New Hire Packet

Rev. 4-2016
Name____________________________

Hire Date _______________________

NEW HIRE DOCUMENTS

	DOCUMENT NAME
	Include with

Preliminary

Job Offer

(PJO)
	Complete

at Doc Return
	Copy to

Employee

After ED Approval

	Application
	
	
	

	Bloodborne Pathogens
	X
	
	X

	Cheer and Memorial
	X
	
	

	Direct Deposit
	X
	
	

	Drug Free Workplace
	X
	
	

	Drug Testing  - Release
	
	X
	

	Drug Testing – Order Form
	
	X
	

	Emergency Contact
	X
	
	

	Employment or Vol. Declaration
	X
	
	

	Fidelity Bond (if applicable)
	
	
	

	Hazards (Position and Worksite)
	
	
	X

	I-9
	
	X
	

	Insurances
	X
	
	

	Job Description
	
	
	X

	Job Related Disabilities
	X
	
	

	Letter of Assignment
	
	X
	X

	NC New Hire Reporting 
	X
	
	

	Pension Plan
	X
	
	

	Personnel Action
	
	X
	

	Post-Employment Data Record
	
	X
	

	Post-Offer Medical Questionnaire
	
	X
	

	Post-Offer Physical
	
	X
	

	Preliminary Job Offer
	X
	
	

	References
	
	
	

	Staff Code of Ethics
	X
	
	X

	TB Test (if applicable)
	X
	
	

	W-4
	X
	
	

	Withholding
	X
	
	


Red = Not YVEDDI forms

Legend – Forms Distribution (use the appropriate letter of the form)

New Hire Submission - Document Order

Job Folder 

1. Stapled inside left of folder – Job Notice

2. New Hire Packet for selected applicant (see doc order below).  Administrative Secretary or HR Specialist will send the “A” portion to Accounting for system set up.  The “O” (other) portion will go in the HR Personnel File.  The “M” (medical) will go into a separate Medical File.

3. Letters of Regret (LOR) – copy attached to each unselected applicant

	New Hire Packet Order  (4 parts - paper clip each) 

	Accounting (1)
	Other (2)
	Medical (3)
	Employee Copy (4)

	
	Personnel Action
	
	Preliminary Job Offer 
	
	Job Related Disabilities 
	
	Letter of Assignment

	
	Letter of Assignment
	
	Application 
	
	Drug Free Workplace
	
	Job Description

	
	I-9
	
	References
	
	Release - Drug Testing
	
	Hazards (position and worksite)

	
	W-4
	
	Employment or Vol. Declaration
	
	TB test (if applicable)
	
	Staff Code of Conduct

	
	Withholding
	
	Fidelity Bond (if applicable)
	
	Emergency Contact Information
	
	Bloodborne Pathogens Forms

	
	Applicable Insurances
	
	NC New Hire Reporting Form
	
	Post-Offer Physical Form 
	
	

	
	Retirement
	
	Job Description
	
	Post-Offer Medical Questionnaire
	
	

	
	Direct Deposit Form
	
	Hazards (position and worksite)
	
	Drug Test Order
	
	

	
	Cheer and Memorial
	
	Staff Code of Conduct
	
	Bloodborne Pathogens Forms
	
	

	
	
	
	Post-Employment Data Record
	
	
	
	

	
	
	
	
	
	
	
	


Within First 2 Weeks of Employment

	Career Dev. Plan

	Welcome Aboard

	Phone/IT Set Up


Letter of Assignment

	Date:



TO:

	

	

	


Re:
Letter of Assignment

Subject to review by the appropriate Program Council, our Personnel Committee, and our Board of Directors, you have been selected for employment with the YVEDDI:

	Position/Job Title:
	

	Program:
	

	County:
	

	Effective Date:
	

	Hourly Rate of Pay:
	

	Classification:

Regular or Part-time:

Trainee or Experienced:
	

	
	

	Hours Per Week:
	

	Exempt or Non-Exempt:
	

	Immediate Supervisor:
	

	Report to Work Date:
	

	Report to Work Time:
	

	Report to Work Location:
	


Other supervision may be provided by the appropriate Program Director and Supervisors.

You are authorized to work the number of hours per week indicated above and shall not work beyond these hours unless directed by your immediate supervisor upon approval by the Executive Director.  Our fixed budget does not enable cash payment for overtime work.

Your employment is conditioned to the Personnel Policies of our Board of Directors, our Board adopted programs, and continued availability of funds.

