
STATE OF MARYLAND 
PAYROLL DIRECT DEPOSIT AUTHORIZATION 

I authorize the State of Maryland Central Payroll Bureau to take the following action with my net salary: 

(Check One) 

1. Initiate  deposit directly to my checking/savings account
(Will take at least two pay periods to allow for pre-note process.)

    CPB Use Only 

2. Change  account type(checking/savings account), and/or bank routing number to which my net salary
is deposited (cancel of old account will occur within 21 days for receipt of CPB; you will receive a
payroll check until the new account is established)
Do not close account until payroll check is issued.

3. Discontinue direct deposit into my checking/savings and issue a payroll check instead.
Do not close account until payroll check is issued.

 Effective PPE: 

  Bank Name: 
  (Omit if action 3 is checked) 

  Account Type:  (Must Check One) 
  If not marked this form will be returned    

  Checking               Savings 

  Processed by: 

  Bank Number 

  Checking/Savings Account Number 
Verify carefully. For checking, copy directly from your personal check.  Do not 
include your check number.  Do not use your deposit slip number. 

I authorize the State of Maryland to deposit my net salary to the bank and account named above. This authorization is to remain in force until the State 
of Maryland receives written notification from me of its termination in time and manner that allows the State and the bank a reasonable opportunity to 
act upon it. In the event that the State of Maryland notifies the bank that funds to which I am not entitled have been deposited to my account in error, I 
authorize and direct the bank to return said funds to the State as soon as possible. If the funds erroneously deposited to my account have been drawn 
from that account so that return of those funds by the bank to the State is not possible, I authorize the State to recover those funds by setting off the 
amount erroneously paid me from any future payments from the State until the amount of the erroneous deposit has been recovered, in full. 

Date Employee signature Daytime phone number 
Instructions: 
• Only one account is permitted for direct deposit. You can choose either checking or savings not both.
• Type only (except signature).
• Use black ink only.
• Complete all blocked areas in the top part of form except for the section “CPB use only.”
• Read authorization and sign the completed form.  Only original forms will be accepted.  Unsigned or Incomplete forms will be returned.
• Deposit amount will be full net amount of pay into either your checking/savings account.
• If changing your account type, bank and or account number, you will receive a payroll check until new direct deposit becomes effective.
• Do not send a voided blank check.
• Send completed form to:  Central Payroll Bureau, P.O. Box 2396, Annapolis, MD 21404. Phone 410-260-7401. CPB/c/dd/0059/5-2020 

Social Security Number 

- 
Agency Code 

Employee’s Name (please print)

-
Agency Name (please print)

Payroll System (Check one)     Regular  Contract   University of Maryland 

IAT requirement        Check box if your full net pay is subsequently transferred to a foreign bank. 

(Original wet signature required)



8. I certify that I am a legal resident of the state of and am not subject to Maryland withholding because I meet the 
requirements set forth under the Servicemembers Civil Relief Act, as amended by the Military spouses 

Form MW507 Employee Withholding Exemption Certificate 2023 
Comptroller of Maryland FOR MARYLAND STATE GOVERNMENT EMPLOYEES ONLY 

Section 1 – Employee Information (Please complete form in black ink.)
Payroll System (check one) 

RG CT UM 

Name of Employing Agency 

Agency Number Social Security Number Employee Name 

Home Address (number and street or rural route) (apartment number, if any) 

City State Zip Code County of Residence (required) Nonresidents enter Maryland 
County or Baltimore City 
where you are employed 

Section 2 – Maryland Withholding Maryland worksheet is available online at https://marylandtaxes.gov/forms/23_forms/MW507.pdf 

Single Married (surviving spouse or unmarried Head of Household) Rate Married, but withhold at Single Rate 

1. Total number of exemptions you are claiming not to exceed line f in Personal Exemption Worksheet on page 2. ................................ 1. 
2. Additional withholding per pay period under agreement with employer ............................................................................................... 2. 
3. I claim exemption from withholding because I do not expect to owe Maryland tax. See instructions and check boxes that apply. 

a. Last year I did not owe any Maryland income tax and had a right to a full refund of all income tax withheld and
b. This year I do not expect to owe any Maryland income tax and expect to have the right to a full refund of all income

tax withheld. (This includes seasonal and student employees whose annual income will be below the minimum filing
requirements).
If both a and b apply, enter year applicable (year effective)  Enter “EXEMPT” here .................................................... 3.  

