
State of New York 
Department of Civil Service 

Albany, NY  12239 

EMPLOYEE BENEFITS DIVISION 
NYS HEALTH INSURANCE TRANSACTION FORM 

PS-404 (12/14) 

INSTRUCTIONS:  READ AND COMPLETE BOTH SIDES/PAGES. PLEASE PRINT AND CHECK THE APPROPRIATE CHOICES. 
EMPLOYEE INFORMATION (All employees must complete) 

1. Last Name First Name MI 2. Social Security Number 3. Sex
 Male  Female 

4. Street Address City State Zip 

5. Date of Birth 6. Telephone Numbers
Primary ( )  Work ( ) 

7. Work location and address

8. Marital Status
 Single 

 Married 
 Widowed 

 Divorced 
 Separated 

Marital Status Date 

9. Covered under Medicare?    Self Yes  No     Spouse/Domestic Partner Yes  No       Child  Yes  No 

10.  ENTER REQUEST(S) BELOW 

A.  Request Enrollment- 
 Individual 

Medical (10)      (Select Empire Plan or HMO) 
Empire Plan   HMO Code        Name  _________         

 Dental (11)  Vision (14) 

B.  Request Enrollment- 
 Family (Complete G) 

Medical (10)      (Select Empire Plan or HMO) 
Empire Plan   HMO Code        Name __________  

 Dental (11)  Vision (14) 

C.  Elect Pre-Tax Status for Premium deduction  Elect Post-Tax Status for Premium deduction 
Please read the Pre-Tax Contribution program materials. If no tax option is selected you default to post tax & cannot change until the annual Option Transfer Period (Fall)

D.  Elect Opt-out (if eligible) If choosing Opt-out, please complete the PS-409 Opt-Out Attestation Form & submit proof of coverage 

E.  Decline NYSHIP 
 Coverage (including Opt-out) 

Medical (including Opt-out) (10)   Dental (11)  Vision (14) 

F.  Voluntarily Cancel 
 Coverage 

Medical (10) 
Qualifying
Event: 

 Dental (11)  Vision (14) 

G.  Change Coverage Medical (10)  Dental (11)  Vision (14) Date of Event: 

 Change to FAMILY (Complete G) 
 Marriage 
 Domestic Partner 
 Newborn 
 Request coverage for dependents not previously 
  covered 
 Previous coverage terminated (proof required) 
 Dependent returned to full-time student status  
  (Dental and Vision only) 
 Other     

 Change to INDIVIDUAL 
 Divorce 
 Termination of Domestic Partnership (Attach completed PS-425.4) 
 Only dependent ineligible due to age 
 I voluntarily cancel coverage for my dependents 
 Only dependent died 
 Only dependent married (Dental and Vision only) 
 Only dependent graduated (Dental and Vision only) 
 Other     

NOTE: If you are enrolled in the Pre-Tax Contribution Program, your ability to make mid-year changes may be limited. 

DEPENDENT INFORMATION 

Check all that apply: M (Medical), D (Dental), and V (Vision)

        Must be provided when choosing to enroll or opt-out of NYSHIP Family coverage (use additional sheets if necessary) 
Check One: A (Add),  D (Delete) or C (Change)   

                          
Date of Event

Last  Name First  Name MI Relationship Date of Birth Sex Address (if different) Social Security  
Number 

 A 
 D
 C 

 M
 D
 V 

 A 
 D
 C 

 M
 D
 V

 A 
 D
 C 

 M
 D
 V 

 A 
 D
 C 

 M
 D
 V



NYS Department of Civil Service 
Albany, NY  12239  

Health Insurance Transaction Form 
Page 2 - PS-404 (12/14) 

11. ENTER ANNUAL OPTION TRANSFER REQUEST(S) BELOW 

 Change NYSHIP Option Change to:  Empire Plan  HMO Code  HMO Name  Opt-out 

 Change Pre-Tax Status Change to:  Pre-Tax  Post-Tax 
Submit during the Pre-Tax Contribution Selection Period 
(November 1-30) 

12. LEAVE WITHOUT PAY AND RETIREMENT STATUS 

LEAVE 
WITHOUT PAY 

I wish to continue coverage while I am on authorized leave.  
I understand that I will be billed and must pay for this coverage. 