We look forward to your employment with YVEDDI.

	Signature:


	Title:


cc:
Personnel File

EMPLOYMENT OR VOLUNTEER DECLARATION

	PERSON


	POSITION

	COUNTY


	CENTER


I hereby affirm that I have not been charged, arrested, or convicted for any offense related to Child Abuse, Child Neglect, or Violent Felony(ies).

	APPLICANT SIGNATURE


	DATE

	STAFF WITNESS SIGNATURE


	DATE


I hereby affirm that the following and attached information relates any charge, arrest, or conviction for any offense related to Child Abuse, Child Neglect, or Violent Felony(ies).

	CHILD ABUSE

	
	No charge, arrest, or conviction

	
	Charged, with disposition as given in attached certified document(s)

	
	Arrested, with disposition as given in attached certified document(s)

	
	Convicted, with disposition as given in attached certified document(s)

	CHILD NEGLECT

	
	No charge, arrest, or conviction

	
	Charged, with disposition as given in attached certified document(s)

	
	Arrested, with disposition as given in attached certified document(s)

	
	Convicted, with disposition as given in attached certified document(s)

	VIOLENT FELONY(IES)

	
	No charge, arrest, or conviction

	
	Charged, with disposition as given in attached certified document(s)

	
	Arrested, with disposition as given in attached certified document(s)

	
	Convicted, with disposition as given in attached certified document(s)


	APPLICANT SIGNATURE


	DATE

	STAFF WITNESS SIGNATURE


	DATE


PRELIMINARY JOB OFFER

	Date: 
	


	To:
	

	
	

	
	


	Position Applied For
	Rate Of Pay Per Hour

	
	$


Based upon your application and interview(s), subject to review by any applicable Program Policy Council and our Personnel Committee, you are hereby extended a Preliminary Job Offer.

Before a final Job Offer Assignment is made, the following must be satisfactorily completed as checked:

	
	On-the-Job Drug Abuse affidavit attached

	
	I-9 verification of USA citizenship or legal alien resident

	
	Medical examination recorded on attached form

	
	Medical immunization or testing as listed on attached form

	
	Vehicle Driving Record on form attached

	
	Criminal History Background Check – from Clerk of Court in county of residence

	
	Relating and seeking accommodation for any disability that you have as given on the attached form that may limit your satisfactory performance of essential tasks for the above related job

	
	Pre-employment Illegal Drug Abuse Testing as given in attached information

	
	Employment or Volunteer Declaration (Child Abuse, Neglect and Domestic Violence)

	
	


Complete, true, and correct information for items listed above must be completed satisfactorily and submitted to the Application Supervisor by the date listed below for this Preliminary Job Offer to remain valid:
	Date:
	


Further information and assistance can be secured by contacting:
	Application Supervisor:
	



	Telephone:


	

	Office:
	

	Office Location:  
	


CHEER AND MEMORIAL FUND

 FOR BOARD AND STAFF

I.
CHEER AND MEMORIAL FUND
A.
Based on those staff who sign up via the Optional Payroll Deduction Authorization listed below, in the month of February of each year, a deduction will be made from Staff Employee pay check for ten dollars ($10.00) each to go into a Cheer/Memorial Fund.  Unless prior notified not to deduct, a deduction will be made in the month of February from Board Travel for $10.00 each to go into a Cheer/Memorial Fund.

This deduction is in lieu of seeking donations for each case.

B. The following contributions will be made by check to the affected person:

1. Illness (Staff Employee or Spouse) - $25.00
· Hospitalized

· Out-patient surgery as verified

· Homebound for week as verified by doctor

2. Death
· Staff Employee or Board Member - $50.00

· Staff Employee’s or Board Member’s Spouse, Child, or Parent - $50.00

3. Discretion to Executive Director to increase contribution based on longevity, etc.

II.
NOTIFICATION

Staff employees are requested to notify your immediate supervisor of illness or death in your family.  Board members should call the Executive Director.  Supervisors and the Executive Director will inform the Accounting Specialist who will insure that checks are written to those who participate in the fund.  

III.
OPTIONAL PAYROLL DEDUCTION AUTHORIZATION

· This document is to be included in the New Hire/Recall Package and is to be submitted with the Personnel Action to the Accounting Department at time of employment.

· This revised document is to be distributed to current employees as soon as approved by the YVEDDI Board of Directors.
	Cheer and Memorial Fund Deduction Authorization

	Yes
	No
	Authorization for $10.00 Payroll Deduction in the month of February.

