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SUGGESTED TERMS OF EMPLOYMENT NOTICE

Client Name: _________________________________
Date of Hire: __________________
Employee Name: First: _________________________    
Last Name: ___________________
Social Security Number: _________________________       Date of Birth: _________________
Address: ____________________________   City: ________________ State: ___  Zip: _____
Email: _______________________________ Home Telephone Number: ________________ 

Position: _____________________________ Workers’ Comp Code: _____________________

In compliance with S41-10-30 of the S.C. Code of Laws, 1976, as amended, you are hereby notified of the terms of employment:

1. Normal hours of work: ____________



     Part Time □Full Time □
2. Method of Payment: Wages $_________; Salary $__________; Commissions ________%   
3. Payday is: Weekly □   Bi-Weekly □   Semi-Monthly □   Monthly □   Other □ __________

4: Place of Payment: ___________________________ Day: _________________ Time: ______________
5. Vacation Policy: _____________________________ Current Status: _________________
6. Paid Holidays:  ______________________________________________________________

______________________________________________________________________________

7. Sick Policy: ________________________________  Current Status: __________________
8. Insurance Waiting Period: ___________________ Employer Contribution: ___________

9. Deductions to be made from wages including payments to insurance programs (exclude income taxes and FICA): Additional deductions made at request of the employee or at request of the court.


Any changes in these terms shall be made in writing and at least seven (7) days before they become effective.
___________________________________ 
            ____________

Employee Signature




Date

__________________________________ 
           _____________

Supervisor’s Signature



Date
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ACKNOWLEDGEMENT OF THE CO-EMPLOYMENT RELATIONSHIP

I, the undersigned employee, acknowledge by my signature that I have been informed that I am an assigned employee of Synergetic, Inc. (“Synergetic”) assigned to _________________________________ (“Client”).  As an assigned employee, I understand that Synergetic maintains a co-employer relationship with the Client.  The Client continues to assume the role of supervising, managing and controlling the employee, however, Synergetic is responsible for payroll, including payment of payroll taxes and payroll deductions, and the administration of unemployment, workers’ compensation and benefits.  This co-employer relationship, and South Carolina law, authorize Synergetic to reserve the right of direction and control over assigned employees at Client’s worksite.  This includes retaining the right to hire, fire, disciplines, and reassigned employees, retaining the right of direction and control over the adoption of employment and safety polices.  Furthermore, Synergetic is responsible for the management of workers’ compensation claims, claims filings, and related procedures.  I also understand the termination of the Agreement between Synergetic and the Client may result in the dismissal of employees assigned from Synergetic.

I understand that Synergetic, the Client or I can terminate our employment relationship at any time, as I am an at-will employee. I acknowledge that there is no contract, written, verbal or implied between Synergetic and myself.  I further understand that I am subject to a ninety-(90) day probationary period.

I understand and agree that while I am an assigned employee of Synergetic, if Synergetic does not receive payment from the Client for services, which I performed as an assigned employee, Synergetic will still pay me for wages earned.  This includes the legally required overtime pay in a workweek in which I have worked overtime for any such pay period.  I voluntarily agree to this method of compensation.  In addition, including discrimination because of race, color, religion, age, sex, national origin, disability, or martial status, or if I am subject to any type of harassment, including sexual harassment, I will immediately contact the appropriate representative of the Client and Synergetic in order to obtain assistance in the resolution of such matters.

The Client and Synergetic are subject to Workers’ Compensation Act of South Carolina. In case of accidental injury or death to an assigned employee, the employee or someone acting on his/her behalf must immediately notify either Synergetic or the employee’s immediate supervisor at the Client’s worksite.  I understand that failure to give immediate notice on my behalf may be the cause of serious delay in the payment of compensation benefits.  I further understand that I must sign a Notice of Injury Report for each accident and that drug and alcohol testing will occur within forty-eight (48) hours after every job related accident.  I acknowledge that benefits will be denied if tests are positive.  If I do not submit to a drug and alcohol test, I may forfeit all Workers’ Compensation Benefits.  Further information regarding this policy will be supplied to me.