4. I claim exemption from withholding because I am domiciled in the following state.
Virginia 

I further certify that I do not maintain a place of abode in Maryland as described in the instructions. Enter  "EXEMPT" here ........... 4.  
5. I claim exemption from Maryland state withholding because I am domiciled in the Commonwealth of Pennsylvania and

I do not maintain a place of abode in Maryland as described in the instructions on Form MW507. Enter “EXEMPT” here .................. 5.  
6. I claim exemption from Maryland local tax because I live in a local Pennsylvania jurisdiction within York or

Adams counties. Enter “EXEMPT” here and on line 4 of Form MW507. ............................................................................................. 6. 
7. I claim exemption from Maryland local tax because I live in a local Pennsylvania jurisdiction that does not impose

an earnings or income tax on Maryland residents.  Enter “EXEMPT” here and on line 4 of Form MW507. ........................................ 7. 

Residency Relief Act. Enter “EXEMPT” here ....................................................................................................................................... 8. 

Section 3 – Employee Signature 

 Employer’s name and address (For Employer Use Only) 
Central Payroll Bureau 

P.O. Box 2396 
Annapolis, MD 21404 

Federal Employer identification number (EIN) 

Important: The information you supply must be complete. This form will replace in total any certificate you previously submitted. 
Web Site - https://www.marylandtaxes.gov/statepayroll/payroll-forms.php 

Under the penalty of perjury, I further certify that I am entitled to the number of withholding allowances claimed on line 1 above, or if claiming exemption 
from withholding, that I am entitled to claim the exempt status on whichever line(s) I completed. 

Employee’s signature Date Daytime Phone Number 
(In case CPB needs to contact you regarding your MW507) 

https://www.marylandtaxes.gov/statepayroll/payroll-forms.php
https://marylandtaxes.gov/forms/23_forms/MW507.pdf


Form W-4
Department of the Treasury 
Internal Revenue Service 

Employee’s Withholding Certificate 
FOR MARYLAND STATE GOVERNMENT EMPLOYEES ONLY 

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

▶ Your withholding is subject to review by the IRS.

2023 

Step 1 – Personal Information (Please complete form in black ink.) 
Payroll System (check one) 

 RG  CT  UM 
Agency Number Name of Employing Agency 

(a) Employee Name (b) Social Security Number

Home Address (number and street or rural route) (apartment number, if any) Does the name match the name on your Social 
Security card?  If not, to ensure you get credit for 
your earnings, contact SSA at 800-772-1213 or go 
to www.ssa.gov 

City State Zip Code County of Residence (required) 

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

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

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

Do only one of the following. 

(a) Reserved for future use

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

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

TIP: If you have self-employment income, see page 2. 

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

Step 3: If your income will be $200,000 or less ($400,000 or less if married filing jointly): 

Claim    Multiply the number of qualifying children under age 17 by $2,000 ……...▶ $ 
Dependents  

Multiply the number of other dependents by $500…………………………. ▶ $______________ 
Add the amounts above for qualifying children and other dependents. You may add to this the amount of any other 
credits. Enter the total here . . .................................................................................................................................................... 3 $ 

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

Other interest, dividends, and retirement income . . . . . . . . . . . . 

Adjustments 
(b) Deductions. If you expect to claim deductions other than the standard deduction and

want to reduce your withholding, use the Deductions Worksheet on page 3 and enter the result
here. . . . . . . . . . . . . . . . . . . . . 

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

4(a) $ 

4(b) $ 

4(c) $ 

Important: The information you supply must be complete. This form will replace in total any certificate you previously 
submitted. Web Site - https://www.marylandtaxes.gov/statepayroll/payroll-forms.php

Step 5: 
Sign 
Here 

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

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

Employers 
Only 

Employer identification 
number (EIN)

First date of 
employment 

Employer’s name and address (For Employer Use Only) 
Central Payroll Bureau 

P.O. Box 2396 
Annapolis, MD 21404 



   

  

Employment Eligibility Verification 
Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 
Form I-9

OMB No.1615-0047 
Expires 07/31/2026 

START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for 
failing to comply with the requirements for completing this form. See below and the Instructions. 
ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask 
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or 
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration status, or national origin may be illegal. 

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 (if any) Other Last Names Used (if any) 

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

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's Email Address Employee's Telephone Number 

I am aware that federal law 
provides for imprisonment and/or
fines for false statements, or the 
use of false documents, in 
connection with the completion of
this form. I attest, under penalty
of perjury, that this information,
including my selection of the box
attesting to my citizenship or
immigration status, is true and 
correct. 

Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.): 

1. A citizen of the United States 

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

3. A lawful permanent resident (Enter USCIS or A-Number.) 

4. A noncitizen (other than Item Numbers 2. and 3. above) authorized to work until (exp. date, if any) 

If you check Item Number 4., enter one of these: 
USCIS A-Number 

OR 
Form I-94 Admission Number 

OR 
Foreign Passport Number and Country of Issuance 

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

If a preparer and/or translator assisted you in completing Section 1, that person MUST complete the Preparer and/or Translator Certification on Page 3. 

 Section 2. Employer Review and Verification: Employers or their authorized representative must complete and sign Section 2 within three 
business days after the employee's first day of employment, and must physically examine, or examine consistent with an alternative procedure 
authorized by the Secretary of DHS, documentation from List A OR a combination of documentation from List B and List C. Enter any additional 
documentation in the Additional Information box; see Instructions. 

List A OR List B AND List C 

Document Title 1 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Document Title 2 (if any) Additional Information 

Issuing Authority 

Check here if you used an alternative procedure authorized by DHS to examine documents.     

Document Number (if any) 

Expiration Date (if any) 

Document Title 3 (if any) 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Certification: I attest, under penalty of perjury, that (1) I have examined the documentation presented by the above-named 
employee, (2) the above-listed documentation appears 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. 

First Day of Employment 
(mm/dd/yyyy): 

Last Name, First Name and Title of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Employer's Business or Organization Name Employer's Business or Organization Address, City or Town, State, ZIP Code 

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4. 

Form I-9 Edition 08/01/23 Page 1 of 4 

http://www.uscis.gov/I-9
https://www.uscis.gov/i-9
https://www.uscis.gov/i-9


 
  

   
 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

LISTS OF ACCEPTABLE DOCUMENTS 
All documents containing an expiration date must be unexpired. 

* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a

combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274). 

LIST A 
Documents that Establish Both Identity 

and Employment Authorization OR 

LIST B 

Documents that Establish Identity 

LIST C 
Documents that Establish Employment

Authorization AND 

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

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

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

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

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

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. Employment Authorization Document
that contains a photograph (Form I-766) 2. Certification of report of birth issued by the

Department of State (Forms DS-1350,
FS-545, FS-240)

3. School ID card with a photograph5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:

a. Foreign passport; and

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
individual's status or parole 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.

4. Voter's registration card 3. 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. U.S. Military card or draft record

6. Military dependent's ID card
4. Native American tribal document

7. U.S. Coast Guard Merchant Mariner Card
5. U.S. Citizen ID Card (Form I-197)

8. Native American tribal document
6. Identification Card for Use of Resident

Citizen in the United States (Form I-179)9. Driver's license issued by a Canadian
government authority

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

For examples, see Section 7 and
Section 13 of the M-274 on
uscis.gov/i-9-central.

The Form I-766, Employment
Authorization Document, is a List A, Item
Number 4. document, not a List C
document.

For persons under age 18 who are 
unable to present a document 

listed above: 
10. School record or report card

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

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

Acceptable Receipts 
May be presented in lieu of a document listed above for a temporary period. 

For receipt validity dates, see the M-274. 

● Receipt for a replacement of a lost,
stolen, or damaged List A document.

● Form I-94 issued to a lawful
permanent resident that contains an
I-551 stamp and a photograph of the
individual.

● Form I-94 with “RE” notation or
refugee stamp issued to a refugee.

OR 
Receipt for a replacement of a lost, stolen, or 
damaged List B document. 

Receipt for a replacement of a lost, stolen, or 
damaged List C document. 

*Refer to the Employment Authorization Extensions page on I-9 Central for more information.

Form I-9 Edition 08/01/23 Page 2 of 4 

https://www.uscis.gov/i-9-central/handbook-for-employers-m-274/60-evidence-of-status-for-certain-categories
https://www.uscis.gov/i-9-central/form-i-9-resources/handbook-for-employers-m-274/120-acceptable-documents-for-verifying-employment-authorization-and-identity/123-list-c-documents-that-establish-employment-authorization
https://www.uscis.gov/i-9-central
https://www.uscis.gov/i-9-central/form-i-9-acceptable-documents/employment-authorization-extensions


 Supplement A, 
Preparer and/or Translator Certification for Section 1 

 

 

 

 

Department of Homeland Security 
U.S. Citizenship and Immigration Services 

USCIS 
Form I-9 

Supplement A
OMB No. 1615-0047 
Expires 07/31/2026 

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1.  Middle initial (if any) from Section 1.  

