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SECTION ONE

___________________________________________

XXYYZZ
PERSONNEL REQUISITION

Requisition #_________________

	NOTE:  All positions require a completed position description before recruitment will commence.  Attach the position description to the Requisition and enter below any additional duties/qualifications that may be required due to special circumstances.

	I.  POSITION INFORMATION  (to be completed by Hiring Manager)

	Position Title:

	Salary Grade:
	Salary Range: MIN ________   MID ________   MAX ________

	Date Needed:
	Dept./Location:
	Reports to:
	  Exempt  
  Non-Exempt 

	  Regular
  Full-Time 

  Temporary     Part-Time  
	Hours/Days:
	Length of Assignment:

From: _______  To: ________

	Budgeted? 
 Yes     No
	Does a current employee qualify?   Yes
 No

If Yes, please give employee’s name:

	If replacement, for whom?: 

Replaced Person:   Promoted    Transferred 

  Terminated     Other

Change date:

Explain: 


	If addition to staff, give reason: 

Work space allocated?   Yes    No

Equipment ordered?
 Phone
 Computer

Other:



	Knowledge, Skills, Abilities Required: 

Comments: 


	Education, Experience Needed:  

Comments:



	II. HIRING INFORMATION (to be completed by Human Resources Department)

	Date Requisition Opened:
	Date Requisition Closed:

	Person Hired: (First, Middle Initial, Last):


	Start Date:

	III. APPROVALS (all signatures required)

	Supervisor:
	Date:
	Next Level Review:


	Date:

	Second Level Review:


	Date:
	Human Resources:
	Date:


Copy 1 - Requisition File
Copy 2 - Employee File

XXYYZZ
PERSONNEL REQUISITION

Requisition #_________________

	NOTE: All positions require a completed position description before recruitment will commence.  Attach the position description to the Requisition and enter below any additional duties/qualifications that may be required due to special circumstances.

	I.  POSITION INFORMATION  (to be completed by Hiring Manager)

	Position Title:

	Salary Grade:
	Salary Range: MIN _________ MID _________MAX _________

	Date Needed:
	Dept./Location:
	Reports to:
	   Exempt  
   Non-Exempt  

	   Regular     Full-Time 

   Temporary     Part-Time  
	Hours/Days:
	Length of Assignment:

From: ________To: ________

	Budgeted? 
 Yes    No
	Does a current employee qualify?   Yes
 No

If Yes, please give employee’s name:

	If replacement, for whom?: _________________________________________

Replaced Person:  Promoted  Transferred  Terminated
  Other

Change date:  

Explain:  


	If addition to staff, give reason: 

Work space allocated?
 Yes 
 No

Equipment ordered?   Phone   Computer

Other: 



	Knowledge, Skills, Abilities Required:  

Comments: 


	Education, Experience Needed: 

Comments:

 


	II.  RECRUITING PLAN (to be completed by Hiring Manager & Human Resources Department)

	1.  Interview Loop

	Preferred Interview Days/Dates:

	1st Round:
	2nd Round:
	Final:

	
	
	Other
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	2.  Sourcing/Advertising

	2a.  Sourcing

	
Internal Posting Data

Agency


File Search

Internal Candidates


Colleges/Universities

EDD


Minority Resources

Suggested Leads


Professional Associations/Organizations

Employee Referral

	2b.  Advertising

	Where/Publication:

	Dates:
	Estimated Cost:

	Comments/Recommendations: 



	3.  Action Steps

	

	

	

	

	

	

	

	Review progress on:
	     

	III. HIRING INFORMATION (to be completed by Human Resources Department)


	Date Requisition Opened:
	Date Requisition Closed:

	Person Hired: (First, Middle Initial, Last):


	Start Date:

	IV. APPROVALS (all signatures required)


	Supervisor:


	Date:
	Next Level Review:
	Date: 

	Second Level Review:


	Date:
	Human Resources:
	Date:


Copy 1 - Human Resources


Copy 2 - Personnel File
File Copy 3 - Supervisor
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XXYYZZ
EMPLOYMENT APPLICATION

	Answer all questions completely in your handwriting in ink.  We are an Equal Opportunity Employer.  No question on this application is intended to be discriminatory under any applicable Federal, State or Local Fair Employment Practices Law.


	I.  PERSONAL INFORMATION

	Last Name
	First
	Middle
	Date

	Street Address


	Home Phone

(         )

	City
	State
	Zip
	Business Phone

(         )

	Have you ever been involuntarily terminated or requested to resign?   Yes
 No
	If hired, can you provide verification of your legal right to work in the United States?   Yes   No

	Social Security Number

             -              -

	If you are under age 18, do you have a work permit?    Yes
 No
	If required for the position, do you have a valid driver’s license?  Yes    No
	If hired, would you have reliable transportation to and from work?   Yes
 No

	Have you ever worked under a different name?   Yes   No

If “Yes” Name:
	Do you have friends or relatives working for our company?    Yes   No

If “Yes” Name and relationship:

	Emergency Contact Name:
	Phone  (         )

	Have you ever been convicted of a felony?   Yes   No

If “Yes” list offense, Date and Disposition of the Case

(convictions will not necessarily disqualify you for the position)

	II.  EMPLOYMENT INTERESTS

	Position Desired
	Date Available
	Salary Desired
	Would you be willing to work overtime?

  Yes     No

	Type of Employment Desired

Regular


Full-Time      
Temporary

Part-Time      
	Days and hours available for work

	How were you referred to our company?        Ad (where)
___________________         Employee Referral (Name)
____________________

  Agency (Name)
___________________
  Other (Please specify)
____________________
 Walk-in

	III.  EDUCATION INFORMATION

	School Level
	Name and Location of School
	Course of Study
	Circle last grade

completed
	Did you

graduate?
	Degree or

Diploma

	High School
	
	
	  1     2     3     4
	 Y   N
	

	College/University
	
	
	  1     2     3     4
	 Y    N
	

	Post Graduate
	
	
	  1     2     3     4
	 Y    N
	

	Business/Trade Technical
	
	
	  1     2     3     4
	 Y    N
	

	IV.  SKILLS - If Applicable for Position for Which You Are Applying

	Typing speed


wpm
	10 key by Touch

 Yes
 No
	Foreign Languages (indicate proficiency to speak, read and write)

	PC Skills (Indicate software used)


	Other Office Machines (Describe)

	List manufacturing machines you operate (Circle those you can set up)


	List inspection/machinist tools you can use:

	Describe mechanical background that may be related to the job desired


	Do you read blueprints?

 Yes
 No
	Do you read schematics?

 Yes
 No

	Do you have any experience, training, qualifications or skills which you think make you especially suited for work at this company?  (Explain)





Page 1 of 2

	V.  EMPLOYMENT INFORMATION (Start with Current or Most Recent Employer)

	1
	Company Name
	Phone (       )
	From Mo./Yr.
	To Mo./Yr.

	
	Street Address


	City
	State
	Zip
	Starting Pay

$
	Ending Pay

$

	
	Job Title
	Duties
	Reason for leaving



	
	Supervisor Name
	
	May we contact this employer?

 Yes 
  No

	2
	Company Name
	Phone (       )
	From Mo./Yr.
	To Mo./Yr.

	
	Street Address


	City
	State
	Zip
	Starting Pay

$
	Ending Pay

$

	
	Job Title
	Duties
	Reason for leaving



	
	Supervisor Name
	
	May we contact this employer?

 Yes 
  No

	3
	Company Name
	Phone (       )
	From Mo./Yr.
	To Mo./Yr.

	
	Street Address


	City
	State
	Zip
	Starting Pay

$
	Ending Pay

$

	
	Job Title
	Duties
	Reason for leaving



	
	Supervisor Name
	
	May we contact this employer?

 Yes  
 No

	4
	Company Name
	Phone (       )
	From Mo./Yr.
	To Mo./Yr.

	
	Street Address


	City
	State
	Zip
	Starting Pay

$
	Ending Pay

$

	
	Job Title
	Duties
	Reason for leaving



	
	Supervisor Name
	
	May we contact this employer?

 Yes 
  No

	VI.  ACKNOWLEDGMENT

	Please read carefully, initial each paragraph, and sign below

	Initial
	I authorize any person, school, current employer (except as expressly noted), past employer(s), and organizations named in this application form (and accompanying resume or other documentation, if any) to provide XXYYZZ with relevant information and opinion, personal or otherwise, that may be useful in making a hiring decision.  I release all parties from all liability for any damage that may result from furnishing information and opinion to you.

	Initial
	In consideration of employment, I agree to obey the rules and standards of XXYYZZ.  I understand that nothing contained in this application or in the interview process is intended to create a contract between XXYYZZ and myself for either employment or for the providing of any benefits.  I agree that my employment is at-will and the terms of employment may be changed with or without cause, with or without notice, including but not limited to termination, demotion, promotion, transfer, compensation, benefits, duties and location of work, at any time, for any reason, at the option of myself or XXYYZZ.  This constitutes my entire agreement with XXYYZZ with regard to the length of my employment.

	Initial
	I understand that as a condition of employment I may be required to take a post-offer/pre-employment physical examination, which may include an alcohol and drug test.  I further understand that at any time during my employment, I may be required to take a physical examination which may include an alcohol and drug test if management reasonably suspects a condition exists that will prevent me from performing my job in a manner that does not endanger my own health or the safety and health of others.  I authorize all providers of health care who examine me to disclose to XXYYZZ or its agents, all medical information revealed during such examinations.  I further authorize XXYYZZ to disclose such information to any other persons if at any time my medical condition is put at issue in any proceeding by myself or others.  In the event that I have a disability that will affect my ability to take the test, I will so inform XXYYZZ so that a reasonable accommodation can be made.  XXYYZZ reserves the right to require medical documentation concerning the need for accommodation.

	Initial
	I understand that all offers of employment are conditioned upon my providing satisfactory documentary proof of my identity and legal right to live and work in the United States.

	Initial
	I hereby acknowledge that I have read the above statements and understand them.  I certify that I, the undersigned applicant, have personally completed  this application.  I declare under penalty of perjury that the facts contained in the application (or any resume or other documents submitted) are true and complete to the best of my knowledge.  I understand that any misrepresentations or omissions will disqualify me from further consideration for employment, and will be justification for my dismissal from employment, if discovered at a later date.

	Applicant Signature:
	Date:
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XXYYZZ
NEW EMPLOYEE ORIENTATION CHECKLIST

	Employee Name:


	Department:
	Start Date:

	Job Title:


	Supervisor:

	COMPANY ORIENTATION

	Employee Forms
	Discuss with Employee

	 Application Form completed

 I-9 Form and supporting documentation

 Federal Withholding W-4 Form

 Timecard/Sheet Issued

 Company Property Receipt

 Benefits Handbook (s) Issued:

 Medical Insurance Form

 Dental Insurance Form

 Life Insurance Form

 Other ______________________

 Other ______________________

 Employee Handbook Issued

 Handbook Receipt Form

 At-Will Employment Acknowledgment

 Agreement re: Off-Duty Recreational Activities

 Employee Number Assigned: __________________

 Personnel Action Form completed

 California Employee:

 State Withholding Form (DE-4)

 State Disability Insurance Pamphlet

 Sexual Harassment Information

 Pregnancy Disability Leave Information
	 Company Policies

 Introductory Period

 Insurance Benefits

 Dress Code

 Timecard/Sheet Procedures

 Phone Calls and Messages

 Paydays/Advances

 Other ______________________

 Other ______________________

 Other ______________________

	Company Orientation Completed by:
	Date:

	INDIVIDUAL JOB AND SAFETY ORIENTATION

	Employee Forms
	Discuss with Employee

	 Worker’s Compensation Information

 Safety Information

 Job Description


	 Job Duties

 Work Schedule/Overtime

 Time Clock Location and Use

 Attendance Policy

 Facility Tour:

 Explanation of Departments

 Lunchroom/Smoking Areas

 Restrooms

 Vending Machines/Catering Truck

 Parking

	Job and Safety Orientation Completed by:
	Date:

	I acknowledge completing the documents indicated and receiving and understanding the information outlined and discussed in this orientation.  I further acknowledge that receipt of this material does not constitute an employment contract, and that I am employed at-will, and the terms of employment including, but not limited to termination, demotion, promotion, transfer, compensation, benefits, duties, and location of work may be changed at any time, for any reason, with or without cause and with or without notice.

	Employee Signature:
	Date:




XXYYZZ

EMPLOYEE HANDBOOK

ACKNOWLEDGMENT
	The ______________________ Employee Handbook describes important information about XXYYZZ, and I understand that I should consult my supervisor or the Human Resources Manager regarding any questions not answered in the manual.

I have received a copy of the Employee Handbook and understand that it contains important information about XXYYZZ’s general personnel policies and about my privileges and obligations as an employee.  I acknowledge that I am expected to read, understand, and adhere to Company policies and to familiarize myself with the material in the Handbook, and that XXYYZZ may change, rescind, delete, or add to any policies, benefits, and practices described in the Handbook from time to time, at its sole and absolute discretion, with or without prior notice.  XXYYZZ will advise employees of material changes within a reasonable time.  I understand that revised information may supersede, modify, or eliminate existing policies, benefits, and practices.  Only the President of XXYYZZ has the ability to adopt any revisions to the policies in this handbook.

I received a copy of the Employee Handbook on _____________________.



	EMPLOYEE SIGNATURE:


	DATE:

	EMPLOYEE NAME: (TYPED OR PRINTED)



XXYYZZ
TELEPHONE REFERENCE CHECK

	Applicant Name
	Position
	Date

	Person Contacted
	Position
	Phone

	Company
	Relationship to Applicant

	“My name is _____________________ with _____________________.  Your name was given to us as a prior employment reference by ____________________ whom we are considering for a position as ______________________ with our Company.  Do you have a few minutes to talk to me about ____________________’s work?  The information you provide me will assist us in making our hiring decision.  Thank you.”

	What were the dates of employment?

From:


To:
	What position did he/she hold?

	What were his/her duties?



	How would you describe the quality of his/her work?



	What were his/her strengths or best skills?



	Did he/she have any weakness or areas that needed improvement?



	Can you comment on:

	Attendance?
	Dependability?

	Attitude?
	Motivation?

	Need for Supervision?
	Advancement Potential?

	How did he/she get along with her co-workers?

	Can you verify his/her salary?
	Is he/she eligible for re-hire?
 Yes    No

	Why did he/she leave?

	Questions regarding specific skills and/or abilities related to the job applied for:



	Is there anything else we should know in considering him/her for employment?



	Completed by:
	Title:


XXYYZ
TELEPHONE

REFERENCE CHECK

(Addendum for Management/Supervisory Candidates)

	For applicants for management or supervisory positions, ask the following in addition to the information contained on the standard Telephone Reference Check form. 


	Applicant Name
	Position
	Date


	How would you describe this person’s management style?



	What did subordinates and peers think of this person?



	Please tell me about his/her performance record at your Company.



	Tell me about his/her organizational skills.



