
Employee Name: __________________________________ Date: ___________

SOQUEL CAMP MEETING EMPLOYEE CHECKLIST
Central California Conference Of Seventh-day Adventists

Does person currently work for another CCC entity?    Yes    No

ITEMS BELOW MUST BE COMPLETED BY JULY 1, 2015 IF HIRED

Salary Reduction & Beneficiary Designation Form for Adventist Retirement Plan
(Required for all employees 20 years of age and above)

Employment Application

Verify SDA membership on e-Adventist

W-4 Form

I-9 Form (Supervisor needs to verify employment eligibility on page 2 and make copy of verified document(s) ) 

New Employee Data Collection (EEOC) Form

Notice to Employee (2nd page must be signed by prosective employee)

Healthcare Exchange Notice (FYI only for prospective employee, do not return to HR)

Direct Deposit Authorization Form

School work permit if under 18 years of age 

Food Handler's Certificate (Cafeteria & Burger Bar only)

Shield the Vulnerable Training Certificate 

Shield the Vulnerable Background Check Clearance (subject to a favorable outcome)

Illness & Injury Prevention Course (online course assigned by HR)

Revised 04/07/15



 APPLICATION FOR EMPLOYMENT 
 SOQUEL CAMP MEETING 

Human Resources 
Central California Conference 
P. O. Box 770 
Clovis, CA 93613 

 
EMPLOYMENT QUALIFICATIONS: 

1. Must have a current food handler’s permit for Cafeteria & Snack Bar employment.  
 (Must provide copy prior to camp meeting) 
2. Be 16 years of age or more by July 15, 2015. 
3. Provide work permit if under 18 years of age. 
4. Live with parent on grounds if under 21 years of age. 
5. Provide proof of ability to be employed (Form I-9) if hired. 
6. Dress and behave in a modest, conservative manner. 

 
Name   Date   

Address   
             Street                                                                             City                    State             Zip 

Telephone  Social Security#  - -   

E-mail Address (required):  

Church Membership   

Are you prevented from lawfully becoming employed in this Yes No 
Country because of visa or immigration status? 

Are you 18 or more years of age? Yes No 

If no, will you be 16 years of age by July 15, 2015 Yes No 

Do you currently work for another SDA entity in the  
Central California Conference?  Yes No 

 If yes, where?  

Previous camp meeting experience   Year(s)  

Employment may be available in the following departments: 
(Please indicate order of preference, i.e. 1, 2) 

        Cafeteria          Snack Bar           Parking          Case Lots          Security 
 

 
 

July 16-25, 2015  
INSTRUCTIONS: 
We start taking applications March 01, 2015. If you are applying for parking, contact Robert Hicks
 at rhicks1072@yahoo.com.  Complete both sides of the application and return along with 
required employment forms (please refer to employment checklist) to: 
  

For Office Use Only 
___ Application Accepted ___ EEOC Form  ___ Work Permit 
___ I-9 Form ___ Notice to Employee Form ___ Direct Deposit Form 
___ W-4 Form  ___ STV Background Check  ___ STV Training 
___ Illness & Injury Prevention Course ___ Healthcare Exchange Notice ___ Food Handler’s Certificate
___ Salary Reduction & Beneficiary Form  

Approved by ____________________________________________________     



REFERENCES 
 
Give name, address and telephone number of the following individuals who may be contacted for a 
written recommendation. 
 
1. Pastor 
 

Name                                                                 Telephone No. (       )                      
 
Address                                                                                                                     

             Street                                      City                      State          Zip  
 
2. School Principal or Teacher 
 

Name                                                              Telephone No. (       )___________               
         

Address __________________________________________________________ 
  Street                                    City                     State          Zip 

 
 
  
 
 STATEMENT OF APPLICANT 
 
I have read the employment qualifications and certify that I am eligible to be employed, and that the 
answers given are true and complete to the best of my knowledge.  In the event of employment, I 
understand that I will be required to abide by all camp meeting and employment regulations. 
 
