
Welcome to Swedish Medical Group! 
 

Dear Employee: 
 

We would like your paperwork process to be as smooth as possible. This checklist will help you 
complete all the necessary new hire documents required to set up your file. Do not print forms double-
sided. 
 

If you have any questions, please speak to your supervisor or a Human Resources Representative. 
  

FORMS ARE TO BE COMPLETED AND SUBMITTED TO HUMAN RESOURCES ON 
YOUR FIRST DAY OF ORIENTATION 

 
______1. Personal Information Form and Voluntary Self Identification Form (3 pages) – Complete 

entire forms.  This information is used to complete your file in the Swedish Medical Group 
Human Resources/payroll system. 
 

not a percentage).  If this form is 
not received in payroll, a default status of “Single with 0 Allowances” will automatically be 
used to calculate your Federal Taxes. *Remember to sign, date, and write your Social 

Security Number on the form. 

______2. W-4 Form (2 pages) – Complete questions #1 through # 6 (if you are electing to have an 
additional amount taken (#6) you must indicate in dollars, 

 
Complete 

according to instructions. Be sure to attach the required documents for processing.  It 
generally takes 1 – 2 paychecks to process and then direct deposit will begin.  If you have 
questions regarding payroll deposit, please call (206) 320-5206.  

______3. Automatic Payroll Deposit Form – Direct Deposit is a mandatory requirement.  

 

Human Resources or your supervisor must 
complete and sign Section 2 and the Certification section after you have shown acceptable 
documents to verify your eligibility to work in the United States.  Please see the reverse side 
of the form for lists of acceptable documents.  You must be prepared to show your supervisor 
either one document from List A or Two documents - one from List B and one from List C. 

______4. Employment Eligibility Verification (or I-9) Form (2 pages) – Complete Section 1, 
including signing and dating the document.  

 
______5. Service Excellence Commitments – Please sign and date. These are the Swedish values 

and commitment to service excellence. All new hires must sign and agree to uphold these 
standards. 

 
______6. Information Confidentiality and Non-disclosure Agreement Form – Please complete and 

sign. 
 
______7. Orca Pass Subsidy Enrollment Form – Please complete this form if you are interested in a 

transit pass and eligible for benefits. You may stop, start, or change your pass at any time. 
Please note the employee deductions are listed per pay period.  

  
______8. Name Tag Request Form – Please complete and sign. 

 
 

Employee:         
 
Date:           



 

Swedish Medical Group 
 

 
 

Personal Information  
(Please Print) 

 
Legal Name: _____________________________________________________ 
   (Last)    (First)             (M.I.) 
 
Preferred First Name: ____________________ 
 
 
Social Security Number:  ______/____/______    Birth Date:  _______________ 
 
 
Address:  ________________________________________________________ 
 
 
City:  ________________________  State:  ___________  Zip:  _____________ 
 
 
Home Phone:  ___________________      Work Phone:     _________________ 
 
 
 
 
 

Emergency Contact Information 

 
 

Name:  ___________________________ Relationship:  ___________________ 
 
 
Address:  ________________________________________________________ 
 
 
City:  _____________________  State:  ___________  Zip:  ________________ 
 
 
Home Phone:  ____________________   Work Phone:  ___________________ 
 

Please return form to: Fax: 877-470-6426 or Email: PHSImageNowHRSwedish@providence.org   

Email Address: _____________________

Email Address: ________________________



 

 

 
Swedish Medical Group 

 

 

 

 

VOLUNTARY SELF IDENTIFICATION SURVEY 
 

Swedish Medical Group is subject to certain governmental record-keeping and reporting requirements for the 
administration of civil rights laws and regulations.  To comply with these laws, the employer invites 
employees to voluntarily self-identify ethnicity, race, gender, and veteran and disability status.  Submission 
of this information is voluntary, and refusal to provide it will not subject you to any adverse 
treatment.  The information is kept confidential and is only used in accordance with the provisions of 
applicable laws, executive orders and regulations, including those that require the information to be 
summarized and reported to the federal government for civil rights enforcement.  When reported, data 
will not identify any specific individual. 
 
The information requested will be kept confidential and will not be filed with, or retained as a part of, your 
personnel file.  While we would appreciate each employee completing a form, doing so is entirely optional. 
 