	Tell me about his/her technical abilities.



	In your opinion, what were the person’s major accomplishments while working for your Company?



	For what type of work do you think this person is best suited?



	How would you describe this person’s personality?



	Did the person have any personal problems, which affected his/her performance?



	Give XXYYZZ representative a brief background of the position and the requirements.  Ask if this person believes the applicant would be successful in such a position.




XXYYZ
PRE-EMPLOYMENT REFERENCE CHECK
(by mail)

	To: 

_________________________________________
Date: _______________________

Address:
__________________________________________

__________________________________________
Attention: __________________

We would appreciate your help in verifying the information below regarding an applicant for employment. The information you provide will assist us in making our hiring decision.  A stamped, self-addressed envelope is enclosed for your convenience in replying.  Thank you for your cooperation.

Sincerely,

__________________________________




	The following information was provided to us by the applicant.  Please make corrections if appropriate.


	Name:
	Social Security Number:

	Dates of Employment:

From:


To:

	Job Title:
	Final Base Salary: $                        per 

	Duties:



	Reason for Termination:

	The Termination was:   Voluntary

 Involuntary
	Is the applicant eligible for rehire?  Yes   No

	If No, why not?

	Please comment on the following:

	Performance
	 Excellent       Good      Fair     Poor

	Attendance
	 Excellent       Good      Fair     Poor

	Cooperation
	 Excellent       Good      Fair     Poor

	Initiative/Responsibility
	 Excellent       Good      Fair     Poor

	Safety
	 Excellent       Good      Fair     Poor

	Additional comments:



	Completed by:

	Print Name:
	Title:
	Date:


XXYYZZ
REFERENCE CHECK
(by mail with authorization)

	To: 

__________________________________________
Date: ________________________________

Address:
__________________________________________

__________________________________________
Attention:  ____________________________

We would appreciate your help in verifying the information below regarding an applicant for employment. The information you provide will assist us in making our hiring decision.  The applicant has signed an Authorization to Release Information below.  A stamped, self-addressed envelope is enclosed for your convenience in replying.  Thank you for your cooperation.

Sincerely,_____________________________________




	AUTHORIZATION TO RELEASE INFORMATION

	I hereby authorize all of my former employers, school officials and individuals to provide to _________________________ any and all information concerning my prior employment or any other pertinent information they may have.  I release all parties and persons from and all liability for any damages that may result from furnishing such information.

___________________________

_________________
_________________________________

Signature of Applicant



Date


Print Name




	The following information was provided to us by the applicant.  Please make corrections if appropriate.

	Name:
	Social Security Number:

	Dates of Employment:

From:


To:

	Job Title:
	Final Base Salary: $                        per 

	Duties:

	Reason for Termination:

	The Termination was:   Voluntary
 Involuntary
	Is the applicant eligible for rehire?   Yes
 No

	If No, why not?

	Please comment on the following:

	Performance
	 Excellent
   Good
 Fair

 Poor

	Attendance
	 Excellent
   Good
 Fair

 Poor

	Cooperation
	 Excellent
   Good
 Fair

 Poor

	Initiative/Responsibility
	 Excellent
   Good
 Fair

 Poor

	Safety
	 Excellent
   Good
 Fair

 Poor

	Additional comments:



	Completed by:

	Print Name:
	Title:
	Date:


XXYYZZ
APPLICANT

INTERVIEW EVALUATION

	Applicant Name:


	Date/Time:

	Position/Dept.:


	Interviewer:


	GENERAL REQUIREMENTS
	COMMENTS
	RATINGS

Lo      Hi

	Education
	
	1    2    3

	Relevant Experience
	
	1    2    3

	Technical Knowledge & Skill
	
	1    2    3

	Communication Skills
	
	1    2    3

	Maturity
	
	1    2    3

	Motivation
	
	1    2    3

	Overall Fit
	
	1    2    3

	Targeted Skill:
	
	1    2    3

	Targeted Skill:
	
	1    2    3

	Targeted Skill:
	
	1    2    3

	Overall Rating
	1    2    3

	Recommend:

  Further Interview

  Hire 

  Reject

	If rejected, reason:



	Comments: 



	Signature of Interviewer: 






Date:


XXYYZZ
SUGGESTED INTERVIEW QUESTIONS

	Applicant Name:
	Date/Time:

	Position/Dept.:
	Interviewer:

	JOB INQUIRIES  (for all applicants)

	1.
Verify dates of employment.

2.
If there are gaps in employment between jobs, ask:

a.  What is the reason?, and

b.  What were you doing during that period of time?

3.
What are/were your responsibilities/duties in your present/prior job?

4.
a.  What do you like most in your present/prior job?

b.  What do you like least in your present/prior job?

5.
What sort of pressures or priorities do you have in your present/prior job?

6.
Why do you want to/did you leave your present/prior job?

7.
Describe your boss.

8.
Verify salary.

9.
What salary do you want/need to make?

10.
If offered a job at our company, can you show us documents that prove you have a legal right to work in the U.S.?

11.
Questions regarding specifics of experience, skills, etc.
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XXYYZZ




SUGGESTED 

INTERVIEW QUESTIONS

	Applicant Name:
	Date/Time:

	Position/Dept.:
	Interviewer:

	FIT INQUIRIES  (for all applicants)

	12.
Why did you apply for this job?

13.
How do you know if you are successful in your job?

14.
What are your strengths/best skills?

15.
What are your weaknesses/areas that need improvement?

16.
If you are hired for this job, what would you like to be doing in our company 1 year from now? 3 years from now?

17.
What are your long-terms goals in your career or life?

18.
If you could design a perfect job for you, what would it include?

19.
Give me an example of a time when your work was criticized and tell me how you reacted to it.

20.
Describe the best/worst boss you’ve ever had and why.

21.
Other questions specific to job or application.



	Comments:
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XXYYZZ
INTERVIEW QUESTIONS

	Applicant Name:
	Date/Time:

	Position/Dept.:
	Interviewer:

	QUESTIONS FOR MANAGEMENT/SUPERVISORY APPLICANTS

	1.
Tell me about the management/supervisory experience you’ve had.

2.
How would your most recent boss describe you?

3.
How would your peers describe you?

4.
How would your subordinate employees describe you?

5.
Tell me about a time when you became impatient or frustrated in dealing with a subordinate or peer; what did you do?

6.
Have you ever fired anyone?  Tell me about it.

7.
What do you look for in hiring a new employee?

8.
Describe your management style.

9.
What were your key objectives for last year?

a.  Were they achieved?

b.  How?

10.
What kinds of decisions are difficult for you?

11.
Describe a difficult problem you have had to solve and how you solved it.

12.
What is there that is important to know about you that is not on your resume/application?
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XXYYZZ
EMPLOYMENT OFFER LETTER

	(Date)

(Name)

(Address)

Dear __________:

Congratulations!  This letter will confirm our offer to you (and your acceptance) of employment with XXYYZZ, in the position of ________________________________ in our _________________ Division, located at______________________________________________________________________. 

Your start date will be ________________, at ________m., and your starting salary will be $__________ per (week/hour).  (You will also be eligible to participate in the incentive plan applicable to your position.  Your supervisor will explain the details of the incentive plan to you.) You will be classified as a(n) (exempt/non-exempt) employee; your normal working schedule will be from _____________ a.m. to _____________ p.m., Monday through Friday.  Your supervisor will be ________________________.  (This offer is contingent upon your passing a medical examination and drug screening test.)

On your first day of employment, please report to ____________________ for orientation.  At that time you must complete an I-9 Form, and supply us with documents proving both your identity and your legal right to work in the U.S.  If you are not able to supply these documents, you will not be able to begin work.

(All new employees must complete at 90-day introductory period.  The introductory period in no way effects the at-will status of all employees.) You will be eligible for coverage under XXYYZZ’s medical and other insurance programs on __________________________________.

____________________ and I are delighted to have you join our team and believe ____________________ can offer you the type of job satisfaction and challenge you are seeking.  Our Company abides by employment at-will, which permits XXYYZZ to change the terms and conditions of employment with or without notice, including but not limited to termination, demotion, promotion, transfer, compensation, benefits, duties, and location of work.  Neither this offer letter nor any other written or verbal communications are intended to create a contract of employment or a promise of long-term employment.  All employment with XXYYZZ is at-will.

Please confirm your acceptance of the offer as outlined herein by signing both copies of this letter and returning one to us in the envelope provided.  If you have any questions, or if anything in this letter is not consistent with your understanding of our offer, please call me immediately.

I look forward to working with you.

Sincerely,
I have read, understand and accept the offer of employment as outlined in this letter.

______________________________
______________________________________

Human Resources
Applicant



Date




XXYYZZ
INTERNAL RESUME


ROUTING LOG

	Date Sent
	Applicant Name
	Position
	Manager Sent To
	Date Returned
	Response/Status

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


XXYYZZ














RECRUITER’S 

INTERVIEW LOG

	Date
	Name
	Position
	Supervisor
	Disposition

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


XXYYZZ
VERIFICATION OF LICENSE

	Name:
	SSN:

	License Number:

	License Type:

	Licensing Agency:

	Telephone:

	License Status:

	Confirmation Number:

	Expiration Date:

	Date Verified:

	Name of Person Providing Verification:

	Print Name:

	Comments:



	Verified by: ________________________________________________

Signature



Print Name




XXYYZZ
VERIFICATION OF EDUCATION
	Part 1 - To be completed by Company:

	To: 

_____________________________________
Date: _______________________

Address:
__________________________________________

__________________________________________



Attention: Student Records

The individual named below has given us permission to obtain a written verification of education regarding his/her school record.  Please complete Part 3 of this form and return to us at your earliest convenience.  The information you provide will assist us in making our hiring decision.

Thank you for your assistance in this regard.

_____________________________________

(Company)

By:
______________________________________



(Signature)

______________________________________

(Print name)








	Part 2 - To be completed by Employee:

	Current Name (Please print)
	Social Security Number

-                -
	Date of Birth



	Student Name(s) Formerly Enrolled Under:
	Dates of Attendance: (For verification of secondary education only)


	I authorize the release of the information as requested below.

________________________________
Date: ___________

(Former Student)

	Part 3 - To be completed by School

	Type of Degree Earned:
	Number of Units Completed:

	Major Field of Study:
	Grade Point Average:

	Honors Received:

	Comments:

______________________________________
Date: ________________

(Signature)

_____________________________________

(Title)


XXYYZZ
APPLICANT RESPONSE LETTER

General Acknowledgment Response
	This response can be sent to all applicants, whether or not there is further interest.


	(Date)

(Address)

Dear _____________,

Thank you for your interest in employment opportunities with XXYYZZ.  We will review your qualifications and compare them with our present requirements.  

If your background matches our current needs, we will contact you.  If not, we will maintain your resume or application on file.  (Optional: All applications/resumes are maintained in an active status for six (6) months.  If an opening develops within that time for which you are potentially qualified, we may contact you.)

Thank you for your interest in XXYYZZ, and good luck in your future endeavors.

Sincerely,




XXYYZZ
APPLICANT RESPONSE LETTER

General Negative Response
	This response indicates the application has been considered and there is no further interest at the present time.


	(Date)

(Address)

Dear _____________,

Thank you for your interest in employment opportunities at XXYYZZ.  While your background and experience are impressive, they are not closely aligned with our current requirements.  

All resumes and applications for employment are maintained in an active status for six months.  If a suitable opening should develop, we will contact you at that time.

We sincerely appreciate your interest in XXYYZZ and wish you every success in your career endeavors.

Sincerely,




XXYYZZ
APPLICANT RESPONSE LETTER

Response after Interview
	This response can be sent to applicants who have been interviewed and whom XXYYZZ does not wish to hire.


	(Date)

(Address)

Dear _____________,

Thank you for speaking with us recently regarding employment opportunities with XXYYZZ.  While we were impressed with your credentials, we have decided to select a candidate whose background and experience more closely fit our requirements.  

All resumes and applications for employment are maintained in an active status for six months.  If a suitable opening should develop, we will contact you at that time.

We sincerely appreciate your interest in XXYYZZ and wish you every success in your career endeavors.
Sincerely,




XXYYZZ
INTERNAL JOB POSTING

	POSITION AVAILABLE

	Position Title:


	Posting Date:

	Department:


	Location:

	Supervisor:


	Date Available:

	Job Code:


	Salary Grade:

	Salary Range:
Min __________

Mid __________

Max __________

	Shift:


	Hours/Days:

	Brief Description of Job:

______________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

______________________________________________________________

	Requirements:

(Including ADA physical and educational requirements)
______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

	Deadline for Application:


	Apply To:


XXYYZZ
INTERNAL APPLICATION FORM

	Name:
	Division:

	Current Position:
	Salary:

	Time in Current Position:

	Position Applied For:
	Division:

	QUALIFICATIONS

	List any education/training/experience that you feel may qualify you for this position.  Specify what qualifications were obtained as an employee of this Company.

Education/Training:

Experience:

Special Skills or Abilities:



	List the positions you have held as an employee of this Company:



	I am interested in this position because:



	Applicant’s Signature:
	Date:

	Supervisor’s Signature:
	Date:

	The Supervisor’s signature does not indicate approval or disapproval of the employee’s application.  It merely indicates that the Supervisor has been informed of the employee’s intention to apply for a transfer.

	Received by Human Resources:
	Date:

	Interviewed by:
	Date:

	 Accepted

 Rejected
	Reason:




XXYYZZ                                                           
APPLICANT FLOW LOG
	DATE
	NAME
	POSITION
	EEO JOB CAT.
	GENDER
	RACE
	VETERAN
	REFERRAL SOURCE

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	
	
	
	
	 M     F
	
	 Yes   No
	

	Race Codes:









EEO Job Category:
1.  American Indian/Alaskan Native
4.  Hispanic
1.  Officials and Managers
5.  Office and Clerical Workers

2.  Asian or Pacific Islander
5.  White, not of Hispanic Origin
2.  Professionals
6.  Craft Workers

3.  Black

3.  Technicians
7.  Operatives

4.  Sales Workers
8.  Laborers


Section Two

PAYROLL

[image: image1.bmp]
XXYYZZ

TIME SHEET

- Weekly -

	Employee Name


	Department #
	Period Begin Date
	Period End Date


	Employee Number

	Day
	Date
	Time In
	Lunch
	Time Out
	Total Hours
	THIS AREA TO BE COMPLETED BY SUPERVISOR

	
	
	
	
	
	
	HOURS
	CODE
	EXPLANATION

	
	
	
	OUT
	IN
	
	
	REG
	OT
	OTHER
	WP
	WOP
	

	SUN
	
	
	
	
	
	
	
	
	
	
	
	

	MON
	
	
	
	
	
	
	
	
	
	
	
	

	TUE
	
	
	
	
	
	
	
	
	
	
	
	

	WED
	
	
	
	
	
	
	
	
	
	
	
	

	THU
	
	
	
	
	
	
	
	
	
	
	
	

	FRI
	
	
	
	
	
	
	
	
	
	
	
	

	SAT
	
	
	
	
	
	
	
	
	
	
	
	

	
	Check if Employee’s work week is other than Monday-Friday.  Specify Days:
	Total Reg.  Hr.