_________________________________      


Print Name




_________________________________

_________________________

Employee Signature




Date
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AUTHORIZATION FOR DIRECT DEPOSIT

I hereby authorize SYNERGETIC, INC. to initiate credit entries or such adjusting entries, either debit or credit which are necessary for corrections, to my account(s) indicated below and the bank/banks named below to credit (or debit) the same to such account.
Deposit entries are to be made to the following checking and/or savings account(s) (please print):

_______________________________

____________________________________
Name of Bank for first account 



Your Name as it appears on the account
______________________________________________________________________________
Bank’s City 



State 



Telephone
______________________________________________________________________________

Bank Routing/ABA Number (9 digits) 




Accounting Number
Type of Account (please check appropriate box):     □Checking 
□Savings

Amount to Deposit $__________ 


Percent to Deposit _______%

_______________________________

____________________________________
Name of bank for second account 



Your name as it appears on the account
______________________________________________________________________________
Bank’s City 



State 



Telephone
______________________________________________________________________________

Bank Routing/ABA Number (9 digits) 


Accounting Number
Type of Account (please check appropriate box):     □Checking 
□Savings

Amount to Deposit $__________ 


Percent to Deposit _______%

Please attach for accuracy: A voided check if depositing to a checking account and/or a deposit slip if depositing to a savings account. Please verify the nine digit routing number and account number(s) with your bank. Deposit slips normally do not include correct routing numbers. To add additional accounts use additional pages.

This authority is to remain in full force and in effect until Synergetic, Inc. has received written notification from me of its termination in such time and in such manner as to afford Synergetic, Inc. reasonable opportunity to act on it. Please allow ten (10) business days to verify proper accounts.
□
I do wish to participate in the automatic direct payroll deposit.

□
I do not wish to participate in the automatic direct payroll deposit.

□
Please add account(s), but do not cancel current account(s).

□
Please cancel my current depository account(s) and initiate the account(s) indicated above for direct deposit.
___________________________________
           _________________________________
Print






Social Security Number

___________________________________  
__________________________

Employee Signature 




Date
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Personal Information

Employee Name:________________________
Social Security #:_____________________
Home Address:________________________________________________________________




Street



__________________________________________________________________

County


City




State


Zip Code

Telephone Number(s): __________________________________________________________




Home Number (include area code)
       Cell Number (include area code)
Are you at least 18 years of age?
( Yes

( No



Emergency Contact

Contact Name: __________________________________________

Telephone Number: ______________________________________

Address: _______________________________________________

Relationship: ( Spouse
( Mother
( Father
( Other _______________________

______________________________________   

Print Name

______________________________________    
______________________

Employee Signature


      

Date
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EQUAL EMPLOYMENT OPPORTUNITY POLICY

Synergetic, Inc (hereafter referred to as “The Company”) fully complies with applicable federal, state and local laws concerning equal opportunity.  It is the company’s policy not to discriminate against any employee or applicant for employment because of race, color, religion, age, sex, national origin, or disability.  This policy not to discriminate in employment includes, but is not limited to, the following:

The Company will employ those applicants who posses the necessary skills education, and experience for the position, without regard to race, color, religion, age, sex, national origin, ancestry, or disability.

The Company will promote, upgrade, transfer, recruit, advertise or solicit for employment without regard to race, color, religion, age, sex, national origin, ancestry, or disability.

The Company will train during employment and select training and apprenticeship programs without regard to race, color, religion, age, sex, national origin, ancestry, or disability.

No employee will aid, abet, compel, coerce, or conspire to discharge or cause another employee to resign because of race, color, religion, age, sex, national origin, ancestry, or disability.

The Company will establish rates of pay and terms, conditions or privileges of employment without regard to race, color, religion, age, sex, national origin, ancestry, or disability.

The Company will use, for job referral purpose, only those employment agencies that do not discriminate on the basis of race, color, religion, age, sex, national origin, ancestry, or disability.

I have read and understand the above policy:

______________________________

Print Name

______________________________
________________________
Employee Signature



Date
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(EEO-1) SURVEY INFORMATION FORM
It is Synergetic’s policy to provide equal employment opportunities to all qualified applicants for employment without regard to race, color, religion, national origin, sex, age, veteran status or disability. Various agencies of the government require employers to invite employees to identify themselves. 

Completion of this form is voluntary and in no way affects the decision regarding your application for employment. This form is confidential and will be maintained separately from your application form. 


First Name: ___________________
Last Name: __________________ Date: ______________

Position Applied For (list only one): ____________________________

What is your race/ethnic origin?



What is your gender?

□ Caucasian/ White





□ Male

□ Black or African American




□ Female

□ Asian

□ Hispanic/ Latino

□ American Indian/ Alaskan Native

□ Native Hawaiian/ Pacific Islander

□ Two or more races



Are you a Vietnam Era Veteran?

□ Yes

□ No

A person who served on active duty for a period of more than 180 days any part of which occurred between 08/05/64 and 05/07/75, and was discharged and released therefrom with other than a dishonorable discharge or for a service connected disability.

Are you a disabled veteran?


□ Yes

□ No

Do you have mental or physical disability?
□ Yes

□ No

A person who has a mental or physical impairment that substantially limits one or more major life activities, who has a record of impairment, or who is regarded as having such an impairment.
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SEXUAL HARASSMENT POLICY

It is the policy of Synergetic, Inc. to maintain a working environment free from all forms of harassment on the basis of race, color, religion, gender, national origin, age or disability. Such harassment is a violation of federal and state laws.