Name: ____________________________________________________________________  
 LAST FIRST MIDDLE 
 
Position you now hold:  ___________________________________________________________ 
 
 
 
1.  Are you Hispanic or Latino/a?  A person of Cuban, Mexican, Chicano/a, 
Puerto Rican, South or Central American, or other Spanish culture or origin, 
regardless of race. 

 
  Yes  (Skip to question #3) 
 
  No  (Go to question #2) 

 

 
3.  What is your 
gender? 

  Male 
 
  Female 

 
2.  What race or races do you consider yourself to be? (Check all that 
apply) 

 

  
  White:  a person having origins in any of the original peoples of Europe, the 
Middle East, or North Africa 
 

 

  Black or African American:  a person having origins in any of the black racial 
groups of Africa 
 

 

  Native Hawaiian or other Pacific Islander:  a person having origins in any of 
the original peoples of Hawaii, Guam, Somoa, or other Pacific Islands 
 

 

  Asian:  a person having origins in any of the original peoples of the Far East, 
Southeast Asia, or the Indian subcontinent including, for example, Cambodia, China, 
India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand, and Vietnam 
 

 

  American Indian or Alaskan Native:  a person having in any of the original 
peoples of North and South America (including Central America), and who maintains 
tribal affiliation or community attachment 

 

  

  I do not wish to Self-Identify 



 
Swedish Medical Group 

 

 
Vietnam Era Veterans 
 
Are you a Vietnam Era Veteran, a person that served a minimum of 180 days active duty in the 
Armed forces between 8/5/64 and 5/7/75?  YES  NO 
 
Other Protected Veterans 
 
Are you a veteran, a person who has served on active duty during a war or in a campaign or 
expedition for which a campaign ribbon or badge has been authorized?  YES  NO 
 
Special Disabled Veterans 
 
Are you a special disabled American Veteran?  A special disabled veteran is a person that is 
entitled to disability compensation under the laws administered by the Veterans Administration for 
disability rated at 30% or more, or rated at 10 to 20 percent in the case of a veteran who has been 
determined under section 1506 of Title 38 U.S.C. to have a serious employment disability; or a 
person whose discharge or release from active duty was for a disability incurred in the line of active 
duty.      YES  NO 
 
Newly Separated Veterans 
 
Are you a newly separated veteran, a person who has served on active duty in the US military, 
ground, naval or air service during the one-year period beginning on the date of your discharge or 
release from active duty?  
  YES  NO 

  I do not wish to Self-Identify 

 
 
 
Individual with a Disability 
 
Are you an individual with a disability? An individual with a disability means any person who: (1) 
has a physical or mental impairment which substantially limits one or more of life's activities; (2) 
has a record of such an impairment; or (3) is regarded as having such an impairment.  
  YES  NO 
 

  I do not wish to Self-Identify 

 
Please return completed forms to _________________________  by ______________________. 
 
THANK YOU FOR YOUR ASSISTANCE.  ALL INFORMATION WILL BE KEPT CONFIDENTIAL. 

 
 For Human Resources Use Only: 
 
H W B AP AI  M F  V  D 
 
1.1 1.2 2 3 4 5 6 7 8 9  



 

Please return form to: Fax: 877-470-6426 or Email: PHSImageNowHRSwedish@providence.org   

 
 

Confidentiality and Non-Disclosure Agreement 
 

 
 

Last Name: ________________________________     First Name: _______________________________ 
 
Department/Clinic Location: ___________________  Title: _____________________________________  
         
Security and confidentiality are matters of concern for all persons who have access to Swedish Health Services (including 
Swedish Medical Center and Swedish Medical Group) network information systems. Each person accessing any SMG 
network data source, including, but not limited to, patient, provider, administration and financial information (“The 
Confidential Information”) holds a position of trust relative to this information and must recognize the responsibilities 
entrusted in preserving the security and confidentiality of this information. 
 
As a condition to receiving access to information, I, the undersigned, agree to comply with the following terms: 
 
1. I will not at any time during or after my employment with SMG, disclose information to which I have access in any form 

(i.e., electronic media, paper, microfilm, etc.) to any unauthorized individuals.  
 