 Medical  Dental  Vision 

I do not wish to continue coverage while I am on authorized leave. 
I wish to resume my coverage upon return to the payroll. 

 Medical  Dental  Vision 

RETIREMENT 

I understand the requirements for continuing medical insurance coverage as a retiree and wish to continue 
my coverage.  

I understand the requirements for continuing medical insurance coverage as a retiree and wish to defer my 
coverage. (A completed PS-406.2 must be attached.) 
I understand that I will receive an application for COBRA continuation of Dental and/or Vision coverage 
automatically. 

Personal Privacy Protection Law Notification 
The information you provide on this application is requested in accordance with Section 163 of the New York State Civil Service Law for the principal 
purpose of enabling the Department of Civil Service to process your request concerning health insurance coverage. This information will be used in 
accordance with Section 96 (1) of the Personal Privacy Protection Law, particularly subdivisions (b), (e) and (f). Failure to provide the information 
requested may interfere with our ability to comply with your request. This information will be maintained by the Director of the Employee Benefits 
Division, NYS Department of Civil Service, Albany, NY 12239. For information concerning the Personal Protection Law, call (518) 457-9375. For 
information related to the Health Insurance Program, contact your Agency Health Benefits Administrator. If, after calling your Agency Health 
Benefits Administrator, you need more information, please call  (518) 457-5754 or 1-800-833-4344 between the hours of 9:00 a.m. and 4:00 p.m. 

AUTHORIZATION 
I have read the Pre-Tax Contribution Program materials and the Opt-out Attestation Form (if applicable), and have made my selection on Page 1 of this 
document. I understand that if my coverage is declined or canceled, I may subject myself and/or my dependents to waiting periods if I decide to enroll at 
a later date and may forfeit the right to such coverage after leaving State service (vest, retirement, etc.). I am aware of how to obtain a current Summary 
of Benefits and Coverage for the NYSHIP option I have selected.  I understand that my failure to provide required proof(s) within 30 days may delay 
the availability of benefits for me or any dependent for whom I fail to provide such proof. Any person who makes a material misstatement of fact or 
conceals any pertinent information shall be guilty of a crime, conviction of which may lead to substantial monetary penalties and/or imprisonment, as 
well as an order for reimbursement of claims. I certify that the information I have supplied is true and correct. I hereby authorize deduction from 
my salary or retirement allowance of the amount required, if any, for the coverage indicated above.  

Employee Signature (Required): Date: 

AGENCY/EBD USE ONLY 

Action/Reason Date of Event Hire Date 
Date of 1st 
Eligibility 

Percentage 
Working 

Agency Code 
Neg. 
Unit 

Ret. System 

Retirement Tier Registration # 
Sick Leave Information Date Entered on 

NYBEAS 
Effective Date 

# Hours Hourly Rate of Pay 

HBA Signature (Required): Date: 

HBA: for Active Coverage & Opt-Out Enrollees

Employee Married Domestic Partner Dependent Chidren  Disabled Dependent
     Birth Certificate               Marriage Certificate             PS 425      PS 457 
     Social Security Card Supporting Dox Supporting Dox 

     PS 451     
          Coverage approved by EBD     

Dependent 1 Dependent 2 Dependent 3 Dependent 4  Opt-Out
     Birth Certificate       Birth Certificate       Birth Certificate       Birth Certificate PS 409
     Social Security Card      Social Security Card      Social Security Card      Social Security Card          Proof of Coverage



EMPLOYEE BENEFITS DIVISION 
INSTRUCTIONS for PS-404 

NYS HEALTH INSURANCE TRANSACTION FORM 

State of New York 
Department of Civil Service 

Albany, NY 12239 

Boxes 1 – 9 You must complete boxes 1 – 9 with your personal information. 
Note: Use the Marital Status Date to show the date of marriage, separation or divorce when those marital 
statuses are selected.  