Date                       Signature of Applicant ___________________________________                 
                                                
 
 STATEMENT OF PARENT (If applicant is less than 18 years of age) 
 
I have read the employment qualifications and answers provided by the applicant and certify that: 
 
1. The applicant meets the employment qualifications. 
2. Answers provided on the application are true and complete to the best of my knowledge. 
3. I will be living on the grounds during the entire camp meeting session. 
4. I will be responsible for the applicant during camp meeting session. 

 
Date                      Signature of Parent ______________________________________                
                                                          
 
2015 
cm\application for employment rev. 04/07/15 

























 

 

DLSE-NTE (rev 11/2014) 

 

NOTICE TO EMPLOYEE 
Labor Code section 2810.5  

 
 

EMPLOYEE 

 

Employee Name:     

Start Date:   

EMPLOYER 

 

Legal Name of Hiring Employer:              

Is hiring employer a staffing agency/business (e.g., Temporary Services Agency; Employee Leasing 

Company; or Professional Employer Organization [PEO])?   □ Yes       □ No 

Other Names Hiring Employer is "doing business as" (if applicable): 

  

Physical Address of Hiring Employer’s Main Office:  

   

Hiring Employer’s Mailing Address (if different than above):  

  

Hiring Employer’s Telephone Number:            

If the hiring employer is a staffing agency/business (above box checked "Yes"), the following is the other entity 

for whom this employee will perform work: 

Name:   

Physical Address of Main Office:            

Mailing Address:                          

Telephone Number:                         

WAGE INFORMATION 

 

Rate(s) of Pay:   Overtime Rate(s) of Pay:   

Rate by (check box):   Hour       Shift       Day       Week       Salary       Piece rate       Commission  

 Other (provide specifics):   

Does a written agreement exist providing the rate(s) of pay?    (check box)     Yes         No 

If yes, are all rate(s) of pay and bases thereof contained in that written agreement?       Yes       No  

Allowances, if any, claimed as part of minimum wage (including meal or lodging allowances): 

               

(If the employee has signed the acknowledgment of receipt below, it does not constitute a “voluntary written 
agreement” as required under the law between the employer and employee in order to credit any meals or lodging 
against the minimum wage.  Any such voluntary written agreement must be evidenced by a separate document.) 

 

Regular Payday:                                                                     

Central California Conference of Seventh-day Adventists

x

2820 Willow Avenue, Clovis, CA 93612

P.O. Box 770,  Clovis, CA 93613

(559) 347-3000



 

 

DLSE-NTE (rev 11/2014) 

 

WORKER’S COMPENSATION 

 

 
Insurance Carrier’s Name: _________________________________________________________________ 
 
Address:  ______________________________________________________________________________ 
 
Telephone Number:  _____________________________________________________________________ 
 
Policy No.:  ____________________________ 
 
□     Self-Insured (Labor Code 3700) and Certificate Number for Consent to Self-Insure:  _______________ 
 

PAID SICK LEAVE 

 

Unless exempt, the employee identified on this notice is entitled to minimum requirements for paid sick leave under state 
law which provides that an employee:   
 
a.  May accrue paid sick leave and may request and use up to 3 days or 24 hours of accrued paid sick leave per year; 
b.  May not be terminated or retaliated against for using or requesting the use of accrued paid sick leave; and 
c.  Has the right to file a complaint against an employer who retaliates or discriminates against an employee for 
     1.  requesting or using accrued sick days; 
     2.  attempting to exercise the right to use accrued paid sick days; 
     3.  filing a complaint or alleging a violation of Article 1.5 section 245 et seq. of the California Labor Code; 
     4.  cooperating in an investigation or prosecution of an alleged violation of this Article or opposing any policy 
           or practice or act that is prohibited by Article 1.5 section 245 et seq. of the California Labor Code. 
 