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1 
of Form I-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator 
must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's 
completed Form I-9. 

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 Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

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

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 Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

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

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 Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

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

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 Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

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

Form I-9 Edition 08/01/23 Page 3 of 4 



 Supplement B, 
Reverification and Rehire (formerly Section 3) 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

USCIS 
Form I-9

Supplement B
OMB No. 1615-0047 
Expires 07/31/2026 

Department of Homeland Security 
U.S. Citizenship and Immigration Services 

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1.  Middle initial (if any) from Section 1.  

Instructions: This supplement replaces Section 3 on the previous version of Form I-9. Only use this page if your employee requires 
reverification, is rehired within three years of the date the original Form I-9 was completed, or provides proof of a legal name change.  Enter 
the employee's name in the fields above. Use a new section for each reverification or rehire. Review the Form I-9 instructions before 
completing this page. Keep this page as part of the employee's Form I-9 record. Additional guidance can be found in the 
Handbook for Employers: Guidance for Completing Form I-9 (M-274) 

New Name (if applicable)Date of Rehire (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

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

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 documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

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

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

Date of Rehire (if applicable) New Name (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

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

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 documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

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

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

Date of Rehire (if applicable) New Name (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

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

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 documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

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

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

Form I-9 Edition 08/01/23 Page 4 of 4 

https://www.uscis.gov/i-9-central/form-i-9-resources/handbook-for-employers-m-274


        # OF RETIREMENT 
 EMPLOYING            CONTRIBUTIONS  
AGENCY CODE   DEDUCTED PER FISCAL YEAR  SYSTEM 

MARYLAND STATE RETIREMENT AGENCY 
120 EAST BALTIMORE STREET 

BALTIMORE, MD 21202-6700 

APPLICATION FOR MEMBERSHIP FOR RETIREMENT USE ONLY   FORM 1 (REV. 4/23) 
 

IMPORTANT: PLEASE READ THE INSTRUCTIONS ON THE SECOND PAGE OF THIS FORM. 

 

SECTION ONE — TO BE COMPLETED BY APPLICANT 
 

APPLICANT'S SOCIAL SECURITY NUMBER 
        GENDER (M or F)     DATE OF BIRTH 

Month           Day Year 
APPLICANT’S NAME 

First  Initial   Last
HOME ADDRESS 

Number and Street 

City  State  ZIP Code

Home Phone Number             Home Email Address 

1. Have you ever been a member of the Maryland State Retirement and Pension System?  ....................................... Yes  No  
2. Have you ever been a member of the Optional Retirement Plan (ORP)?  ................................................................ Yes  No  
3. Are you presently receiving a retirement allowance from the Maryland State Retirement and Pension System?  .... Yes  No  
4. Are you presently a member of another State or local retirement or pension system operated under the laws of

Maryland or any political subdivision of Maryland?  .................................................................................................. Yes  No  
IMPORTANT: If yes, read carefully the transfer provisions on the back of this form and then initial here: ________. 

5. Have you attached acceptable proof of birth date as described on the back of this form?  ....................................... Yes  No  

I certify that all statements made on this application are correct. I authorize any required deductions from my salary at the 
prescribed rate. And if I am presently a member of another State or local retirement or pension system, I have read and 
understand the transfer provisions. 

Applicant’s Complete Signature Date 

SECTION TWO — TO BE COMPLETED BY RETIREMENT COORDINATOR 

A. IS THE APPLICANT A PERMANENT EMPLOYEE? ....................................................................................................... Yes  No  

   If part-time, what percentage of time is the applicant employed? .....................................................................  percent 

B.  When did applicant begin present continuous service? ........................................... Month        Day       Year    

C. What is the applicant’s complete job classification or title?

D. Is applicant’s current position Optional Retirement Plan (ORP) eligible? ......................................................................... Yes  No  

If yes and the applicant checked “Yes” to question 2 above (individual previously participated), STOP and complete Form 60 Election 

Not to Participate in the Teachers’/Employees’ System by Faculty or Administrative Officers of Institutions of Higher Learning. 

