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STATEMENT OF PRIOR FEDERAL SERVICE
To be Completed by Employee

NSN 7540-00-634-4101 Previous Edition Usable 144-114

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

4.  Does the application or resume that you submitted, for the position to which you are being appointed, list all of your Federal government civilian and
uniformed service, including beginning and ending dates, as well as the type of appointment and work schedule for civilian service?

Yes - If "Yes", check this block and skip to Item 8. No - If "No", check this block and complete Items 5 - 9.

5.  List below your prior civilian service.  Include service with the DC Government on appointments made before October 1, 1987.

NAME AND LOCATION OF AGENCY
FROM TO TYPE OF APPOINTMENT

AND WORK SCHEDULE
(Full-Time, Part-Time, or Intermittent)Year Month Day Year Month Day

6.  During periods of employment shown in Item 5, did you have a total of more than 6 months’ absence without pay during any one calendar year?

Yes - If "Yes", list the following information. No - If "No", go to Item 7.

TYPE OF ABSENCE, IF KNOWN
(LWOP, Furlough, Suspension, AWOL,

or Placement in Nonpay Status)

FROM TO

Year Month Day Year Month Day

TOTAL

YEARS MONTHS DAYS

7.  List all uniformed service below.  List active service in any branch of the Armed Forces of the United States, including active duty as a reservist, and
active service in the commissioned corps of the Public Health Service or the National Oceanic and Atmospheric Administration.

BRANCH OF SERVICE
FROM TO DISCHARGE

(Honorable or Dishonorable)Year Month Day Year Month Day

8.  Do you claim any type of veterans’ preference which has not been verified?
No Yes - Check one of the statements, if it applies to you.  I claim preference as the:

Spouse of a disabled veteran Mother of a deceased or disabled veteran Unmarried widow/widower of a veteran

9.  CERTIFICATION:  The prior Federal civilian and uniformed service listed on my application/resume and listed above constitutes my entire record of
Federal employment.  I have no other Federal service for which I want to claim credit.

Signature Date



DOE F 1600.7
(02-94)

OMB Control No.
1910-0600

U.S. Department of Energy
APPLICANT DISABILITY, RACE/NATIONAL ORIGIN AND SEX IDENTIFICATION

(Please read the Instructions and Privacy Act Statement before completing this form)

Vacancy Announcement Number

Name (Last, First, Middle Initial)

Position Title, Series, Grade

Social Security Number

Sex
Male Female

OMB Burden Disclosure Statement
Public reporting burden for this collection of information is estimated to average 10 minutes per response, including the time for
reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the
collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information, including
suggestions for reducing this burden, to Office of Information Resources Management Policy, Plans, and Oversight, Records
Management Division, HR-422 - GTN, Paperwork Reduction Project (1910-0600), U.S. Department of Energy, 1000 Independence
Avenue, S.W., Washington, DC 20585; and to the Office of Management and Budget (OMB), Paperwork Reduction Project
(1910-0600), Washington, DC 20503.

PRIVACY ACT STATEMENT
This data is being collected to plan and evaluate the agency’s recruitment of persons with disabilities, minorities and women, and to
help ensure that agency personnel practices meet the requirements of Federal law and regulation.  The data you supply will be used
for statistical analysis only. SUBMISSION OF THIS INFORMATION IS VOLUNTARY.  Failure to provide this information will have no
effect on the processing of your application for Federal employment.  Individual personnel selections are not made based on this
information.

Solicitation of your Social Security Number (SSN) is authorized by Executive Order 9397 (November 22, 1943), which requires
agencies to use the SSN as the means for identifying individuals in personnel information systems. It will be used only for that
purpose. Submission of your SSN is voluntary and failure to furnish your SSN on this form will have no effect on your application.

Authority: Sections 1302, 3301, 3302, 3304 and 7201 of Title 5 of the U.S. Code; Section 2000e of Title 42 U.S. Code; and Section
791 of Title 29 of the U.S. Code.

A person is disabled if he or she has a physical or mental impairment which substantially limits one or more
major life activities. Please read the disability descriptions below and then write the two-digit numeric code in
the box above which best describes your disability, if any. If you have more than one disability, choose the
one which results in the most substantial limitation. 
NOTE:  Please place only ONE two-digit code number in the box.

SECTION A.  DISABILITY STATUS

05.

16.

23.

25.

28.

33.

I do not have a disability

Total deafness in both ears, with or without understandable speech.

Inability to read ordinary size print, not correctable by glasses

(can read oversize print or use assisting device)

Blind in both eyes (no usable vision, may have some light perception).

Missing one arm or one leg.

Missing both hands or both arms or both feet or both legs.