The following applies to the employee identified on this notice: (Check one box) 
 
□   1.  Accrues paid sick leave only pursuant to the minimum requirements stated in Labor Code §245 et seq. with no  
          other employer policy providing additional or different terms for accrual and use of paid sick leave.   
 
□   2.  Accrues paid sick leave pursuant to the employer’s policy which satisfies or exceeds the accrual, carryover, and  
          use requirements of Labor Code §246. 
 
□   3.  Employer provides no less than 24 hours (or 3 days) of paid sick leave at the beginning of each 12-month period. 
 
□   4.  The employee is exempt from paid sick leave protection by Labor Code §245.5. (State exemption and specific  
           subsection for exemption):_________________________________________________________________ 
 

ACKNOWLEDGEMENT OF RECEIPT 

(Optional) 

 
_______________________________________                       ______________________________________ 
(PRINT NAME of Employer representative)                                               (PRINT NAME of Employee) 
 
_______________________________________                      ______________________________________ 
  (SIGNATURE of Employer Representative)                                              (SIGNATURE of Employee) 
 
_______________________________________                      ______________________________________ 
(Date)                                                                                                  (Date) 
 
The employee’s signature on this notice merely constitutes acknowledgement of receipt. 
 

 

Labor Code section 2810.5(b) requires that the employer notify you in writing of any changes to the information set forth in 
this Notice within seven calendar days after the time of the changes, unless one of the following applies:  (a) All changes 
are reflected on a timely wage statement furnished in accordance with Labor Code section 226; (b) Notice of all changes 
is provided in another writing required by law within seven days of the changes. 

 

Sedgwick CMS, Inc.

P.O. Box 14421, Lexington, KY 40512

(925) 888-1500

2042

x

x



     NEW EMPLOYEE DATA COLLECTION (EEOC) FORM 

    Central California Conference of Seventh-day Adventists 

Employee, please complete all sections 

Full Name (F, MI, L)  

Home Address:  

Mailing Address (if different):  

Home Phone:  Cell Phone:  E-Mail:  

Birthdate:  Birthplace:   Social Security #:  

Sex: Male Female Marital Status:  Date of Marriage  

Ethnicity (For government reporting purposes only): 

 Black Hispanic White Pacific Islander/Asian Native American 

Spouse’s Name:  Spouse’s Birthdate:  

Spouse’s Social Security #:  

Name of Children: Date of Birth Gender 

      

      

      

      

Prior Denominational Service (Y/N)?   Begin Date:  End Date:  

Name and Address of last denominational Employer:  

  

Date of Ordination:   Military Service: Country  

 

 

 

    

Employee Signature Date 



Adventist Retirement Plan 
Salary Reduction Agreement 

Beneficiary Designation Form 
Plan ID#  69472001 

 New Enrollment   Beneficiary Change       Deferral Change 

 
 
Name:  _______________________________________  SSN:__________________ 
 
Address: ______________________________________________________________  

 
City:   ____________________   State: ________            ZI P: _________________ 

 
Voluntary Contributions  

 I  wish to make employee pre-tax contributions to my ARP account from my eligible salary every pay period:  

         _____% (Preferred) or   $______      and/or, 

 I  wish to make employee Roth 403(b) after-tax contributions to my ARP account from my eligible salary every 

pay period (Not all employers provide the Roth 403(b) option):   _____% (Preferred) or  $______       and/or 

 I  wish to make non-deductible after-tax contributions (non-Roth 403(b) to my ARP account from my eligible 

salary every pay period:       _____% (Preferred) or  $______    

 
Beneficiary Designation (complete only if you are enrolling or changing your beneficiary) 

 

I f married, you may only designate your spouse as Primary Beneficiary on this form. To name more than one beneficiary 

or to name someone other than your spouse, you must complete an Alternative Beneficiary Designation Form. 