E. What is the applicant’s annual salary? $    What is the applicant’s annual standard hours?      

F. If applying for membership in the Law Enforcement Officers’ Pension System, does the applicant meet the eligibility requirements?

    ......................................................................................................................................................................................... Yes  No  

G. If the applicant is eligible to request a transfer of service credit between retirement or pension systems as a result of this new

employment, have you reviewed the transfer provisions on page two with the applicant?  .............................................. Yes  No  

INDICATE SYSTEM:  Teachers’ Pension      Employees’ Pension      Correctional Officers’ Retirement 
 State Police Retirement  Law Enforcement Officers’ Pension

 
 
 

Retirement Coordinator’s Complete Signature/Date Telephone # 

– – 

FOR RETIREMENT USE ONLY 

    MO     DAY       YEAR 

ENTRANCE DATE

Page 1 of 2 FORM 1 (REV. 4/23)



INSTRUCTIONS 

Purpose of this Form: The Application for Membership form provides the Maryland State Retirement Agency (“Agency”) with 
the information necessary to properly enroll new members in the Maryland State Retirement and Pension System (“System”). 

Instructions for Applicant (Section One): 

1. Use a pen, print clearly, and provide the information requested in Section One, including: your Social Security 
number, gender, date of birth, first name, middle initial, last name, home address including city, state, and zip code, 
home telephone number and home email address. 

2. Review and answer all of the questions in Section One. Note that if you answer “Yes” to question #4, you must read 
the important information at the bottom of this page on Transfer Provisions, and then initial in the space provided.  

3. Sign and date the form. 
4. Make a copy of the form for your records and submit the form to your retirement coordinator along with a visible and 

readable copy of your proof of birth date document.  Acceptable documents validating your date of birth include: your 
valid driver’s license, Maryland identification card, birth certificate, and United States passport. 

5. It is strongly recommended by the Agency that at the same time you submit your completed Application for 
Membership form to your retirement coordinator that you also submit a completed Designation of Beneficiary form.  
The Designation of Beneficiary form allows you to name the person (beneficiary) or persons (beneficiaries) that you 
want to receive any death benefits payable if you die while a member of the System. 

Instructions for Retirement Coordinator (Section Two): 

1. Review the applicant’s answers to questions 1-5 in Section One. 

If the applicant answered “Yes” in question 3, please call the Agency to determine if he or she should be enrolled in 
the System. 

2. Use a pen, print clearly, and answer questions A – G in Section Two.  Pay particular attention to questions D and G. 
If in question D, you have indicated that the applicant’s current position is eligible to participate in the Optional 
Retirement Plan (ORP) and the applicant has indicated in question 2 from Section One that he or she has ever 
previously participated in the ORP then the applicant is NOT eligible for enrollment in the System. 
If in question G, you have indicated that the applicant is eligible to transfer service credit then you must review the 
Transfer Provisions on page two of the form with the applicant. 

3. Indicate the retirement or pension system of participation for the applicant by checking the appropriate box. 
4. Enter the required information in the employee agency code, number of retirement contributions to be deducted per 

year, and the system box. 
5. Sign and date the form. 
6. Make a copy of the completed form and the proof of birth date document for your files, and mail the original form and 

a copy of the proof of birth date document to the Agency. 
 

Transfer Provisions for Service Credit Earned in Another Maryland 

State or Maryland Local Retirement or Pension System 

If an applicant was previously a member of the Maryland State Retirement and Pension System or a member of another 
retirement or pension system administered by a political subdivision within Maryland (e.g. county government, city 
government, etc.), and their current employment requires a membership change in a retirement or pension system, the 
applicant may be eligible to transfer their service from their previous retirement or pension system to their new retirement 
or pension system with the Maryland State Retirement and Pension System. 

To be eligible to transfer service credit, the following requirements must be met: 

1. The applicant’s employment must be continuous, meaning a change in jobs without a break in employment. 

2. The transfer of service must be completed within one (1) year of the applicant becoming a member of the 
new retirement of pension system. 

To transfer service credit from one retirement or pension system within the Maryland State Retirement and Pension 
System to another retirement or pension system within the Maryland State Retirement and Pension System, a completed 
Election to Transfer Service (Form 37) must be submitted to the Agency. 

To transfer service credit from a retirement or pension system outside of the Maryland State Retirement and Pension 
System (e.g. a county, city, or local government system) to a retirement or pension system within the Maryland State 
Retirement and Pension System to another retirement, a completed Request to Purchase Previous Service (Form 26) and 
Election to Transfer Service (Form 37) must be submitted to the Agency. 

