
SUPERVISOR USE ONLY: 

 

1.   WORK LOCATION: _________________          START DATE:                                              HOURLY RATE: _____________ 

 

2.   CHECK ONE:  _____Seasonal Maintenance ______Fee Supervisor _______Store Clerk _______Interpreter ______Fee Collector  

  ______Law Enforcement _______AT-WILL CONTRACT 

3.  FOR ACA PURPOSES: What is the Expected Work Hours per Week? ______________________________________  

4. SUPERVISOR SIGNATURE: ______________________________________________ DATE: _____________________ 

SPCR HR- 01/2017 Wyoming State Parks & Cultural Resources 

**NEW HIRE INFORMATION FOR SEASONAL/AWEC EMPLOYEES** 

Questions about the forms in this hire packet? Call Human Resources: (307) 777-3631; HR Fax: (307) 777-6381 

 

1. EMPLOYEE NAME –please print: _____________________________________                                                                      

                                (Exactly as printed on Social Security Card) 

 

DATE OF BIRTH: ____________________ EMAIL ADDRESS: _______________________________________  

                (For ESS and Defensive Driving Access Only)  

 

EEOC INFORMATION:       Race Code: ____White           Black            Hispanic            Asian or Pacific Islander         

                      ____American Indian or Alaskan Native     

EMERGENCY CONTACT: Name ______________________________________________________  

                                                               Phone Number _____________________________________ 

MAILING ADDRESS for payroll and W-2: ________________________________________________ 

 

                                                                           ________________________________________________ 

 

2. FILL OUT THE FOLLOWING FORMS (check when completed): 

1)____ ONLINE APPLICATION        8)____ WORK PLACE VIOLENCE ACKNOWLEDGMENT 

2)____ I-9 Employment Eligibility Verification 9) ____ ETHICS ACKNOWLEDGMENT 

3)____ W-4 [Withholding Allowance Certificate] 10) ____ ANTI-DISCRIMINATION ACKNOWLEDGMENT 

4)____ DIRECT DEPOSIT with VOIDED CHECK 11) ____ SPCR TECHNOLOGY ACKNOWLEDGMENT 

5)____ OVERTIME CHOICE FORM   12) ____ E-MAIL POLICY ACKNOWLEDGMENT 

6)____ PM-14 NOTICE & ACKNOWLEDGMENT 13) ____ INTERNET POLICY ACKNOWLEDGMENT 

7)____ DRUG FREE WORKPLACE REQUIREMENTS 14)____ REFERENCE POLICY 

HR USE ONLY 

 

PORG: _______ POSITION # __________ CLASS: _________ EE ID# ____________ OT: _________   Check ________ Direct Deposit _______ 

 

 

New Hire ______   Rehire _____   Pay Loc: __________ SSN Last 4: _____________    Job Posting Number: ____________  

 

ESS Temp Password: __________________      Clarity.net Request: ___________________      ACA Date: ____________________ 

 

FUEL Form:__________  

















 For payroll identification, you must 
provide a copy of your social security card 

 If you do not have a social security card, 
call 1-800-772-1213 to request one or to get 
a replacement. 

Human Resources 
2301 Central Avenue 
Cheyenne, WY  82002 

307-777-7010

Mark Gordon, Governor
Darin Westby P.E., Director



STATE OF WYOMING 

STATE AUDITOR’S OFFICE – PAYROLL DIVISION 

AUTOMATIC PAYROLL DEPOSIT 

Agency Name: State Parks & Cultural Resources   Agency Number: 024 

Employee Name: __________________________________________________ 

______New Enrollment* 

______Change of Account, Amount and/or Financial Institution 

______Cancel Participation 

______Does Not Wish to Participate in Direct Deposit at this Time 

*Checking: A Voided Check, or Completed 1199 Form Must Be Attached For Every

Account

*Savings: Must Provide Bank Verification or Submit an 1199 Form

Deposit my NET PAY each payday in the ________________________________ 

(Name of Financial Institution) 

Checking ___ Account Number __________________ 

Savings ____ Account Number __________________ 

Enter Additional Direct Deposit Accounts Below 

Deposit $___________ each payday in the ________________________________ 

(Name of Financial Institution) 

Checking ___ Account Number __________________ 

Savings ____ Account Number __________________ 

Deposit $___________ each payday in the ________________________________ 

(Name of Financial Institution) 

Checking ___ Account Number __________________ 

Savings ____ Account Number __________________ 

Deposit $___________ each payday in the ________________________________ 

(Name of Financial Institution) 

Checking ___ Account Number __________________ 

Savings ____ Account Number __________________ 

Employee Signature: _______________________________    Date: ______________ 



Standard Form 1199A (EG)
(Rev. June 1987)
Prescribed by Treasury
     Department
Treasury Dept. Cir. 1076

DIRECT DEPOSIT SIGN-UP FORM
OMB No. 1510-0007

DIRECTIONS
To sign up for Direct Deposit, the payee is to read the back of this form
and fill in the information requested in Sections 1 and 2. Then take or
mail this form to the financial institution.  The financial institution will
verify the information in Sections 1 and 2, and will complete Section 3. 
The completed form will be returned to the Government agency
identified below.

A separate form must be completed for each type of payment to be
sent by Direct Deposit.

The claim number and type of payment are printed on Government
checks.  (See the sample check on the back of this form.)  This
information is also stated on beneficiary/annuitant award letters and
other documents from the Government agency.

Payees must keep the Government agency informed of any address
changes in order to receive important information about benefits and to
remain qualified for payments.

SECTION 1 (TO BE COMPLETED BY PAYEE)
NAME OF PAYEE (last, first, middle initial)A

ADDRESS (street, route, P.O. Box, APO/FPO)

CITY STATE ZIP CODE

TELEPHONE NUMBER    

       AREA CODE          
NAME OF PERSON(S) ENTITLED TO PAYMENTB

CLAIM OR PAYROLL ID NUMBERC

       Prefix      Suffix    

TYPE OF DEPOSITOR ACCOUNTD CHECKING  SAVINGS

DEPOSITOR ACCOUNT NUMBERE

TYPE OF PAYMENT (Check only one)F
Social Security

Supplemental Security Income

Railroad Retirement

Civil Service Retirement (OPM)

VA Compensation or Pension

Fed. Salary/Mil. Civilian Pay

Mil. Active

Mil. Retire.

Mil. Survivor

Other
(specify)

THIS BOX FOR ALLOTMENT OF PAYMENT ONLY (if applicable)G
TYPE AMOUNT

PAYEE/JOINT PAYEE CERTIFICATION

I certify that I am entitled to the payment identified above, and that I have
read and understood the back of this form. In signing this form, I
authorize my payment to be sent to the financial institution named below
to be deposited to the designated account.

JOINT ACCOUNT HOLDERS’ CERTIFICATION (optional)

I certify that I have read and understood the back of this form,
including the SPECIAL NOTICE TO JOINT ACCOUNT HOLDERS.