     Primary Beneficiary       Contingent Beneficiary 

Name:   _________________________  ___________________________ 

SSN:  _________________________  ___________________________ 

Relationship: _________________________  ___________________________ 

Address:  _________________________  ___________________________ 

City:   _________________________  ___________________________ 

State/Zip: __________ /  _____________   __________ /  _______________ 

Date of Birth  ________________________  ___________________________ 

 
Employee Signature (please select one paragraph below) 

 I  DO NOT WISH to participate in a salary reduction agreement with ARP at this time. I  understand that by not 

participating I  will be ineligible for the employer matching contribution. I  further understand that I  may elect to 

participate in the Plan in the future, and it is my responsibility to contact the Human Resources Department through my 

employer to do so.  

 I  agree that my employer may reduce my salary by the percentage or amount which I  have elected to contribute 

to my ARP account. I  understand that ARP may limit my contributions in order to comply with federal law and the Plan 

document. I  understand that if my contribution rate is less than 3%, I  may not receive the maximum employer match. 

 

 
Employee Signature      Date 

 

Return This Form to Your Local Payroll Office 
Questions about this form may be directed to 1-800-448-2542, Monday through Friday, 8:00 a.m. to 6:00 p.m. Eastern  

 

11/2009 



 

74053030.1 0049010-00001  

1  An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the plan is no less 

than 60 percent of such costs. 

 

IMPORTANT NOTICE 

NEW HEALTH INSURANCE MARKETPLACE COVERAGE OPTIONS AND YOUR HEALTH COVERAGE

PART A: General Information 
When key parts of the health care law take effect in 2014, most Americans will be required to have health insurance 
coverage or they will be subject to a tax penalty for failure to do so. There will also be a new way to buy health insurance in 

2014: the Health Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides 

some basic information about the new Marketplace and the health coverage offered by your employer.  

 

NOTE: The Health Care Assistance Plan (“HCAP”) offered by your  employer to many employees meets the 
affordability and minimum value standards set by the federal government. Thus, if you are eligible for the HCAP, 
you will not be eligible for federal tax credits at the Marketplace to help you purchase health insurance  for yourself 
or your spouse and children who are eligible for the HCAP (“Eligible Dependents”). Thus, you will not save by 
purchasing coverage for you or your Eligible Dependents at the Marketplace.     

What is the Health Insurance Marketplace? 

The Marketplace is designed to help individuals find health insurance that meets their needs and fits their budget. The 
Marketplace offers "one-stop shopping" to find and compare private health insurance options. Some persons buying health 
insurance at the Marketplace will be eligible for a new kind of tax credit that lowers their monthly premium right away ,  but 
if you are eligible for the HCAP, you and your Eligible Dependents will not be eligible for this tax credit.  Open 
enrollment for health insurance coverage through the Marketplace begins in October 2013 for coverage starting as early 
as January 1, 2014. (You must enrol l by December 15, 2013, for your coverage to begin on January 1, 2014.)   

Can I Save Money on my Health Insurance Premiums in the Marketplace? 

If you are eligible for the HCAP, you will not save money by purchasing insurance in the Marketplace, However, if  you are 
not eligible for the HCAP, you may qualify to save money and lower your monthly premium when you purchase insurance 
through the Marketplace. The savings on your premium that you're eligible for depends on your household income. Please 
also note that individuals who are eligible for Medicaid or Medicare are not eligible for lower monthly premiums on any 
insurance purchased through the Marketplace.   

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?  

Yes. If you are el igible for the HCAP, you will  not be el igible for a tax credit through the Marketplace and you and your 
Eligible Dependents should enrol l or remain enrol led in the HCAP. If  you are not eligible for the HCAP or for coverage 
from another employer that meets the government’s affordabil ity and minimum value standards, you might be el igible for 
a tax credit that lowers your monthly premium, or a reduction in certain cost -sharing provisions ( like deductibles) of the 
insurance you purchase. If  the cost of a plan from an employer that would cover an employee (and not any other 
members of the employee’s family) is more than 9.5% of the e mployee’s household income for the year, or i f the 
coverage the employer provides does not meet the "minimum value" standard set by the Affordable Care Act, the 
individual may be el igible for a tax credit. 1  However, you are not eligible for this tax credit to purchase health 
insurance for yourself or your Eligible Dependents in the Marketplace if you are eligible for the HCAP, since HCAP 
coverage provides minimum value and is affordable under the federal rule s.   

