prevention Program.  
 
My signature on this document shall remain in effect until revoked by the agency or until a new form 
is executed.   
 
 
_______________________________    __________________________ 
          EMPLOYEE SIGNATURE                                      DATE  



07/01/2011 
DA 2054 
Supp.-1 

 
 

ANNUAL SUPPLEMENTAL SIGNATURE PAGE 
 

EMPLOYEE NAME:_______________________________ 
 

DRIVERS LICENSE NUMBER:______________________ 
 

 DEPARTMENT/AGENCY:___________________________ 
 
 

AGENCY HEAD OR DESIGNEE STATEMENT 
 

By executing this document, I have reviewed the following and have confirmed the information to be 
current and in accordance with the ORM Loss Prevention requirements: 
 

Official Driving Record 
  Drivers Training Course 

 
Further, my signature allows the aforementioned employee to drive a state vehicle, rental vehicle or 
personal vehicle on state business.   
 
 
______________________________                                      _________________________ 
              Agency Head                                                                  Date of Authorization 
       (or designated individual)  
 
______________________________                                      _________________________ 
              Agency Head                                                                  Date of Authorization 
       (or designated individual)  
 
______________________________                                      _________________________ 
              Agency Head                                                                  Date of Authorization 
       (or designated individual)  
 
______________________________                                      _________________________ 
              Agency Head                                                                  Date of Authorization 
       (or designated individual)  
 
______________________________                                      _________________________ 
              Agency Head                                                                  Date of Authorization 
       (or designated individual)  
 
______________________________                                      _________________________ 
              Agency Head                                                                  Date of Authorization 
       (or designated individual)  
 
______________________________                                      _________________________ 
              Agency Head                                                                  Date of Authorization 
       (or designated individual)  
 
 
(DUPLICATE SUPPLEMENTAL SIGNATURE PAGE AS NEEDED) 



State of Louisiana 
Office of the Lieutenant Governor / Department of Culture, Recreation and Tourism 
_____________________________________________________________________________________ 

HEALTH INSURANCE ACKNOWLEDGEMENT FORM  

 

My signature below acknowledges I understand I am a Part‐time employee working less than 30 hours, 

therefore, I am not eligible for insurance coverage. 

 

 

__________________________________________                 ___________________ 
Employee Signature                                                                          Date 
 
 
 
 
__________________________________________ 
Printed Name  
 
 
 
 
___________________________________________ 
Agency Name  

 



 

  PAGE  _____ OF ______  

  SIB FORM D (10/17) 

LOUISIANA WORKERS’ COMPENSATION SECOND INJURY BOARD  
POST‐HIRE/CONDITIONAL JOB OFFER KNOWLEDGE QUESTIONNAIRE 

 
EMPLOYEE:  The  intent  of  this  questionnaire  is  to  provide  your  employer with  knowledge  about  any  pre‐
existing medical condition or disability which may entitle your employer to reimbursement from the Louisiana 
Workers’ Compensation Second Injury Board in the event you suffer an on‐the‐job injury.1 This reimbursement 
in no way affects the benefits owed to you by your employer or  its  insurance company under the Louisiana 
Workers’  Compensation  Act.    La.  R.S.  23:1021‐1361.    However,  your  failure  to  answer  truthfully  and/or 
correctly to any of the question on this questionnaire may result in a forfeiture of your workers’ compensation 
benefits. 

In order for your employer to be considered for reimbursement from the Second Injury Board, it has to show 
that  it  knowingly hired or  retained  you with a pre‐existing medical  condition or disability.   To establish  its 
knowledge, your employer is requesting that this questionnaire be completed. 

INSTRUCTIONS:  Please  answer  ALL  questions  completely.    If  a  response  requires  an  explanation,  please 
provide a brief description on the Explanation Page.  If you have any questions or need help in answering the 
questions on this form, please ask for assistance from the Employer Representative signing this form.  

NOTE:  Since  this  questionnaire  contains  medical  information,  you  can  request  that  the  form  be  kept 
CONFIDENTIAL and not made part of your personnel file.   Please  let your employer know that you want the 
completed questionnaire placed in a sealed folder for confidentiality purposes. 

EMPLOYEE WARNING 

FAILURE TO ANSWER TRUTHFULLY AND/OR CORRECTLY TO ANY OF THE QUESTIONS ON THIS FORM MAY 
RESULT IN A FORFEITURE OF YOUR WORKERS’ COMPENSATION BENEFITS UNDER La. R.S. 23:1208.1. 