SIGNATURE DATE

SIGNATURE DATE

SIGNATURE DATE

SIGNATURE DATE

SECTION 2 (TO BE COMPLETED BY PAYEE OR FINANCIAL INSTITUTION)
GOVERNMENT AGENCY NAME GOVERNMENT AGENCY ADDRESS

SECTION 3 (TO BE COMPLETED BY FINANCIAL INSTITUTION)
NAME AND ADDRESS OF FINANCIAL INSTITUTION ROUTING NUMBER CHECK

DIGIT

DEPOSITOR ACCOUNT TITLE

FINANCIAL INSTITUTION CERTIFICATION

I confirm the identity of the above-named payee(s) and the account number and title.  As representative of the above-named financial institution, I
certify that the financial institution agrees to receive and deposit the payment identified above in accordance with 31 CFR Parts 240, 209, and
210.

PRINT OR TYPE REPRESENTATIVE’S NAME SIGNATURE OF REPRESENTATIVE TELEPHONE NUMBER DATE

Financial institutions should refer to the GREEN BOOK for further instructions.
THE FINANCIAL INSTITUTION SHOULD MAIL THE COMPLETED FORM TO THE GOVERNMENT AGENCY IDENTIFIED ABOVE.

NSN 7540-01-058-0224 GOVERNMENT AGENCY COPY 1199-207
Designed using Perform Pro, WHS/DIOR, Mar 97



 

 
 
 
FROM​: __________________________ 

(Please print your name) 
 
DATE​: __________________________ 
 
 
SUBJECT​: OVERTIME COMPENSATION 
 
In accordance with the rights provided to me under the Fair Labor Standards Act, I hereby acknowledge 
my option to choose between being paid for overtime or receiving compensatory time off at the rate of 
11/2 hours for each hour I have worked in excess of 40 hours. Due to economic considerations, the 
Department requests your cooperation to accept compensatory time in lieu of payment. This applies to 
any hours in excess of forty (40) within any workweek. Please check the appropriate box below to record 
your election: 
 
 
____ TO BE PAID 
 
 
____ TO RECEIVE COMPENSATORY TIME AT 1 ½ HOURS 
 
 
Employee Signature: __________________________ Date: ____________________ 
 
 
 
 
 
 
cc: Personnel File 
 
 
 
 
 



 
   EMERSON BUILDING-ROOM 127    •     2001 CAP ITOL AVENUE     •     CHEYENNE, WY  82002-0060 

TELEPHONE:  (307) 777-6173    FAX:  (307) 777-6562   
  

 

 
 

 

S T A T E  O F  W Y O M I N G  
DEPARTMENT OF ADMINISTRATION 

AND INFORMATION 

Human Resources Division 
 

Mark Gordon 
Governor 

 
Patricia Bach 

Interim A&I Director  
 

Erin Williams 
Interim HRD 
Administrator 

 
PM-14 
 

Notice & Acknowledgement 
 
 
I, _____________________________________, acknowledge that I have had the opportunity to  
read and review the State of Wyoming Personnel Rules (http://personnel.state.wy.us/).  I have 
been advised as to where the Rules are located and I understand that I have access to them. 
 
I understand that I am a/an (circle one) Emergency, Non-Permanent, Probationary, Provisional, 
Time-Limited or Temporary employee as described in the Personnel Rules, and I am an at-will  
employee who has no expectation of continued employment. 
 
I further understand that I may be dismissed at any time during the probationary period without  
cause or reason. 
 
 
 
      
Signature 
 
    
Date 



 

 
DRUG-FREE WORKPLACE 

REQUIREMENTS 
 
Notice is hereby given in conformance with the Drug-Free Workplace Act of 1988 (Pub. L. 100-690, 
Title V, Subpart D) that the unlawful manufacture, distribution, dispensing, possession or use of a 
controlled substance is prohibited. 
 
Employees engaged in the performance of grants received directly from a Federal Agency are notified 
that as a condition of employment, they will: 

 
a) Abide by the terms of this NOTICE; and 
b) Notify the Department of State Parks and Cultural Resources of any criminal drug statute 

conviction for a violation occurring in the workplace no later than five (5) days after such 
conviction. 

 
Appropriate personnel action, up to and including termination, will be taken against any employee 
convicted of a violation of any criminal drug statute. 
 
The Department of State Parks and Cultural Resources will maintain at its Personnel Office in Cheyenne, 
Wyoming, a referral list of available drug counseling/rehabilitation programs. 
 
 
____________________________________ ____________________ 
Employee Initials     Date 
 



 

State Parks & Cultural Resources 
Violence in the Workplace Plan 

 
Violence in the workplace can happen anywhere resulting in a multitude of negative outcomes such as 
property damage, loss of work time and even death just to name a few. Everyone deserves a safe 
workplace. We cannot create a flawless job site, however, by taking precautionary steps we can help 
reduce the possibility of violence by making all employees more aware of this alarming occurrence. 
 
The department is cognizant of its responsibility to provide a safe work environment. While respecting 
individual rights is important, priority certainly must be given to the safety and welfare of all employees. 
It is for this reason the department wishes to immediately institute the following conditions: 

1. All employees, with the exception of law enforcement personnel within the Division of Parks and 
Historic Sites, and any/all employees who reside in state provided housing, and sites who’s 
mission consists in part of displaying historical weapons in exhibit form, are strictly prohibited 
from possessing deadly weapons while occupying any facility owned, leased or rented by any 
State Parks & Cultural Resources entity. This also applies to State motor vehicles and any other 
equipment. W.S. 6-1-104 (iv), states “Deadly weapon” means but is not limited to a firearm, 
explosive or incendiary material,… or other device or substance, which in the manner it is used or 
is intended to be used is reasonably capable of producing death or serious bodily injury.” Any 
employee found to be in violation of this directive will be subject to disciplinary action for any or 
all of the following: Insubordination; Misconduct and Unsatisfactory Work Performance. The 
department will use all available resources in determining and applying appropriate disciplinary 
action. 

2. Employees communicating threats to other employees, clients, vendors or constituents will be 
subject to disciplinary measures for any or all of the following: Insubordination; Misconduct and 
Unsatisfactory Work Performance. All management positions are responsible for insuring 
incidents of this nature are reported to the Human Resource Manager immediately. At that time 
the Human Resource Manager will conduct an investigation of such occurrence prior to any 
disciplinary action. Information will be sought from all known parties. Committee formation is 
strictly at the discretion of the Department Director. Such committee, if determined necessary, 
will consist of the following; 

a. Supervisor (Of the alleged employee) 
b. Division Administrator (Of the alleged employee) 
c. Human Resource Officer 
d. Administrative Services Administrator 
e. Department Director 

 
Malicious complaints of threats in the workplace may result in disciplinary action against the accuser. 
 
 
 



 

3. In the event threats are communicated by clients, constituents or another employee(s), employees 
should not respond in kind. Remain calm and assuming the threat is verbal in nature, contact your 
supervisor and/or the section manager and division administrator. If the conflict involves a 
weapon, depending on office location, contact your city or county law enforcement officials. 
Division administrators should make sure each office site is familiar with this process. If 
escalation occurs evacuation plans should be utilized. Staff awareness is of great importance. The 
Barrett Building currently has an evacuation plan in place. The contents of this plan must be 
shared with all existing and future staff. If not previously developed, offices outside of the Barrett 
Building and Cheyenne must generate a plan. Natural disaster evacuation plans should serve 
hostile action as well. 