	Employee
	

	Position
	

	Date
	


ACH Origination Agreement

Schedule 4

(DIRECT DEPOSIT)

I authorize YADKIN VALLEY ECONOMIC DEVELOPMENT DISTRICT, INC. and the financial institution named below to initiate entries to my checking/savings accounts, and, if necessary, initiate adjustments for any transactions credited in error.  This authority will remain in effect until I notify you in writing to cancel it in such time as to afford the financial institution a reasonable opportunity to act on it.  I can stop payment of any entry by notifying the financial institution three (3) days before my account is charged.  I can have the amount of an erroneous charge immediately credited to my account up to fifteen (15) days following issuance of my financial institution statement or sixty (60) days after posting, whichever comes first.

Southern Community Bank and Trust

4605 Country Club Road

Winston-Salem, NC  27104

	Signature


	Date

	Name (PLEASE PRINT)



	Address (PLEASE PRINT)



	Name of Financial Institution



	Financial Institution Routing Number



	Bank Account Number



	Bank Account Type

□ Checking



□ Savings



	Amount


	□ Set Amount of $
	□ Remaining Net Wage Balance


Note:
In the case of revoked authorization, all written authorizations must be revoked only by notifying the originator in writing no later than 15 days before the next transactions effective date.

DRUG FREE WORKPLACE

APPLICANT/EMPLOYEE/VOLUNTEER AFFIDAVIT

I, the undersigned job applicant/YVEDDI employee/Volunteer, hereby declare the information given below to be truthful, accurate, and a full record regarding my drug, or controlled substance, or alcoholic beverages activities:

	Applicant/
Employee/
Volunteer
Initial
	Statement (initial statement(s) that apply to you):

	
	I will not engage in the illegal manufacture, use, possession, distribution, or sale of any drug or controlled substance or alcoholic beverage on YVEDDI premises, workplaces, or work time.

	
	I am a ( “Recovering Drug Abuser” or ( “Recovering Alcoholic” and I will not engage in the illegal manufacture, use, possession, distribution, or sale of drugs or controlled substances, or alcoholic beverages on YVEDDI premises, workplaces, or work time.

	
	I was arrested and convicted and served sentence and released for illegal drug or controlled substance or alcohol activities as described in attached documents (Relate date(s), location(s), court decision(s) and sentence(s) release(s) status) and I will not engage in the illegal manufacture, use, possession, distribution, or sale of drugs or controlled substances, or alcoholic beverages on YVEDDI premises, workplaces, or work time.

	
	The following doctor prescribed drugs or over-the-counter drugs which may impair my work performance are taken:

	
	Drug Name
	Ailment
	Impairment

On Job
	Doctor

	
	1.
	
	
	

	
	2.
	
	
	

	
	3.
	
	
	

	
	4.
	
	
	

	
	5.
	
	
	

	
	6.
	
	
	

	
	7.
	
	
	

	
	8.
	
	
	

	
	9.
	
	
	

	
	10.
	
	
	

	I will report immediately within five working days any changes to information provided on this form by submitting a revised form prior to my performing my job tasks for the YVEDDI.


	Submitted By:
	Signature:

	
	Printed Name:

	
	Social Security Number:

	
	Date:

	Witnessed by:
	YVEDDI Staff:

	
	Position:

	
	Date:


REVIEW ACTION
	Actions

	
	1. Accept as is

	
	2. Further information or documentation to be secured

	
	3. Work restriction(s) issued in writing as attached

	
	4. 

	
	5. 

	Reviewed by:
	Program Coordinator/Director:

	
	Date:


JOB RELATED DISABILITIES IDENTIFICATION AND

ACCOMMODATIONS REQUEST

	NAME
	

	POSITION
	


The following disabilities that may limit my satisfactory performance of essential job tasks are known as of this date:

	Disability
	Describe in Detail
	Accommodation Needed & Requested

	1.
Visual 


(Eyes)
	
	

	2.
Muscular


(Limbs, Back)
	
	

	3.
Heart
	
	

	4.
Vascular


(Veins, Arteries,


Blood Pressure)
	
	

	5.
Mental
	
	

	6.
Neurological


(Nerves, Epileptic,


etc.)
	
	

	7.
Diabetic
	
	

	8.
Speech
	
	

	9.
Respiratory


(Lungs)
	
	


	Disability
	Describe in Detail
	Accommodation Needed & Requested

	10.
Auditory


(Hearing)
	
	

	11.
Nasal


(Sinus, etc.)
	