Printed with soy ink on recycled paper



35.

64.

65.

67.

68.

71.

72.

76.

77.

78.

82.

90.

Missing one hand or arm and one foot or leg.

Partial paralysis of both hands.

Partial paralysis of both legs, any part, or both arms, any part.

Partial paralysis of one side of the body, including one arm and one leg.

Partial paralysis of three or more major parts of the body (arms and legs).

Complete paralysis of both hands or both arms or both legs.

Complete paralysis of one arm or one leg.

Complete paralysis of lower half of body, including legs.

Complete paralysis of one side of body, including one arm and one leg.

Complete paralysis of three or more major parts (of body) (arms and legs).

Convulsive disorder (e.g. epilepsy).

Mental retardation (a chronic and lifelong condition involving a limited ability 

SECTION B.  RACE/NATIONAL ORIGIN
The categories below provide descriptions of race and national origins. Read the descriptions and then check
the box next to the category with which you identify yourself. If you are of mixed race and/or national origin,
select the category with which you most closely identify yourself.  NOTE: Please mark only ONE box.

A.  American Indian or
     Alaskan Native

A person having origins in any of the original peoples of North America,
and who maintains cultural identification through community recognition 
or tribal affiliation.

B. Asian or Pacific
     Islander

A person having origins in any of the original peoples of the Far East,
Southeast Asia, the India subcontinent, or the Pacific Islands. For example:
China, India, Japan, Korea, the Philippine Islands, Samoa and Vietnam.

C. Black, not of
     Hispanic origin

A person having origins in any of the black racial groups of Africa. This does
not include persons of Mexican, Puerto Rican, Cuban, Central or South
American, or other Spanish cultures or origins.

D. Hispanic A person of Mexican, Puerto Rican, Cuban, Central or South American, 
or other Spanish cultures or origins. This does not include persons of
Portuguese culture or origin.

E. White, not of
    Hispanic origin

A person having origins in any of the original peoples of Europe, North
Africa or the Middle East. This does not include persons of Mexican, 
Puerto Rican, Cuban, Central or South American cultures or origins.

A person not included in the above categories.F. Other

to learn, to be educated, and to be trained for useful productive employment
as certified by a state vocational rehabilitation agency).

Mental or emotional illness (a history of treatment for mental or emotional problems).

Severe distortion of limbs and/or spine (e.g. dwarfism, severe distortion of the back).

I have a disability, but it is not listed above. Describe:

91.

92.

06.



 
U.S. Department of Energy 

Washington, DC  20585 
 
 
 

 
NOTICE CONCERNING PRE-APPOINTMENT CERTIFICATION 

STATEMENT FOR SELECTIVE SERVICE REGISTRATION 
 

 
Coverage: If you are a male born after December 31, 1959, and you want to be 

employed by the Federal Government, you must (subject to certain 
exemptions) be registered with the Selective Service System. 

 
Purpose: We need to know if you are registered with the Selective Service System 

to determine whether you are affected by laws concerning employment 
with the Federal Government. 

 
Penalty: A false statement by you may be grounds for not hiring you, or for firing 

you after you begin work.  Also, you may be punished by fine or 
imprisonment. (Title 18, U.S. Code Section 1001) 

 
Error: If you been informed that you cannot be appointed to a position in an 

executive agency because of your failure to register, and you wish to 
establish that your non-compliance with the law was neither knowing nor 
willful, you should provide the reason(s) why you did not register to: 

 
  U.S. Office of Personnel Management 
  NACI Center 
  IOD-SAB 
  Boyers, PA  16018 

 
 

CERTIFICATION OF REGISTRATION STATUS 
 
I _______________________ CERTIFY that: 
 

 I am REGISTERED with the Selective Service System. 
 

 I am NOT REGISTERED with the Selective Service System. 
 

 I am NOT REQUIRED TO REGISTER with the Selective Service System. 
 
 
_______________________________  ____________________________ 
SIGNATURE     DATE 



Use: For processing Federal employee net salary, allotments, and other agency - approved payments associated with Federal employment (i.e.
travel reimbursement, uniform allowance, etc).  Employee must complete items 1,2,3 and 5.  Complete item 4 only if you want to start, cancel
or change the amount of a savings or discretionary allotment - see instructions on back of form.

1. EMPLOYEE INFORMATION

INSTRUCTIONS FOR PROCESSING FEDERAL EMPLOYEE PAYMENTS

TELEPHONE NUMBER (WORK)

ROUTING TRANSIT
NUMBER

ACCOUNT NUMBER

ACCOUNT TITLE ________________________________________________________________
(Account Holder’s Name)

FINANCIAL INSTITUTION NAME ____________________________________________________

(Last, First, Initials)

2. TYPE OF ACCOUNT

4. ALLOTMENT INFORMATION

5. AUTHORIZATION

6. AGENCY USE:

EMPLOYEE’S SIGNATURE DATE

Complete this section only if you want to start, cancel or change the amount of a savings or discretionary allotment - see instructions on back of form.