4. Human Resources will implement and coordinate a visual aide training program focusing on 
preventing workplace violence. All employees will be required to attend. Inclusion of written 
material in new employee orientation packets as well as dispersed to all employees will take 
place. 

 

 



 

 
WORKPLACE VIOLENCE 

ACKNOWLEDGMENT FORM 
 
 
I, ____________________________________, acknowledge that I have had the opportunity to read 

(Please Print Name) 
and review the Department of State Parks and Cultural Resources Workplace Violence Plan. In addition, I 
received a personal copy of such plan in my new employee packet and had an opportunity to discuss the 
contents with Human Resources. I am also aware if I have any questions regarding the Workplace 
Violence Plan or have any other concerns I can also contact Human Resources at 777-7010 or 777-3631. 
 
 
___________________________________________ 
Signature of Employee 
 
_____________________ 
Date 

 
 
 

 
 
 
9/99 
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State Parks & Cultural Resources Ethics Philosophy 

 
As an agency of the Executive Branch of Wyoming State Government, the Department of 

State Parks & Cultural Resources and each of its employees are expected to adhere to all 

provisions of Executive Order 1997-4, State of Wyoming Executive Branch Code of 

Ethics.  The Department of State Parks & Cultural Resources will offer guidance and 

assistance to employees concerning questions on ethics and will provide interpretations 

of Executive Order 1997-4.  The department will also investigate reports of ethics 

violations; and will protect the privacy of employees filing reports as well as those 

accused until the accusations are demonstrated to be true.  The department will penalize 

or appropriately discipline any employee found to have violated Executive Order 1997-4 

as well as any employee who attempts to or actually participates in reprisals.  

 

 

General Provisions 
 
Each Department of State Parks & Cultural Resource employee is expected to serve the 

citizens of Wyoming with integrity and honesty.  Engaging in activities which are 

improper or could be perceived as improper is prohibited.  It is important to avoid any 

conduct which compromises or has the potential to compromise the department and the 

State of Wyoming.  Executive Order 1997-4 will serve as the general standard by which 

conduct will be measured.  Department employees should consider whether their 

activities can be explained and supported before the media, Department Director or the 

Governor.  It is the responsibility of the employee to seek guidance from their immediate 

supervisor or the first level supervisor who is not involved in the alleged violation if they 

are uncertain as to the proper course of action.   

 

Responsibilities 
 

Department of State Parks & Cultural Resource employees are expected to attend a 

training course on Executive Order 1997-4.  Each employee will sign a form 

acknowledging they were in attendance and received a copy of the Executive Order and 

the Department’s ethics procedure.  This form will be kept in the department Human 

Resource office and a copy will be sent to The Department of Administration and 

Information, Human Resource Division.  A copy of the department ethics procedure and 

related training material will be included in the orientation of all new employees.  

Department Supervisors are expected to ensure their employees have been advised in 

Executive Order 1997-4. 

 

Interpretation 
 

Any employee that has a question regarding an action, decision or situation (actual or 

hypothetical) that is in or may be in conflict with the Ethics Order is expected to submit 

the specifics in writing to the Human Resource Manager.  All questions will be reviewed 
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by the Director or designee and the Human Resource Manager.  When a decision has 

been made a decision in writing will be given to the employee.  A copy of all decisions 

will be retained by the Human Resource Manager and used for future questions, 

circumstances and interpretation.   

 

Reporting 
 

Any employee having knowledge of a violation of the ethics order has a responsibility to 

report such information to their immediate supervisor or to the first level supervisor who 

is not involved in the alleged violation.  The report of the violation should be made in a 

timely manner and in writing.  The supervisor will conduct an inquiry into the alleged 

violation if it concerns an employee under their direct supervision.  If the violation should 

concern an employee under the supervision of another supervisor, that supervisor will 

conduct the inquiry after the report has been received.  Such inquiry shall be conducted 

within ten (10) working days of the receipt of the report.  

 

Upon completion of the inquiry the supervisor shall submit the findings to the Division 

Administrator.  The Division Administrator will review the findings and make a 

determination as to whether the violation is legitimate considering all factors.  The 

administrator has ten (10) working days to review the findings and determine whether to 

proceed.  

 

If it is determined the violation is legitimate the Division Administrator will deliver the 

report and finding to the Human Resource Manager.  The Director or designee and the 

Human Resource Manager will review the findings and make a determination as to what, 

if any, type of disciplinary action is necessary.  The Director and Human Resource 

Manager have twenty (20) working days to render a decision regarding disciplinary 

action.  The Director’s decision is final.   

 

The Director may seek input from the Attorney General’s Ethics Committee at any time 

during the review process.  This committee has been assigned the responsibility to review 

any questions or violations of the Executive Order on Ethics.  The committee was 

established to provide consistency in interpretation of the executive order.   

 

Investigations 
 

All reports of suspected ethics violations brought to the attention of the Department shall 

be investigated.  The Department reserves the right to appoint an investigating officer 

from either within or outside the Department and may request the assistance of Attorney 

General in appointing an officer.  All efforts will be made to protect employees who have 

reported suspected violations in addition to those employees having been accused of 

suspected violations, yet to be proven, to the maximum extent possible. 
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Employees are required to cooperate fully with appointed or designated investigating 

officers.  If a Department employee is interviewed or asked to provide a written 

statement, the information provided shall be truthful and accurate.  Each investigation 

will be concluded promptly and the employees involved will be informed of the 

investigations outcome.  Any employee who attempts to obstruct an investigation or is 

found to give false testimony shall be subject to disciplinary action pursuant to the 

Personnel Rules of the Executive Branch of Wyoming State Government. 

 

Confidentiality 
 

All efforts will be made to protect the identity of employees who have reported suspected 

violations in addition to those employees accused of suspected violations, yet to be 

proven, to the maximum extent possible.  Reprisals are prohibited against any employee 

reporting a suspected violation, or who testifies, assists or participates in an ethics 

violation investigation.  Attempted reprisals shall be reported utilizing the same 

procedures as used when reporting ethics violations.  Reprisals are subject to disciplinary 

actions pursuant to the Personnel Rules of the Executive Branch of Wyoming State 

Government.  

 

Penalties 
 

Employees found to have violated the ethics order are subject to disciplinary action as 

defined in the Personnel Rules of the Executive Branch of Wyoming State Government.  

Each situation will be judged on its own merit.  Appropriate and final discipline will be 

administered by the Department Director.  Penalties may include but are not limited to 

verbal reprimands, letters of counseling and/or expectations, written reprimands, 

suspension with or without pay, or termination of employment.  Malicious and/or 

frivolous reports of ethics violations may result in disciplinary action being initiated 

against the accuser.  Appropriate cases may be referred for possible criminal prosecution.   

 

 

 



















 

 
 

EXECUTIVE BRANCH CODE OF ETHICS 
ACKNOWLEDGMENT 

 
 
By my signature and dating of this document below, I hereby certify I have had an opportunity to read 
and participate in training concerning the State of Wyoming, Executive Branch Code of Ethics as stated 
in the State of Wyoming Executive Department, Executive Order 1997-4. I further hereby submit I 
understand and will abide with those requirements as stated in the State of Wyoming, Executive Branch 
Code of Ethics with respect to my employment at the State of Wyoming. Moreover, I hereby understand 
the original of this document signed and dated by me shall be kept in my personnel file and any violation 
of the State of Wyoming, Executive Branch Code of Ethics by me may result in disciplinary actions being 
taken against me, up to and including my dismissal from employment, as allowed pursuant to the State of 
Wyoming Personnel Rules. 
 