	Total

OT Hrs.
	Total

Other Hrs 
	CODE: WP - WITH PAY
WOP - WITHOUT PAY 

	
	
	
	
	
	S    Sick
L    Leave of Absence

T    Tardy/Early Leave
W   Worker’s Compensation

V    Vacation
D    Disciplinary/Suspension

H    Holiday
E    Excused/Other

P    Personal

	I hereby certify that this time record was kept current by me and that I had at least the minimum break/meal periods prescribed by law and that this record is correct.
	Supervisor Signature:
	Date:

	Employee Signature:


	Date:

	SUPERVISOR COMMENTS:




XXYYZZ TIME SHEET - Bi-Weekly -

	Employee Name


	Department #
	Period Begin Date
	Period End Date


	Employee Number

	Day
	Date
	Time In
	Lunch
	Time Out
	Total Hours
	THIS AREA TO BE COMPLETED BY SUPERVISOR

	
	
	
	
	
	
	HOURS
	CODE
	EXPLANATION

	
	
	
	OUT
	IN
	
	
	REG
	OT
	OTHER
	WP
	WOP
	

	SUN
	
	
	
	
	
	
	
	
	
	
	
	

	MON
	
	
	
	
	
	
	
	
	
	
	
	

	TUE
	
	
	
	
	
	
	
	
	
	
	
	

	WED
	
	
	
	
	
	
	
	
	
	
	
	

	THU
	
	
	
	
	
	
	
	
	
	
	
	

	FRI
	
	
	
	
	
	
	
	
	
	
	
	

	SAT
	
	
	
	
	
	
	
	
	
	
	
	

	SUN
	
	
	
	
	
	
	
	
	
	
	
	

	MON
	
	
	
	
	
	
	
	
	
	
	
	

	TUE
	
	
	
	
	
	
	
	
	
	
	
	

	THU
	
	
	
	
	
	
	
	
	
	
	
	

	FRI
	
	
	
	
	
	
	
	
	
	
	
	

	SAT
	
	
	
	
	
	
	
	
	
	
	
	

	
	Check if Employee’s work week is other than Monday-Friday.  Specify Days:
	Total Reg.  Hr.


	Total

OT Hrs.
	Total

Other Hrs 
	CODE: WP - WITH PAY
WOP - WITHOUT PAY 

	
	
	
	
	
	S    Sick
L    Leave of Absence

T    Tardy/Early Leave
W   Worker’s Compensation

V    Vacation
D    Disciplinary/Suspension

H    Holiday
E    Excused/Other

P    Personal

	I hereby certify that this time record was kept current by me and that I had at least the minimum break/meal periods prescribed by law and that this record is correct.
	Supervisor Signature:
	Date:

	Employee Signature:


	Date:

	SUPERVISOR COMMENTS:


XXYYZZ TIME SHEET - Semi-Monthly -

	Employee Name


	Department #
	Period Begin Date


	Period End Date
	Employee Number

	Month
	Time In
	Lunch
	Time Out
	Total Hours
	THIS AREA TO BE COMPLETED BY SUPERVISOR

	
	
	
	
	
	HOURS
	CODE
	EXPLANATION

	
	
	OUT
	IN
	
	
	REG
	OT
	OTHER
	WP
	WOP
	

	1
	
	
	
	
	
	
	
	
	
	
	

	2
	
	
	
	
	
	
	
	
	
	
	

	3
	
	
	
	
	
	
	
	
	
	
	

	4
	
	
	
	
	
	
	
	
	
	
	

	5
	
	
	
	
	
	
	
	
	
	
	

	6
	
	
	
	
	
	
	
	
	
	
	

	7
	
	
	
	
	
	
	
	
	
	
	

	8
	
	
	
	
	
	
	
	
	
	
	

	9
	
	
	
	
	
	
	
	
	
	
	

	10
	
	
	
	
	
	
	
	
	
	
	

	11
	
	
	
	
	
	
	
	
	
	
	

	12
	
	
	
	
	
	
	
	
	
	
	

	13
	
	
	
	
	
	
	
	
	
	
	

	14
	
	
	
	
	
	
	
	
	
	
	

	15
	
	
	
	
	
	
	
	
	
	
	

	16
	
	
	
	
	
	
	
	
	
	
	

	17
	
	
	
	
	
	
	
	
	
	
	

	18
	
	
	
	
	
	
	
	
	
	
	

	19
	
	
	
	
	
	
	
	
	
	
	

	20
	
	
	
	
	
	
	
	
	
	
	

	21
	
	
	
	
	
	
	
	
	
	
	

	22
	
	
	
	
	
	
	
	
	
	
	

	23
	
	
	
	
	
	
	
	
	
	
	

	24
	
	
	
	
	
	
	
	
	
	
	

	25
	
	
	
	
	
	
	
	
	
	
	

	26
	
	
	
	
	
	
	
	
	
	
	

	27
	
	
	
	
	
	
	
	
	
	
	

	28
	
	
	
	
	
	
	
	
	
	
	

	29
	
	
	
	
	
	
	
	
	
	
	

	30
	
	
	
	
	
	
	
	
	
	
	

	31
	
	
	
	
	
	
	
	
	
	
	

	
	Check if Employee’s work week is other than Monday-Friday.  Specify Days:
	Total Reg.  Hr.


	Total

OT Hrs.
	Total

Other Hrs 
	CODE: WP - WITH PAY   WOP - WITHOUT PAY 

	
	
	
	
	
	S    Sick
L    Leave of Absence

T    Tardy/Early Leave
W   Worker’s Compensation

V    Vacation
D   Disciplinary/Suspension

H    Holiday
E    Excused/Other

P    Personal

	I hereby certify that this time record was kept current by me and that I had at least the minimum break/meal periods prescribed by law and that this record is correct.
	Supervisor Signature:
	Date:

	Employee Signature:
	Date:


	PAY DAY NOTICE

	Regular Pay Days for Employees of XXYYZZ shall be as follows: __________________________________________________________________________________________________________________________________________________________________________________________

This is in accordance with Section 204, 204A, 204B, and 205 of the California Labor Code.

By:
 ___________________________________

Title:
___________________________________




XXYYZZ

PAYROLL DEDUCTION

AUTHORIZATION

	Name:
	Date:

	Division:
	Dept.:
	Employee No.:

	I authorize XXYYZZ to deduct $_______________ from my paycheck each

 pay period until a total of $______________ has been deducted.



	Purpose of Deduction:



	Signature:


	Date:

	Name Printed:



	FOR OFFICE USE ONLY

	Payment Date
	Amount
	Payment Date
	Amount

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


XXYYZZ

EMPLOYEE PURCHASE

PROMISSORY NOTE

	Employee Name:
	Department:

	Employee Number:
	Location:

	For value received, I ___________________, promise to pay the sum of $__________ without interest as detailed below.  Payments to be made through payroll deductions taken (weekly/bi-weekly) in the amount of $_________ over a period of ________ pay periods.

In the event my employment be terminated or suspended (i.e. Leave of Absence) during the term of this note, I agree that the balance outstanding will become due immediately, and I authorize the deduction of that balance from my final paycheck.  If the amount due on the promissory note, at the time my employment is terminated or suspended, exceeds the net amount of my final paycheck, I agree to pay the remaining balance immediately.



	Employee Signature:
	Date:

	Approved:

Supervisor/Manager
	Date:

	Approved:

Finance/Accounting
	Date:

	FOR OFFICE USE ONLY

	Promissory Note Date:
	Type of Product/Tool Purchased:



	Date Order Placed:


	Amount of Down Payment: $

	Down Payment Check #:
	Balance Due: $

	Schedule of Payments:

	Payment Date
	Amount
	Payment Date
	Amount

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


XXYYZZ

DIRECT DEPOSIT

-Authorization Form-

	 Begin Deposits      Change Information      End Deposits

	Name:
Last
	
First
	
Middle



	Social Security Number:

	Banking Institution:

	Bank Address:


	City
	State
	Zip

	Bank Phone Number: (          )

	Account Number: ________________________________

  Checking
 Savings
 Other (specify) 

	I authorize ____________________ to initiate credits (and/or corrections to previous credits) to the financial institution designated above.  This authorization will remain in effect until I give written notice to XXYYZZ either to change or terminate this authorization.


	Employee Signature:
	Date:

	The numbers on the bottom of your check or deposit slip

are used to make the electronic funds transfer

of your payroll check directly to your account.

ATTACH COPY OR VOIDED CHECK FOR CHECKING ACCOUNT

OR DEPOSIT SLIP FOR SAVINGS ACCOUNT
HERE



XXYYZZ

AGREEMENT FOR

ON-DUTY MEAL PERIOD
	The Employee, ____________________________________,

(Print Name)
and XXYYZZ agree that the nature of the Employee’s work prevents the Employee from being relieved of all duty during the Employee’s meal period and that the Employee shall work an on-the-job meal period that shall be paid for by XXYYZZ.

This agreement is freely and voluntarily entered into.



	Employee Signature:


	Date

	Company:



	By:


	Date:

	Print Name:




XXYYZZ
FINAL PAYCHECK WORKSHEET
	Employee Name:
	Date Prepared:

	Position:
	Shift:

	Attach time card or time sheet.

	Calculate Gross Wages:

Current Hourly Rate:
$ __________________

Current Pay Period:
From ____________________ to _______________________.

          Date


             Date

Hours Due:
Regular Hours 

             =
__________

Overtime Hours (x1.5)
             =
__________

Double time Hours (x2.0)
=
__________

Sick Time Hours

=
__________

Holiday Hours

             =
__________

Other: _______________
=
__________

Total Hours Payable
= 
__________
x
$ __________     = ___________

                                                                     Current
                Gross wages      Hourly rate

Calculate Vacation Pay Due:

Accrual Rate:
_________

Times Accrual Period (_______ to _______)
x__________

Equals Accrued Vacation Time
               =__________

Less Vacation Time Used
                 -__________

Equals Accrued Unused Vacation
                =__________

Times Current Hourly Rate
               x __________

Equals Vacation Pay Due

= $___________

Final Paycheck Calculation:
Less Withholding
Gross Wages
            $ __________
Federal Income Tax
$_________

Vacation Pay 
            $ __________
Social Security
$_________

Severance Pay
$ __________

Medicare Tax
$_________

Other: ____________
$ __________

State Income Tax
$_________



Local Income Tax
$_________

Total Gross Wages
$ __________

UI/SDI
$_________



Parking
             $_________

Less Withholding
- __________

   - Insurance -  

Medical 

             $_________

Dental


$_________

Equals Net Amount
$ __________

            Life


$_________

Vision


$_________

Final Check No.: __________


            Disability

$_________

· – Other –

· Date Issued.: _____________


____________________
$_________

____________________
$_________

____________________
$_________

Total Withholding

$_________


THE COMPLETE BOOK

Section 3

ADMINISTRATION

XXYYZZ
PERSONNEL ACTION FORM

	Employee Name:


	Social Security No:

	Today’s Date:


	Hire Date:
	Effective Date of Action:

	HIRE
	CHANGE
	SEPARATION

	  NEW HIRE

  REHIRE

  RECALL FROM LAYOFF

  INTER-DIVISION TRANSFER

  FULL TIME
  PART TIME

  PER DIEM 



  REGULAR
  TEMPORARY
  MALE
  FEMALE

EEO CODE _____________________________________

BIRTH DATE _____________________________________

SERVICE/SENIORITY DATE  
	  STATUS CHANGE

  PROMOTION


  TRANSFER

  JOB TITLE

  OTHER  ________________________________

________________________________

  SALARY CHANGE

  ANNUAL REVIEW

  PROMOTION

  OTHER ________________________________

________________________________
	  VOLUNTARY QUIT
 LAYOFF

  DISCHARGE
 OTHER

REASON  _____________________________________

_____________________________________

               (Explain in comments)

advance \d5SEVERANCE PAY
 YES
  NO

REHIRE 


 YES
 NO

LAST DAY WORKED  _____________________________________

EXIT INTERVIEW APPOINTMENT

DATE __________________ TIME _________

	CURRENT INFORMATION (FROM)
	NEW/CHANGE INFORMATION (TO)

	JOB
	POSITION                                                                     
SHIFT                  
DIVISION                                                                                                    
DEPT.  NAME                                                   DEPT. NO                           EXEMPT
  NON-EXEMPT               HOURLY

  REGULAR         
  TEMPORARY                PER DIEM

  FULL TIME
  PART TIME  HOURS PER WEEK ____                
	POSITION                                                                              SHIFT                    DIVISION                                                                                                             
DEPT. NAME                                                            DEPT. NO.                        
  EXEMPT
  NON-EXEMPT

  HOURLY

  REGULAR         
  TEMPORARY             
  PER DIEM

  FULL TIME
  PART TIME  HOURS PER WEEK  ____                        
CHANGE REASON                                                                                              



	PERSONAL
	NAME                                                                                                          
STREET                                                                                 APT.#           
CITY                                                                                       STATE         
ZIP CODE                                                       PHONE (       )                     
OTHER                                                                                                         

                                                                                                                     
	NAME                                                                                                                  
STREET                                                                                 APT.#                   
CITY                                                                                       STATE                 
ZIP CODE                                                       PHONE  (       )                            
OTHER                                                                                                                

                                                                                                                             

	SALARY
	RATE                                                           
 PER                                      
EFFECTIVE DATE 

                                JOB GRADE                        
PREVIOUS RATE                                         PER                                      
EFFECTIVE DATE                                                                                     
	RATE                                                                  PER                                          
PERCENT INCREASE                                      JOB CLASS                              
CHANGE REASON                                                                                             
NEXT REVIEW DATE                                                                                         

	Comments:



	Supervisor:
	Date:
	Human Resources:
	Date:



	Next Level Review:
	Date:
	Other:
	Date:


XXYYZZ

CONFIDENTIALITY

AGREEMENT

	I, ____________________________, understand that in the course of my employment with XXYYZZ (hereinafter “XXYYZZ”), I may have access to and become acquainted with information of a confidential, proprietary or secret nature which is or may be either applicable or related to the present or future business of XXYYZZ, its research and development, or the business of its customers.  Such trade secret information includes, but is not limited to, compensation, client data, client services information, customer/vendor lists, financial information, marketing strategies and data, new materials research, pending projects and proposals, proprietary production processes, research and development strategies, technological data, technological prototypes.

I agree that I will not disclose any of the above mentioned trade secrets, directly or indirectly, or use them in any way, either during the term of my employment or any time thereafter, except as required in the course of my employment with XXYYZZ.

I further understand that I am an at-will employee of this Company and that this agreement is not to be construed as constituting a promise of continued employment.