Sexual harassment is defined as unwelcome sexual advances, requests for sexual favors, and other verbal or physical conduct of a sexual nature where: 

1) Submission to such conduct is explicitly or implicitly a term or condition of employment;

2) Submission to or rejection of such conduct is used as a basis for employment decisions or academic decisions;

3) Such conduct has the purpose or effect of unreasonable interfering with an individual’s work performance or creating an intimidating, hostile, or offensive working environment free from unwanted sexual attention and sexual pressure of any kind.

Sexual harassment is an infringement upon an individual’s right to work in an environment free from unwanted sexual attention and sexual pressure of any kind. Synergetic’s policy and federal and state law, expressly prohibit sexual harassment of/by employees, and staff management. Allegations of sexual harassment are extremely serious, with potential for great harm to all persons if ill conceived or without foundation. Synergetic, Inc. is committed to protecting the rights of the alleged harasser as well as the complainant. Any employee who believes that he or she has been a victim of sexual harassment should report the alleged conduct immediately to Synergetic’s HR Manager. A timely investigation will be made and appropriate actions will be taken. Sanctions against employees for sexual harassment may range from reprimand to termination depending on the severity of the conduct and the circumstances of the particular case.

I have read and understand the above policy.

______________________________

Print Name


___________________________________     _________________________________
Employee Signature


      Date
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VIETNAM ERA AND SPECIAL DISABLED VETERANS
38 U.S.C. 4212 OF THE Vietnam Era Veterans Readjustment Assistance Act of 1974 prohibits job discrimination and requires affirmative action to employ and advance in employment qualified Vietnam era veterans and qualified disabled veterans.
AMERICANS WITH DISABILITIES ACT OF 1990

The Americans with Disabilities Act of 1990, as amended, protects qualified applicants and employees with disabilities from discrimination in hiring, promotion, discharge, pay, job training, fringe benefits, classification, referral and other aspects of employment on the basis of disability.  The law also requires that covered entities provide qualified applicants and employees with disabilities with reasonable accommodations that do not impose undue hardship.

______________________________________



Print Name







______________________________________

_____________________

Employee Signature





Date
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Substance Abuse Testing Consent Form

Under Synergetic’s Substance Abuse Testing Policy, I will be bound by the following:

I understand that I may be required to submit a breath, blood or urine sample for drug and/or alcohol testing, and my employment is contingent on a negative result.

I understand that Synergetic, Inc has the right to require a test from me for the following reasons:

1) New hires will be required to pass a Pre-employment screen (Post offer, Pre-Placement drug-screening).
2) When an employee shows signs of impairment on the job and the Company has reasonable suspicion that the employee is under the influence of drugs and/or alcohol (Probable Cause).
3) After any individual is involved (directly or indirectly) in a work related incident which may require an evaluation by a healthcare professional (Post Incident).

4) Random tests will be performed at the sole discretion of the Company (Random). 

I understand that after I have provided a specimen, I may be suspended until the results of the test have returned. If the results are shown to be negative, I may return to work and be paid for lost time.

I understand that any communication with the collection site and/or testing laboratory is not meant to create any type of doctor/patient relationship therefore, I hereby authorize the testing facility to release any test results to my immediate supervisors and/or Synergetic, Inc. 

I understand that if a positive result is received, I will provide the testing facility with information about legal prescription or non-prescription drugs that I take routinely or have taken within the last thirty (30) days.

I understand that if I refuse to submit to drug and alcohol testing I will be terminated.

__________________________________

Print

__________________________________  
______________

Employee Signature

         

Date
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NOTICE OF WORKERS’ COMPENSATION

Workers’ Compensation:
1) Pays 100% of you medical bills and some other expenses.

2) Compensates you for 66-2/3% of your salary, limited to the maximum wage set by law, if you are unable to work for more than seven (7) calendar days.

If you are injured on the job, you should:
1) Notify your employer at once. You cannot receive benefits unless your employer knows you are injured.

2) Tell the doctor your employer sends you to that you are covered by Workers’ Compensation. You will be required to take a post accident drug screen.

We are operating under and subject to the SC Workers’ Compensation Act
In case of accidental injury or death to an employee, the injured employee or someone acting in his or her behalf, must give immediate notice to the employer. Failure to give such immediate notice may be the cause of serious delay in the payment of compensation to the injured employee or his or her dependents and may result in failure to receive any compensation benefits under the law.