 
 
_______________________________________________ 
Signature 
 
 
 
__________________________ 
Date 
 
 
 
1/98 
 
 



STATE OF WYOMING 
EXECUTIVE DEPARTMENT 

EXECUTIVE ORDER 

2000 - 4  

Pursuant to the authority vested in the Office of the Governor of the State of Wyoming, I, 
Jim Geringer, Governor of the State of Wyoming, hereby issue this Executive Order 
adopting the following anti-discrimination policy. This policy is applicable to all 
employees, officials, appointees, and elected officials of the executive branch of 
Wyoming State government.  

ANTI-DISCRIMINATION POLICY  

I. Statement of Policy  

The State of Wyoming executive branch strongly disapproves of and does not tolerate 
discrimination as defined in this policy. Any form of discrimination or harassment that 
violates applicable state law, including, but not limited to, discrimination or harassment 
related to an individual’s race, religion, color, sex, national origin, age or disability is a 
violation of this policy and is grounds for discipline, up to and including dismissal. All 
reported or suspected occurrences of discrimination or harassment shall be promptly and 
thoroughly investigated. If discrimination or harassment has occurred in violation of this 
policy, appropriate corrective action shall be taken, including discipline of the offending 
employee.  

II. Prohibited Conduct  

This anti-discrimination policy prohibits the following conduct:  

A. Sexual Harassment  
1. Definition: Sexual harassment means unwelcome sexual advances, 

requests for sexual favors, and other verbal or physical conduct of 
a sexual or gender-based nature when:  

a. submission to such conduct is either explicitly or implicitly 
made a term or condition of an individual’s employment; or  

b. submission to or rejection of such conduct is used as the 
basis for employment decisions affecting the individual; or  

c. such conduct has the purpose or effect of unreasonably 
interfering with an individual’s work performance, or 
creating an intimidating, hostile, or offensive working 
environment.  

2. Examples of inappropriate conduct include, but are not limited to:  
a. threatening or taking adverse employment action if sexual 

favors are not granted;  



b. demands for sexual favors in exchange for favorable or 
preferential treatment;  

c. unwelcome and repeated flirtations, propositions, or 
advances;  

d. unwelcome physical touchings;  
e. whistling, leering, improper gestures, or offensive remarks;  
f. unwelcome comments about appearance;  
g. sexual jokes, or the use of sexually explicit, derogatory, or 

otherwise offensive language;  
h. the display of sexually explicit pictures, greeting cards, 

articles, books, magazines, photos or cartoons; and  
i. any of the above with the use of an employee’s access to a 

state computer, or the state’s Internet or e-mail access.  
B. Ethnic slurs, racial and religious jokes or derogatory comments based on 

an individual’s race, religion, or ethnic background and any other verbal 
or physical conduct relating to an individual’s race, religion, sex, national 
origin, age, or disability.  

C. Failure to provide reasonable accommodation to an employee who is a 
qualified handicapped person as set out in Wyo. Stat. § 27-9-105.  

D. Basing decisions affecting an individual’s employment or any term or 
condition of the individual’s employment on the individual’s race, color, 
national origin, creed, sex, age or because the person is a qualified 
handicapped person.  

E. Any other conduct that violates applicable anti-discrimination law.  
F. Retaliation. This policy prohibits retaliation against any employee who 

opposes a practice prohibited by this policy or who has filed a charge, 
testified, assisted or participated in any manner in an investigation under 
this policy.  

III. Complaint Procedures  
A. Any employee who believes he or she has been discriminated against or 

harassed by anyone, including a supervisor, co-worker or visitor, in 
violation of this policy, should report the conduct immediately. An 
employee may report the conduct to any of the following:  

1. the employee’s immediate supervisor;  
2. any other supervisor in the employee’s chain of command;  
3. the human resources manager for the agency, division or other unit 

in which the employee works; or  
4. any other individual designated to receive such complaints.  

B. Before or in addition to reporting the discrimination or harassment, an 
employee may, if he or she desires, notify the alleged harasser of the 
unwelcome conduct and request that the conduct stop immediately.  

C. Any supervisor receiving a report of or suspecting harassment or 
discrimination must immediately report the conduct to the member(s) of 
management designated to receive such reports.  

D. The individual who receives the complaint should contact an Attorney 
General’s Office personnel section attorney upon receipt of a complaint.  



IV.  Investigations  
A. All complaints of discrimination or harassment prohibited by this policy 

shall be investigated by management as soon as possible after the conduct 
is reported or suspected.  

B. The employee alleging, the employee accused of, and any employee 
witnessing harassment or discrimination shall cooperate with management 
in its investigation of the alleged harassment or discrimination.  

C. To the extent practicable, all complaints of harassment or discrimination 
shall remain confidential. It may be necessary, however, to disclose the 
nature or origin of the complaint to investigate it properly or to take 
corrective action.  

V. Corrective Action  

If it is determined that discrimination or harassment prohibited by this policy has 
occurred, management shall immediately take action to reasonably ensure that the 
discrimination or harassment is stopped and does not reoccur.  

This Order repeals and replaces Executive Order 1993-4. This Order shall be 
effective on [date] and shall remain in effect until amended or repealed.  

Given under my hand and the Executive Seal of the Office of Governor this ____ 
day of__________, 2000.  

Jim Geringer 
Governor  

 



 

 
 
Policy: Executive Order 2000-4 

Anti-Discrimination Policy 
 
By signing this document, I hereby acknowledge that I have received a copy of, read and understand the 
State of Wyoming Anti-Discrimination Policy. I also hereby acknowledge that on the date indicated 
below I received training on the Anti-Discrimination Policy. I agree to comply with the Anti- 
Discrimination Policy, and I understand that violation of the policy may result in discipline, up to and 
including dismissal from employment. I understand that this signed and dated Acknowledgment, or a true 
and accurate copy thereof, shall be placed in my personnel file. 
 
 
_________________________________ ________________ 
Signature Date 
 
 
 
_________________________________ 
Name (Please print) 
 
 
 
Training Acknowledgment: 
 
Date of Training: ___________________ 
 
 
__________________________________ _________________ 
Signature Date 
 
 



Information Technology Office 

2301 Central Avenue 

Cheyenne, WY 82002 

(307) 777-6315 

 

 
Wyoming SPCR Information Technology Section 

 

The following Department Computer Policies, Procedures and Rules must be observed by all 

employees.  Please read and initial each item below: 

 

_____ 1.  All computer data, hardware, software, and peripherals are the property of the State of 

Wyoming and must be protected and used in a proper manner. 

 

_____ 2.  Users may not load any software on their PCs  without first talking with SPCR IT. 

 

_____ 3.  Users may not install any hardware on their PCs without first talking with SPCR IT. 

 

_____ 4.  Users may not perform maintenance or repairs on their PCs  without discussing the situation 

with SPCR IT. 