	Employee Signature:


	Date:

	Name Printed:




XXYYZZ

ATTENDANCE RECORD

Year __________

	Employee:
Payroll #:

Department:
Title:

 Exempt      Non-exempt
Date of Hire

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	_

_

Month/Day Chart
_

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

3031

_

Jan



	Feb
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mar
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Apr
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	May
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Jun
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Jul
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Aug
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sep
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Oct
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Nov
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Dec
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Summary:

	
	S
	T
	V
	H
	P
	L
	W
	D
	E
	Type of Leave

	January
	
	
	
	
	
	
	
	
	
	

	February
	
	
	
	
	
	
	
	
	
	

	March
	
	
	
	
	
	
	
	
	
	

	April
	
	
	
	
	
	
	
	
	
	

	May
	
	
	
	
	
	
	
	
	
	

	June
	
	
	
	
	
	
	
	
	
	

	July
	
	
	
	
	
	
	
	
	
	

	August
	
	
	
	
	
	
	
	
	
	

	September
	
	
	
	
	
	
	
	
	
	

	October
	
	
	
	
	
	
	
	
	
	

	November
	
	
	
	
	
	
	
	
	
	

	December
	
	
	
	
	
	
	
	
	
	


	Comments:



	Record absences on this form and indicate the reason for the absence with the following codes:

S     Sick


V     Vacation
P     Personal

W     Workers’ Compensation
E     Excused/Other

T     Tardy/Early Leave
H     Holiday
L     Leave of Absence
D     Disciplinary/Suspension




XXYYZZ

EMERGENCY CONTACT INFORMATION

	Employee’s Name:
	Date:



	In case of emergency, please notify:

	Name:
	Relationship:



	Telephone Number:

Work:
	Home:

	Address:



	And/or

	Name:
	Relationship:



	Telephone Number:

Work:
	Home:

	Address:



	Employee Signature:
	Date:



	Print Name:


XXYYZZ

SEXUAL HARASSMENT BROCHURE

Employee Notice
Sexual harassment is prohibited by this Company and is against the law.

Every employee should be aware of:

• what sexual harassment is

• what steps to take if harassment occurs

• state law prohibiting retaliation for reporting sexual harassment

Please read this information sheet.  If you have any questions or concerns about it, contact your supervisor, personnel department representative or your investigative officer for further information.

How to Stop Sexual Harassment

1.
When possible, simply tell the harasser to stop.

The harasser may not realize the advances or behavior are offensive.  When it is appropriate and sensible, simply tell the harasser the behavior or advances are unwelcome and must stop.

2.
You are strongly encouraged to report sexual harassment.  Contact your supervisor, another manager or the human resources department representative.

Sexual harassment or retaliation should be reported in writing or verbally.  You may report such activities even though you were not the subject of harassment.

3.
An investigation will be conducted

XXYYZZ will investigate, in a discreet manner, all reported incidents of sexual harassment and retaliation.

4.
Appropriate action will be taken

Where evidence of sexual harassment or retaliation is found, disciplinary action, up to and including termination, may result.
What is Sexual Harassment

Although many people think of sexual harassment as involving a male boss and a female employee, not all sexual harassment is done by males.  Sexual harassment often involves co-workers, other employees of XXYYZZ or other persons doing business with or for XXYYZZ.  It's against the law for females to sexually harass males or other females, and for males to harass other males or females.

California Law

California law defines harassment due to sex as sexual harassment, gender harassment and harassment due to pregnancy, childbirth or related medical conditions.

1.
Verbal harassment - epithets, derogatory comments or slurs.

Examples:  Name-calling, belittling, sexually explicit or degrading words to describe an individual, sexually explicit jokes, comments about an employee's anatomy and/or dress, sexually oriented noises or remarks, questions about a person's sexual practices, use of patronizing terms or remarks, verbal abuse, graphic verbal commentaries about the body.

2.
Physical harassment - assault, impeding or blocking movement, or any physical interference with normal work or movement, when directed at an individual.

Examples:  Touching, pinching, patting, grabbing, brushing against or poking another employee's body, requiring an employee to wear sexually suggestive clothing.

3.
Visual harassment - derogatory posters, cartoons, or drawings.

Example:  Displaying sexual pictures, writings or objects, obscene letters or invitations, staring at an employee's anatomy, leering, sexually oriented gestures, mooning, unwanted love letters or notes.

4.
Sexual favors - unwanted sexual advances which condition an employment benefit upon an exchange of sexual favors.

Example:  Continued requests for dates, any threat of demotion, termination, etc, if requested sexual favors are not given, making or threatening reprisals after a negative response to sexual advances, propositioning an individual.

It is impossible to define every action or all words that could be interpreted as sexual harassment.  The examples listed above with the state definition of sexual harassment are not meant to be a complete list of objectionable behavior nor do they always constitute sexual harassment.
Federal Law

Under federal law, unwelcome sexual advances, requests for sexual favors, and other verbal or physical conduct of a sexual nature constitute sexual harassment when:

1.
Submission to such conduct is made either explicitly or implicitly a term or condition of an individual's employment;

2.
Submission to or rejection of such conduct by an individual is used as the basis for employment decisions affecting such individual; or

3.
Such conduct has the purpose or effect of unreasonably interfering with an individual's work performance creating an intimidating, hostile, or offensive working environment

Harassers Are Personally Liable

If you, as an employee, are found to have engaged in sexual harassment, or if you as a manager know or should have known about the conduct and condone or ratify it, you may be personally liable for monetary damages.  This Company will not pay damages assessed against you personally.

In addition, this Company will take appropriate disciplinary measures - termination is one possible action against any employee who engages in sexual harassment.

Protection Against Retaliation

Company policy and California state law forbid retaliation against any employee who opposes sexual harassment, files a complaint, testifies, assists or participates in any manner in an investigation, proceeding or hearing conducted by XXYYZZ, the Department of Fair Employment and Housing or the Fair Employment and Housing Commission.

Prohibited retaliation includes but is not limited to:

• Demotion

• Suspension

• Failure to hire or consider for hire

• Failure to give equal consideration in making employment decisions

• Adversely affecting working conditions or otherwise denying any employment benefit to an individual.

Additional Information

The Department of Fair Employment and Housing (DFEH) is the state agency that resolves complaints of unlawful discrimination, including sexual harassment.  After a complaint is filed, the DFEH has one year to investigate the complaint.

The Fair Employment and Housing Commission (FEHC), decides cases prosecuted by the DFEH at the state level.

To contact the DFEH, consult your local telephone directory under State Government Offices or ask directory assistance for the number of Department of Fair Employment and Housing headquarters in Sacramento or write to Department of Fair Employment and Housing 2014 T Street, Suite 210, Sacramento, CA 95814-6824.

The Equal Employment Opportunity Commission (EEOC) is the federal agency that resolves sexual harassment claims.  To contact the commission, consult directory assistance for Washington, D.C. or write to Equal Employment Opportunity Commission, 1801 L Street, NW, Washington, D.C. 20507.


Compliment
The following compliment is being entered on the record of:
___________________________________

Employee
Dept. ___________________________ Date _____________
This compliment is a formal recognition of your positive contribution to XXYYZZ.  We commend your extra effort and will make this compliment a part of your Personnel file.

The accomplishment, or activity, which merits this special recognition, is: _____________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

Congratulations!  Keep up the good work.

Recognized by: __________________________________

Supervisor/Department Manager
__________________________________

Vice President
__________________________________

President
XXYYZZ
TIME OFF REQUEST

	This form must be submitted to your Supervisor 30 days in advance, or as early as the need for time off is known, with any appropriate documentation.

	Name:
	Date of Hire:

	Division:
	Dept.:
	Employee No.:


	 Vacation           Personal Holiday           Other:  Reason: ______________________

First day off:
 Day: ____________________
Date: ____________________

Last day off:
 Day: ____________________
Date: ____________________

Total number of days off:__________________________________________________

I will return to work on:
Day: ____________________
Date: ____________________

Advance pay requested: (2 weeks notice required) 
 Yes
 No

Remarks:  

___________________________________________

Date: ____________________

Employee Signature



	Approvals:
Request:
 Approved



Will temporary replacement employee be required?

 Rejected



 Yes   No         (if yes, complete Personnel Requisition Form)
If rejected, state reason: 

__________________________________________      __________________

Supervisor






Date

__________________________________________
__________________

Human Resources





Date


XXYYZZ
LEAVE OF ABSENCE REQUEST
	This form must be submitted to your Supervisor 30 days in advance, or as early as the need for time off is known, with any appropriate documentation.

	Employee Name:
	Department:

	Employee Number:
	Location:

	Type of Leave

	 Bereavement
 Medical Disability*

 Jury Duty
 Pregnancy*

 Military
 Family & Medical Leave*

 Occupational Injury/Illness
 Other/Personal (explain)

* Medical Certification must accompany request

	First day off:
Day: ____________________
Date: ____________________

Last day off:
Day: ____________________
Date: ____________________

Total number of days off: __________________

I will return to work on:
Day: ____________________
Date: ____________________

Reason for Leave:  



	If request is for Pregnancy Leave, Medical Disability, or Family and Medical Leave for medical reasons a medical certification form must be submitted with this request, or within 15 days of the date this request is submitted.

	Employee Signature:
	Date:

	Approvals

	Request for Leave of Absence is:
   Approved

 Rejected

	If rejected, state reason: 



	Supervisor:
	Date:

	SUPERVISOR COMMENTS:


	Date:


XXYYZZ

Request For Sick Leave To Care For Ill Family Member

I used or wish to use [insert number]

days of accrued and available sick leave to care for an ill family member. The sick leave was or will be used on [insert dates]

 The family member is my [specify child, spouse, or parent] 




.

Employee's Name Printed:










Signed:







Dated:






FOR OFFICE USE ONLY

Family Sick Leave Calculator

A). Total sick leave days accrued per benefit year:






B). Total days to be accrued per benefit year that 

are available for family illness: (must be at least half of A) 





C). Total sick days accrued to date: 








D). Number of days already taken for employee illness: 





E). Number of days already taken for family illness: 





F). Total sick days taken to date: (add lines D and E) 



______

G). Total sick days now available: (subtract line F from line C) 




H). Number of sick days remaining in this benefit year that can

be used for family illness: (subtract line E from line B) 





I). Total days now available for family illness:


(number shown on line G or H, whichever is less) 



______

Approved:________________________________________________________________________

Not Approved Because:_____________________________________________________________

________________________________________________________________________________

Signed:







Dated:





XXYYZZ

INITIAL NOTICE OF

CONTINUATION OF BENEFITS

REQUIRED UNDER FEDERAL LAW

(COBRA)

An individual whose coverage ends under this Employer group health plan may be entitled to elect continuation of coverage under this plan.  Coverage for dependents may also be continued if they are already covered under this plan.

To be eligible for continuation of benefits, the individual must elect continuation, pay the premiums and experience one of the following qualifying events:

1.
End of employment with the employer for any reason (this includes retirement and voluntary quitting) other than gross misconduct;

2.
Reduction in hours;

3.
Death of the employee;

4.
Divorce or legal separation from the employee;

5.
Attainment of the maximum age of eligibility by a dependent child; 

6.
Marriage of a dependent child;

7.
Entitlement of the employee to Medicare benefits; or

8.
An employer’s Chapter 11 reorganization resulting in a significant elimination of retiree benefits.

The coverage continued may be the same as the individual had at the time of the qualifying event, except that life insurance and weekly income coverage may not be continued.

A.  Notification Requirements and Election Period

The employee or dependent must notify the plan administrator, named in the Summary Plan Description, within 60 days when divorce, legal separation, or the marriage or attainment of the maximum age would end coverage for a dependent.

In the case of an employee’s reduction of hours, end of employment, death or entitlement to Medicare, the employer will notify the plan administrator.

Upon receiving such notification, the plan administrator will notify the eligible employee or dependent of the right to elect continuation.

The employee or dependent must elect continuation by the later of:

1.
60 days after the individual’s coverage ends; or

2.
60 days after the individual receives notification of his/her continuation right from the plan administrator.

B.  End of Continuation

Continuation will end on the earliest of the following dates:

1.
18 months from the date continuation began for individuals whose coverage ended because of a reduction in hours or end of employment;

Page 1 of 2

2.
29 months following the termination of employee’s employment or lost eligibility due to reduction in hours if you are determined to be disabled at the time of the qualifying event under Title II (OASDI -Old Age Survivors and Disability Insurance) or Title XVI (SSI - Supplemental Security Income) of the Social Security Act.  You must notify your plan administrator within 60 days after you have been determined disabled but before the end of the first 18 months of COBRA continuation.

3.
36 months from the date continuation began for individuals whose coverage ended because of the death of the employee, divorce, or legal separation from the employee, the marriage or attainment of the maximum age of eligibility by a dependent, or the employee’s entitlement to Medicare;

4.
The end of the period for which premium is paid if the individual fails to make premium payment on the date specified by the employer;

5.
The date the individual becomes covered under any other group health plan;

6.
The date the individual becomes entitled to Medicare; or

7.
The date the group health plan ends.

If, before the end of the 18 months of continuation, a continuing dependent becomes a surviving spouse, divorced or legally separated spouse, over age or married dependent, or dependent of an employee who loses continuation due to eligibility for Medicare, such dependent may continue for the balance of 36 months or, if sooner, the earliest of 4. through 7.
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	NOTICE TO EMPLOYEES

TIME OFF TO VOTE

	Employees who are voters may claim necessary time off to vote at statewide elections under the following provisions of the state elections code:

"Sec. 14350.  If a voter does not have sufficient time outside of working hours to vote at a statewide election the voter may, without loss of pay, take off enough working time which when added to the voting time available outside of working hours will enable the voter to vote.

"No more than two hours of the time taken off for voting shall be without loss of pay.  The time off for voting shall be only at the beginning or end of the regular working shift, whichever allows the most free time for voting and the least time off from the regular working shift, unless otherwise mutually agreed.

"If the employee on the third working day prior to the day of election, knows or has reason to believe that time off will be necessary to be able to vote on election day, the employee shall give the employer at least two working days' notice that time off for voting is desired, in accordance with the provisions of this section."




Post conspicuously 10 days before statewide elections.

XXYYZZ

WAIVER OF GROUP MEDICAL COVERAGE

	Employee Name:

	Address: 



	Please list data for self and eligible dependents (spouse/minor children):

	Full Name
	Social Security No.
	Date of Birth
	Coverage Waived

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Please initial the following sections if they apply:

	Initial
	I understand that I am waiving coverage for myself and/or my eligible dependents as I/we are currently covered under any other qualifying health benefit plan.  I further understand by waiving coverage at this time said plan may impose (should I/we later decide to apply for coverage under this plan) an exclusion from coverage for a period of time specified by the plan or until the next open enrollment period.  I also understand that late enrollment in this plan may allow for an additional exclusion for any pre-existing condition, if this provision is included in the plan.

	Initial
	I understand that should I lose my current coverage under any other health benefit plan as a result of:

 Termination of employment of the person through whom I/we have coverage;

 Termination of the plan of coverage;

 Cessation of the employer’s contribution towards an employee or dependent coverage;

 Divorce;

 As a covered employee, a court has ordered that coverage be provided for a spouse or minor child;

I will have 31 days to enroll in this plan of coverage.  Failure to enroll within 31 days of loss of my existing coverage will again permit this plan to impose the exclusion(s) cited above.