Employee Signature: _____________________________________________________  Date:  _____________ 

Employer Representative Signature:  _________________________________ _______  Date:  _____________ 

 

Employer Name: ____________________________________________________________________________ 

Employee Name: ____________________________________________________________________________ 

Date of Birth (mm/dd/yyyy):  ____________  Male:    Female:   

Soc. Sec. # (last 4 digits only): ____________ 

Home Address: _____________________________________________________________________________ 

Telephone Number: (  ____ )  __________________ 

                                                           
1 Under  La. R.S.  23:1371(A),  the purpose of  the  Second  Injury Board  is  to  encourage  the  employment,  re‐
employment, or retention of employees who have a permanent partial disability. 



  PAGE  _____ OF ______  

  SIB FORM D (10/17) 

 

Disease and Other Medical Conditions you currently have or have ever had. 
For all conditions that you check yes, write a brief explanation on the Explanation Page. 
[Please check the appropriate box next to each.  Every illness/injury requires a Yes (Y) or No (N) answer.] 

 Y  N   Y  N   Y  N   Y  N 

    Diabetes      Cerebral Palsy      Arthritis      Heart Disease/Heart Attack 
    Silicosis      Tuberculosis      Parkinson’s      Congestive Heart Failure 
    Varicose Veins     Multiple Sclerosis      Brain Damage      Vision Loss, one or both eyes 
    Asbestosis      Post Traumatic Stress      Asthma      Disability from Polio 
    Hyperinsulinism      Osteomyelitis      Dementia      Psychoneurotic Disability 
    Alzheimer’s      Nervous Disorder      Thrombophlebitis      Ruptured or Herniated Disc 
    Emphysema     Muscular Dystropy      Arteriosclerosis      Ankylosis or Joint Stiffening 
    Hearing Loss     Migraine Headaches      Hodgkin’s      High/Low Blood Pressure 
    COPD     Mental Retardation      Cancer      Carpal Tunnel Syndrome 
    Hypertension      Kidney Disorder      Double Vision      Compressed Air Sequelae 
    Head Injury      Loss of Use of Limb     Mental Disorders      Disease of the Lung 
    Epilepsy      Seizure Disorder      Hemophilia      Coronary Artery Disease 
    Stroke      Sickle Cell Disease      Bleeding Disorder      Heavy Metal Poisoning 

Surgical Treatment   [Please check the appropriate box. Each  illness/injury requires a Yes (Y) or No (N) answer.]   For 
each Yes (Y) answer, please complete the information corresponding to the surgery on the right.  Additional information 
can be provided on the Explanation Page, if necessary. 

 Y  N 
   Spinal Disc Surgery  Year (approximate if unsure) ___________  

   Spinal Fusion Surgery  Year (approximate if unsure) ___________  

   Amputated Foot  Left    Right    Year (approx. if unsure) ___________   

   Amputated Leg  Left    Right    Year (approx. if unsure) ___________   

   Amputated Arm  Left    Right    Year (approx. if unsure) ___________   

   Amputated Hand  Left    Right    Year (approx. if unsure) ___________   

   Knee Replacement  Left    Right    Year (approx. if unsure) ___________   

   Hip Replacement  Left    Right    Year (approx. if unsure) ___________   

   Other Joint Replacement  Joint ________________________  Year ________________   

   Other Surgical Procedure  Procedure  ___________________  Year ________________   

   Other Surgical Procedure  Procedure  ___________________  Year ________________   

   Other Surgical Procedure  Procedure  ___________________  Year ________________   

   Other Surgical Procedure  Procedure  ___________________  Year ________________   

Employee Signature: ________________________________________  Date: _________________________ 

Employer Representative:  ___________________________________  Date:  _________________________ 



 

  PAGE  _____ OF ______  

  SIB FORM D (10/17) 

 

EXPLANATION PAGE 
Please use the space below to explain the  illnesses and/or conditions that you checked a Yes (Y) or any other medical 
conditions that may not be listed on this form.  Ask your employer for additional copies of this page if needed. 

