1st Day Paperwork Instructions and New DPH Employee Data

Welcome to the Division of Public Health!

The following is a list of forms that will need to be faxed to the attention of Kim Campbell in Human Resources (919-870-4830) the morning of your first day.  Lateness or failure to provide any of these forms will delay the completion of your hire into BEACON.
1) I-9 Employment Eligibility Verification: please be sure to include clear and enlarged copies of documents provided.  If one of your chosen documents is not a social security card, we will need a separate copy of this to ensure your legal name is entered into the system.
2) Tax forms: Form W4 and NC4:  please fill out all information clearly and legibly

3) Direct Deposit Enrollment Form: please include a voided check or a completed direct deposit form from your bank

4) Travel Reimbursement Form: please included a voided check
5) Emergency Contact Form

6) Employee Work Schedule Form:  this is very important to fill out accurately as it will affect your weekly time entry.  It must be signed by a supervisor.

7) Credentials Verification Form

8) Badge Access Form: to be filled out in conjunction with your supervisor

The New Employee Checklist is a list of policies and trainings that need to be completed within your first 30 days of employment (it also lists the above forms).  Please print and attach all applicable documentation pertaining to these policies and trainings and either fax it to Human Resources at 919-870-4830 or mail to:
5605 Six Forks Road

1930 Mail Service Center

Raleigh, NC 27609

Thank you!
Personal Information

	Legal Last Name
	

	Legal First Name
	

	Legal Middle Name
	

	Gender
	 FORMCHECKBOX 
Male                FORMCHECKBOX 
Female

	Marital Status
	 FORMCHECKBOX 
Single  FORMCHECKBOX 
Married  FORMCHECKBOX 
Widow  FORMCHECKBOX 
Divorced  FORMCHECKBOX 
Separated


Permanent Address               

	Address Line 1
	

	Address Line 2
	

	City
	
	County
	
	Zip
	

	Home Phone #
	

	Cell Phone #
	


Mailing Address (if different from permanent)               

	Address Line 1
	

	Address Line 2
	

	City
	
	County
	
	Zip
	


Communication
	Office Phone #
	
	Ext
	


	Name:

	Additional Personal Data

	Ethnic Origin/Race Data:
	Disability:

	 FORMCHECKBOX 
 01  White (Non-Hispanic/Latino)

 FORMCHECKBOX 
 02  Black or African American

 FORMCHECKBOX 
 03  Asian (Non-Hispanic/Latino)

 FORMCHECKBOX 
 04  American Indian or Alaskan Native

 FORMCHECKBOX 
 05  Native Hawaiian or Other Pacific Islander

 FORMCHECKBOX 
 06  Two or More Races (Non-Hispanic/Latino)

 FORMCHECKBOX 
 07  Hispanic/Latino


	 FORMCHECKBOX 
 A  None/prefer not to report

 FORMCHECKBOX 
 B  Blind or severely visually impaired

 FORMCHECKBOX 
 C  Deaf or severely hearing impaired

 FORMCHECKBOX 
 D  Loss or limited use of arms and/or hands

 FORMCHECKBOX 
 E  Non-ambulation (must use a wheelchair)

 FORMCHECKBOX 
 F  Other orthopedic impairment (e.g. amputation, arthritis) 

 FORMCHECKBOX 
 G  Respiratory impairment

 FORMCHECKBOX 
 H  Nervous system/neurological disorder

 FORMCHECKBOX 
 I  Mental restored

 FORMCHECKBOX 
 J  Mental retardation

 FORMCHECKBOX 
 K  Learning disability

 FORMCHECKBOX 
 L  Other (heart disease, diabetes, speech impairment)

 FORMCHECKBOX 
 M  Other (specify in COMMENTS section)

	Military Status:
	

	 FORMCHECKBOX 
 Special disabled veteran

 FORMCHECKBOX 
 Vietnam-era Veteran

 FORMCHECKBOX 
 Other Veteran

 FORMCHECKBOX 
 Newly Separated Veteran

 FORMCHECKBOX 
 Non-Veteran


	


	Name

	Education and Certification

	Choose one of the following:

 FORMCHECKBOX 
 00  LESS 9

 FORMCHECKBOX 
 01  LESS HS

 FORMCHECKBOX 
 02  HS GRAD

 FORMCHECKBOX 
 03  HS +1

 FORMCHECKBOX 
 04  HS +2

 FORMCHECKBOX 
 05  HS +3

 FORMCHECKBOX 
 06  BAC DEG

 FORMCHECKBOX 
 07  MASTERS

 FORMCHECKBOX 
 08  PHD

 FORMCHECKBOX 
 0A  ASSOC DEG

 FORMCHECKBOX 
 0D  DENTIST

 FORMCHECKBOX 
 0L  JURISPRUDENCE

 FORMCHECKBOX 
 0M  MED DOCTOR

 FORMCHECKBOX 
 0O  OTHER


	Name and Location of College/University 
(no abbreviations)

	
	

	
	Dates Attended (mm/yyyy):

	
	From:
	
	To:
	

	
	Prior Name(s) Used While Attending (if any):

	
	

	Certification and Licensing (if required for your position):

	Type:
	
	Date Valid From:
	
	Date Valid To:
	

	Identification #
	
	Document Status:
	 FORMCHECKBOX 
Non-Renewable  FORMCHECKBOX 
Renewable  FORMCHECKBOX 
Temporary
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