2. My computer access code is equivalent to my LEGAL SIGNATURE and I will not share or disclose this code to anyone 

or allow anyone to access any SMG application using my access code. 
 
3. I am responsible and accountable for all entries made and/or retrievals accessed under my access code.  
 
4. I am acquainted with the HIPPA Privacy Rule and I will utilize and access “protected health information” only where such 

information is necessary for performance of “treatment, payment and operations”.  I will access only the minimum 
amount of protected health information necessary to accomplish such tasks. I further warrant and represent that I will 
only access protected health information when I am acting within the scope of my job description. 

 
5. I may not review my own SMC or SMG electronic record.  Additionally, I may not review any other family member’s 

record. 
 
6. I will not attempt to learn or use another’s log-in code or password. 
 
7. I will not access any on-line workstation using a log-in code or password other than my own. 
 
8. I will not access or request data on patients for whom I have no relationship. In addition, I will not access any other 

confidential information, including financial or private information. 
 
9. If I have reason to believe that the confidentiality of my user log-in and/or password has been compromised, I will 

immediately ensure that the password is changed by the approved procedure for password name change. 
 
10. I understand that information accessed via any data source contains sensitive and confidential patient care, business, 

financial and employee information, which should only be disclosed to those, authorized to receive it. 
 
11. I will respect the confidentiality of any reports and handle, store and dispose of these reports appropriately. 
 
12. I will log off or suspend access to SMG systems when leaving workstations. 
 
I have read and understand the above Confidentiality and Non-disclosure Agreement. I understand that my use of SMC and 
SMG information will be monitored to ensure compliance with this agreement. I further understand that if I violate any of the 
above terms, I may be subject to loss of privileges to access information, discipline up to and including termination, civil or 
criminal action being taken against me or any other legal remedy available to SMC or SMG.  I accept my obligation to 
maintain the confidentiality of patient and provider information and agree to abide by the terms of the agreement. 
 
User’s Signature: ___________________________________      
 
Date ____________________ 
 00-Confidentiality and Nondisclosure 



 Service Excellence Commitments
 

    

 

 
I commit to demonstrate the Swedish values:    
 
 
 Patient-Centered Care & Service. I will… 
 

 

• Introduce myself to patients and make them my only focus when speaking to them; 
• When speaking with patients, families or visitors, take the time to ask what they need and if 

there is anything else I can do for them before I leave; 
• Maintain privacy by announcing myself before entering a patient's space, and keeping 

curtains drawn before I leave; 
• Assist people who are lost or unsure of their location to ensure that they get to their 

destination; 
• Refrain from discussing professional or personal problems in front of patients. 
 
 

 Respect, Caring & Compassion. I will… 

 
• Listen twice as much as I speak and not interrupt people when they are talking; 
• Strive to meet time commitments; 
• Welcome patients, team members and visitors, and interact with them as a respected guest; 
• Step aside for people entering and exiting the elevator, hold the door open for others, and 

assist people if they are struggling with what they are carrying. 
 
 

 Teamwork & Partnership. I will… 

 
• Speak positively about co-workers, other departments and Swedish Medical Group; 
• Help team members and work together to solve problems; 
• Be generous with compliments and with "thank you's". 
 
 

 Continuous Learning & Improvement. I will… 

 
• Solicit input, take ownership and learn from my mistakes; 
• Try new things and adapt to change; 
• Take responsibility for improving my knowledge and skills, and participate in required 

education. 
 
 

 Leadership. I will… 

 
• Set a positive example for others in everything that I do; 
• Participate in organization-wide and department activities to help assure and improve patient 

comfort, safety and care; 
• Provide honest feedback to others in a constructive manner; 
• Take responsibility and ownership even if I didn't create the problem. 

I have read and understand the SMG 
Service Excellence Commitments.  
 
Name: ________________________ 
 
Signature: _____________________ 
 
Date: __________ 
 

Please return form to: Fax: 877-470-6426 or Email: PHSImageNowHRSwedish@providence.org   



 
 
 
 
 
 
 
 
 
 

ACKNOWLEDGEMENT OF HANDBOOK RECEIPT 
 
 
Please read each of the following provisions and sign and date the acknowledgment, which will be filed in your 
employee file. 
 