NEW ENROLLEES (also complete 10.G for family coverage) 

Note: If you choose a NYSHIP HMO, the HMO may require you to complete an additional information form for 

New York State employees. 

10.A Request Enrollment – Individual Check box to enroll in individual coverage. Check Medical,
Dental and/or Vision boxes for coverage selected. 

10.B Request Enrollment – Family Check box to enroll in family coverage. Check Medical, 
Dental and/or Vision boxes for coverage selected. 

10.C Pre-Tax Contribution Program
(PTCP) Status 

New enrollees must make an election (Pre-Tax or Post-
Tax) for the PTCP for medical coverage.  

10.D Elect Opt-out Program Coverage
(if eligible) 

Check box to enroll in the Opt-out Program. Also 
complete PS-409, Opt-out Attestation form. 

10.E Decline NYSHIP Coverage Check box to decline coverage. Be sure to check the 
appropriate boxes for the coverage type declined.  

CANCELLATION OR CHANGE IN COVERAGE 

10.F Voluntarily Cancel
Coverage 

You are entitled to make separate decisions regarding your medical, 
dental and vision coverage. You may cancel or change your dental 
and/or vision coverage(s) at any time during the year. If you are 
enrolled in pre-tax, you may only cancel coverage during the pre-tax 
open enrollment period, or with a qualifying event (enter the 
qualifying event). If you are going on Leave Without Pay, also 
complete Box 12. 

10.G Change Coverage Check this box to change from Individual to Family or from Family to 
Individual coverage. If you are enrolled in pre-tax, you may only 
change coverage from Family to Individual during the pre-tax open 
enrollment period, or with a PTCP qualifying event (check the 
qualifying event and enter the Date of Event). Check Medical, Dental, 
and/or Vision boxes for coverage being changed. 

10.G Add/Change/Delete
Dependents 

Check the box to add or delete dependents or to change dependent 
information. Check Medical, Dental, and/or Vision boxes that apply. 
Complete all dependent information including date of birth. 
Additional documentation may be required to add the dependent. 

Box 10 (A – G) Complete appropriate sections. You are entitled to make separate choices regarding your medical, 
dental and vision coverage. You may enroll in or decline any of the three, all of the three, or none of the 
three different coverage options. Also, you many enroll for family coverage in one benefit and 
individual coverage in another.  

Reminder:  Enrollees with a Benefit Fund (CSEA, DC-37, UCS and UUP) receive their dental and 
vision benefits through that fund. If you are a member of one of these groups, you may not enroll 
for NYSHIP dental or vision benefits.  



EMPLOYEE BENEFITS DIVISION 
INSTRUCTIONS for PS-404 

NYS HEALTH INSURANCE TRANSACTION FORM 

State of New York 
Department of Civil Service 

Albany, NY 12239 

Box 11 ANNUAL OPTION 
TRANSFER 
REQUEST(S) 

Change NYSHIP Option: Complete during annual Option Transfer Period or 
with a qualifying event (for example, change of address outside of HMO area.) 
Change Pre-Tax Status: Existing enrollees can only change pre-tax status 
during the annual Pre-Tax Open Enrollment Period in November. 

 Box 12 LEAVE 
WITHOUT 
PAY 

You must complete this section if you are going on leave without pay and want 
to cancel coverage when you leave the payroll. 

RETIREMENT You must complete this section if you are leaving the payroll due to retirement 
to indicate your decision to continue or defer your health coverage as a retiree. 
Also complete PS-406.2, Deferred Health Insurance for Retirees (Indefinitely) 
if you request deferment. Check the box to acknowledge that Dental and/or 
Vision coverage is available under COBRA, if applicable. 

AUTHORIZATION You must SIGN and DATE this form. 

AGENCY/EBD USE ONLY This section is for Agency and/or EBD use only and is provided to assist 
with updating the enrollee’s record on NYBEAS. 