Checking

Net Pay

Savings (whole dollar amounts only) SAVINGS
START INCREASE TO:

DECREASE TO:CANCEL

CHANGE New Total $____________

Travel

Discretionary or Third Party CHECKING

Other Federal
employment related
payments

Savings

3. DIRECT DEPOSIT ACCOUNT INFORMATION - NET PAY/TRAVEL/OTHER (Use Sec. 4 for allotments)
A voided personal check/sharedraft may be attached in lieu of completing this section.
See instructions on back of this form.

TYPE OF PAYMENT

TYPE OF ALLOTMENT
(Check One)

TYPE OF ACCOUNT
(Check One)

ACTION
(Check One)

AMOUNT
(Check One)

(HOME)

Check Digit

EMPLOYEE NAME
(as on payroll records)

(SSN) EMPLOYEE PAYROLL IDENTIFICATION NUMBER

ALLOTTEE’S ACCOUNT NUMBER

ALLOTTEE NAME
(person/company who
will receive allotment)

ALLOTTEE’S ROUTING NUMBER

Check Digit

F A S T S T A R T

DEPOSITDEPOSITDIRECT

FINANCIAL INSTITUTION NAME

ALLOTTEE’S ACCOUNT TITLE
(Account Holder’s Name)

FMS
EDITION OF 4-90 IS OBSOLETE

DEPARTMENT OF THE TREASURY
FINANCIAL MANAGEMENT SERVICE

F O R M

1 1 - 9 2 2231



PRIVACY ACT STATEMENT

INSTRUCTIONS FOR PROCESSING FASTSTART AUTHORIZATION

PURPOSE

1. ROUTING TRANSIT NUMBER - Here you
would put “021001082”

2. ACCOUNT NUMBER - Here you would put
“123-456-789”. Note the use of the dash symbol.
(Include dashes where the symbol
appears on the check or card.

3. ACCOUNT TITLE (must include employee
name)

4. FINANCIAL INSTITUTION NAME

5. If your check or sharedraft includes “payable
through“ under the bank name, contact the finan-
cial institution to help obtain the correct Routing
Transit Number for Direct Deposit processing.

1. EMPLOYEE INFORMATION (always complete this section)

2. TYPE OF ACCOUNT/PAYMENT (Put an “X” in the appropriate space to indicate a checking or savings account and type of payment.)

3. DIRECT DEPOSIT ACCOUNT INFORMATION

4. ALLOTMENT INFORMATION

5. AUTHORIZATION

6. AGENCY USE (This space is reserved for agency use.)

CHANGES AND CANCELLATIONS - Contact your agency for instructions.

Sign and date the request form after you have carefully read the instructions and Privacy Act Statement.

ALLOTMENT TYPE

ALLOTTEE’S ROUTING NUMBER: Enter person’s/company financial institution 9-digit routing transit number.
ALLOTTEE’S ACCOUNT NUMBER: Enter the account number to which the allotment payment will be deposited.
ALLOTTEE’S ACCOUNT NUMBER: Enter account holder’s name on the account at the financial institution.
FINANCIAL INSTITUTION NAME: Enter the name of the financial institution to which the payment should be sent.

TYPE OF ACCOUNT (Put an “X” in the appropriate space to indicate a checking or savings account.)
ACTION (Put an “X” in the appropriate space to indicate start/cancel/change.)
AMOUNT (Put an “X” in the appropriate space to indicate if an allotment is an increase, decrease and always indicate $ amount.)

DISCRETIONARY OR THIRD PARTY (If this option is checked, this will allow the specified allotment to be credited to an account not owned
by the payee.) Certain restrictions may apply as to the kind of allotments your agency will allow. Check with your agency to determine what kinds
of allotments it will allow. ANY CHANGES TO THE ALLOTMENT INFORMATION FURNISHED ON THIS REQUEST MUST BE MADE USING
A NEW FASTSTART FORM.

SAVINGS (If this option is checked, this will allow the specified allotment to be credited to an account owned by the payee.)
Savings allotments are limited to . Savings allotments must be in whole dollar amounts (no cents). The dollar amount of allotments may not
exceed the pay due an employee per pay period.

two

The Routing Transit Number (RTN) can be obtained from the financial institution or found on the bottom of a check.