	Initial


	I do not wish to request coverage under the group plan(s) for reasons not mentioned above.

	Initial


	I am canceling coverage.

	Employee’s Signature:


	Date:

	Employer’s Signature:
	Date:


XXYYZZ

CONSENT TO TELEPHONE MONITORING

	Employee Name:


	Dept.
	Hire Date:

	Job Title:


	Supervisor:

	XXYYZZ, is engaged in providing a wide variety of services to customers, and it is important to insure and constantly improve the quality and sensitivity of that service.  As a means of doing this, the management of XXYYZZ will, from time to time, without notice, monitor telephone calls, inbound and outbound, on Company lines.  These calls are monitored for purposes of evaluating employee training, employee performance, security and customer service.  Locations of unmonitored telephones for use by employees will be designated by XXYYZZ from time to time.



	I have read and understand this document and hereby consent to the monitoring of my telephone conversations by the management of ______________________ for the term of my employment.



	Signature:


	Date:


Section 4

SAFETY

____________________________________

XXYYZZ

SAFETY RULES

-- GENERAL OFFICE –

	1.
Report all unsafe conditions and equipment to your supervisor or Quality Management Coordinator.

2.
Report all accidents, injuries and illnesses to your supervisor or Quality Management Coordinator.

3.
Before obtaining medical treatment of any on-the-job injury all employees should get a written authorization form from their supervisor or the Quality Management Coordinator.  Field employees should call the office to get the location of the nearest approved medical provider.  

4.
Means of egress shall be kept unblocked, well lighted and unlocked during work hours.

5.
In the event of fire, sound alarm and evacuate.

6.
Upon hearing a fire alarm, stop work and proceed to the nearest clear exit.  Gather at the designated location.

7.
Only trained workers may attempt to respond to a fire or other emergency.

8.
Exit doors must comply with fire safety regulations during business hours.

9.
Stairways should be kept clear of items that can be tripped over and all areas under stairways that are egress routes should not be used to store combustibles.

10.
Materials and equipment will not be stored against doors or exits, fire ladders or fire extinguisher stations.

11.
Aisles must be kept clear at all times.

12.
Work areas should be maintained in a neat, orderly manner.  Trash and refuse are to be thrown in proper waste containers.

13.
All spills shall be wiped up promptly.

14.
Files and supplies should be stored in such a manner as to preclude damage to the supplies or injury to personnel when they are moved.  Heaviest items should be stored closest to the floor and lightweight items stored above.

15.
All cords running into walk areas must be taped down or inserted through rubber protectors to preclude them from becoming tripping hazards.

16.
Never stack material precariously on top of lockers, file cabinets or other high places.

17.
Never leave lower desk or cabinet drawers open that present a tripping hazard.  Use care when opening and closing drawers to avoid pinching fingers. 

18. Do not open more than one upper drawer at a time; particularly the top two drawers on tall file cabinets.

19.
Always use the proper lifting technique.  Never attempt to lift or push an object which is too heavy.  You must contact a supervisor when help is needed to move a heavy object.

20.
When carrying material caution should be exercised in watching for and avoiding obstructions, loose material, etc.

21.
All electrical equipment should be plugged into appropriate wall receptacles or into an extension of only one cord of similar size and capacity.  Three-pronged plugs should be used to ensure continuity of ground.
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	22.
Individual heaters at work areas should be kept clear of combustible materials such as drapes or waste from waste baskets.  Newer heaters which are equipped with tip-over switches should be used.

23.
Appliances such as coffee pots and microwaves should be kept in working order and inspected for signs of wear, heat or fraying of cords.

24.
Fans used in work areas should be guarded.  Guards must not allow fingers to be inserted through the mesh.  Newer fans are equipped with proper guards.

25.
Equipment such as scissors, staples, etc., should be used for their intended purposes only and should not be misused as hammers, pry bars, screwdrivers etc.  Misuse can cause damage to the equipment and possible injury to the user.

26.
Cleaning supplies should be stored away from edible items on kitchen shelves and stored in appropriate containers.


27.
Solutions that may be poisonous or not intended for consumption should be kept in well-labeled containers.

28.
Cooperation in accident investigation is required by all employees.

29.
There should always be at least one employee on each shift trained in First Aid to handle emergency medical treatment.  He/She will be familiar with procedure in the event of a severe accident.

30.
Horseplay, unnecessary boisterous conduct, provoking or engaging in any disturbance is dangerous and is strictly forbidden.

31.
Possession, consumption or sale on Company property of alcohol or any controlled substance is strictly prohibited.

32.
Do not use a chair, boxes, desks, etc. in place of a ladder or step stool.
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XXYYZZ
SAFETY RULES

- PRODUCTION -
	GENERAL SAFETY PRACTICES

	1.
If you are injured or become ill on the job, immediately inform your supervisor.

2.
If you see another employee get hurt or become ill do not attempt to move him/her.  Call your supervisor.  Only employees trained in First Aid should render assistance.

3.
No employee shall go for medical treatment of any on-the-job injury without an authorization from Human Resources or the Production Manager.

4.
When you see a co-worker doing something unsafe, point it out to him/her.  If he/she continues to do it, notify your Supervisor.

5.
Cooperation in accident investigation is required by all employees.

6.
If you are aware of any defects or dangerous conditions in the equipment or machinery that might cause injury, inform your supervisor immediately.

7.
Portable electrical equipment and appliances shall be securely placed and guarded to avoid injury to anyone.  Regard all loose wires, broken connections, etc. as "HOT".  Report these immediately.

8.
All work areas are to be kept clean and orderly.  All trash must be disposed of in the proper containers.

9.
To avoid accident caused by litter or spills pick it up or wipe it up.

10.
Know the type of liquids you may have to handle in your work.  Protect yourself in the manner instructed by your supervisor when handling toxic liquids, flammable materials or other liquids.

11.
There should always be at least one employee on each shift trained in First Aid to handle emergency medical treatment.  He/She will be familiar with procedure in the event of a severe accident.

12.
Good housekeeping skills require that you clean your workstation thoroughly before you go on to another assignment.

13.
Horseplay, unnecessary boisterous conduct, provoking or engaging in any disturbance is dangerous and is strictly forbidden.

14.
Possession, consumption or sale on Company property of alcohol or any controlled substance is strictly prohibited.

15.
Do not use a chair, boxes, desks, etc. in place of a ladder or step stool.

16.
The drawers of desks and file cabinets shall be closed when left unattended and no more than one file drawer should be opened at any time.

17.
File cabinets should be properly loaded from bottom drawer up to prevent tipping.

18.
In the event of fire, sound alarm and evacuate.

19.
Upon hearing fire alarm, stop work and proceed to the nearest clear exit.  Gather at the designated location.

20.
Only trained workers may attempt to respond to a fire or other emergency.

21.
Exit doors must comply with fire safety regulations during business hours.
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XXYYZZ
SAFETY RULES

- PRODUCTION -
	MACHINERY AND EQUIPMENT

	1.
Do not operate any powered tool, appliance, or machine until you have received training from a Supervisor and are thoroughly familiar with its total operation.

2.
Only operate equipment if you have been given permission to do so by your Supervisor.

3.
If something goes wrong with equipment or a machine that you are operating, turn it off immediately and notify your Supervisor.

4.
Never remove or alter safety warnings or instruction posters on or near machinery.

5.
Use only hand tools that are in good condition, and know the proper use of tools before using them.

6.
Before repairing any power equipment or machines, the person assigned to the job must:

a.
Shut off the equipment by pulling the proper disconnect switch and applying a lockout tag to the switch.

b.
Try the start switch to be sure the proper switch has been disconnected.

7.
Keep your hands and arms away from moving parts of machinery and out from under or between dies, punches, shear blades, or any other point of machine operation.

8.
Always wear safety glasses when using compressed air.  Never use air hoses to remove dust from clothing.  Exercise extreme care to protect co-workers in the vicinity.

9.
Concentrate on your job.  Do not talk with others while operating a machine.  Attention may be lost and this can result in the injury and/or death.

10.
Never leave tools where they may fall or become a tripping hazard.

11.
Metal ladders must not be used when working on or near electric lines or equipment.

12.
A defective ladder should be tagged and removed from use.

13.
No extension ladder may be used unless it is equipped with safety feet and secured so it will not slip.

14.
Never remove safety guards from any machinery unless it is necessary to perform repair work.  When the repair work is completed, immediately replace the guards in their proper position.

15.
All electrical panels and switch boxes shall be identified with a description of the equipment they control, such as: "Proper Labeling of Circuit Breakers"

16.
Do not use oil, grease, or any other combustible material around or on oxygen equipment.  It may result in an explosion.

17.
Machinery, equipment and the surrounding area shall be kept free of excessive oil and grease and all other debris.

18.
Never interfere with the use of any method or process adopted for the protection of all employees.
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XXYYZZ

SAFETY RULES

- PRODUCTION -
	PROTECTIVE EQUIPMENT

	1.
Approved NIOSH/MSHA respirators will be worn at all times while painting.

2.
Respirators, compressors and hoses will be regularly inspected through a preventative maintenance program.

3.
Certain jobs are designated as requiring ear protection.  When performing these jobs, protective devices must be used.  Protective devices are available to anyone who wishes to use them even though they are not working in a high noise area.

4.
Only clothing appropriate to the nature of the job may be worn.  No shorts are allowed anywhere in the facility.

5.
Welders and spray painters are required to wear full length sleeves, as well as other special protective apparel that is special to their occupation. 

6.
Closed, leather work shoes are required in all areas of the plant.  Employees working in the office who frequently go into plant areas will also comply with this regulation.  Athletic-type shoes are not allowed.

7.
OSHA approved safety glasses will be worn in all areas of manufacturing at all times.

8.
All plant employees with hair below the collar line must wear their hair up under a head covering or tied back in a "pony tail".

9.
When walking through the plant, it is strictly prohibited that short-cuts be taken.  It is mandatory that everyone walk through the proper doors and use the proper walkways.

10.
Back supports are available to employees upon request.
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XXYYZZ
SAFETY RULES

- PRODUCTION -
	MATERIAL HANDLING

	1.
When lifting, remember that your greatest source of strength is in your legs.  So always bend the knees and lift with your legs.  This is the secret to protecting yourself from back injury or hernia while lifting objects.

2.
Do not try to lift or push excessive loads by yourself.  Use the "buddy" system.  Get help.

3.
Stack material safely.  Use proper pallets and blockings.  Never exceed a safe height or block aisles, exits, fire fighting equipment, electrical power panels, sprinklers etc.

4.
Do not use defective equipment.  (e.g., slings, hooks, chains, etc.)  Report any problems with equipment to your supervisor immediately.
5.
If the load being carried on a forklift obstructs the operators view, the driver is required to operate the fork lift in reverse.

6.
When operating overhead cranes, observe the rated capacity of the crane.  Do not attempt to lift a load that exceeds the stated weight.

7.
When transporting parts, be sure the load is secure to prevent shifting in transit.  Also transport the load as low to the ground as possible.

8.
Never walk beneath a suspended load when a crane is in operation.

9.
Before using any type of lift vehicle, be alert to any irregularities that may tell you the vehicle may not perform safely (e.g., cracked forks.)

10.
When stacking parts on shelves, arrange them in such a manner that prevents the parts from falling off the shelf.

11.
Material must be stacked where it is not a hazard and where it will not impede safety devices, fire fighting equipment or block aisles, hallways, and exits.

12.
When using wooden pallets, be sure the pallet is in good condition and suitable to hold the load.  All unsafe pallets should be repaired or discarded.

13.
When handling or storing compressed air cylinders observe the following regulations:

a.
The valve shall be closed and the cap securely affixed in place on the disconnected cylinders.

b.
Cylinders shall be secured in an upright position by chain or other means.

c.
Movement of cylinders from place to place shall be done with the use of the provided cart.

d.
All cylinders shall be marked as to contents.  Use the correct gas for each application.  Any cylinder not marked should be reported to the Supervisor.
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XXYYZZ
SAFETY RULES

- PRODUCTION -
	VEHICLE OPERATING RULES

	1.
Only drivers authorized by XXYYZZ and instructed in the safe operation of vehicles shall be permitted to operate such vehicles.

2.
Stunt driving and horseplay are prohibited.

3.
No one other than the operator may ride on forklifts, trucks or other vehicles unless adequate riding facilities are provided.

4.
Employees shall not ride on the forks of forklifts.

5.
Employees shall not place any part of their bodies outside the running lines of a vehicle or between the masts, uprights or other parts of a forklift where shear or crushing hazards exist.

6.
Employees shall not be allowed to stand, pass or work under the elevated portion of any forklift, loaded or empty, unless it is effectively blocked to prevent it from falling.

7.
Drivers shall check Company vehicles at least once per shift.  As a minimum, a safety check of a vehicle shall include checking tires, horn, lights, batteries, controllers, brakes, steering mechanism, and the lift system of forklifts (forks, chains, cables, and limit switches).

If a vehicle is found to be unsafe, the condition shall be immediately reported to the Lead person or Supervisor.  Company vehicles shall be removed from service and not used again until made safe.

8.
No gas-powered vehicle shall be operated with a leak in fuel system.

9.
Drivers shall not exceed the authorized or safe speed of 5 mph.  Drivers must keep vehicles under positive control, maintain a safe distance from other vehicles and follow all traffic regulations.  For vehicles traveling in the same direction, a safe distance shall be three vehicle lengths or preferably a time lapse of three seconds, when passing the same point.

10.
Other vehicles traveling in the same direction shall not be passed at intersections, blind spots or dangerous locations.

11.
The driver shall slow down and sound the horn at cross aisles and other locations where vision is obstructed.

12.
Vehicles shall not be driven up to anyone standing in front of a bench or other fixed object where the person could be caught between the vehicle and object.

13.
Grades shall be ascended or descended slowly.

a.
When ascending or descending grades in excess of 10 percent, loaded forklifts shall be driving with a load upgrade.

b.
On all grades, the load and load-engaging means shall be tilted back and raised only as far as necessary to clear the road surface.

c.
Motorized hand and hand/rider lifts shall be operated on all grades with the load-engaging means downgrade.

14.
Forklift forks shall always be carried as low as possible to the ground.
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XXYYZZ
SAFETY RULES

- PRODUCTION -
	VEHICLE OPERATING RULES (Continued)


	15.
When leaving a vehicle unattended, the power shall be shut off, brakes set, the mast of forklifts brought to the vertical position and the load-engaging means left in the down position.  When left on an incline, the wheels shall be blocked.

NOTE: A vehicle is considered to be unattended when the vehicle is not within the operator's view or when the operator is more than 25 feet from the vehicle.
16.
When an operator has dismounted from a forklift which is within his view and he is remaining within 25 feet or the forklift, the load-engaging means shall be lowered, controls neutralized and the brakes set.

