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Employee Name: __________________________

EMPLOYEE INFORMATION SHEET
Company Name: _____________________________ Company ID:___________ CSR:_____________
(  NEW HIRE

(  REHIRE - Previous name if any _________________________
( TERMINATION / LEAVE


         Keep previous Deductions
   Yes
No

Reason: _____________________
(  CHANGE ONLY

         Keep previous Direct Deposit
   Yes
No


_____________________
 



         NYS Paid Family Leave
   Yes     No


__________________________
*Designates a field required for all new employees.

*SSN:  ____________________  Employee number: ___________

*LAST NAME: ______________________________  *FIRST NAME: ____________________________   Middle Initial: ______

*ADDRESS: ________________________________________________________________________________________________

*CITY: ___________________________________________ 
* STATE: ____________         *ZIP: ____________

Phone:__________________________
County: ___________​​​__________     Date of Birth : ______________
Gender:
(     M 
(     F

Ethnicity (if applicable) ____________________________________________                 

*DATE OF HIRE: ____________   Position Status: (  Full Time  ( Part Time ( Per Diem  ( Seasonal  ( Student
*PAY FREQUENCY: _____________   *SALARY (per pay): ______________ RATE OF PAY (per hour): _________________

*HEALTH BENEFITS AVAILABLE (Circle One):     No   
   Yes
*If  Yes, DATE ELIGIBLE FOR BENEFITS: __________
*Div/Branch/Dept:_____________________​​​​​_________    Workers Compensation Code:_____________________

WITHHOLDING:
*FED
 (  M   (   S
*EXEMPTIONS: ______
  Additional Amount/%: ________


  


*STATE  (  M   (   S
*EXEMPTIONS: ______
  Additional Amount/%: ________


  Local tax jurisdiction(if applicable): __________________________________  Additional Amount/%: ________________


SCHEDULED DEDUCTIONS:
*NY DISABILITY INSURANCE EXEMPT:  YES        NO
      NY PAID FAMILY LEAVE EXEMPT:       YES
NO

Deduction Description:___________________________________________________________

Amount per pay period:______________________________   Target amount:_______________

Deduction Description:___________________________________________________________

Amount per pay period:______________________________   Target amount:_______________

Deduction Description:___________________________________________________________

Amount per pay period:______________________________   Target amount:_______________
TIME OFF ACCRUAL:

Type: ________________________ Balance (hours): ______ 
    Type: ______________________ Balance (hours): ______

*Employer Signature:_______________________________________________________________________
AFFORDABLE CARE ACT INFORMATION
(for use by employers with HR & ACA product for tracking ACA information)
ACA Status: (  Full Time (30+ hrs)  ( Part Time ( Variable Hour  ( Seasonal  ( Does Not Apply (not an employee)  
ACA Status Effective Date (Actual date):___________________
ACA Standard Hours (enter a number of hours only for a salary employee working consistent part time hours): ________________

ACA Coverage: (  1A  ( 1B ( 1C  ( 1D  ( 1E  ( 1F
( 1G  ( 1H      Effective Date (First of full month):______________________


1A = Qualified Offer: Minimum Essential Coverage (MEC) providing Minimum Value (MV) offered to the Full Time (FT) 

         employee with the employee contribution for self-only coverage equal to or less than 9.5% of the mainland single 

         poverty line and at least Minimum Coverage offered to the spouse and dependents


1B = MEC providing MV to the FT employee only


1C = MEC providing MV to the employee and offered to employee’s dependents but not spouse


1D = MEC providing MV to the employee and offered to employee’s spouse but not dependents


1E = MEC providing MV to the employee and offered to employee’s dependents and spouse

1F = MEC but not providing MV to the employee, spouse and/or dependents

1G = Offer to an employee who was not full-time or to a non-employee

1H = no offer of coverage (default for months not indicated with any other code)

1J  = MEC providing MV to the employee and at least MEC conditionally offered to spouse; MEC not offered to dependents 

1K  = MEC providing MV to the employee; at least MEC offered to dependents;at least MEC conditionally offered to spouse
ACA Safe Harbor (Applicable Section 4980H - Select as many as apply with corresponding effective dates):

( 2A = Employee not employed during the month

Effective Date (First of full month):_____________________

( 2B = Employee was not Full-Time/ Month of termination
Effective Date (First of full month):_____________________

( 2C = Employee enrolled in coverage


Effective Date (First of full month):_____________________

( 2D = Employee in a non-assessment period

Effective Date (First of full month):_____________________

( 2E = Multiemployer interim relief rule


Effective Date (First of full month):_____________________

( 2F = W-2 safe harbor




Effective Date (First of full month):_____________________

( 2G = Federal Poverty Line safe harbor


Effective Date (First of full month):_____________________


( 2H = Rate of Pay safe harbor



Effective Date (First of full month):_____________________

( No Code = None of the above



Effective Date (First of full month):_____________________

Least Expensive Health Benefit Available to this employee: _______________________________ Effective Date:____________
Only if the employee is offered and accepting health coverage, complete the following:
Health Benefit Name: _____________________________________________________ Benefit Type: _______________________
Benefit Effective Start Date: _________________________

Benefit Effective End Date: _________________________
If the company is self-insured, list the following for each dependent as needed:
Full Name: _______________________ SSN:                        DOB: _________ Gender: ___ Start Date: _______ End Date: ________
Full Name: _______________________ SSN:                        DOB: _________ Gender: ___ Start Date: _______ End Date: ________

Full Name: _______________________ SSN:                        DOB: _________ Gender: ___ Start Date: _______ End Date: ________

Full Name: _______________________ SSN:                        DOB: _________ Gender: ___ Start Date: _______ End Date: ________

Employer Signature:_______________________________________________________________________
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