 

_____ 5.  No user may repair another user=s PC without talking to SPCR IT. 

 

_____ 6.  Any department user can contact SPCR IT staff for assistance unless your supervisor says 

otherwise.  

 

_____ 7.  Department users may not bring computer hardware, software, or peripherals from home to 

install or load on their office PC.  If they do, the item automatically becomes the property of 

the State. 

 

_____ 8.  Users are responsible for maintaining the highest security standards for their PCs and the 

Network.  Users WILL NOT share their passwords with another user. 

 

Infractions to these policies/procedures/rules will result in an immediate lockout of the user=s login 

rights as well as denial of access to data and the network server.   

 

Failure to abide by these SPCR PC policies and procedures may lead to the following: 

 

1.  User and user=s supervisor will be notified of infraction(s) and counseled on correct choices. 

 

2.  User will receive a Memorandum of Understanding outlining the department=s PC Policies and 

Procedures. 

 

3.  Further infractions, SPCR IT will notify the Human Resources section and the manager or 

supervisor of the employee for help in correcting the problem(s).  SPCR IT may recommend to HR 

the user be denied further access to PCs and servers until SPCR IT meets with the supervisor and user 

to discuss the problem(s).  

 

4.  Any user who steals, sabotages, purposely or accidently breaks a PC or other components doing 

unauthorized installs or repairs, and who carelessly opens their PC to viruses that result in the 

disabling of the PC will be referred to the Attorney General=s Office for discipline. 

 

 
__________________________________   ________________ 

Employee/User       Date 

 



3400-P010:  Email Management 

 

I. PURPOSE 

 

To promote consistent and efficient use of IT resources and improve data sharing 
among agencies by the establishment of an enterprise electronic mail system. 

II. SCOPE 

This policy applies to all Executive Branch agencies, boards and commissions, 
(collectively referred to as agencies) and all other entities that access the State of 
Wyoming enterprise email system.  

POLICY 

 

A. General   
1. All Executive Branch agencies, boards, and commissions will utilize the  

enterprise Wyoming email system. 
2. Enterprise email system, for purpose of this policy, shall mean all information 

processing equipment and software employed for electronic transfer of 
information through mail protocols such as SMTP or IMAP including, but not 
limited to; computers, servers, wireless devices, facilities for Internet/Intranet 
access, storage media, software and all data associated with this system.  

3. Ownership - The State of Wyoming owns the electronic mail data and 
reserves the right to specify and control its use.  All accounts, and messages 
sent or received or stored on backup media are the property of the State of 
Wyoming.  In the event of any employee termination or interagency transfer, 
the employee’s email account may be deleted, redirected to the employee’s 
successor or appropriate management, or transferred to the employee’s new 
agency as determined by the originating agency. 

4. Official Records - Employees should be aware that documents created in, 
sent by, or attached to electronic mail may constitute official records of the 
State of Wyoming.  To the extent that email constitutes a “record” for records 
management purposes, there may be State statutes or other policies affecting 
its use and maintenance.  

 
B. Usage Rules  

1. Authorized Access – Agencies may grant their employees access to the 
enterprise email system to carry out their assigned duties.  Access for non-
state employees shall be granted only with approval of the agency director or 
their designee. Access to the email system may be denied by the agency at 
any time if it is determined that access is no longer needed or there has been 
a violation of policy or other abuse of the system.  In emergency situations a 
designated email administrator may temporarily suspend an account and will 
notify the affected agency. 



3400-P010:  Email Management 

 
2. Unacceptable Use - The following uses are unacceptable and prohibited.  The 

list is not exhaustive, but attempts to supply a scope of what activities are 
unacceptable.  
a. Illegal Activities – Any illegal or wrongful conduct is prohibited. Any 

information or knowledge regarding illegal actions will be provided to the 
Attorney General, Division of Criminal Investigation or other appropriate 
law enforcement agency.  
i. Intellectual Property Infringement – Inclusion of copyrighted material in 

email that would violate copyright laws is prohibited.  
ii. Discrimination and Harassment - The use of the email system to 

transmit data which is disparaging or harassing to individuals or groups 
will not be tolerated. This includes, but is not limited to writings, 
drawings, jokes or any other form of data that is degrading or 
harassing to others based on an individual’s race, religion, color, sex, 
national origin, age or disability. 

iii. Insensitive or Profane language – Users must not send messages 
containing offensive, derogatory, profane or abusive language.  

iv. Objectionable Material – Users must not use the system to distribute 
pornography, malicious code or illegal software. 

v. Interference with system operation - Any use that seriously and unduly 
affects system functionality is prohibited.  This includes, but is not 
limited to intentional misuse of group addresses, forwarding chain 
letters, sending SPAM messages, email bombs, initiating denial of 
service attacks or other forms of cyber terrorism. 

b. Use of other accounts - The use of another user’s account or intentionally 
falsifying an identity to send or receive communications (identity theft) is 
prohibited.  At the discretion of the agency, proxy rights may be granted by 
one user to another. 

c. Personal Gain – The system may not be used for personal commercial 
ventures or other personal gain. 

d. Religious or Political Use – Using the system for promotion of religious or 
political causes or endorsement of candidates is prohibited. 

3. Personal Use - The State of Wyoming’s email system is to be used primarily 
for legitimate state business purposes.  Incidental personal use is not 
prohibited, but such use must not unreasonably affect the employee’s work 
performance or the conduct of State of Wyoming business activities, and 
must not compromise system security. 

4. Email Signature - Users shall use email signature blocks to provide contact 
information to the recipient, as a part of all messages with a destination 
outside of this system.  Email signature blocks will be in the standard format 
noted in the email standards document. (see 3400-S010 Email Management 
Standard) 

5. Disclaimer Statement – There will be a State disclaimer appended to all sent 
email. At the agency’s discretion additional disclaimers can be added, (see 
3400-S010 Email Management Standard) 
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C. Managing Email  

1. Monitoring and Access - The State of Wyoming reserves the right to inspect 
all email related data at any time as authorized by statute or policy.  

2. Data Backup and Recovery, Email Message size, Attachments, and Archive – 
Each of these are subject to the terms of the agreement with the email 
provider.  

3. Naming Conventions - To provide consistency and ease of use, standard 
naming conventions will be required, primarily for address book related data.  
This will be done in accordance with the naming conventions noted in the 
email standards document.  In addition to naming conventions, aliases can be 
used provided the alias does not conflict with other previous existing account 
names or aliases. (see 3400-S010 Email Management Standard) 

4. Retention of Public Records – Email content created or received in the course 
of conducting State of Wyoming business will be retained and maintained in 
an alternative format as prescribed by state and agency records retention 
schedules.  

5. Litigation and Discovery – Email which has been identified in any court or 
regulatory proceedings as having a high likelihood of imminent litigation shall 
remain available for discovery until the legal hold has been removed. In all 
situations where this section applies, an email system administrator must be 
notified immediately. 
 