Action/Reason Transaction that HBA will enter in NYBEAS. 
Date of Event Event date that resulted in the enrollee requesting a change to benefits.  

Example:  first day worked, first day on leave, date of birth, date of marriage. 
Hire Date Original date of hire or rehire. (Only needed for new enrollment). 
Date of 1st Eligibility The first day the enrollee is eligible for coverage. 
Percentage Working Enrollee’s percentage on payroll. 
Sick Leave Information - # Hours Number of sick leave hours for enrollee at time of retirement. 
Sick Leave Information - Hourly 
Rate of Pay 

Enrollee’s hourly rate of pay based on annual salary at the time of retirement. 

Date Entered on NYBEAS Date HBA processes the transaction on NYBEAS. 
Effective Date The effective date assigned to the transaction by NYBEAS. 

Note: When updating NYBEAS, use Date in Authorization Box as Date of Request. 

EXAMPLES OF DOCUMENTATION REQUIRED TO PROCESS YOUR TRANSACTION 
     Note: ALL employees and dependents must provide copies of his or her birth certificate and Social Security card 
Spouse Domestic Partner Children 

 Copy of marriage certificate Completed PS-425 (Domestic Partner 
series) and required documentation 

Completed PS-457 (Statement of 
Dependence) and required 
documentation, if applicable 

 And for marriages dated more than  
one year prior, proof of current joint 
ownership/financial obligation 

For changes of coverage, copy of death 
certificate, PS-425.4 (Domestic Partner) or 
death certificate 

Completed PS-451 (Statement of 
Disability) and required documentation, 
if applicable 

 For changes of coverage, copy of 
marriage certificate, divorce order or 
death certificate 
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Form W-4 (2015)
Purpose. Complete Form W-4 so that your employer 
can withhold the correct federal income tax from your 
pay. Consider completing a new Form W-4 each year 
and when your personal or financial situation changes.
Exemption from withholding. If you are exempt, 
complete only lines 1, 2, 3, 4, and 7 and sign the form 
to validate it. Your exemption for 2015 expires 
February 16, 2016. See Pub. 505, Tax Withholding 
and Estimated Tax.
Note. If another person can claim you as a dependent 
on his or her tax return, you cannot claim exemption 
from withholding if your income exceeds $1,050 and 
includes more than $350 of unearned income (for 
example, interest and dividends).


Exceptions. An employee may be able to claim 
exemption from withholding even if the employee is a 
dependent, if the employee:
• Is age 65 or older,


• Is blind, or


• Will claim adjustments to income; tax credits; or 
itemized deductions, on his or her tax return.


The exceptions do not apply to supplemental wages 
greater than $1,000,000.
Basic instructions. If you are not exempt, complete 
the Personal Allowances Worksheet below. The 
worksheets on page 2 further adjust your 
withholding allowances based on itemized 
deductions, certain credits, adjustments to income, 
or two-earners/multiple jobs situations. 


Complete all worksheets that apply. However, you 
may claim fewer (or zero) allowances. For regular 
wages, withholding must be based on allowances 
you claimed and may not be a flat amount or 
percentage of wages.
Head of household. Generally, you can claim head 
of household filing status on your tax return only if 
you are unmarried and pay more than 50% of the 
costs of keeping up a home for yourself and your 
dependent(s) or other qualifying individuals. See 
Pub. 501, Exemptions, Standard Deduction, and 
Filing Information, for information.
Tax credits. You can take projected tax credits into account 
in figuring your allowable number of withholding allowances. 
Credits for child or dependent care expenses and the child 
tax credit may be claimed using the Personal Allowances 
Worksheet below. See Pub. 505 for information on 
converting your other credits into withholding allowances.


