
 

 

INSTRUCTIONS FOR  

EMPLOYMENT APPLICATIONS 

 
 

In order to comply with Federal and State Government requirements, a complete file on all 

employees is required. 

 

The employee file must consist of a completed Employment Application, Department of 
Homeland Security I-9 Form, W-4 Federal Withholding Form and Colorado Affirmation of 

Legal Work Status (for Colorado employers). Federal Law requires that these documents be 

completed within 3 days of employee hire.  The New Hire Survey must also be completed.  

Incomplete documents will be returned. 

 
Listed below are various forms that need to be completed for each employee, along with instructions for each.  In 

order to complete the employment process, all required information must be supplied on each form. 

 

1.   EMPLOYMENT APPLICATION (front page) 

 Have employee complete all sections 

Client required to complete top highlighted boxes 

 

2.  FORM I-9 - EMPLOYMENT ELIGIBILITY VERIFICATION 

 Section 1 – Employee Information & Verification (Complete All Fields) 

 Employee's Signature and Date 

 Section 2 - Employer Review and Verification (Client Requirement) 

              List A  or List B AND C  (refer to reverse of form) 

 Employer's Signature and Date 

 

3.  COLORADO AFFIRMATION OF LEGAL WORK STATUS 

Employee name, SSN and date of employment 

Initial all four affirmations 

Employer's Signature and Date  

 

4.  ATTACH COPIES OF IDENTIFICATION USED FOR I-9 EMPLOYMENT VERIFICATION  

 

5.  FORM W-4 (IRS) 

Numbers 1 through 7 

 Employee's Signature and Date 

 

6.  EMPLOYEE ACKNOWLEDGEMENT (last page of application) 

 Employee's Signature and Date 

 

7.  VERIFY THAT ALL EMPLOYEE AND CLIENT AREAS ARE COMPLETED 

 

 

Severe penalties can be imposed by the Federal Government for failure to have these documents 

completed.  If we have not received the completed forms, hours will not be accepted and the 

employee(s) will not receive a payroll check from us. 

 



 

  

 

 

 

 

 

 

 

EMPLOYMENT APPLICATION 
 

NOTE: APPLICANT MUST COMPLETE ALL SECTIONS OF THIS FORM 

 

 
Name: ___________________________________________________________ 

Last   First   Middle 

 

Address: _________________________________________________________ 
Number & Street, Apt. 

_________________________________________________________ 
City    State   Zip 

 

 

Telephone # (_____) _____-________   Social Security # _____-_____-_____ 

 

Email Address: ______________________@___________________ 

 

Drivers License # ________________________ State _____ Expires ________ 

 

Emergency Contact:_____________________ Telephone # (____) ____-_____ 

 

POSITION APPLIED FOR:  ________________________________________ 

 

 
AN EQUAL OPPORTUNITY EMPLOYER 

 
We adhere to a policy of making employment decisions without regard to race, color, age, sex, religion, national 

origin, genetics, sexual orientation, handicap or marital status.  We assure you that your opportunity for employment 

depends solely upon your qualifications. 

 

All full-time employees are eligible to enroll in the Benefits Program.  Please see your supervisor for any 

applicable probationary period and detailed information. 

 

 

 

Fax: (303)466-7947 

 
 

 

CLIENT __________________________ 

 

DEPT.  ___________________________ 

 

POSITION  _______________________ 

 

 

WAGE______________/HOUR or  SALARY 

 

EMPLOYEE START DATE ______________ 

 

PART TIME                  FULL TIME       

 



AFFIRMATIVE ACTION INFORMATION 

 

NEW HIRE SURVEY 
 

 

We consider all applicants for positions without regard to race, color, religion, sex, national origin, age, 

sexual orientation, veteran / reserve / national guard or any other similarly protected status. 

 

To be completed by applicant on a voluntary basis.  Not for interview purposes. 