•  I have received a copy of the Employee Handbook.  I recognize and accept the responsibility to 
familiarize myself with the information contained therein.  If I have any questions regarding these policies, 
I will contact the Human Resources Department for clarification. 

•  I understand that it is my responsibility to follow these policies both as they presently exist and as they 
may change in the future. 

•  I understand that this Employee Handbook is not a binding employment contract, but a set of company 
policies and guidelines. 

•  No SMG representative has the authority to enter into any employment agreement or to make binding 
promises unless such promises are made in writing and signed by the Executive Director.  Oral 
representations are not binding and should not be relied upon. 

•  I understand both the Company and I have the right to terminate our employment relationship at any time 
with or without a stated reason or any particular period of advance notice (“at-will” employment). 

•  I acknowledge that this handbook supersedes all previous employee handbooks.  I understand that the 
Company may make changes to the Employee Handbook as it deems necessary. 

 
 
 
Employee Signature:              
 
 
 
Employee Name:               
(Please Print) 

 
 
Date:           
 
 
 
Date Received:          
 
 
 
 
 
 
 
 

Please return form to: Fax: 877-470-6426 or Email: PHSImageNowHRSwedish@providence.org   



   

Photo #: _____________________ 

 

 
 
 
 

Photo ID Application and Authorization 
 

 New Photo ID Badge    Replacement ID Badge 
  Employee                      Update/Change Information or photo 

 Volunteer                                                                              Lost/Stolen Badge ($20 replacement fee) 
  Physician                     Broken, Cracked or Damaged 
  Other: ______________     (Free for first time then $20 thereafter)  

                                                                                    Transfer       
                                                                                       Other:     

 
Do you work at one of the following hospital campuses? (Circle/check one if applicable) 
 

First Hill        Cherry Hill      Ballard       Issaquah  
 

Personal Information  
Requested Changes 

(Fill this section ONLY if changing info) 

First Name                                        

Last Name 

 

 

□ Check here if you do not want last name shown on 

badge 

  

Clinic or Dept     

Job Title    

Credentials, if any    

 
Be prepared to show proof of photo ID. 

 
 

By signing below, I agree to the following conditions: 
• I will wear my photo ID badge at all times while on Swedish Medical Group property. 
• I will wear my photo ID visibly on my upper body or around my neck on a breakaway 

necklace. 
• I understand that the photo ID badge is the property of Swedish Medical Group and must be 

surrendered upon termination. 
• I understand that the photo ID badge must be shown if requested by SMG personnel. 
• I will abide by all other policies relating to the use of this ID badge for purposes other than 

identification. 
 
 
 
 
 
Signed:        Date:     

 
 



 

 

ORCA PASS SUBSIDY ENROLLMENT & CHANGE FORM 
 

Employee Name: ___________________________   Month Starting: _________________    
 

Dept: _______________ I want to:      Enroll in the ORCA program      Change My Pass Amount 

Eligibility: Only employees scheduled at a 0.5 FTE (20 hours) or greater can participate in the ORCA subsidy 
program. 

* Pass Activation: Orders are processed monthly. Forms received before the 15th will take effect on the  1           st     
of the next month. Forms received on or after the 15th will take effect the month after next. 
 
Replacement Cards: Swedish is not responsible for costs incurred due to lost, stolen or damaged cards. Cards 
are replaced at the employee’s expense at $5 for the first card and $25 for each subsequent card replacement. 
Please note that ORCA has a 48 hour processing period for transferring passes to a new card. You do not need 
to turn in this form for a replacement request. If you need a new card, email SMGHumanResources@swedish.org 
 
Please check the box for the pass(es) you are requesting. You may choose one pass per category: 
 

PER TRIP VALUE for MONTHLY BUS/RAIL PASS / TOTAL COST OF MONTHLY PASS / EMPLOYEE COST PER PAYCHECK 
Don’t know your fare? Visit metro.kingcounty.org for fare rates 
 

 
FERRY PASSES (PASSENGER ONLY) / TOTAL COST OF MONTHLY PASS / EMPLOYEE COST PER PAYCHECK 

 

Select your tax deduction preference:    Post-Tax    Pre-Tax. Deductions will never occur more than twice per 
month. 
 