If you need help to complete this form or require clarification, please call 410-625-5555 or 1-800-492-5909. 
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FOR RETIREMENT USE ONLY    FORM 4 (REV. 3/21) 

APPLICANT'S SOCIAL SECURITY NUMBER 

APPLICANT’S NAME 

First Initial  Last 
HOME ADDRESS 

Number and Street 

City  State   ZIP Code 

  PRIMARY BENEFICIARY(IES) All money shall be paid in equal shares   Check if you used an additional Form 4  
  to the primary beneficiary(ies) who are living at the time of my death.     to name additional primary beneficiaries. 

BENEFICIARY’S NAME RELATIONSHIP _______________ 

First        Initial Last 

BENEFICIARY’S ADDRESS _____________________________________________________________________________________________ 

BENEFICIARY’S NAME RELATIONSHIP _______________ 

First        Initial Last 

BENEFICIARY’S ADDRESS _____________________________________________________________________________________________ 

CONTINGENT BENEFICIARY(IES) If all primary beneficiaries die before me all money shall     Check if you used an additional Form 4 to 
be paid in equal shares to the following person(s) who are living at the time of my death.         name additional contingent beneficiaries. 

BENEFICIARY’S NAME RELATIONSHIP _______________      

First        Initial Last 

BENEFICIARY’S ADDRESS _____________________________________________________________________________________________ 

BENEFICIARY’S NAME RELATIONSHIP _______________ 

First        Initial Last 

BENEFICIARY’S ADDRESS _____________________________________________________________________________________________ 

TO THE MARYLAND STATE RETIREMENT AGENCY: I authorize the Maryland State Retirement Agency to pay any benefits due upon my death to my designated beneficiary(ies). I 
agree on behalf of my estate, heirs, and assigns that payment by the agency releases the agency from any further obligation regarding these benefits. I direct the agency to pay any benefits 
to my estate if I have not designated any beneficiary(ies) or if they all die before me. I understand that I may change my beneficiary(ies) at any time by filing a new Designation of Beneficiary 
form with the Maryland State Retirement Agency. Any new Designation of Beneficiary form I file will replace this form. I understand that payment due to a minor shall be made only to a 
legally appointed adult. SIGN IN THE PRESENCE OF A NOTARIAL OFFICER (Notary Public, Clerk of the Court, etc.) 

Signature   Date Signed ___________________ 

MARYLAND STATE RETIREMENT AGENCY 
120 EAST BALTIMORE STREET 

BALTIMORE, MARYLAND 21202-6700 

DESIGNATION OF BENEFICIARY 

IMPORTANT: Please return completed form to the address listed above. Print clearly and read 
the instructions first. Fill in all sections. Retain a copy for your records.  

 

 

 

 

Gender:   Birthdate: 
  (M or F)   Month    Day    Year 

CHECK ONE:   Active   Vested    Retired (If retiring, retirement date ______________ ) 

  IMPORTANT: If you are retired under Option 2, 3, 5 or 6, STOP. You cannot use this form. You 

must complete a Form 66 to initiate any beneficiary changes. 

Gender:   Birthdate: 
  (M or F)   Month    Day    Year 

Gender:  Birthdate: 
  (M or F)   Month    Day    Year 

Gender:    Birthdate: 
  (M or F)   Month    Day    Year 

Page 1 of 2 FORM 4 (REV. 3/21)
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PLEASE READ THESE INSTRUCTIONS CAREFULLY BEFORE FILLING OUT THIS FORM 
 

1. Important terms/definitions: 
a. Active Member: a member who is currently 

employed by a participating employer, including a 
member who is currently on a Qualifying Leave of 
Absence 

b. Vested Member or Former Member: a member or 
former member who is no longer employed by a 
participating employer, but who is eligible to receive a 
deferred vested allowance based on the number of 
years of service credit earned during employment  

c. Retiree: an individual who has separated from 
employment with a participating employer and 
receives a monthly retirement allowance 

d. Primary Beneficiary: person(s) to receive any 
benefits payable on your death  

e. Contingent Beneficiary: person(s) to receive any 
benefits payable upon your death only if all of the 
primary beneficiaries die before your death 

 

2. Purpose of this form: 
This Form applies to the Employees’ and Teachers’ 

Retirement and Pension Systems, Correctional Officers’ 
Retirement System, Law Enforcement Officers’ Pension 
System and State Police Retirement System. 