17.
Prior to driving onto trucks or trailers, their flooring shall be checked for breaks or other structural weaknesses.

18.
Vehicles shall not be driven in and out of trucks or trailers at loading docks until the trucks or trailers are securely blocked and the brakes are set.

19.
Vehicles shall not be driven within one tire width of the edge of elevated docks, platforms, truck or trailer beds, except in tracks with elevated edges designed for that purpose.

20.
Trucks and trailers shall not be loaded in excess of their rated capacity.

21.
A loaded truck or trailer shall not be moved until the load is safe and secured.

22.
Extreme care shall be used when tilting forklift loads.  The load-engaging means shall not be tilted forward except when picking up a load or when depositing the load onto a rack.  When stacking or tiering, the backward tilt shall be limited to that necessary to stabilize the load.

23.
When using forklifts, the load-engaging device shall be placed in such a manner that the load will be securely held and supported.

24.
Extra precautions shall be taken when using forklifts with devices added for securing or handling special loads, and during the operation of these forklifts after the load has been removed.

25.
If a load being carried obstructs forward view, the driver is required to travel with the load trailing.

26.
Vehicles may not be driven outside of company property.

	ELEVATING EMPLOYEES WITH LIFT TRUCKS

	When it is necessary to elevate employees using an industrial truck, the following guidelines will apply:

1.
The platform shall be of sufficient size (but not less than 24" by 24") to accommodate the employee and the material being elevated.

2. The platform floor shall have no spaces or holes, shall be secured to the forks or mast to prevent tipping, slipping or falling and shall have a slip resistant surface.

3. The employee and vehicle operator must wear a hard hat.

4. There shall be an operator in the control position on the truck while employees are on the elevated platform.

5.
A lift vehicle must never travel with an employee on the work platform other than to make minor movements for final positioning of the platform.
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XXYYZZ

SAFETY

HAZARD REPORT
	Location:
	Department:
	Date:

	Submitted by: (optional)

	Location of Unsafe Condition: (Describe in detail) 



	Explanation of Unsafe Condition: (Explain in detail) 



	If necessary, draw a diagram in the space below:

	DIAGRAM

	

	Recommendation to correct this condition: 



	Employee Signature:
	Date:
	Supervisor Signature:
	Date:

	SAFETY COMMITTEE ACTION

	Recommended Corrective Action: 



	Responsible Party:

	Estimated Cost:
	Approved by:

	Estimated Completion Date:
	Actual Completion Date:


XXYYZZ
ACCIDENT/EXPOSURE  INVESTIGATION REPORT
	Date & Time of Accident:

	Location:  



	Accident Description:  



	Employee(s) Involved:   

_____________________________________
_________________________________________

_____________________________________
_________________________________________

_____________________________________
_________________________________________

_____________________________________
_________________________________________

_____________________________________
_________________________________________

_____________________________________
_________________________________________

	Preventive Action Recommendations: 



	Corrective Action Taken: 



	Manager Responsible:


	Date Completed:


XXYYZZ
SAFETY TRAINING RECORD

	TRAINING TOPIC: ______________________________________________



	Training Presenter:


	Date:

	Location:



	SPECIFIC ITEMS DISCUSSED:

	

	PERSONS IN ATTENDANCE:

	NAME
	DEPARTMENT

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


XXYYZZ
SAFETY MEETING RECORD
	Date:
	Department:

	Names of Employees Present:

	
	

	
	

	
	

	
	

	Accidents and Injuries Reviewed: 



	Subjects Presented and Discussed:  



	Suggestions/Recommendations or Action Taken: 



	Program Administrator’s Signature:


	Date:


XXYYZZ

EMPLOYEE SAFETY CHECKLIST

	This report is to be completed by the Supervisor and the new or reassigned employee within three (3) days after employment or reassignment and filed in the employee’s personnel file.


	Employee Name:
	Date Employed:
	Date:

	Department Assigned:


	Type of Work:

	The Supervisor and the new employee are to review the following safety concerns.  Check and discuss those which apply:

	   1.
Applicable Company, State and Federal safety rules, both general and specific to job assignment.

   2.
Company safety rule enforcement procedures (give employees copy of safety rules).

   3.
Use of tools and equipment .

   4.
Proper guarding of equipment.

   5.
Proper work shoes and other personal protective equipment, as needed.

   6.
Handling of product.

   7.
Use of specific lifting equipment, such as hoists, hand truck, etc.

   8.
How, when and where to report injuries.

   9.
Importance of housekeeping.

   10.
Special hazards of job (list) ______________________________________________________________________________


_______________________________________________________________________________

   11.
When and where to report unsafe conditions.

   12.
Emergency procedures.

   13.
Employee responsibility for the prevention of accidents.

   14.
The law that only work-related injuries are covered by workers' compensation.

   15.
Training on any toxic material employee might be exposed to. 

   16.
Fire Safety.

   17.
Safe operation of vehicles(s).

   18.
Company policy on medical treatment for work-related injuries.

   19.
Employee is to receive special additional instruction and guidance from __________________.

   20.
Supervisor will adequately and frequently review performance of new employee.

   21.
Introductory period is from _______________________ to __________________________.

   22.
Supervisor will formally review employee’s performance on _____________________  (date).

   23.
Employee agrees to fully cooperate with the safety efforts of the employer, follow all safety rules and use good judgment concerning safe work behavior.



	Additional comments and notes: ____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

	Supervisor Signature:


	Date:
	Print Name:

	Employee Signature:


	Date:
	Print Name:


How it Works
Today, the California workers’ compensation law provides a fast, fair way to take care of injured workers where fault doesn’t have to be proven to recover medical expenses and lost wages.

This job-injury insurance is paid for by your employer and supervised by the state.  If you can’t work due to a job-related injury or illness, workers’ compensation automatically pays your medical bills and provides money to live on until you can return to work.

Who’s Covered?
Almost every employee in California is protected by workers’ compensation, but there are a few exceptions.  People in business for themselves and unpaid volunteers may not be covered.  Railroad and maritime workers and federal employees are covered by similar laws.  If you have a question about coverage, ask your employer.

What’s Covered?
Any injury or illness if it’s due to your job.  Everything from first-aid type injuries to serious accidents are covered.

Coverage is automatic and immediate.  There’s no qualifying period, no need to earn a certain amount in wages before you’re covered.  Protection begins the first minute you’re on the job.
How Do You Obtain Benefits?
Immediately notify your supervisor, who will arrange medical care.  Your employer will give you a claim form so you can describe the injury and how, when, and where it happened.  Complete the claim form and return it to your employer as soon as possible.  Prompt reporting is the key to prompt benefits.

Benefits
The California workers’ compensation law guarantees you three kinds of benefits:

· Medical treatment to cure the injury and no deductibles.

· Payments to replace lost wages while you’re temporarily disabled.  Additional payments are made if the injury is more serious or results in death.

· Rehabilitation services necessary to get you back to work.

All benefits are set by the California state legislature.  The amount of the payments, and when and how they’re paid, are part of state law.  Only the state legislature can change the amounts.
Benefit Payments
Doctors bills and hospital expenses will be paid directly by XXYYZZ’s insurance company, so you should never see a bill.

If you’re unable to work for more than three days, including weekends, you are entitled to compensation.  About two weeks after reporting the injury, you’ll get a compensation check,  and every two weeks after that until the doctor says you can return to work.  (Payment won’t be made for the first three days, however, unless you’re hospitalized or unable to work for more than 14 days.)

The amount of these checks will be approximately two-thirds of your average wage, up to a maximum set by the state Legislature.

Questions?
Ask your supervisor.  Or contact the workers’ compensation claims representative for XXYYZZ (the name, address and phone number are posted.)  Or talk to one of the Information and Assistance consultants at the nearest office of the State Division of Workers’ Compensation.  They’re available at no charge to answer questions and review problems.  The offices are listed in the State Government Offices section in the front of the white pages of the phone book.

More About Medical Care -
Good medical care is important - to you, your family and your employer.  Quality medical treatment is the quickest way to recovery.

· If first aid is available, get immediate treatment and report where, when and how the accident happened.  If it’s an emergency, get the best treatment available, then report the injury to XXYYZZ as soon as possible.

· If additional medical care is necessary, XXYYZZ will arrange it.  You may be sent to a doctor you don’t know, but that doesn’t mean the physician is a “company doctor.”  He or she is in private practice, often a specialist for the particular injury.  In addition, the doctor will be familiar with workers’ compensation requirements and will report promptly so benefits can be paid.

· You may be treated by your own personal physician if you’ve notified XXYYZZ of the doctor’s name and address in writing before the injury.  For further information, ask your supervisor.

· Thirty days after reporting the injury you can switch to your own doctor.  If you switch, choose your doctor carefully - most people don’t have a family surgeon, for example.  If you want advice about specialists, talk to your supervisor.  In any event, report your choice as soon as you make it so the bills will be paid for you.

Above all, don’t treat yourself.  Even minor injuries need expert care.  Prompt, quality medical care is the best investment you can make.

	- WORKERS’ COMPENSATION FRAUD IS A FELONY -

Anyone who knowingly files or assists in the filing

of a false workers’ compensation claim

may be fined up to $50,000 and sent to prison for up to five years

(Insurance Code section 1871.4).


XXYYZZ
SUPERVISOR’S REPORT OF INJURY

	This report must be completed and given to the Human Resources Manager on the same date that the accident occurred.

	Name of Injured Employee:
	Employee No.:
	Dept.  No:



	 Male
 Female
	Occupation (Regular Job Title, Not Specific Activity at Time of Injury):

	Date of Accident:
	Time of Accident:

	Where did accident occur? (Address, City and County)

	On Employer’s Premises?   Yes  No

	Company Location: (if different from Mailing Address)

	Injury reported to: ________________

Injury reported by Employee

Date:__________________________

Time:_________________________

	What was Employee doing when injured? (Identify tools, equipment or material employee was using)


	How did the accident or exposure occur? (Describe the events that resulted in injury or occupational disease)


	Did employee commit an unsafe act?   Yes
 No

	Personal factors that could have contributed to the accident:

 Improper attitude


 Bodily defects (eyesight, hearing, fatigue, etc.)
 Lack of knowledge or skill

 No unsafe personal factor

 Other

	Object or Substance that directly injured Employee.  (Machine, chemical, vapor or poison inhaled or swallowed; in cases of strains, the object he/she was lifting, pulling, etc.)


	Did an unsafe condition contribute to, or cause, the incident?   Yes
 No

Explain:



	Were there any witnesses to the accident?   Yes
 No

Who were they? (Attach a statement from each witness)


	What steps will be taken to prevent similar accidents?



	Nature of injury or illness and part of body affected:


	Was First Aid adequate treatment?

 Yes
 No

	Has employee returned to work?   Yes  No Referred to clinic or Physician?   Yes  No

Date returned:




Name of clinic or Physician:  

	Report Completed by:
	Date:

	Print Name:


XXYYZZ

	NOTICE:

OFF-DUTY RECREATIONAL ACTIVITIES

	Neither XXYYZZ nor its Workers’ Compensation Carrier, __________________________ is responsible for 

         (Name of Carrier)
payment of workers’ compensation benefits for injuries that occur during an employee’s voluntary participation in any off-duty recreational, social, or athletic activity sponsored by XXYYZZ.




XXYYZZ

STATEMENT DECLINING

MEDICAL TREATMENT
	Employee Name:
	Department:

	Although I have been offered    First Aid    Medical Treatment

in connection with my accident, I am declining the offer for the reason indicated below.  I understand that declining treatment at this time does not prevent me from obtaining subsequent medical treatment as long as it is approved by XXYYZZ.

I further understand that if I seek medical care at a later date, without the approval of XXYYZZ, I may not be covered by workers’ compensation or medical insurance and may be responsible for all costs pertaining to such treatment.

Reason for declining medical treatment at this time: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Employee Signature:


	Date:

	Supervisor Signature:


	Date:


XXYYZZ

PERSONAL PHYSICIAN

DESIGNATION FORM

	To be completed by employee:

	I, ____________________________________, in the event of an industrial injury or illness, elect to receive medical treatment from my personal physician.

I understand my “personal physician” is defined as my “regular physician or surgeon” who has previously directed my medical treatment and who retains my medical records, including my medical history.



	Personal Physician’s Name:



	Address:


	Telephone Number:

	Employee Signature:


	Date:

	Department:



	To be completed by employer:

	Received by:


	Date:

	Date Superseded by Another Designation:




XXYYZZ

AGREEMENT RE: OFF-DUTY

RECREATIONAL ACTIVITIES
	Employee Name:


	Department:

	I,______________________________, release XXYYZZ

(Employee name)
 
from any and all liability for any and all injuries or illnesses that I may incur while voluntarily participating in any off-duty recreational, social, or athletic activity sponsored by XXYYZZ.

I understand that neither XXYYZZ nor its Workers’ Compensation Carrier, _________________is responsible for payment of workers’ compensation

 (Name of carrier)
benefits for any injury or illness that I may incur while voluntarily participating in any off-duty recreational, social, or athletic activity sponsored by XXYYZZ.



	Employee Signature:


	Date:

	Supervisor Signature:


	Date:


Section 5

PERFORMANCE DEVELOPMENT

XXYYZZ
PERFORMANCE APPRAISAL

Introductory Employee

	Employee Name:
	Appraisal Date:
	Hire Date:

	Position:
	Supervisor:

	Department/Location:
	Job Date:

	Appraise employee for performance during this review period only.

Consider each factor based on consistent, objective standards.

	For Each Factor, Check One Rating Only
	Not Acceptable
	Marginal
	Acceptable

	Job Knowledge
	
	
	

	Extent of job information and understanding possessed by employee.
	Comments: _____________________________________________________________________________

_______________________________________________________________________________________

	Quality
	
	
	

	Quality of finished work, neatness, thoroughness.
	Comments: _____________________________________________________________________________

_______________________________________________________________________________________

	Quantity
	
	
	

	Amount of satisfactory work completed.  Amount of output and speed in completing assignments.
	Comments: _____________________________________________________________________________

_______________________________________________________________________________________

	Cooperation and Attitude
	
	
	

	Ability to work well with others.  Acceptance of constructive criticism and effort to do a good job.
	Comments: _____________________________________________________________________________

_______________________________________________________________________________________

	Initiative
	
	
	

	Effective use of working time; ability to make constructive suggestions; displays self motivation.
	Comments: _____________________________________________________________________________

_______________________________________________________________________________________

	Attendance/Dependability
	
	
	

	Meeting schedules and deadlines; is punctual and present when needed.
	Comments: _____________________________________________________________________________

_______________________________________________________________________________________

	Overall Evaluation
	
	
	

	If unacceptable in any category, please comment on specific steps for employee’s improvement during extended introductory period.
	Comments: _____________________________________________________________________________

_______________________________________________________________________________________

	Recommend continued employment?  