 

Race information is STRICTLY VOLUNTARY.  Failure to provide it will not subject you to any adverse 

personnel decision or action.  Your cooperation is appreciated. 

 

 

 

 

*  Federal law and State law prohibits discrimination based upon the filing of workers’compensation claim. 

 

 

 

NAME  ______________________________________________________________________ 
 

ADDRESS ______________________________________________________________________ 
 

PHONE __________________________  DATE OF BIRTH ___________________ 
 

SOCIAL SECURITY NUMBER ______________________________________________________________ 

 
Have you had a claim for Workers’ Compensation due to injury?* 
 

____Yes ____No  If yes, Date ___________ 
 

Reason  ___________________________________________________________________________ 
 

Where?  ___________________________________________________________________________ 
 

Employer ___________________________________________________________________________ 
 

Is the claim now open? Y  or  N Have you ever had an injury to your back or neck? Y  or  N 
 

Do you require any special accomendations to perform your job or duties?  Y  or  N 
 

If you have answered Yes to any of the above questions please explain: __________________________________ 

 

  __________________________________________________________________________________________ 

 

  __________________________________________________________________________________________ 

Please check one of the following Equal Employment Opportunity Identification Groups: 

 

  ___ White    ___ Black or African American 
 

  ___ Native Hawaiian or Pacific Islander ___ Asian  
 

  ___ American Indian / Alaskan Native ___ Two or more races 
 

  ___ Hispanic / Latino 
 

          Gender: 
 

  ___ Male    ___ Female 















 
 

DIRECT DEPOSIT AUTHORIZATION FORM 
 
 

Employee Name: ___________________________________________________________ SSN: ___________________________ 

 

Email Address: _____________________________________________________________ (mandatory) 

PLEASE NOTE THE FOLLOWING: 
1. Once this form is submitted, there is a qualifying pre-notification period to verify your account numbers on any new or additional 

accounts you have listed.  The pre-notification period can take up to ten (10) days after the first payroll.   

2. Funds electronically deposited may not be available to the employee on the same day as the payroll, depending on the receiving 

bank’s procedures.  The employee is responsible for verifying that their funds are available prior to writing checks or debiting 

account(s). 

3. Beginning 1/1/14 payrolls that are 100% direct deposited will have pay stubs emailed, no paper copies will be provided. 
 

Account #1:  Type (check one):  ___ Checking    ___ Savings    ___ Other Deposit (check one):          100%              _______%      $_________ 

Bank Name: __________________________________________________________Bank Phone #: ___________________________ 

Routing #: ______________________________________________ Account #: ___________________________________________ 

Account #2:  Type (check one):  ___ Checking    ___ Savings    ___ Other Deposit (check one):                  _______%                $_________ 

Bank Name: _________________________________________________________ Bank Phone #: ___________________________ 

Routing #: ______________________________________________ Account #: ___________________________________________ 

Account #3:  Type (check one):  ___ Checking    ___ Savings    ___ Other Deposit (check one):                  _______%                $_________ 

Bank Name: ___________________________________________________________ Bank Phone __________________________ 

Routing #: ______________________________________________ Account #: ___________________________________________  

Please refer to the sample check below to assist in identifying your bank’s routing number and account number. The check 

number is not needed.  If you need to list more than three accounts, please fill out a second direct deposit form. 

 

 

 

 

*A voided check or savings deposit slip must be attached for each account listed * 

I hereby authorize StaffScapes, Inc. to make electronic deposits to my account(s) as indicated below.  I also authorize 

StaffScapes to make any necessary debit entries and adjustments for any deposits that were made in error to my 

account(s).  I understand that in the event my financial institution is not able to deposit any electronic transfer into 

my account(s) due to any action I take, StaffScapes can refrain from issuing the funds to me until the funds are 

returned to StaffScapes by my financial institution.  I understand that this authorization will cause any previously 

authorized direct deposits to financial institutions to be discontinued. 
 