	

	12.
Skin
	
	

	13.
Cancer
	
	

	14.
AIDS
	
	

	15.
Addiction


(Tobacco, Drugs,


Alcohol)
	
	

	16.
Communicable


Disease
	
	

	17.
	
	

	18.
	
	

	19.
	
	

	20.
	
	


	Submitted by:
(Signature)
	





	Date:
	


The above CONFIDENTIAL INFORMATION is for use only by the Submitter, Supervisor, Program Director, Chief Executive Officer, and authorized governmental representatives.
Staff Emergency Medical Information

	Employee Name
	

	Address
	

	
	

	Age
	
	Date of Birth
	

	Emergency Contact Information

	Spouse or Next of Kin’s Name
	
	Home Phone
	

	Address
	
	Cell Phone
	

	
	
	Work Phone
	

	Employer
	

	Health Information

	Do you have any known allergies (such as dust, plants, animals, food, etc?) ( Yes    ( No

If yes, please explain? (be specific)______________________________________________________________________________

	Are you taking any medication? ( Yes    ( No

If yes, please list each medication separately:

	Medication
	Reason for Taking
	Medication
	Reason for Taking

	
	
	
	

	
	
	
	

	Emergency Care Information

	Primary Doctor
	
	Phone
	

	Office Address
	

	Specialist
	
	Phone
	

	Office Address
	

	Dentist
	
	Phone
	

	Office Address
	

	Hospital Preference
	

	If spouse or next of kin cannot be contacted, call:
	

	Relationship
	
	Phone
	

	I agree that the person in charge may authorize the physician of his/her choice to provide emergency care in the event that neither spouse, next of kin, family physician, or specialist can be contacted immediately.

	Comments:
	

	

	Employee Signature
	
	Date
	


CONSENT AND RELEASE OF LIABILITY FOR DRUG TESTING

I understand that as a condition of employment with Yadkin Valley Economic Development District, Inc. I may be required to submit a sample of my urine and/or blood for chemical analysis.  I understand that the analysis will be conducted by a certified laboratory.  The purpose of the analysis is to check for the presence of illegal or non-prescription drugs in my system.

I hereby give permission for any certified laboratory to release the results of these tests to Yadkin Valley Economic Development District, Inc.  I consent freely and voluntarily to this request for a urine and/or blood specimen.  I hereby release Yadkin Valley Economic Development District, Inc. from any liability arising from this request to furnish urine and/or blood samples, the testing of the urine and/or blood samples, and any decision made concerning my application for employment or employment which may be based in whole or in part upon the result of the test analysis.

I understand that the presence of any illegal or non-prescription drug or alcohol in my system may result in the denial of employment with Yadkin Valley Economic Development District, Inc. or the termination of that employment. 
I further understand that employment with Yadkin Valley Economic Development District, Inc. may be conditioned upon my willingness to submit to and the results of periodic drug and/or alcohol testing required by the Company.  Likewise, I understand that refusal to submit to or cooperate with any such testing may result in termination of my employment.

	DATE:
	SIGNATURE OF APPLICANT/EMPLOYEE:




Yadkin Valley Economic Development District, Inc.

P O Box 309

Boonville, North Carolina 27011

DRUG TEST ORDER FORM
Unique Background Solutions 

(Formerly Carolina Connections)
P.O. BOX 1604

319 South Main Street,
MOUNT AIRY, N.C. 27030

PHONE:  336-786-7030

FAX:  336-786-7033

orders@uniquebackground.com
Office Hours for screens 9-2 PM

Please complete the information on this form and fax to Carolina Connections, Inc. for each order requested

Sales Person:  Kelley Carlisle         
Phone:    336-786-7030







 Fax:
     336-786-7033

INFORMATION REQUESTED ON:

	FULL NAME:  

	ADDRESS:  
	SS#

	CITY:  
	STATE:  
	ZIP CODE:  

	COUNTY:  
	DATE OF BIRTH:


REPORTS TO BE COMPLETED:

	
	Social Security Number Verified

	
	Credit History

	
	Drivers License  (Include License Number and State)

	X
	State Criminal  (Indicated State)

	
	County Civil   (Indicate County)

	X
	Drug Test  (Indicate Panel)

	
	TRAC

	
	Daily N.C. Criminal Update

	
	National Criminal Database


	Order Approved By:   
	Date:  

	Name of Company:     YVEDDI 
	Dept./Program:  

	SEND RESULTS TO:   Kathy Payne
                                         Phone:  336-367-4993, Extn. 222

                                         Email:  kpayne@yvheadstart.com
                                         PLEASE DO NOT FAX RESULTS


POST-OFFER CONFIDENTIAL MEDICAL QUESTIONNAIRE

EMPLOYEE NAME:_____________________________________________  LAST 4 SSN:_____________________________

NOTE:  This Questionnaire is not being used as a basis for deciding whether to employ you.  It should be completed only after a conditional offer of employment has been made, but before you begin work.