 Yes       No
	Extend Introductory Period?   Yes      No   To:___________________

	Signatures
	Employee Acknowledgment

	Supervisor:



Date:
	I have read this appraisal and discussed its contents with my Supervisor.  My signature indicates I am aware of the contents; not that I agree or disagree.

	Second Level Review:


Date:
	

	Human Resources:


Date:
	Employee:



Date:


XXYYZZ

PERFORMANCE APPRAISAL

Production/Hourly Employee
	Employee Name:
	Appraisal Date:
	Period Covered:

     to

	Position:
	Rate Range:
	Current Rate:

	Department:
	Job Class:

	Appraise employee for performance during this review period only. 

Consider each factor based on consistent, objective standards.

	For Each Factor,

Check One Rating Only
	Unsatisfactory

Failure to meet job requirements.  Must show immediate improvement or may be subject to discipline up to and including termination.
	Satisfactory

Fully and consistently meets job requirements.
	Excellent

Frequently exceeds position requirements.
	Outstanding

Consistently surpasses position requirements.

	Job Knowledge


	
	
	
	

	Extent of job information and understanding possessed by employee.
	Comments:  



	Quality


	
	
	
	

	Accuracy, thoroughness and ability to perform work while meeting quality standards.
	Comments:  



	Quantity


	
	
	
	

	Volume of work completed.  Measured against production standards.
	Comments:  



	Attendance


	
	
	
	

	Consider the attendance record against attendance standard.
	Comments:  



	Cooperation & Attitude
	
	
	
	

	Ability to work well with others.  Acceptance of constructive criticism and effort to do a good job.
	Comments: 
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	For Each Factor,

Check One Rating Only
	Unsatisfactory

Failure to meet job requirements.  Must show immediate improvement or may be subject to discipline up to and including termination.
	Satisfactory

Fully and consistently meets job requirements.
	Excellent

Frequently exceeds position requirements.
	Outstanding

Consistently surpasses position requirements.

	Initiative


	
	
	
	

	Self-reliance in thinking, planning, and carrying out job responsibilities.
	Comments: 



	Reliability


	
	
	
	

	Meets commitments on time and performs full share of responsibility.
	Comments: 



	Safety


	
	
	
	

	Full compliance with safety/health rules and practices.
	Comments: 



	Overall Evaluation
	
	
	
	

	
	Comments



	Employee Comments
	Comments: 



	Signatures
	Employee Acknowledgment

	Supervisor:




Date:


	I have read this appraisal and discussed its contents with my Supervisor.  My signature indicates I am aware of the contents; not that I agree or disagree.

	Second Level Review:



Date:


	

	Human Resources:



Date:


	Employee:


Date:



Page 2 of 2

XXYYZZ

PERFORMANCE APPRAISAL

Non-Exempt/Administrative Employee

	Employee Name:
	Appraisal Date:
	Period Covered:

to

	Position:
	Rate Range:
	Current Rate:

	Department:
	Job Class:

	Appraise employee for performance during this review period only. 

Consider each factor based on consistent, objective standards.

	For Each Factor,

Check One Rating Only
	Unsatisfactory

Failure to meet job requirements.  Must show immediate improvement or may be subject to discipline up to and including termination.
	Satisfactory

Fully and consistently meets job requirements.
	Excellent

Frequently exceeds position requirements.
	Outstanding

Consistently surpasses position requirements.

	Job Knowledge
	
	
	
	

	Extent of job information and understanding possessed by employee.
	Comments:  



	Quality
	
	
	
	

	Accuracy, thoroughness and ability to perform work while meeting quality standards.
	Comments:  



	Quantity
	
	
	
	

	Volume of work completed.  Measured against production standards.
	Comments:  



	Attendance
	
	
	
	

	Consider the attendance record against attendance standard.
	Comments:  



	Communications
	
	
	
	

	Consider both written and verbal communications with peers and supervisors.
	Comments:  



	Cooperation and Attitude
	
	
	
	

	Ability to work well with others.  Acceptance of constructive criticism and effort to do a good job.
	Comments: 
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	For Each Factor,

Check One Rating Only
	Unsatisfactory
Failure to meet job requirements.  Must show immediate improvement or may be subject to discipline up to and including termination.
	Satisfactory
Fully and consistently meets job requirements.
	Excellent
Frequently exceeds position requirements.
	Outstanding

Consistently surpasses position requirements.

	Initiative
	
	
	
	

	Self-reliance in thinking, planning, and carrying out job responsibilities.
	Comments: 



	Reliability
	
	
	
	

	Meets commitments on time and performs full share of responsibility.
	Comments: 



	Judgment
	
	
	
	

	Consider the appropriateness of actions in the absence of detailed instructions.
	Comments: 



	Safety
	
	
	
	

	Full compliance with safety/health rules and practices.
	Comments: 



	Overall Evaluation
	
	
	
	

	
	Comments: 



	Employee Comments
	Comments: 



	Signatures
	Employee Acknowledgment

	Supervisor:




Date:
	I have read this appraisal and discussed its contents with my Supervisor.  My signature indicates I am aware of the contents; not that I agree or disagree.

	Second Level Review:


Date:
	

	Human Resources:



Date:
	Employee:


Date:


XXYYZZ

PERFORMANCE APPRAISAL

Exempt Employee

	Employee Name:
	Appraisal Date:
	Period Covered:


to

	Position:
	Rate Range:
	Current Rate:

	Department:
	Job Class:

	Appraise employee for performance during this review period only. 

Consider each factor based on consistent, objective standards.

	For Each Factor,

Check One Rating Only
	Unsatisfactory

Failure to meet job requirements.  Must show immediate improvement or may be subject to discipline up to and including termination.
	Satisfactory

Fully and consistently meets job requirements.
	Excellent

Frequently exceeds position requirements.
	Outstanding

Consistently surpasses position requirements.

	Interpersonal Skills
	
	
	
	

	Interacts with others in an effective and appropriate manner; develops relationships (inside and outside XXYYZZ) that enhance understanding, communication
	Comments:  



	Teamwork/

Cooperation
	
	
	
	

	Works well with team members to accomplish the goals of the department.  Works well with management to achieve Company goals.  Flexible in accepting new or additional assignments.
	Comments:  



	Dependability
	
	
	
	

	Follows through on job responsibilities with thoroughness and accuracy.  Reliable and consistent.
	Comments:  



	Time Management
	
	
	
	

	Plans and manages own work to accomplish critical tasks on time.  Adapts to changing conditions and situation.
	Comments:  



	Problem Solving/

Decision Making
	
	
	
	

	Determines and obtains the information needed to solve a problem; draws appropriate conclusions.  Weighs alternatives and selects the best solution; make decisions on a timely basis.
	Comments:  
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	For Each Factor,

Check One Rating Only
	Unsatisfactory

Failure to meet job requirements.  Must show immediate improvement or may be subject to discipline up to and including termination.
	Satisfactory

Fully and consistently meets job requirements.
	Excellent

Frequently exceeds position requirements.
	Outstanding

Consistently surpasses position requirements.

	Supervision
	
	
	
	

	Ensures that subordinate positions are filled with qualified personnel.  Monitors subordinate performance and resolves problems.  Works toward increasing subordinates’ skills and competencies.
	Comments: 

	Management
	
	
	
	

	Supports and enforces Company policies and objectives; sets example through personal conduct and performance.
	Comments: 

	Expense Management
	
	
	
	

	Works to establish appropriate reporting and control mechanisms; operates efficiently at lowest cost; stays within established targets.
	Comments: 

	Goal Setting
	
	
	
	

	Sets objectives consistent with Company and department goals and follows action plans to achieve them.
	Comments: 


	Overall Evaluation
	
	
	
	

	
	Comments: 



	Employee Comments
	Comments: 



	Signatures
	Employee Acknowledgment

	Supervisor:




Date:
	I have read this appraisal and discussed its contents with my Supervisor.  My signature indicates I am aware of the contents; not that I agree or disagree.

	Second Level Review:



Date:
	

	Human Resources:



Date:
	Employee:


Date:
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XXYYZZ

PERFORMANCE APPRAISAL

Sales Employee

	Employee Name:
	Appraisal Date:
	Period Covered:


to

	Position:
	Rate Range:
	Current Rate:

	Department:
	Job Class:

	Appraise employee for performance during this review period only. 

Consider each factor based on consistent, objective standards.

	For Each Factor,

Check One Rating Only
	Unsatisfactory
Failure to meet job requirements.  Must show immediate improvement or may be subject to discipline up to and including termination.
	Satisfactory
Fully and consistently meets job requirements.
	Excellent
Frequently exceeds position requirements.
	Outstanding
Consistently surpasses position requirements.

	Job Knowledge


	
	
	
	

	Demonstrates technical expertise in product or service.  Understands the policies, procedures and skills relevant to position.
	Comments:  

	Communication


	
	
	
	

	Clearly and effectively presents information through oral and written means.  Demonstrates clear and concise communication in individual or group situations.  Listens and assimilates information on job performance.
	Comments:  

	Planning/

Organization
	
	
	
	

	Plans and manages work to accomplish tasks on time.  Plans and implements appropriate use of resources.  Adapts to changing conditions.
	Comments: 

	Judgement/

Decision Making
	
	
	
	

	Uses sound and logical reasons in choosing a particular course of action.  Knows when to refer conflicts or issues to management.
	Comments: 
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	For Each Factor,

Check One Rating Only
	Unsatisfactory
Failure to meet job requirements.  Must show immediate improvement or may be subject to discipline up to and including termination.
	Satisfactory
Fully and consistently meets job requirements.
	Excellent
Frequently exceeds position requirements.
	Outstanding

Consistently surpasses position requirements.

	Achievement of Sales Goals
	
	
	
	

	Achieves required levels of sales goals and quotas; recognizes and maximizes opportunities to sell product or services.
	Comments:  

	Customer Relationships
	
	
	
	

	Establishes and maintains effective relationships with customers; responds appropriately to customer needs; effectively generates repeat business.
	Comments: 

	Responsibility


	
	
	
	

	Adheres to company policies and procedures in completion of reports, documentation, etc.  Follows company guidelines in conducting business relationships.
	Comments: 

	Overall Evaluation
	
	
	
	

	
	Comments: 



	Employee Comments
	Comments: 



	Signatures
	Employee Acknowledgment

	Supervisor:




Date:
	I have read this appraisal and discussed its contents with my Supervisor.  My signature indicates I am aware of the contents; not that I agree or disagree.

	Second Level Review:


Date:
	

	Human Resources:



Date:
	Employee:


Date:



Page 2 of 2

XXYYZZ

PERFORMANCE APPRAISAL GUIDELINES
	The following guidelines are recommended in administering Performance Appraisals:


	•
The Supervisor should be notified by the Human Resources Department/Office Manager  approximately four weeks before a Performance Appraisal is due.  Supervisors are expected to complete the Performance Appraisal by the due date;  timely completion of performance appraisals is one of the factors on which supervisors' performance will be evaluated.

•
Prior to the performance appraisal meeting, the supervisor may also have the employee complete the Performance Appraisal Form, indicating the employee's self-evaluation on the performance factors.  During the meeting, the employee and supervisor then compare their respective ratings, and discuss areas where their ratings are similar and different.

•
Prior to any discussion with the employee regarding performance, the supervisor will review the completed appraisal with the Department Head.  The supervisor will not conduct the performance evaluation meeting with the employee unless the evaluation has been signed by the Department Head. 

•
The supervisor will conduct a performance evaluation meeting with the employee, and together they will develop an action plan to address any areas requiring change or improvement.  The following guidelines should be followed by supervisors in conducting the performance evaluation meeting:

a)
Plan the items you want to cover in the discussion.  Allow sufficient time and privacy to conduct the meeting;

b)
Explain the purpose of the discussion to the employee.  Put the employee at ease by explaining that the purpose of the evaluation is to look at overall performance, and to assist the employee to develop and grow,  not just to find fault.

c)
Keep all remarks strictly performance based.  Do not allow either the employee or yourself to discuss personality issues.

d)
In discussing each of the evaluation factors, point out positive skills and accomplishments wherever possible before addressing the areas requiring improvement.

e)
Summarize the evaluation. Set specific goals, standards of performance, training opportunities, for the next review period.  The employee should participate in the goal setting and understand expected results and ramifications if no improvement occurs.

•
If, after the performance appraisal meeting, the employee is not satisfied with the result, he or she may request an appointment to discuss performance issues with the Department Head.  No employee will suffer any retaliation or adverse effect for requesting such a meeting.

•
The original Performance Appraisal form will be maintained as part of the employee's personnel file.  The employee may receive a copy, upon request.




XXYYZZ

EDUCATIONAL ASSISTANCE

REQUEST AND AUTHORIZATION

	Name:
	Position:

	Division:
	Dept.:
	Employee No.:

	TYPE OF EDUCATION/TRAINING

	A.
Training Seminar
	Course Title:

	Training Provider:

	Provider Address:

	Training Date(s):

	How is this training related to your job?  (Attach course description or syllabus)


	B.
Tuition Assistance
	Course Title:

	School:

	School Address:

	Date(s)/Length of class:

	Reason for taking course: (Attach course description or syllabus)


	COST

	Registration:


$ ____________________

Tuition:


$ ____________________

Fees:

_____________
$ ____________________





_____________
$ ____________________

_____________
$ ____________________

TOTAL


$  ___________________

	Employee Signature:
	Date:

	Name Printed:

	APPROVAL

	To the supervisor: Please review the Human Resources Policy on Educational Assistance

to be sure this request conforms to Company requirements.

	Supervisor:
	Date:

	Department Head:
	Date:

	Human Resources:
	Date:


XXYYZZ

POSITION DESCRIPTION FORMAT

	Job Title:

	FLSA Status:
	Job Code:

	Salary Level:
	Division:

	Shift:
	Department:

	Location:
	Reports To:

	Prepared By:
	Date:

	Approved By:
	Date:

	Overall Purpose:
A brief description of the major purpose of the position.  One or two sentences.

Duties & Responsibilities:

Essential Duties:
Why the job exists; they comprise a major percentage of the job; there would be substantial consequences if the function were not performed.

Other Duties:
Things that could be delegated or accommodations could be made if a person (otherwise qualified) were unable to perform the task.

Relationships/Contacts:
(Supervisory, external, internal contacts)

Additional Dimensions:
(Budget, accountabilities, etc.)

	The preceding functions have been provided examples of the types of work performed by employees assigned to this job classification.  Management reserves the right to add, modify, change or rescind work assignments and to make reasonable accommodations as needed.

	Qualification Requirements:

Education and/or Experience:

Knowledge, Skills and General Abilities:

Mental Abilities:

Certificates, Licenses, Registrations:

Other Special Skills and Abilities:

Physical Demands:
Standing, sitting, walking, lifting, etc.

Work Environment:
Noise, temperature, fumes, etc.