 
CIO Approved Date: 2/17/12  

 



 

 
 

EXECUTIVE BRANCH E-MAIL POLICY 
ACKNOWLEDGMENT 

 
 
By my signature and dating of this document below, I hereby certify I have had an opportunity to read the 
State of Wyoming E-mail Policy as stated in the 3400-P010: Email Management Policy of the Wyoming 
Enterprise Technology Department. I further hereby submit I understand and will abide with those 
requirements as stated in the State of Wyoming E-mail Policy with respect to my employment at the State 
of Wyoming. Moreover, I hereby understand the original of this document signed and dated by me shall 
be kept in my personnel file and any violation of the State of Wyoming E-mail Policy by me may result in 
disciplinary actions being taken against me, up to and including my dismissal from employment, as 
allowed pursuant to the State of Wyoming Personnel Rules. 
 
 
 
___________________________________________________ 
Signature 
 
 
 
__________________________ 
Date 
 
 
 
 
10/2013 
 
 









 

 
 

EXECUTIVE BRANCH INTERNET USE POLICY 
ACKNOWLEDGMENT 

 
By my signature and dating of this document below, I hereby certify I have had an opportunity to read the 
State of Wyoming 1200-P143: Internet Acceptable Use Policy of the Wyoming Enterprise Technology 
Department. I further hereby submit I understand and will abide with those requirements as stated in the 
State of Wyoming Internet Acceptable Use Policy with respect to my employment at the State of 
Wyoming. Moreover, I hereby understand the original of this document signed and dated by me shall be 
kept in my personnel file and any violation of the State of Wyoming Internet Acceptable Use Policy by 
me may result in disciplinary actions being taken against me, up to and including my dismissal from 
employment, as allowed pursuant to the State of Wyoming Personnel Rules. 
 
 
___________________________________________________ 
Signature 
 
 
 
__________________________ 
Date 
 
 
 
 
2/2007 
 
 
 
 



 

 
 

Department of State Parks and Cultural Resources 
Reference Policy 

 
Negative job references have become an expanding source of concern. The safest approach is to have all 
requests for information on current or former employees channeled through the Human Resource section. 
No information will be released without a signed waiver from the individual in question. Generally, 
references will be limited to title and employment dates. Any exceptions will be reviewed and approved 
by the Wyoming Attorney General’s Office. 
 
If you are asked to serve as a personal reference it is advised you do so outside your official capacity as a 
state employee of the Department of Parks and Cultural Resources. 
 
My signature indicates my awareness and understanding of the Department of State Parks & Cultural 
Resources Reference Policy. 
 
 
_______________________________ 
Print Name 
 
 
 
________________________________ __________________ 
Signature Date 
 
 
 
 
 
 



EMPLOYEE INFORMATION FOR MOTOR POOL 

Name:   Title:  

Agency Number & Name:  Division:  

Work Address:    Work Phone: 

City/Zip:    Cell Phone:  

Fax Number 

E-mail address:    Emergency Contact: 

Last 6 of SS# for Wright Express fuel access:       (form will be shred after input) 

Driver’s License Number:   State:  Exp. Date:   

Will you be checking vehicles out from our Pool? Yes No 

Will you have a permanent assigned vehicle? Yes No 

Please complete this form and e-mail ai-motorpool@wyo.gov OR fax (307) 635-0911 OR drop off at 

A&I Motor Pool at 723 West 19th Street – Cheyenne, WY  82002 

If you have any questions, please (307) 777-7247 or (800) 442-2375 

Revised 12/2017 des 



Applicant's Signature 

a. Signature:      b. Date (MM/DD/YY):       

Supervisor's Signature 

a. Signature:      b. Date (MM/DD/YY):       

IV. FUELMASTER MANAGEMENT STAFF (INTERNAL ONLY) 

a. Date Entered (MM/DD/YY):       b. Drivers License Number Entered:       

c. Previous Date Entered (MM/DD/YY):       d. Staff Initials     

V. Points of Contact (Phone Numbers and E-Mail Address) 

Fuel Management Questions: (307) 777-4372 Fax Number:  (307) 777-3858 

E-Mail Address (send form to):  fuelmaster@wyo.gov 

VI. REMARKS/SPECIAL INSTRUCTIONS 

      

FS-Fuel Form 1                                                                                                                                                                September 21, 2011 

 

 WYDOT – FUELMASTER MANAGEMENT REQUEST FORM 
 

Purpose:  This form allows state employees, vendors or contractors to request the use and access of Fuelmaster sites across the State of Wyoming.  This form will be used by WYDOT's 

Financial Services Fuel Management program to authorize and charge state parties in their fuel usage.  Information will be collected and analyzed to ensure appropriate allocations of fuel 
and charges are calculated appropriately.  Drivers License number is a requirement to access the Fuelmaster fuel stations.  The Supervisor can either send the request via e-mail or sign 

the document and mail it.  A Supervisor is the approval authority for the Form.  Send the form to fuelmaster@dot.state.wy.us if e-mailing.  

 __ __ADD __ __Modify __ __Delete 

I.  APPLICANT INFORMATION 

 a. APPLICANT NAME (Last, First  Middle):       

 b. AGENCY:       c. AGENCY NUMBER:       

d. DEPARTMENT:       

 e. PHONE NUMBER:       

 f. EMAIL:       

II.  APPLICANT SUPERVISOR INFORMATION 

 a. SUPERVISOR NAME (Last, First  Middle):       b. REQUIRED DATE (MM/DD/YYYY):       

 c. AGENCY:       d. AGENCY NUMBER:       

e. DEPARTMENT:       

 f. PHONE NUMBER:       

 g. EMAIL:       

III. DRIVERS LICENSE NUMBER 

The Drivers License Number is required to use the Fuelmaster stations across the state. 

a. State b. Drivers License Number c. Wyoming State Employee ID 

                  

Explanation:  The Fuelmaster System will only accept 9 digit numbers.  In some states a license number is longer than 9 digits and has 
letters, the Fuel Management Staff will take the following action to the license number:  

 Out of State 

Driver License Number:  1A2B34568Z1   Modified to:  102034568 
 Wyoming 

Driver License Number:  123456-123   Modified to:  123456123 

The  Out of State Drivers License Number is modified to meet the requirements of the Fuel Master system by setting all letters to ZERO and 
removing the digits larger than 9 from the right.  The dash is removed from the Wyoming Drivers License Number. 

III. SIGNATURES (A signature is not required if e-mailed.  The supervisor's email address must match this form). 



 
 

 

 

 

SEASONAL EMPLOYEE 

  

INSURANCE ACKNOWLEDGMENT FORM 

 

 

I _____________________________________, acknowledge by initializing the following: 

  (please print name) 

 

_____ I have been informed by Human Resources that after I work at least 80 hours per 

month during the first 3 full months of employment, the insurance plans I elect on the 

enclosed applications will take effect on the first day of the 4
th

 month.  

 

_____ If I do not wish to participate in the group or voluntary insurance plans, I need to 

complete the ‘Withdrawal or Decline’ area on the applications and submit the forms with 

the other documents in this hire packet. 

 

_____ Information about the insurance plans can be found on the Group Insurance web 

site, here: http://ai-hrd.wyo.gov/egi/active-employees However, if I have questions about 

the plans I can contact the department’s human resources section at (307) 777-3631 or 

(307) 777-7010. 