The collection of the information you are requested to provide on this form is authorized under 31 CFR 209 and/or 210. The information is confidential
and is needed to prove entitlement to payments. The information will be used to process payment data from the Federal agency to the financial
institution and/or its agent.

You may use this form to provide instructions for processing your net salary. You may also use this for to provide instructions for processing
allotments and other agency - approved payments associated with your Federal employment.

ROUTING TRANSIT NUMBER (your financial institution’s 9-digit routing transit number)
ACCOUNT NUMBER (your account number at your financial institution)
ACCOUNT TITLE (the depositor’s name on the account to which payments are to be directed)
FINANCIAL INSTITUTION NAME (the name of the institution to which payments are to be directed)

NAME OF DEPOSITOR
STREET ADDRESS

CITY, STATE

NAME OF YOUR BANK
Payable Through Another Bank

ROUTING NUMBER
1

ACCOUNT NUMBER
2

CHECK NUMBER

PAY TO THE
ORDER OF: _______________________________________________$

101

19
___________ _______

3

4
5

For _____________________________ ____________________________

___________________________________________________________DOLLARS



BURDEN ESTIMATE STATEMENT 

The estimated average burden associated with this collection of information is 10 minutes per respondent or record-
keeper, depending on individual circumstances. Comments concerning the accuracy of this burden estimate and sug
gestions for reducing this burden should be directed to the Financial Management Service, Facilities Management 
Division, Property &  Supply Section, Room B-101, 3700 East-West Highway, Hyattsville, MD 20782 or the Office 
of Management and Budget, Paperwork Reduction Project (1510-0007), Washington, D.C. 20503. 

PLEASE READ THIS CAREFULLY 
All information on this form, including the individual claim number, is required under 31 USC 

3322, 31 CFR 209 and/or 210. The information is confidential and is needed to prove entitlement to 
payments. The information will be used to process payment data from the Federal agency to the finan
cial institution and/or its agent. Failure to provide the requested information may affect the process
ing of this form and may delay or prevent the receipt of payments through the Direct Deposit/Elec
tronic Funds Transfer Program. 

INFORMATION FOUND ON CHECKS 
Most of the information needed to complete 

boxes A, C, and F  in Section 1  is printed on your 
government check: 

A Be sure that the payee’s name is written exactly as it ap
pears on the check. Be sure current address is shown. 

C Claim numbers and suffixes are printed here on 
checks beneath the date for the type of payment 
shown here. Check the Green Book for the location 
of prefixes and suffixes for other types of payments. 

F Type of payment is printed to the left of the amount. 

United States Treasury 15-51 
000 

AUSTIN, TEXAS 

JOHN DOE 
123 BRISTOL STREET 
HAWKINS BRANCH, TX 76543 

29-693-775 00 C 

VA COMP 

F 

A 

28 28 

08 31 84 

Month Day Year 

$****100*00 

DOLLARS CTS 

NOT NEGOTIABLE 

Pay to 

theorder of 

Check No. 

0000 - 4157815 

SPECIAL NOTICE TO JOINT ACCOUNT HOLDERS 
Joint account holders should immediately advise both the Government agency and the finan

cial institution of the death of a  beneficiary. Funds deposited after the date of death or ineligibility, 
except for salary payments, are to be returned to the Government agency. The Government agency 
will then make a  determination regarding survivor rights, calculate survivor benefit payments, if any, 
and begin payments. 

CANCELLATION 
The agreement represented by this authorization remains in effect until canceled by the reci

pient by notice to the Federal agency or by the death or legal incapacity of the recipient. Upon cancella
tion by the recipient, the recipient should notify the receiving financial institution that he/she is 
doing so. 

The agreement represented by this authorization may be cancelled by the financial institution 
by providing the recipient a  written notice 30 days in advance of the cancellation date. The recipient 
must immediately advise the Federal agency if the authorization is cancelled by the financial institu
tion. The financial institution cannot cancel the authorization by advice to the Government agency. 

CHANGING RECEIVING FINANCIAL INSTITUTIONS 
The payee’s Direct Deposit will continue to be received by the selected financial institution until 

the Government agency is notified by the payee that the payee wishes to change the financial in
stitution receiving the Direct Deposit. To effect this change, the payee will complete the new SF 1199A 
at the newly selected financial institution. It is recommended that the payee maintain accounts at 
both financial institutions until the transition is complete, i.e. after the new financial institution receives 
the payee’s Direct Deposit payment. 

FALSE STATEMENTS OR FRAUDULENT CLAIMS 
Federal law provides a  fine of not more than $10,000 or imprisonment for not more than five (5) 

years or both for presenting a  false statement or making a  fraudulent claim. 
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