INSTRUCTIONS:  Please check YES or NO for each of the following questions.  If your answer is YES, provide complete details in the chart below.  Be sure to indicate the question number to which you are providing the details.

NOTICE: Where permitted by state law, any Employee who falsely represents his/her condition in writing at this time may be denied Worker’s Compensation Benefits.

1.  Do you have or have you ever had a head injury resulting in a blackout or concussion?       
YES  
NO

2.  Do you have or have you ever had a back or spinal injury?


        
 YES
        NO

3.  Do you have or have you ever had a neck injury? 

                                                YES
        NO

4.  Do you have or have you ever had a knee or ankle injury?

      YES
        NO

5.  Do you have or have you ever had a shoulder or elbow injury?                                                      YES
        NO

6.  Do you have or have you ever had epilepsy?




YES
        NO

7.  Do you have or have you ever had diabetes?



      YES                NO

8.  Do you have or have you ever had heart trouble, stroke or cardiovascular disorder?             

YES
        NO

9.  Do you have or have you ever had a total loss of sight in one or both eyes?

YES
       NO

10. Do you have or have you ever had multiple sclerosis?                                   

YES
      NO

11.  Do you have hemophilia (free bleeding)?                                                                           

YES
      NO

12.  Do you have or have you ever had a lung disorder or difficulty breathing?    

YES
      NO

13.  Do you have or have you ever had high blood pressure?                                                   

YES
      NO

14.  Do you have or have you ever had allergies or asthma?


YES
      NO

15.  Have you ever had a hernia?                                                                                             

YES
      NO

16.  Do you have or have you ever had carpal tunnel (repetitive motion) syndrome?    

YES
      NO

17.  Have you ever filed a Workers’ Compensation claim?



YES
      NO

18.  Do you have or have you ever had any condition other than those listed in 1-17

       which might affect your ability to perform the job which you have been offered?                         YES               NO

Give complete details for each question above to which you answered “Yes”

Attach additional sheets if necessary.

	Q#
	Nature of Condition
	Date
	Treatment
	Physician/Hospital

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


All responses given on this Questionnaire are true and correct to the best of my knowledge and belief.

Employee Signature:__________________________________________________________ Date:_____________________

Post Offer Physical Form

TO BE COMPLETED BY AN AUTHORIZED HEALTH PROFESSIONAL


Dear Health Care Provider,

New employees must return a completed and signed Physical Form to their Department Head after completion by a licensed health professional.   

Name______________________________________________________________________

HEALTH STATUS

Results of exam:

BP _____________Pulse ______________Respiration ___________Temperature__________ 

____ Appears to be in good mental and physical health.

____
Is free of communicable diseases and does not pose a significant risk to the health or safety of others that cannot be eliminated or reduced by reasonable accommodation.

PHYSICIAN STATEMENT

I, the undersigned licensed physician, have performed a physical examination.  If the employee does, in my opinion, pose a significant health or safety risk, a detailed explanation is provided in the space below my signature.

Printed Name of Health Care Provider: _____________________________________________  

Signature of Health Care Provider: _________________________________________________

Date: _________________
Comments: _____________________________________________________________________________

____________________________________________________________________________________________

	YVEDDI USE ONLY
	Dept.:
	Date Rec’d:
	Dept. Head Initials:


POST EMPLOYMENT DATA RECORD

At times government agencies require periodic reports on employees and certain data is needed for affirmative action policy compliance.  This data has no affect on any employment action.

	Employee Name
	Home Telephone #

	
	Cell Phone #

	Address
	Social Security #

	Town/State/Zip
	Drivers License #

	Race
	Veteran (Period)

	Sex
	Birth Place

	Birth Date
	Spouse Name

	Marital Status
	Number of Children

	Other Dependents
	Children’s Names

	
	

	
	

	
	

	Submitted by








Employee Signature

	Date:


Welcome Aboard Employee Orientation
Career Development Plan

P – Include with PJO Packet


R – Complete at Doc Return / after Job Offer


E – Copy to Employee after approval
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5

