REQUEST FOR PRELIMINARY EMLOYMENT DATA
U. S. DEPARMENT OF AGRICULTURE

COOPERATIVE EXTENSION SERVICE

(For USDA CES Use Only)

SECTION A      IDENTIFICATION SHOWN ON PERSONNEL RECORDS

1.
Name (Last, First Middle)
2.  Social Security Number
3. Date of Birth

________________________________________________________________________

4A.
Employment Status

Currently on the Rolls of This Agency _____ Separated (Specify Date) _____

4B.
Location of the Official Personnel Folder

On File in This Office _____


On File in Another Office _____

Sent to NPRC (Specify Date) __________

Agency Name and Address in Possession of the Official Personnel Folder


____________________________________________


____________________________________________


____________________________________________

If the OPF has been sent to the NPRC please give the gaining CES office a copy 

of the employee’s Individual Retirement Record. 

4C.
Name and Location of Position’s Organization and Duty Station (if other than the 


address shown above.) _______________________________________________

5.
Position Title and CES Classification ___________________________________

6.
Annual Salary __________  If Salary Includes COLA, Indicate 


Base Salary __________

COLA __________

7.
Work Schedule


Full-Time _________
Part-time ________
Intermittent _________

SECTION B
RETIREMENT DATA

1.
Retirement Plan

CSRS _______     
     CSRS-Offset _______          FERS _______


2.
Service Computation Date for Retirement ________________________________









Month/Day/Year

3
If FERS Coverage Please Enter the Date First Covered __________________ and complete a and b below:


a.
Was the employee automatically covered by FERS _____Yes _____No



If no, please provide the date the employee Elected FERS _____________

b.
Does the employee have Frozen CSRS Service _____Yes _____ 



If yes, please enter the amount of Frozen CSRS Service ______________










          Years/Months

SECTION C
MILITARY SERVICE

1.
Does the employee have any Military Service _____Yes _____No

a.
List the Branch of Service ______________________________________

b. If Retired Military, is the employee Retired under Chapter 10 U.S.C.

(Military Reserves) _____Yes _____No

2.
Does the employee have Creditable Military Service _____Yes _____No


If yes, please enter the amount of Creditable Military Service ________________ 




                                                                           Years/Months/Days


3.
Was a Deposit Required for Creditable Military Service _____ Yes _____No


If yes, was the deposit paid _____ Yes _____no. If yes, when was the deposit

paid _____________________
SECTION D
FEDERAL EMPLOYEES HEALTH BENEFITS (FEHB) DATA

1.
Does the CES Organization Participate in the Program   _____Yes _____No 
If the losing CES organization does not participate in the Federal plan the employee is eligible to participate in the Federal plan immediately upon appointment, i.e., the employee is treated like a new employee eligible to participate in the FEHB program, if the gaining agency participates in the FEHB program. 

2.
Is the Employee Enrolled in the FEHB Program _____Yes _____No 


If yes, what plan is the employee enrolled in and what is the enrollment code

_________________________________________________________________

3.
If the Employee is Not Enrolled did the Employee _____Elect Not to Enroll, or


_____ Cancel the Coverage.

Please provide the date the insurance was cancelled __________, or the date the appointee elected not to enroll _________

SECTION E FEDERAL EMPLOYEE’S GROUP LIFE INSURANCE (FEGLI) DATA

1.
Does the CES Organization Participate in the Program  _____Yes _____No 
If the losing CES organization does not participate in the Federal plan the employee is eligible to participate in the Federal plan immediately upon appointment, i.e., the employee is treated like a new employee eligible to participate in FEGLI program, if the gaining agency participates in the FEGLI program
2.
Is the Employee Enrolled in the FEGLI Program _____Yes _____No


If yes, what is the enrollment code for the employee’s coverage ______________

3.
If the Employee is Not Enrolled Enter the Effective Date of the Employee’s 

Waiver _______________________
SECTION F
THRIFT SAVINGS PLAN (TSP)

1.
Does the Employee Participate in the TSP Program _____Yes _____No
If yes, what percentage/amount of the employee’s salary is contributed to TSP 

________________________ Enter the Percentage or Whole Dollar Amount 

2.
Beginning Date and Percentage of Agency (CES) Contributions ______________ 
3.
Indicate the TSP Allocations and Amounts. Show the Percentage for each Fund 


G_______
F_______
C_______
I _______ 
S _______

4.
Does the employee have a TSP Loan  _____Yes _____No

If yes, provide the following information for each loan:

Account Number _______________Payment Amount______________, and indicate if payment is _______Weekly _______ Biweekly _______Monthly

SECTION G
UNFAVORABLE DATA


Is there any Negative Information on File for the Employee _____ Yes_____ No

(If yes, provide the name and telephone number of the person to contact for additional information.)

___________________________


________________________

           Name






Telephone Number

------------------------------------------------------------------------------------------------------------
Person to Contact for Additional Information

Name __________________________________________

Title ___________________________________________

Agency ________________________________________

Name and Address of Agency


_________________________________________


_________________________________________

Telephone Number  _______________________________

Fax Number _____________________________________

------------------------------------------------------------------------------------------------------------
Name and Title of Person Completing this Form

______________________________________________________________________

Name




                                        Title

Telephone Number ____________________________Fax Number _________________

Date Completed___________________________