CONDITION: ____________________________________________________ Year Diagnosed (approx): _______________  

Are you still treating for this condition?  Yes    No   

Are you taking medication for this condition?  Yes    No   

Do you have any permanent restrictions for this condition?  Yes    No   

Brief Explanation:  ___________________________________________________________________________________  
 
 

 
CONDITION: ____________________________________________________ Year Diagnosed (approx): _______________  

Are you still treating for this condition?  Yes    No   

Are you taking medication for this condition?  Yes    No   

Do you have any permanent restrictions for this condition?  Yes    No   

Brief Explanation:  ___________________________________________________________________________________  
 
 

 
CONDITION: ____________________________________________________ Year Diagnosed (approx): _______________  

Are you still treating for this condition?  Yes    No   

Are you taking medication for this condition?  Yes    No   

Do you have any permanent restrictions for this condition?  Yes    No   

Brief Explanation:  ___________________________________________________________________________________  
 
 

 
CONDITION: ____________________________________________________ Year Diagnosed (approx): _______________  

Are you still treating for this condition?  Yes    No   

Are you taking medication for this condition?  Yes    No   

Do you have any permanent restrictions for this condition?  Yes    No   

Brief Explanation:  ___________________________________________________________________________________  
 

Employee Signature: ________________________________________  Date: _________________________ 

Employer Representative:  ___________________________________  Date: _________________________ 



  PAGE  _____ OF ______  

  SIB FORM D (10/17) 

 

Please answer the following questions. 

1.  Has any doctor ever restricted your activities?     Yes       No   
  If “Yes,” please list the restrictions: __________________________________________________________ 
  Were the restrictions:  Permanent ____     Temporary ____ 
  Are your activities currently restricted?     Yes       No   
  What is the medical condition for which you have restrictions? ____________________________________ 

2.  Are you presently treating with a doctor, chiropractor, psychiatrist, psychologist or other health‐care 
provider?     Yes       No   

  Please list the medical condition being treated:  ________________________________________________ 

  Doctor’s Name: ________________________________Specialty: __________________________________ 

  Doctor’s Address: ________________________________________________________________________ 

3.  If you are currently taking prescription medication other than those listed on the Explanation Page, please 
complete the requested information below. 

  Medication: ___________________________________Prescribing Doctor: __________________________ 

  Medication: ___________________________________Prescribing Doctor: __________________________ 

4.  Have you ever had an on the job accident?     Yes       No   
  If you answered “YES,” please provide the date for each injury and the nature of the injury: 

  _______________________________________________________________________________________ 

  How long were you on compensation?  _________________________ 

  Name of Employer: _______________________________________________________________________ 

5.  Has a doctor recommended a surgical procedure, which has not been completed prior to this date, 
including but not limited to knee, hip or shoulder replacement?     Yes       No   

  If you answered YES, please provide: 

Recommended surgery: _____________________________________ 

Approximate date of recommendation: _________________________ 

  Doctor’s Name: ________________________________Specialty: __________________________________ 

  Doctor’s Address: ________________________________________________________________________ 

Employee Signature: ________________________________________  Date: _________________________ 

Employer Representative:  ___________________________________  Date: _________________________ 



  PAGE  _____ OF ______  

  SIB FORM D (10/17) 

 

 
 

TO BE COMPLETED BY EMPLOYEE 

 
EMPLOYEE WARNING  

FAILURE TO ANSWER TRUTHFULLY AND/OR CORRECTLY TO ANY OF THE QUESTIONS ON THIS FORM MAY 
RESULT IN A FORFEITURE OF ANY AND ALL WORKERS COMPENSATION BENEFITS UNDER La. R.S. 23:1208.1. 

I have  completed  this  form honestly  and  to  the best of my  knowledge.    I understand  that  providing  false 
information  or  omitting  pertinent  information  could  result  in  loss  of my  workers  compensation  benefits 
should I become injured on the job. 

Employee Signature: _____________________________________________________  Date:  _____________ 

Employee Printed Name:  _____________________________________________________________________ 

 



  PAGE  _____ OF ______  

  SIB FORM D (10/17) 

 

 
 
TO BE COMPLETED BY EMPLOYER REPRESENTATIVE 

 
EMPLOYER WARNING 

 
PURSUANT TO La. R.S. 23:1208 OF THE LOUISIANA WORKERS’ COMPENSATION ACT, IT SHALL BE UNLAWFUL 
FOR  A  PERSON,  FOR  THE  PURPOSE OF OBTAINING OR  DEFEATING  ANY  BENEFIT  PAYMENT UNDER  THE 
PROVISIONS OF THIS CHAPTER, EITHER FOR HIMSELF OR FOR ANY OTHER PERSON, TO WILLFULLY MAKE A 
FALSE  STATEMENT OR REPRESENTATION.    PENALTIES  FOR VIOLATIONS  INCLUDE  IMPRISONMENT,  FINES, 
AND/OR THE FORFEITURE OF BENEFITS. 
 