 

 

 

__________________________________     

Signature    

 

___________________                   

Date 
 

 

 

 

 10/2016 

Human Resources Office 

2301 Central Avenue 

Cheyenne, WY  82002 

(307) 777-7010 



EGI New Benefited Employee Enrollment Check List   TP01/AWEC 
 

 

Today’s Date:___________________________         Date of Hire: _______________________ 
 

Employee Name:________________________         SSN:______________________________ 
 

Agency Name & Number:________________      Benefit Specialist:________________________ 
 

ELIGIBILITY & DEADLINES 

 

 All employees must work 80 hours per calendar month to be eligible and maintain eligibility 
 The HIPAA Privacy Notice is available at (egi.wyo.gov) on the Publications page 
 Deadline for newly eligible employees: must submit enrollment applications via paper or online 

portal within 31 days of eligibility (day coverage would begin) this includes any revisions to your 
elections 

 AWEC Employees – coverage begins the first of the month following date of hire 
 TP01 Employees – coverage begins the first of the month following 90 days 
 If you change to a Probationary position, you can only change benefits, which are directly 

affected by the State Contribution 

 Deadline for Qualifying Event changes is within 60 days of the event, you must submit paper or 
an online application for benefit change. (i.e birth, marriage, divorce etc.) 

 Deadline for supporting documentation for dependents and/or a qualifying event is within 30 days 
of the application deadline 



Yes 

No 

 Determine if the employee & spouse both work for EGI covered employer? 
 

State of Wyoming University of Wyoming Laramie County Comm. College 
Central Wyoming College Eastern Wyoming College Western WY Comm. College 
Northwest Comm. College NWCCD Casper College 

WCDA WY Infrastructure Natrona CO School District 
City of Casper WY Pipeline  

 
 

 If yes, and children will be covered, Split coverage is required for health & dental 
 If yes, but no children being covered, employee only coverage is required for both (cannot 

decline) 

PREMIUMS 

 

 State Contribution – applies to Health, Dental and Employee basic Life only. All other benefits are 
100% employee paid 

 Use the online Calculator to determine your monthly employee portion of premium (egi.wyo.gov) 
 As a new hire employee, you may have a double premium deduction from your paycheck if 

premiums could not be deducted from your first paycheck 

BENEFITS 

 

Health, Dental & Life 

 Training videos are available on our website for benefits. (egi.wyo.gov) on the training page 
 Optional Dental – if waived/declined there is a 3 year waiting period to enroll 
 Describe insurance plans available including deductibles 
 Health and Dental insurance ID card will be sent to the employee by the insurance vendor 

 



 

 
Vision, Disability & Long Term Care 
 

 Vision Enrollment Options ( 2 year commitment if enrolling & 2 year waiting period if waived) 
 Employee Short Term and Long Term Disability – guarantee issue at new hire, see training video 
 Genworth Long Term Care Website Information is on the Application. Employee must enroll online 

directly with Genworth 

 

Flexible Spending Benefits – be sure to read through the Flex Booklet for all details 
 Premium Tax Election 

o Pre Tax  - locks you into all benefit elections, changes only permitted with a Qualifying Event 
o Post Tax - Not locked into benefit elections except for specific benefit commitments 
o Elections remain in effect until you change them during Open Enrollment for the new year 

 

 Medical Reimbursement Accounts must be re-elected each year if you wish to participate 
o This account is a use it or lose it account so plan accordingly 
o Direct Deposit is available once the employee is set up in the State’s accounting system 
o Flex deposits are pulled in the payroll month the deposit is due. (i.e. Jan. payroll is Jan. deposit 

 

 Day Care Reimbursement Accounts must be re-elected each year if you wish to participate  
o This account is a use it or lose it account so plan accordingly. 
o Money must be in the account in order to be reimbursed. 
o Direct Deposit is available once the employee is set up in the State’s accounting system 
o Flex deposits are pulled in the payroll month the deposit is due. (i.e. Jan. payroll is Jan. deposit 

HR USE ONLY 

Provide the Employee Health/Dental/Life Application or Employee Portal Instructions 

Provide the Employee Voluntary Benefits Application or Employee Portal Instructions 

Provide the Employee the Flex Election form or Employee Portal Instructions 

Provide the Health, Dental and Life Benefit Plan Books to the employee 

Provide the Summary Benefit Comparisons (SBC, 4 total) to the employee 

Federal Requirement: Provide employee with the Health Insurance Marketplace Notice 

Add the new employee to the (eBMS) Employee Portal (egiportal.wyo.gov) 

Provide the employee a copy of this signed checklist for their records 

Email the completed/signed checklist to EGI. 

 
    

Employee Signature  Date 
By signing this form, you acknowledge you understand the information contained on this document. 

 
 

  

Benefit Specialist Signature  Date 
By signing this form, you acknowledge you have reviewed this information with the employee. 

 
This completed form is required for all newly eligible employees. Enrollment 
will not be processed without.       Revised 10/2019 

 
 

Employees’ Group Insurance 
Phone: 307-777-6835 
Email: egi@wyo.gov 
Website: egi.wyo.gov 

Portal: egiportal.wyo.go 











  
ENROLLMENT FORM 

STATE OF WYOMING FLEXIBLE BENEFITS PLAN 2019 
 

NAME  SS#  
 PLEASE PRINT   
    
AGENCY NAME  AGENCY #  
 

REIMBURSEMENT ACCOUNTS 
These elections must be made every year; they do not continue without a new election. 

 

 

INSURANCE PREMIUMS 
This election will stay in force until it is changed in any November for the new year. 

 
 
 
 
 
 
 
 
 
 

Newly Eligible Employees (New Hires) Annual Election (Open Enrollment) 
Effective Date is 1st of the month following receipt of election Effective date is January 1, 2019 
Deadline is 31 days from the date you are eligible for benefits. Deadline is November 30th, 2018 

Monthly amounts I have elected will be deducted from my regular 
paychecks beginning immediately and continuing through 
December 31, 2019  

Monthly amounts I have elected will be deducted 
from my regular paychecks beginning on  
January 31, 2019 through December 31, 2019 

This election is irrevocable and no modifications are allowed, except for a change in family or employment status. 

I agree to all the terms and conditions described in the Flexible Benefits Plan Booklet. 

I have read and understand all provisions of this form 

 

 
 
 

 
AGENCY RECEIPT:_________________________ 

MEDICAL REIMBURSEMENT ACCOUNT.  Please fill in the blanks with the dollar amount you 
want deducted from your earnings each month  $___________ .  This is not an option for 
Health Savings Account (HSA) participants. (Maximum election $2,600/year)  

DEPENDENT DAYCARE ACCOUNT.  Please fill in the blanks with the dollar amount you want 
deducted from your earning each month  $__________ . (Maximum election $5,000/family) 

WRAP AROUND MEDICAL REIMBURSEMENT ACCOUNT: This option is intended to 
complement the Health Savings Account.  Please fill in the blanks with the dollar amount you 
want deducted from your earnings each month $________.  (Maximum election $2,600/year) 
Electing the Wrap Around Medical Reimbursement does NOT enroll you in the Health Savings 
Account. (See back of form for additional information) 

 

PRE-TAX INSURANCE PREMIUMS.  Check if you elect to pay your insurance premiums on a 
pre-tax basis.  By this election, I understand that I cannot drop anyone or any part of my 
insurance plan without a qualifying family status change.   