__________________________________



Print Name





__________________________________

____________________

Employee Signature



Date
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YOUR RIGHTS UNDER THE FAMILY AND MEDICAL LEAVE ACT OF 1993
FMLA requires covered employers to provide up to 12 weeks of unpaid, job-protected leave to “eligible” employees for certain family and medical reasons. Employees are eligible if they have worked for a covered employer for at least one year, and for 1,250 hours over the previous 12 months, if there are at least 50 employees within 75 miles.

Reasons for Taking Leave:
Unpaid leave must be granted for any of the following reasons:
· To care for the employee’s child after birth, or placement for adoption or foster care;

· To care for the employee’s spouse, son, or daughter, or parent who has a serious health condition;

· For a serious health condition that makes the employee unable to perform the employee’s job.
· “Any qualifying exigency” arising out of the fact that the spouse, son, daughter, or parent of the employee is on active duty, or has been notified of an impending call to active duty status, in support of a contingency operation. 

· To care for an employee’s spouse, son, daughter, parent or next of kin of a covered service member who is recovering from a serious illness or injury sustained in the line of duty on active duty (26 weeks).
At the employee or employer’s option, certain kinds of paid leave may be substituted for unpaid leave.

Advance Notice and Medical Certification
The employee may be required to provide advance leave notice and medical certification. Taking leave may be denied if requirements are not met.

· The employee ordinarily must provide 30 days advance notice when leave is “foreseeable”

· An employer may require medical certification to support a request for leave because of a serious health condition and may require second or third opinions (at the employer’s expense) and a fitness for duty report to return to work.

Job Benefits and Protection

For the duration of FMLA leave, the employer must maintain the employee’s health coverage under and “group health plan”.

Upon return from FMLA leave, most employees must be restored to their original or equivalent positions with equivalent pay, benefits, and other employment terms.

The use of FMLA leave cannot result in the loss of any employment benefit that accrued prior to the start of an employee’s leave.
Unlawful Acts By Employers

FMLA makes it unlawful for any employer to:
· Interfere with, restrain or deny the exercise of any right provided under FMLA;

· Discharge or discriminate against any person for opposing any practice made unlawful by FMLA or for involvement in any proceeding under or relating to FMLA.

Enforcement:

The U.S. Department of Labor is authorized to investigate and resolve complaints of violations.

An eligible employee may bring civil action against an employer for violations.

FMLA does not affect any Federal or State Law prohibiting discrimination, or supersede any State or local law or collective bargaining agreement which provides greater family or medical leave rights.

__________________________________


Print Name






__________________________________
_________________

Employee Signature



Date
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Blanket Deduction Agreement

I __________________________________ (employee) agree to allow deductions to be made from my pay check as necessary. These deductions will include but are not limited to: uniforms, pay advance repayment, damage or misuse of company property in my possession, damage to customer property, personal use of company equipment, miscellaneous insurance items, as well as other usual and customary items that may be necessary in the on going duties associated with my position with my employer.

_______________________________

Print Name

_______________________________

___________________

Employee Signature




Date
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BACKGROUND RELEASE FORM

A consumer report may be procured for employment purposes.

In accordance with the Fair Credit Reporting Act, a consumer report or investigative consumer report including information about your general reputation, character, or personal characteristics may be obtained.  Upon written request, you will be provided with information regarding the nature and scope of the report, should it include information about your general reputation, character, or personal characteristics, and a summary of your rights.

RELEASE AND AUTHORIZATION

I voluntarily and knowingly authorize for employment purposes only, any present or past employer or supervisor, university or institution of learning, administrator, law enforcement agency, state agency, federal agency, consumer reporting agency, private business, military branch or the National Personnel Records Center, personal reference, and/or other persons to give records or information they may have concerning my criminal history, motor vehicle history, earnings history and employment records, workers' compensation claims, general reputation, character, or any other information requested to ChoicePoint, and/or any other reporting agency and/or its agents or representatives.  I, voluntarily and knowingly, unconditionally release any named or unnamed informant from any and all liability resulting from the furnishing of this information.  This authorization shall be valid one year from the date signed, and a photographic or faxed copy of the authorization shall be as valid as the original.  In compliance with the 1990 Disabilities Act, a Worker Compensation Search may only be requested when a conditional job offer exists.

I hereby authorize ChoicePoint and/or any other reporting agency to receive any criminal history record information pertaining to me which may be in the files of any state or local criminal justice agency.
_________________________________________

_______________________                                                                                                                       Print







Social Security Number
_________________________________________

_______________________

Signature






Date

_________________________________________

_______________________
Other Names Used (Maiden, Divorced, Alias, Etc.)

Date of Birth

_______________________________________________________________________

Address



City


State

Zip Code
_________________________________________       
_______________________
Driver’s License Number                                                        State of Issue