You must certify the following: 
 

1. That I am an authorized representative of the employer designated to obtain and review the 
information provided by the employee on this questionnaire;   
 
2. That  I have provided the employee with as many copies of the Explanation Page as needed 
and have confirmed the number of and labeled the pages of this questionnaire; 
 
3. That I have provided assistance to the employee (if requested) in responding to the questions 
on this questionnaire; 
 
4. That the  information sought by this authorization  is made on an applicant for employment 
only after a conditional job offer has been made and accepted, or on a current employee; and 
 
5. That the  information obtained  in the authorization will NOT be used to discriminate  in any 
manner against the individual who is the subject of this authorization on any basis, in violation 
of the Americans with Disabilities Act of 1990,  42 U.S.C. §12101, et seq., or any other state or 
federal law; 
 
6. That  if requested, a photocopy of this  fully completed and signed  form will be provided to 
the employee. 

 

Employer Representative Signature:__________________________________________ Date:  _____________ 

Employer Representative Printed Name: _________________________________________________________ 

Title:  _____________________________________________________________________________________ 



 

 

 

 

 

 

 

PARENTAL CONSENT FOR EMPLOYEE DRUG TESTING 

 

 

 

My minor child, ________________________________, has been offered employment by the 

Office of the Lieutenant Governor (OLG) or the Department of Culture, Recreation, and Tourism 

(DCRT).  I fully understand that as an employee of the OLG/DCRT, my child will be subject to 

the OLG/DCRT’s Substance Abuse and Drug-Free Workplace Policy.  I have been provided a 

copy of this policy, and I hereby acknowledge that I have thoroughly read and understand its 

terms and provisions. 

 

My signature hereon serves as parental consent: 

 

a) For my child to undergo pre-employment drug/alcohol testing and to submit a 

urine sample for that purpose; 

 

b) For my child to be drug/alcohol tested in accordance with the terms of the 

OLG/DCRT’s policy and as permitted by law; 

 

c) For the OLG/DCRT to submit my child’s urine sample for testing for 

drugs/alcohol prohibited by its policy; and 

 

d) For the OLG/DCRT to obtain the results of my child’s drug/alcohol test from a 

certified laboratory for use in accordance with the OLG/DCRT’s policy. 

 

 

 

SIGNATURE:   ___________________________________ 

 

 

DATE:   ________________________________   

 

 

 

 

 
Revised 5/13/16 

 



STATEMENT OF AGREEMENT AND UNDERSTANDING 
Employment in a Non‐Permanent WAE Position

8/4/2014 
 
 

 
 
 

Name:  Agency/Section/Unit: 

Check One: 
 

                        Classified WAE Appointment  
        
                        Unclassified WAE Appointment  

 
In accordance with Civil Service Rules, agencies may establish temporary, non‐permanent appointments 
of a limited duration to assist with work of a temporary nature or work overloads.  Your signature below 
indicates that you agree and accept the conditions of this temporary, non‐permanent appointment. 
 

I,  _________________________________,  understand  that  I  am  accepting  a  temporary,  non‐
permanent appointment as stated above.  I understand that the agency has the discretion to extend this 
appointment under certain conditions or may terminate this appointment at any time for any reason.   
 

I understand  that  I am not eligible  for or entitled  to state benefits,  leave earning or paid holidays.    I 
understand  that  in  the event  the appointing authority determines  that a  layoff  is necessary  I do not 
have rights to offers of relocation to another position and this appointment may be terminated. 
 

I  understand  that  I  am  only  authorized  to  work  up  to  1245  hours  within  a  twelve month  period, 
regardless of  the  job  title or state agency  that  I work within. The  twelve month period  is established 
upon  initial date of hire and the 1245 hours may be worked on a  full‐time, part‐time, or  intermittent 
basis within the twelve month period. Only the State Civil Service Commission may grant exceptions to 
this rule.  
 