Nonwage income. If you have a large amount of 
nonwage income, such as interest or dividends, 
consider making estimated tax payments using Form 
1040-ES, Estimated Tax for Individuals. Otherwise, you 
may owe additional tax. If you have pension or annuity 
income, see Pub. 505 to find out if you should adjust 
your withholding on Form W-4 or W-4P.
Two earners or multiple jobs. If you have a 
working spouse or more than one job, figure the 
total number of allowances you are entitled to claim 
on all jobs using worksheets from only one Form 
W-4. Your withholding usually will be most accurate 
when all allowances are claimed on the Form W-4 
for the highest paying job and zero allowances are 
claimed on the others. See Pub. 505 for details.
Nonresident alien. If you are a nonresident alien, 
see Notice 1392, Supplemental Form W-4 
Instructions for Nonresident Aliens, before 
completing this form.
Check your withholding. After your Form W-4 takes 
effect, use Pub. 505 to see how the amount you are 
having withheld compares to your projected total tax 
for 2015. See Pub. 505, especially if your earnings 
exceed $130,000 (Single) or $180,000 (Married).
Future developments. Information about any future 
developments affecting Form W-4 (such as legislation 
enacted after we release it) will be posted at www.irs.gov/w4.


Personal Allowances Worksheet (Keep for your records.)
A Enter “1” for yourself if no one else can claim you as a dependent . . . . . . . . . . . . . . . . . . A


B Enter “1” if: { • You are single and have only one job; or
• You are married, have only one job, and your spouse does not work; or                                   . . .
• Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.


} B


C Enter “1” for your spouse. But, you may choose to enter “-0-” if you are married and have either a working spouse or more 
than one job. (Entering “-0-” may help you avoid having too little tax withheld.) . . . . . . . . . . . . . . C


D Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . . . . . . . . D
E Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above) . . E
F Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit . . . F


(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.) 
G Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.


• If your total income will be less than $65,000 ($100,000 if married), enter “2” for each eligible child; then less “1” if you                      
have two to four eligible children or less “2” if you have five or more eligible children. 
• If your total income will be between $65,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child . . . G


H Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return.)  ▶ H


For accuracy, 
complete all 
worksheets 
that apply. {


• If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions 
   and Adjustments Worksheet on page 2.  
• If you are single and have more than one job or are married and you and your spouse both work and the combined 
earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to 
avoid having too little tax withheld.
• If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.


Separate here and give Form W-4 to your employer. Keep the top part for your records.


Form   W-4
Department of the Treasury  
Internal Revenue Service 


Employee's Withholding Allowance Certificate
▶  Whether you are entitled to claim a certain number of allowances or exemption from withholding is 


subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 


OMB No. 1545-0074


2015
1        Your first name and middle initial Last name


Home address (number and street or rural route)


City or town, state, and ZIP code


2     Your social security number


3 Single Married Married, but withhold at higher Single rate.


Note.  If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.


4 If your last name differs from that shown on your social security card, 


check here. You must call 1-800-772-1213 for a replacement card.  ▶


5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6 Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . . . . . 6 $


7 I claim exemption from withholding for 2015, and I certify that I meet both of the following conditions for exemption.
• Last year I had a right to a refund of all federal income tax withheld because I had no tax liability, and
• This year I expect a refund of all federal income tax withheld because I expect to have no tax liability.
If you meet both conditions, write “Exempt” here . . . . . . . . . . . . . . .   ▶ 7


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


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


8        Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) 9  Office code (optional) 10     Employer identification number (EIN)


For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2015) 







Form W-4 (2015) Page 2 
Deductions and Adjustments Worksheet


Note. Use this worksheet only if you plan to itemize deductions or claim certain credits or adjustments to income.
1 Enter an estimate of your 2015 itemized deductions. These include qualifying home mortgage interest, charitable contributions, state 


and local taxes, medical expenses in excess of 10% (7.5% if either you or your spouse was born before January 2, 1951) of your 
income, and miscellaneous deductions. For 2015, you may have to reduce your itemized deductions if your income is over $309,900 
and you are married filing jointly or are a qualifying widow(er); $284,050 if you are head of household; $258,250 if you are single and not 
head of household or a qualifying widow(er); or $154,950 if you are married filing separately. See Pub. 505 for details . . . . 1 $


2 Enter: { $12,600 if married filing jointly or qualifying widow(er)
$9,250 if head of household                                               . . . . . . . . . . .
$6,300 if single or married filing separately