If you are an Active Member or a Vested Member 
or Former Member, use this form to name or change the 
person or persons you want to receive any payable death 
benefits. The beneficiary(ies) of an active member may 
be entitled to a one-time payment equal to your annual 
salary at death plus any member contributions with 
accumulated interest. The beneficiary(ies) of a vested 
member or former member may be entitled to payment of 
any member contributions with accumulated interest. 

Important note for active members who are 
married: If you die as an active member and you meet 
certain requirements related to your age and/or the years 
of service, your spouse may be eligible to elect to receive 
a monthly survivor allowance instead of the standard 
death benefit payable for members who die during 
employment. If you want your spouse to be eligible to 
make this election, you must name your spouse as your 
sole/only primary beneficiary.  

If you are a Retiree, use this form to change your 
beneficiary(ies) only if you chose the Basic Allowance, 
Option One or Option Four at retirement. If you chose 
Option Two, Three, Five or Six at retirement, STOP. You 
may not use this form to change your beneficiary. 
Changing your beneficiary under Options Two, Three, 
Five or Six is a two-step process. You must first submit a 
Request for Calculation of Joint Survivorship by a Retiree 
Considering Changing a Beneficiary (Form 66) in order to 
receive an estimate of your recalculated allowance based 
on the new proposed beneficiary. This form is available 
on the Retirement Agency website at sra.maryland.gov or 
by calling a retirement benefits specialist. When you 
receive a written estimate of the recalculated allowance, 
you will be provided with a different form (Form 67) to 
complete and submit if you decide to change your 
beneficiary. 

Important note for participants of more than one State 
system: If you participate in more than one system, you must 
properly complete and submit a Designation of Beneficiary 
(Form 4) for each system. Members of the Judges’  
 

Retirement System please use Form 4.1. Members of the 
Legislative Retirement System please use Form 55. 
 

3. Number of beneficiaries: 
Fill out only the spaces needed. If you need space for 
more beneficiaries, complete another form and check the 
box or boxes to show that you have used a second form. 

 

4. Full names of beneficiaries: 
Give the full names of your beneficiaries. For example, 
“Mary Jones” not “Mrs. John Jones.” 

 

5. Who can be a beneficiary: 
Beneficiaries do not need to be related to you. 

Minors: You may name a minor (child less than 18 
years of age) as a beneficiary, but in some cases 
payments can only be made to the legal guardian of a 
minor. You cannot use this form to name a legal guardian 
for minor children. 
 Your estate: You may name “my estate” as your sole 
primary beneficiary. Do not name a personal 
representative of your estate as your beneficiary. Instead, 
use the space for the beneficiary’s address to show the 
address of the person or business that will administer 
your estate. If your estate is named as the primary 
beneficiary, do not designate contingent beneficiaries. 

Trustee: If you have established an Agreement of 
Trust or Testamentary Trust, you may name “Trustee as 
appointed by Agreement of Trust or Will” in the space 
provided for the beneficiary’s address. Give the address 
of the Trustee or of the person or business that will 
administer the trust. 

Church or charitable organization: List the 
complete corporate or legal name. 

 

6. How benefits are divided among your beneficiaries: 
Any benefits due at your death are paid in equal shares to 
the living primary beneficiaries named on your 
Designation of Beneficiary form. If you name multiple 
primary beneficiaries, and one of the primary 
beneficiaries dies before you, the total benefits due at 
your death are divided in equal shares among the 
remaining primary beneficiaries. If all of the primary 
beneficiaries are deceased on your death, any benefits 
are payable in equal shares to your contingent 
beneficiaries who are then living. A deceased 
beneficiary’s share of your total benefits cannot be paid to 
that deceased beneficiary’s heirs. Payment is made only 
to the living beneficiaries listed on your Designation of 
Beneficiary form 
 

7. Notarization 
 This form is not valid unless notarized by a Notary Public. 

 

Properly completed forms should be mailed to: Maryland 
State Retirement Agency, 120 E. Baltimore St., Baltimore, 
MD 21202-6700 

 

Important note for all individuals filing this form: This 
form must be filed with the Maryland State Retirement 
Agency and is not considered to be filed if it is not submitted 
to the MSRA, but instead submitted to the employing agency. 
MSRA shall use the last form properly completed and filed 
with MSRA on or before the date of death to determine who is 
entitled to receive any benefits owed. 
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