POST-TAX INSURANCE PREMIUMS.  Premiums are taken out of pay after taxes have been 
assessed.  This change will stay in force until it is changed in any November for the new plan 
year effective date. 

Please read the back of this form before making any election. 
SEE BACK OF FORM FOR DIRECT DEPOSIT ELECTION 

By signing I agree to the above information  DATE 



 
DIRECT DEPOSIT OPTION        NAME:        SSN:     
 

If you would like to receive direct deposit from Employees’ Group Insurance (EGI), the State Auditor’s Office 
requires that you complete an IRS Form W-9 (http://sao.wyo.gov/vendor-resources) to initiate a Vendor 
Number in the State accounting system and authorize direct deposit; we also need an original voided check. 
Complete the form and return it to EGI with this election form. We will process it in coordination with the State 
Auditor’s Office to update the State accounting system.  With direct deposit, your payments will be automatically 
deposited into your checking or savings account. Once you return the completed forms, your reimbursements 
will begin to be direct deposited as soon as authorize by the State Auditor’s office.   
 
          Yes, I would like to receive direct deposit for my flex reimbursement               No, I DO NOT want direct deposit 
   
 
Signature       Date 
 
 
Medical Reimbursement Account (MRA) – reimbursement for eligible expenses, i.e., coinsurance, deductibles 
and most medical expenses not covered by insurance including dental and vision expenses.  The total monthly 
deductions elected for the Medical Reimbursement Account for the period of January 1 through December 31 
may not exceed $2,600.  You are not eligible to enroll in this option if you are participating in a Health 
Savings Account.  You may participate in the Wrap Around Medical Reimbursement Account (see 
below).   
 

Dependent Day Care Account (DCA) – reimbursement of expenses incurred for day care, home care, or child 
care for care of a dependent child under age 13, a disabled child of any age, a disabled spouse or a disabled 
dependent parent.  The total monthly deductions elected for the Dependent Day Care Account for the period of 
January 1 through December 31 may not exceed $5000 for you and your spouse together ($2500 in the case of 
a married individual filing a separate tax return for 2018 OR the lesser of your (after subtracting all Flexible 
Benefit Plan deductions) or your spouse’s earned income for the 2018 Plan Year. 

 Money must be in the account to be reimbursed. 
 Reimbursement can only be made for services as they are incurred. 
 See your Flex Plan Booklet for further details of the program. 

 

Wrap Around Medical Reimbursement Account (WMRA) – Intended for individuals participating in a Health 
Savings Account (HSA).  Only expenses that are not allowed under the health plan are eligible for 
reimbursement, i.e., vision or dental services. The total monthly deductions elected for the Wrap Around Medical 
Reimbursement Account for the period of January 1 through December 31 may not exceed $2,600.  Electing to 
participate in the Wrap Around Medical Reimbursement Account does not enroll you in a Health Savings 
Account. 
 

Health Savings Account – Must be enrolled in the $1500 or $3000 deductible plan to participate.  See your 
Benefit Specialist for additional information regarding eligibility and enrollment and/or our website for our HSA 
brochure (egi.wyo.gov) Electing to participate in the Wrap Around Medical Reimbursement Account does not 
enroll you in a Health Savings Account. 
 

Pre Tax Insurance Premiums 
When electing before tax premiums, your insurance premiums are taken out of your gross pay first and then the 
rest of your wages are taxed, reducing your taxable income. When selecting this option you cannot drop 
persons or coverage without a qualifying status change.  PLEASE see the Flexible Benefits Plan Booklet for 
further details regarding this benefit.  Once this election is made it will stay in effect until you change it due to a 
qualifying event, OR in any November for the new plan year. 
 

Post Tax Insurance Premiums 
When electing after tax premiums, your gross pay is taxed and then your insurance premium is deducted from 
your net pay (take home pay).  When electing this option, you can drop coverage or person without a qualifying 
event (subject to plan provisions). PLEASE see the Flexible Benefits Plan Booklet for further details regarding 
this benefit.  Once this election is made it will stay in effect until you change it due to a qualifying event, OR in 
any November for the new plan year. 
 

NOTE: Deductions for the Plan Year beginning in January are taken from your January paycheck. 
Please contact your Benefit Specialist or the Employees’ Group Insurance office (777-6835) if you have any 
questions. 

Revised 5/2019 



2020 State Group Insurance Active Employee Monthly Rate Sheet
Effective January 1, 2020

2020
HEALTH Premiums Your Contribution Calculation
$500/$1000 Ded.
Employee $1,046.42 Health Premium    ______________________

$1,588.88
$2,106.81 Preventive Dental Premium * + ______________________

Family $2,422.40
Split **** $1,211.20 Optional Dental Premium + ______________________
$900/$1800 Ded.
Employee $1,017.10 Life Insurance Premium + ______________________
Employee+Child(ren) $1,544.36
Employee+Spouse $2,047.77      Total Premium = ______________________
Family $2,356.28
Split **** $1,178.14 Employer Contribution (Active Only) - ______________________
$1500 High Deductible Health Plan Employee Only $928.65
Employee $957.32 Employee + Children $1,412.50
$3000 High Deductible Health Plan Employee + Spouse $1,852.74
Employee+Child(ren) $1,453.61 Family $2,121.00
Employee+Spouse $1,927.43 Spilt **** $1,070.68
Family $2,222.50 AWEC/TP01 $928.65
Split **** $1,111.25
$2,000/$4000 Ded      Sub Total ** = ______________________
Employee $947.55
Employee+Child(ren) $1,438.39 Dependent Life Premium *** + ______________________
Employee+Spouse $1,907.25
Family $2,192.98
Split **** $1,096.49      Your Contribution = ______________________

DENTAL         * Preventive dental is required when health coverage is elected. 
Preventive Dental       ** If "Sub Total" is negative, put zero in the box.
Employee $22.15     *** Dependent Life cannot be paid for with employer contributions.
Family $48.92
Split $24.46   **** SPLIT COVERAGE: 
Optional Dental  If both spouses work for State, University and/or Community Colleges, 
Employee $18.46 Split coverage for family coverage is mandatory.
Family $43.26 Note:  If both spouses work for State, University,Community Colleges,
Split $21.63 and/or NCSD but no children are covered, single coveage is mandatory.

AWEC/TP01 Split: AWEC/TP01 recieves a single rate contribiton of
Life Insurance (928.65)and spouse  recieves a special contribution of (1,212.71)
00-39 50,000 3.14
40-44 50,000 3.40
45-49 50,000 4.92
50-54 50,000 7.36
55-59 50,000 13.41
60-64 32,000 13.04
65-69 21,000 16.31 Employees' Group Insurance Website
70-74 14,000 17.55 egi.wyo.gov
75-79 9,000 18.27
80-84 6,000 19.72
85 & over 4,500 23.96

Dependent Life Rate 1.46

Employee+Child(ren)
Employee+Spouse



New Health Insurance Marketplace Coverage 
Options and Your Health Coverage

PART A: General Information 
:

What is the Health Insurance Marketplace? 

Can I Save Money on my Health Insurance Premiums in the Marketplace? 

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace? 

How Can I Get More Information? 

Form Approved       
OMB No. 1210-0149 

5 31 2020



PART B: Information About Health Coverage Offered by Your Employer 

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



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

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
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