} 2 $


3 Subtract line 2 from line 1. If zero or less, enter “-0-” . . . . . . . . . . . . . . . . 3 $
4 Enter an estimate of your 2015 adjustments to income and any additional standard deduction (see Pub. 505) 4 $
5 Add lines 3 and 4 and enter the total. (Include any amount for credits from the Converting Credits to 


Withholding Allowances for 2015 Form W-4 worksheet in Pub. 505.) . . . . . . . . . . . . 5 $
6 Enter an estimate of your 2015 nonwage income (such as dividends or interest) . . . . . . . . 6 $
7 Subtract line 6 from line 5. If zero or less, enter “-0-” . . . . . . . . . . . . . . . . 7 $
8 Divide the amount on line 7 by $4,000 and enter the result here. Drop any fraction . . . . . . . 8
9 Enter the number from the Personal Allowances Worksheet, line H, page 1 . . . . . . . . . 9


10 Add lines 8 and 9 and enter the total here. If you plan to use the Two-Earners/Multiple Jobs Worksheet, 
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10


Two-Earners/Multiple Jobs Worksheet (See Two earners or multiple jobs on page 1.)
Note. Use this worksheet only if the instructions under line H on page 1 direct you here.
1 Enter the number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2 Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if 


you are married filing jointly and wages from the highest paying job are $65,000 or less, do not enter more 
than “3” . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2


3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter 
“-0-”) and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . . . . . . . . . 3


Note. If line 1 is less than line 2, enter “-0-” on Form W-4, line 5, page 1. Complete lines 4 through 9 below to     
figure the additional withholding amount necessary to avoid a year-end tax bill.


4 Enter the number from line 2 of this worksheet . . . . . . . . . . 4
5 Enter the number from line 1 of this worksheet . . . . . . . . . . 5
6 Subtract line 5 from line 4 . . . . . . . . . . . . . . . . . . . . . . . . . 6
7 Find the amount in Table 2 below that applies to the HIGHEST paying job and enter it here . . . . 7 $
8 Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed . . 8 $
9 Divide line 8 by the number of pay periods remaining in 2015. For example, divide by 25 if you are paid every two 


weeks and you complete this form on a date in January when there are 25 pay periods remaining in 2015. Enter 
the result here and on Form W-4, line 6, page 1. This is the additional amount to be withheld from each paycheck 9 $


Table 1
Married Filing Jointly


If wages from LOWEST 
paying job are—


Enter on  
line 2 above


 $0  -    $6,000  0
6,001  -    13,000  1


13,001  -    24,000 2
24,001  -    26,000 3
26,001  -    34,000 4
34,001  -    44,000  5
44,001  -    50,000  6
50,001  -    65,000 7
65,001  -    75,000  8
75,001  -    80,000  9
80,001  -  100,000  10


100,001  -  115,000  11
115,001  -  130,000  12
130,001  -  140,000  13
140,001  -  150,000  14


 150,001 and over 15


All Others


If wages from LOWEST 
paying job are—


Enter on  
line 2 above


 $0  -    $8,000 0
8,001  -    17,000  1
17,001  -   26,000  2
26,001  -    34,000  3
34,001  -    44,000 4
44,001  -    75,000  5
75,001  -    85,000  6
85,001  -  110,000  7


110,001  -  125,000  8
125,001  -  140,000  9
140,001 and over 10


Table 2
Married Filing Jointly


If wages from HIGHEST 
paying job are—


Enter on  
line 7 above


$0  -   $75,000 $600
75,001  -   135,000 1,000


135,001  -   205,000 1,120
205,001  -   360,000 1,320
360,001  -   405,000 1,400
405,001  and over 1,580


All Others


If wages from HIGHEST 
paying job are—


Enter on  
line 7 above


$0  -   $38,000 $600
38,001  -    83,000 1,000
83,001  -   180,000 1,120


180,001  -   395,000 1,320
395,001 and over 1,580


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


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


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


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