
REQUIRED EMPLOYEE INFORMATION 
(TO BE COMPLETED BY WORK SITE SUPERVISOR) 

 
 
Client Name: 
                              

 
Employee Name: 
                               
 
Job Title: 
                               
 
Classification:           Status:                       First Day of Work: 
 Regular or Temporary    Full-time or Part-time or PRN   /   /     
 (Full-time is 30 or more hours per week, PRN is “per required need” or occasional)   
                           
Pay Rate:  Per: Pay Basis: FLSA Status: 
   ,    .      Hour, Annual    Hourly, Salaried  Exempt  
 Pay Period Non-Exempt   Commission,  
If (Other) Pay Basis complete:    Other   
                               
 
Work State:                Work County: 
                               
 
Work City: 
                               
 
Additional Pay:  Per: Pay Basis: 
   ,    .      Hour, Annual, Pay Period  Hourly, Salaried, Commission, Other 

  
If (Other) Pay Basis complete: 
                               
 
Department Code (If applicable): 
                               
 
Job Costing Code (If applicable): 
                               
 
Supervisor’s Work Phone Number: 
(    )    -     Ext.                 
 
Authorized Signature:  Date:  

Do Not Complete For Merit Resources Use Only:  PTO Accrual Plan/Rate: 
 

Exempt From Worker’s Compensation:                                 Statutory Employee: 
                              

Yes or No        Code:                       EEO Code:                Yes or No 
New Hire Charge: (G/L #4065)       Benefit Eligible Date 
                               

 


