                                                                                                                                                                                                                                                                                                                                        Status Change Form
Employee Name: ________________________________________
S.S. # _________________________
Address: ___________________________________
City/St/Zip: __________________________________

Home Phone: (      ) ________________________
Cell Phone: (     ) ____________________________
Type of Change: □ Name/Address     □ Dept/Pay/Status/Title     □ Benefits Effective Date: ____/____/____

Department: ____________________________ 
Job Title: ______________________________


Status:
□Full or □Part Time and □Regular or □Temporary 

□Active or □ Seasonal Layoff or □ FMLA or □ Military Leave or □ Other ___________________
Pay Schedule:
□Weekly
□Bi-Weekly
□Semi-Monthly
□Monthly

Pay Rate:  Hourly $ _____________
or
Salary $ _____________ (annual)
Hourly/Salary Payroll Expense Acct#: _________________________________________________________
Payroll Expense Title Description: ____________________________________________________________
Benefits Eligible: □Yes  □ No 
Health Insurance:
□None   □ Self   □Employee/Child   □Employee/Spouse   □Family  

Effective Date: _____/_____/________
Premium: $___________(per pay)

Dental Insurance:
□None   □ Self   □Family  
Effective Date: _____/_____/________
Premium: $___________ (1st pay of each month)

Vision Insurance:
□None   □ Self   □Employee/Child   □Employee/Spouse   □Family  

Effective Date: _____/_____/________
Premium: $___________ (last pay of each month)

Hartford Life, AD&D Insurance:  □None   □Self   
Effective Date: _____/_____/________
Premium: $____N/A_____ (per pay)
Hartford Voluntary Life Insurance:  □None   □Self   □Spouse   □Child   

Effective Date: _____/_____/________
Premium: $___________ (per pay)

PERF Eligible: □Yes  □No

Voluntary Contribution: $ __________________(per pay)
Dept Rep: ____________________________________________
Date: __________________________

Benefits: _____________________________________________
Date: __________________________
HR Dept: ___________________________________________

Date: __________________________

Payroll: ______________________________________________
Date: __________________________
Employee: ____________________________________________
Date: __________________________