	To perform this job successfully, an individual must be able to perform each essential duty satisfactorily.  The requirements listed above are representative of the knowledge, skill and/or ability required.  Reasonable accommodations may be made to enable individuals with disabilities to perform the essential functions


XXYYZZ

EMPLOYEE COUNSELING REPORT

	Employee Name: (Last, First, Middle)

	Employee No.:

	Department:
	Date Issued:

	The purpose of this report is to make you aware of deficiencies in your conduct and/or performance.  Our intent is to define for you the seriousness of this situation so that you may take corrective action and improve your value to XXYYZZ.

	Noted Deficiency:

 Attendance
 Performance
 Conduct

 Other _________________

 Lateness
 Attitude
 Safety __________________

 Disobedience
 Housekeeping
 Defective Work   __________

	Specific Incident or Situation:  



	Corrective Steps Required: 



	This situation will be reviewed again on __________________________ (date).

	Verbal Counseling
	Warning Notice
	Disciplinary Action

	 1st NOTICE

 2nd NOTICE
	 1st NOTICE

 2nd NOTICE

1st NOTICE issued _________

      (Date)
	 SUSPENSION

Dates:____________

Return to Work: ___________________

	We are interested in working with you and encourage you to consult us if you have any questions or misunderstanding regarding company policy, work rules, or job performance.  You should understand that failure to correct this situation can result in further disciplinary action, up to and including termination of employment.

	Foreman or Supervisor:
	Date:



	I have read and understand this Counseling Report and I acknowledge receipt of a copy.

	Employee Signature:
	Date:




Section 6

TERMINATION

XXYYZZ
TERMINATION CHECKLIST

	Employee Name:
	Department:
	Termination Date:

	Job Title:
	Supervisor:

	  
Personnel Action Form Completed

  
Resignation Letter from Employee

  
Insurance:

  
COBRA notice

  
Benefits Conversion Info

  
CARE/HIPP Notification (State of California)

  
Notice of Change of Status (California U.I. Code § 1089)

  
EDD Pamphlet "For Your Benefit" (State of California)

  
Return Employee Handbook

  
Return Supervisor's Manuals

  
Exit Interview Form

  
Computer Password Change

  
Expense Advances Repaid to Company

  
Outstanding Expense Reports Due Employee

  
Company Property Returned: (See Company Property Receipt)

  
Keys

  
Pagers

  
Parking Pass

  
Other
______________________

______________________

  
Exit Interview Questionnaire Completed

	Final Checks Issued: 
	 Delivered in Person

 Mailed to: 



	Other: 



	Comments: 



	Exit Interview Conducted by:
	Date:


XXYYZZ

LETTER OF RESIGNATION
	To: 







Today's Date:____________________ 

Supervisor/Department Head
I wish to voluntarily terminate my employment from XXYYZZ, effective as of 

___________________________________________________________________.

(Month-Day-Year)
My last day of work will be ____________________________________________.

(Month-Day-Year)
The reason for my termination is as follows:

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________


_________________________________________________________________________

My current address and phone number are:

Address:__________________________________________________________________

__________________________________________________________________________________________________________________________________________________

____________________________________________________________

(Area Code)

(Phone Number)

_______________________________________________________

Signature



Department

_______________________________________________________

Name Printed

_______________________________________________________

Supervisor's Signature




XXYYZZ

NOTICE OF CHANGE OF STATUS
(Unemployment Insurance Code §1089)

	To:


	Social Security No.:



	From:


	THIS IS TO NOTIFY YOU THAT EFFECTIVE_________________________________________

(date)
YOUR EMPLOYMENT STATUS WITH  ______________________________________________

(Company)
IS:                 
VOLUNTARY QUIT


LAYOFF


DISCHARGE


LEAVE OF ABSENCE


INDEPENDENT CONTRACTOR



	If you disagree with any of the statements on this Change of Status form,

you must contact the Human Resources Representative immediately.

	Issued by:


	Date:

	Name Printed:



	ACKNOWLEDGMENT

	I acknowledge I received a copy of this notice on ____________________________________

(Date)

	Employee Signature:




XXYYZZ

NOTICE TO TERMINATING EMPLOYEES
	The California Department of Health Services will pay the private health insurance premiums

for certain persons losing employment under the following circumstances:

	FOR PERSONS ELIGIBLE FOR MEDI-CAL

	Medi-Cal beneficiaries who have high cost medical conditions may qualify for the Health Insurance Premium Payment Program (HIPP) provided they:

1.
Have a Medi-Cal share-of-cost of $200.00 or less.

2.
Have a high cost medical condition for which the average monthly cost is twice the amount of the monthly health insurance premium.

3.
Have current health coverage, or a COBRA continuation or a conversion policy in effect or available.

4.
Have filed an application in a timely manner, allowing sufficient time to process the application and start payment of premium.

You do not quality if:

1.
Your insurance policy is issued through the Major Risk Medical Insurance Program (MRMIP).

2.
You qualify for Medicare.

3.
You are enrolled in a Medi-Cal related pre-paid health plan, San Mateo County Health Plan, Santa Barbara County Health Initiative, or a County Medical Service Program.

To enroll in HIPP or to inquire about requirements call this toll free number 1-800-952-5294 between

8:00 a.m. and 5:00 p.m. Monday-Friday.



	FOR PERSONS DISABLED BY HIV/AIDS

	Under the Ryan White Comprehensive AIDS Resources Emergency (CARE) Act of 1990, persons unable to work because of disability due to HIV/AIDS and who are losing their private health insurance may qualify for the Health Insurance Continuation Program (CARE/HIPP) provided they:

1.
Are currently covered by a health insurance plan, which includes coverage for outpatient drug prescriptions, and then can be converted to a COBRA/OBRA plan.

2.
Have a total monthly income below 250 percent of poverty; approximately $1,500 monthly for a single person in 1992.



	For additional information on CARE/HIPP, please call:

Northern California AIDS Hotline
OR

Southern California AIDS Hotline

1-800-367-2437 (English/Spanish)


1-800-922-2437 (English)

1-800-922-2438 (Multi-Language)




XXYYZZ
EXIT INTERVIEW QUESTIONNAIRE

	We value your opinions in our ongoing efforts to improve Company performance and employee satisfaction. 

Please take a few minutes to complete this questionnaire and return it to Human Resources.  Thank you.

	Name:
	Department:

	Position:
	Last Day Worked:

	Immediate Supervisor:

	REASON FOR LEAVING

	Was your decision to leave XXYYZZ influenced by any of the following?      Please mark all that apply.

Relocation



DISSATISFIED DUE TO:


Returning to school





Health/Medical Reasons


Type of Work


Family Circumstances


Job Responsibilities


Retirement




Compensation


Stop working




Benefits


Location/Commute



Supervisor


Another Job




Company Management



Other 





Career Opportunities

	YOUR JOB

	
	Excellent
	Good
	Fair
	Poor

	How would you rate the following in your job department?

Morale in the department
 
           
      
             
Cooperation within the department
 
           
      
             
Cooperation within other departments
 
           
      
             

Orientation to the job
 
           
      
             
Adequate training in the job
 
           
      
             

Communication within the department
 
           
      
             
Fair Play
 
           
      
             

	YOUR SUPERVISOR

	
	Excellent
	Good
	Fair
	Poor

	How would you rate your supervisor/manager on the following points?

Fair and equal treatment of employees
 
           
      
             
Provides recognition on the job
 
           
      
             
Resolves complaints and problems
 
           
      
             
Follows consistent policies
 
           
      
             
Keeps employees informed about what is going on 
           
      
             
Encourages feedback/welcomes suggestions
 
           
      
             
Shows willingness to admit and correct mistakes
 
           
      
             
Gives instructions clearly
 
           
      
             
Gets cooperation
 
           
      
             
Shows an interest in individual employees
 
           
      
             
Handles pressure/conflict
 
           
      
             
Overall effectiveness
 
           
      
             
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	XXYYZZ

	
	Excellent
	Good
	Fair
	Poor

	What was your opinion of the following in XXYYZZ as a whole?

Morale in XXYYZZ as a whole

           
      
             
Your salary

           
      
             
Opportunity for advancement/promotion

           
      
             
Employee recognition

           
      
             
Benefits

           
      
             
Physical working conditions

           
      
             
Equipment/tools provided

           
      
             
Support from the Human Resources Department

           
      
             

	OVERALL

	Would you want to work here again if a suitable job were available? 



	If you are resigning voluntarily, is there anything XXYYZZ could have done to keep you? 



	What did you like MOST about working at this Company? 



	What did you like LEAST about working at this Company? 



	Did you feel free to discuss problems or complaints with your supervisor and/or Human Resources? 



	Have you sustained any work-related injury or illness, which has not been reported?  Yes  No.  If yes, describe: 



	Address where you want your W-2 form sent:
_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

	Other Comments or Suggestions: 



	Signature:
	Date:
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XXYYZZ

PRE-TERMINATION CHECKLIST

	Employee Name:
	Hire Date:

	Job Title:
	Department:

	Supervisor:
	Shift:

	Is the employee a member of any protected class?   Yes      No

If yes, please explain: ___________________________________________________________

	Performance Level for prior year: (as reflected in performance appraisals in file) ___________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

	Describe current incident/offense: __________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

	Documentation of prior incident(s)/offense(s): ________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

	Applicable Company policy or practice: ______________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

	Are there any pending claims/complaints by this employee?   Yes      No

If yes, please describe: ____________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

	Overall assessment/evaluation of seriousness of final incident/offense: __________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

	Are any outplacement services to be provided?   Yes      No

If yes, please specify: ____________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

	Final paperwork completed?   Yes       No
	Termination Interview scheduled:

	Final checks prepared?   Yes      No
	Date:


Time:

	
	Company Representative:

	Pre-termination Checklist completed by:


	Print Name:


	Date:


XXYYZZ
QUALIFYING EVENT NOTICE OF CONTINUATION

OF BENEFITS UNDER FEDERAL LAW  (COBRA)

	To: (Name)
	From: (Company)

	Address:
	Address:

	City:
	City:

	State:
	Zip:
	Date:
	State:
	Zip:
	Date:

	Continuation of Group Health Coverage is available to you due to: (Check one of the following)
 The employee’s termination of employment or loss of eligibility due to reduced hours on _____________.

 The employee’s death on ____________________.

 The employee’s divorce or legal separation effective ____________________.

 A dependent child has reached limiting eligibility age under the Group Health Policy as of ____________.

 Loss of dependent coverage when employee became entitled to Medicare benefits on  ________________.
The Group Health coverage under which you have been covered will cease because of the reason and on the date indicated above unless you comply with requirements A and B below.

A.
Prior to ____________________ (within 60 days after the above event or date of this notice, whichever is later), you must complete the COBRA Election Form and return it to our Company.  If you elect to continue coverage, you must, within 45 days of your election date, submit to the address shown above, your check, payable to our Company, to cover the initial payment.  The check must cover the number of months from the above event to the time of payment.  The current monthly cost of the group health plan is:

$ ___________________ for the employee.

$ ___________________ for dependent(s), if any (provided they were previously covered).

$ ___________________ total premium.

If You Respond Immediately, You Will Assure Early Reinstatement of Coverage and Minimum Claim Delay.

If you make the monthly payment as indicated above, your group health coverage will be continued until the earliest to occur of:

• 18 months following the termination of employee’s employment or lost eligibility.

•  29 months following the termination of employee’s employment or lost eligibility due to reduction in hours if you are determined to be disabled at the time of the qualifying event under Title II (OASDI - Old Age Survivors and Disability Insurance) or Title XVI (SSI - Supplemental Security Income) of the Social Security Act.  You must notify your plan administrator within 60 days after you have been determined disabled but before the end of the first 18 months of COBRA continuation.

•  The date following election on which you are or become entitled to Medicare.

•  36 months following the date of employee’s death, divorce, legal separation, loss of coverage due to entitlement to Medicare coverage or dependent child’s ineligibility.  If any of these events occur during the employee’s 18 month continuation period, then non-employee beneficiaries may continue for up to 36 months from the date of the employee’s original qualifying event.

•  The date on which the above group health policy discontinues.  (However, if health coverage is replaced, continuation may continue under a succeeding arrangement.)
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	•  The date following your election date on which you are or become covered under another group health plan under which you are not subject to any pre-existing conditions limitation or exclusion, or the date you have satisfied any such pre-existing limitation or exclusion.

B.
You must submit the same payment (unless you have been advised of a change) to our Company not later than the __________ of each following month.  If you fail to make the monthly payment when due, your coverage will cease at the end of the period for which payment has been made and cannot be reinstated.

The continuation required by federal law is applicable only to employers employing 20 or more employees on a typical business day during the preceding calendar year.  By offering you this option, we have determined, as Group Health Plan Sponsor, that we are required to offer continuation of health coverage.

If you are also eligible for the option of continuing your group medical expense benefits under a state law, we will supply you with a separate form for that purpose so that you may choose either the federal or the state continuation option.



	Authorized Company Representative:
	Date:
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XXYYZZ

COBRA ELECTION FORM
	Name of covered employee: ___________________________ Social Security No.: _________________

Employment Termination Date: ___________________________________________________________

Last day of health plan coverage: _________________________________________________________

Date Election Form due:_________________________________________________________________

	If you do not complete and return this COBRA Election Form on or before “Date Election Form Due” (above), you will be deemed to have declined COBRA continuation coverage.

If you are married and you and your spouse are covered by the Plan, you and your spouse have independent rights to elect to continue coverage.  For example, if you do not elect to continue coverage, your spouse may elect to continue coverage for your spouse and any covered dependent children.

	Certification and Election

	I have read and understand the notice of right to elect to continue XXYYZZ health plan coverage.  I elect to continue plan coverage under the provisions of COBRA for myself and/or for the persons I list below.  I understand that continuation coverage will end on the earliest of the following dates:

1.
The last day of the maximum coverage period (18 months, as described in the notice, unless special rules for the 29 month or 36 month coverage periods apply);

2.
The first day of the month for which the COBRA premium is not timely paid;

3.
The day XXYYZZ ceases to maintain any group health plan for its employees;

4.
If, after electing COBRA, a qualified beneficiary becomes entitled to Medicare, the date of the Medicare entitlement (applies only to the person who becomes entitled to Medicare);

5.
If, after electing COBRA, a qualified beneficiary becomes covered by another group health plan that does not contain an exclusion or limitation for a pre-existing condition of the qualified beneficiary, the date of the other coverage begins or the exclusion or limitation becomes inapplicable;

6.
In the case of qualified beneficiary entitled to 29 months of coverage on account of disability, the first day of the first month more than 30 days after a final determination that the qualified beneficiary is no longer disabled.

	On line 1, write your name (if you elect coverage for yourself) and check the column that describes your status.  On the remaining lines, do the same for other persons being covered.  Also, enter the date of birth of dependent children being covered.

	Name
	Covered Employee
	Spouse of Employee
	Child of Employee
	If child,

Date of Birth

	1.  (Your Name)
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	

	6.
	
	
	
	

	Home Address:

	City:
	State:
	Zip:
	Phone: (       )   

	Employee Signature:


	Date:

	Return this Election Form to______________________________________________________________________________________________

______________________________________________________________________________________________________________________