 

Signature                  Date 

Employee ID: ____________________ 

              Date: ____________________ 



 

EMPLOYEE ACKNOWLEDGEMENT: 

 

I acknowledge by my signature below that I have been informed that I will be a co-employee of StaffScapes (PEO), 

a Professional Employer Organization, assigned to perform services to: 

_____________________________________ (Client).  I understand and agree that, if hired, my employment is for 

no definite period and is considered a relationship “at will” and does not constitute a permanent contract of 

employment. Either PEO, Client or employee can terminate the employment relationship at any time.  I further 

understand and agree that if the PEO does not receive payment for services performed by me as a co-employee, 

from the Client to whom I am assigned, the PEO will pay me the applicable minimum wage for the actual hours 

worked (or the legally required minimum salary or overtime pay).  Any and all other wages (including but not 

limited to accrued sick or vacation pay, severance agreement and PTO) are the sole responsibility of Client. 

 

I have been informed and agree that if my employment with Client ends for any reason, I must report to PEO at 

(303) 466-7864 or (800) 551-7607 within seventy-two (72) hours for possible re-assignment, and my failure to do 

so will be considered as a voluntary resignation of my employment with the PEO, regardless of the reason for 

termination. 

 

I certify that all the information on this application, my resume or any supporting documents are correct, and I 

understand that any misrepresentation, falsification or omission of any information will be grounds for disciplinary 

action, up to and including termination of my employment.  I authorize the investigation of all statements contained 

in this application and hereby authorize PEO to request and receive appropriate report(s) which may include 

information regarding my character, general reputation, personal characteristics and job verification.  I authorize 

any former employer, medical provider or institution to release information and documentation of my former 

employment, education, medical or other history which PEO or PEO’s Workers’ Compensation carrier deems 

relevant to my employment.  I hereby release all such providers and recipients of information from any liability in 

connection with the above.  

 

In addition, I also agree that if at any time during this application for employment process, as well as during my 

employment, I am involved in any employment dispute, or I am subjected to any type of discrimination, including 

discrimination because of race, sex, age, religion, color, national origin, disability, genetics, sexual orientation,  

marital or veteran status, or if I am subjected to any type of harassment including sexual harassment, I will 

immediately contact PEO’s Human Resources Department at (303) 466-7864 or (800) 551-7607 to obtain assistance 

in the resolution of such matters. 

 

DRUG-FREE WORKPLACE POLICY NOTICE: 

 

It is the policy of PEO that all employees are prohibited from the unlawful manufacture, distribution, dispensation, 

possession or use of a controlled substance (including alcohol) in the workplace, and remote job sites.  Drug and 

alcohol testing will occur after every job-related accident; benefits will be denied or reduced based on a positive test 

result.  Testing shall also occur if there is reasonable suspicion.  Any employee violating this policy will be subject 

to immediate discharge.  Clients and employees who do not understand this policy should contact PEO’s Human 

Resources Department for clarification. 
 

 The following six drugs will be tested for under our company policy: 

  1.  Alcohol    4.  Marijuana/cannabis 

  2.  Cocaine    5.  Narcotics, e.g. heroin 

  3.  Depressants, e.g. barbiturates  6.  Stimulants, e.g. amphetamines 
 

I acknowledge that I have thoroughly read and understand the drug-free workplace policy.  I understand that as a 

condition of my employment I must voluntarily submit to pre-employment drug testing and agree to follow, without 

reservation, the drug-free workplace policy. 

 

Further, I certify that I have been fully advised that if I am injured on the job, regardless of how minor the injury 

may seem, I am to report that injury immediately to my supervisor or PEO’s Workers’ Compensation Department.  I 

understand that any false or misleading answers to these questions can be sufficient reason for denial of benefits 

under the prevailing state Workers Compensation Act, and basis for termination of employment.  I also understand 

that my answers will be researched and verified by investigation  

 

 

 
Employee Signature: _________________________________________________Date:______________________ 