I have read the above and agree to accept this temporary, non‐permanent WAE appointment. I further 
understand  that  as  long  as  I  remain  employed  in  such  a  temporary,  non‐permanent  capacity,  the 
aforementioned conditions apply. 
 
 

Employee Printed or Typed Name: ___________________________________________ 

 
Employee Signature: _________________________________ Date ________________ 

 
HR Representative:_________________________________Date___________________ 

 
 
NOTE:  If you have any questions concerning  these  terms, please consult with your Human Resources 
Office. 
 

 



 

 

 
EMPLOYEE PAY STATEMENT QUICK REFERENCE 

Click here for PRINTABLE VERSION 
Best printed in DUPLEX 

 
 

To View Current Pay Statement: 
 

1. Access LEO 
From the Louisiana.gov page, locate Online Services and  
click LEO: Louisiana State Employees Online or use this address:  
https://leo.doa.louisiana.gov/ 
 

2. Log into LEO 
o Personnel Number field enter 8 character P id.  Must enter a 

“P” and all necessary preceding zeros (ex: P00123456).  Tab 
to the Password field, enter your password and press enter.  
Need help?  Click and view the Log On Assistance quick 
reference.  

o Enter your Password.  If you can’t remember your password, 
reset it by clicking on the Forgot password? Locked? and 
follow “on screen” instructions. 

 

3. Click  option under the Shortcuts area of the 
Announcement page or click My Info tab and select Pay Statement. 
 

4. Select the period you wish to display (use Pay Date or Period Begin 
and End dates to identify statement desired) from the choices on the 
left.  Click MORE to load additional period dates.   

         

 

To Print Pay Statement: 

Click  .  A printer selection box may appear. Select the correct printer 
and click the PRINT button.  

 

To Save Pay Statement: 

Click  the download icon, select where you want to store it, name your 
file, and then click  .  You may want to include the pay date as part 
of the file name (e.g., Pay12072007). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Division of Administration, Office of Technology Services 
P. O. Box 94095, Baton Rouge, LA 70804-9095 

Revised:  8/2017 

https://wwwprd.doa.louisiana.gov/lagov/quickref/Empl_Pay_Statement_Print.pdf
https://leo.doa.louisiana.gov/
https://leo.doa.louisiana.gov/
http://wwwprd.doa.louisiana.gov/lagov/quickref/Password_Logon_View.pdf


 

 

 
 
 

 
 
 

Detailed Explanation of Pay Statement: 

 

1 Special messages:  Messages issued by the Office of State Uniform Payroll. 
 

2 Your Agency Number and Organizational Unit. 
 

3 Personnel Number (also your LEO logon ID). 
 

4  Fair Labor Standards Act (FLSA) classification: EX =Exempt, NE =Non-exempt 
 

 5 Pay period number/year being reported + period end date and pay date. 
 

6 Name and mailing address that is currently on file.  (This can be maintained in LEO 
under My Info > Personal Info > Address.) 

 

7 Current tax withholdings as well as any additional amounts withheld. 
(Maintained in LEO under My Info > Personal Info > Tax Withholdings) 

 

8 This identifies how much money was deposited in your bank account(s) and the 
names of the banking institutions. The net amount is your pay minus any deductions 
or taxes. (Bank accounts maintained in LEO under 
My Info > Payment Info > Bank Information.)  If you receive a paper check, bank 
details will state check and not list any accounts. 

 

9 Prior pay period adjustment is used only when there is an increase or decrease in 
your pay resulting from a correction to pay, attendance, absence or deduction 
information for a previous pay period. 

 

10  Leave hours taken, earned, remaining, as well as year-to-date taken and unpaid for 
the pay period displayed. 

 

11  All earnings and paid absence hours included in this payment, along with the hourly 
rate for each. 

 

12  Taxes and retirement withheld this pay period as well as cumulative year to date 
amounts withheld. 

 

13  Portion of earnings that were subject to taxes and retirement contributions (taxable 
wages).  This is shown for current pay period and year-to-date. 

 

14 Current and year-to-date deduction amounts for insurances, deferred compensation, 
savings bonds, etc.  Deductions with an asterisk (*) indicate they are part of the 
flexible benefits program. 

 

15 Total deductions that were part of the flexible benefits program for the current pay 
period as well as year-to-date. 

 

16 Total earnings for hours worked and paid absences year-to-date. 
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