Note: I f you are eligible for the HCAP,  and you purchase a health plan through the Marketplace instead of the HCAP 
coverage offered by your employer, then you will lose the employer contribution made by your employer to the HCAP.  
Also, this employer contribution-as well as your employee contribution to employer -offered coverage- is often excluded 
from income for Federal and State income tax purposes. Your payments for coverage through the Marketplace are made 
on an after-tax basis.  

How Can I Get More Information? 

For more information about your coverage offered by your employer, please check the HCAP plan document available at 
www.adventistrisk.org or contact Customer Service at 1-888-276-4732 or healthcare@adventistr isk.org     

 

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the 
Marketplace and its cost. Please visit  HealthCare.gov for more information, including an online application for health 
insurance coverage and contact information for a Health Insurance Marketplace in your area.  

http://www.adventistrisk.org/
mailto:healthcare@adventistrisk.org
http://healthcare.gov/
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PART B: Information About Health Coverage Offered by Your Employer 
This section contains information about any health coverage offered by your employer. If  you decide to complete an 

application for coverage in the Marketplace, you wil l be asked to provide this information. This information is numbered 

to correspond to the Marketplace application.  

3. Employer name    Central California Conference of Seventh-day Adventists    

 

4. Employer Identification Number (EIN) 
941279782      

5. Employer address  2820 Willow Avenue       6. Employer phone number  559-347-3000    

7. City  Clovis       8. State  CA      9. ZIP code   93612         

10. Who can we contact about employee health coverage at this job?    Linda Barron       

11. Phone number (if different from above)                    
559-347-3042        

12. Email address     lbarron@cccsda.org      

  
 

Here is some basic information about health coverage offered by this employer:  
 

 As your employer, we offer a health plan to:  

 

 □ All employees. 

 

 x Some employees. Eligible employees are: 

  

  

  With respect to dependents:  
 

 x We do offer coverage. Eligible dependents are: 

 

 The fol lowing opposite-sex spouse of an eligible employee is eligible beginning January 1, 2014: 

 

Spouses who are (1) unemployed; (2)   

 

 The fol lowing children of an eligible employee are el igible beginning January 1, 2014:  
 
Children who are (1) the biological and adopted children of the employee and/or the employee’s spouse 
(including children placed for adoption); (2) children for whom the employee and/or employee’s spouse 
are appointed by court order as legal guardian; and (3) an employee’s stepchildren. All such children 
are eligible unti l they reach age 26. Children age 26 or older are only eligible if they are totally and 
permanently disabled as defined by the plan.   

 

 □ We do not offer dependent coverage. 

x If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to be 

affordable, based on employee wages.  

**  Even if your employer intends your coverage to be affordable, you may sti l l  be el igible for a premium discount 

through the Marketplace. The Marketplace will  use your household income, along with other factors, to 

determine whether you may be eligible for a premium discount. If , for example, your wages vary from week to 

week (perhaps you are an hourly employee or you work on a commission basis), if you are newly employed 

mid-year, or if  you have other income losses, you may sti l l  qualify for a premium discount.  

If you decide to shop for coverage in the Marketplace,  HealthCare.gov will guide you through the process. Above is the 

employer information you'll  enter when you visit  HealthCare.gov to find out if you can get a tax credit to lower your 

monthly premiums. 

 

Employees classified as full-time or part-time, regular employees who are regularly scheduled to work 30 or more hours a week.

http://healthcare.gov/
http://healthcare.gov/