I understand all ORCA policies and procedures outlined on this form. I authorize Swedish Medical Group to make 
bi-weekly deductions from my paycheck for the cost of the employee-paid portion of the transit pass(es) I have 
selected. I understand fees for replacement cards I request in the future will also be deducted from my paycheck 
for payment. 
 
Signature of Employee: _______________________ 
 
Date: ___________________ 
 
Please return form to: Fax: 877-470-6426 or  

Email: PHSImageNowHRSwedish@providence.org 

 
KITSAP FULL FARE PASS / TOTAL COST OF MONTHLY PASS / EMPLOYEE COST PER PAYCHECK

You do not need a Kitsap Full Fare pass if you have a Monthly pass of $2.50 or more 
 

 



Form Received Activation 
January 1-14 February 1 
January 15-31 March 1 

 

E
x

a
m

p
le

: 

 

 

ORCA PASS SUBSIDY ENROLLMENT & CHANGE FORM 
 

 

Eligibility: Only employees scheduled at a 0.5FTE (20 hours) or greater can participate in the ORCA subsidy program. 
 

*Pass Activation: Orders are processed monthly. Forms received before the 15th will 
take effect on the 1st of the next month. Forms received on or after the 15th of the month 
will take effect the month after next. 

 

Replacement Cards: Swedish is not responsible for costs incurred due to lost, stolen or 
damaged cards. Cards are replaced at the employee’s expense at $5 for the first card and $25 for each subsequent card 
replacement. Please note that ORCA has a 48 hour processing period for transferring passes to a new card. You do not 
need to turn in this form for a replacement request. If you need a new card, email SMGHumanResources@swedish.org 
 
These are the pass values available of your ORCA card. You may choose one from each category. 
 

 

PER TRIP VALUE for MONTHLY BUS/RAIL PASS TOTAL COST OF EMPLOYEE COST 
Don't know your fare? Visit metro.kingcounty.org for fare rates MONTHLY PASS PER PAYCHECK 
 $ 0.50 $18.00 $4.50 
 $ 0.75 (Reduced Fare Permit required. Include photocopy of permit with this form.) $27.00 $6.75 
 $1.00 $36.00 $9.00 
 $1.25 $45.00 $11.25 
 $1.50 $54.00 $13.50 
 $1.75 $63.00 $15.75 
 $2.00 $72.00 $18.00 
 $2.25 $81.00 $20.25 
 $2.50 Metro one-zone peak $90.00 $22.50 
 $2.75 $99.00 $24.75 
 $3.00 Metro two-zone peak $108.00 $27.00 
 $3.25 $117.00 $29.25 
 $3.50 $126.00 $31.50 
 $3.75 $135.00 $33.75 
 $4.00 $144.00 $36.00 
 $4.25 $153.00 $38.25 
 $4.50 $162.00 $40.50 
 $4.75 $171.00 $42.75 
FERRY PASSES (PASSENGER ONLY) 
 WSF Mukilteo/Clinton $60.35 $15.09 
 WSF Vashon Island $64.80 $16.20 
 WSF Central Sound $99.40 $24.85 
 WSF Fauntleroy/Southworth $77.00 $19.25 
 WSF Port Townsend/Coupeville $81.00 $20.25 
 KITSAP FULL FARE PASS  
(this pass is not necessary if you have a Monthly pass of $2.50 or more) 

$50.00 $12.50 

 
ORCA deductions can be made Pre-Tax or Post-Tax due to the IRS Commuter Benefit. The IRS Commuter Benefit 
allows you take a certain amount of money Pre-Tax for commuting each month. The 2013 Tax-Exempt and Pre-Tax 
limits are as follows: 
 

• $245 per employee per month for vanpool, bus, ferry, rail (all public transportations) 
• $245 per employee per month for qualified parking, or 
• $490 per month per employee for both public transportation and qualified parking 

 
If you’d like to select Pre-Tax and your monthly cost is higher than the allowed Commuter Benefit we recommend 
you consultant a tax advisor. 
 







 

            Direct Deposit  
        Authorization Form 

 
 Direct Deposit is a mandatory requirement of employment.  Please complete the following form and attach a voided 
check for each account.  If you have questions please call 1‐888‐687‐3753 or extension 20753.  
 

Authorizing Information 

Type of Account:  Bank Name: 
 

�  Checking Account  Routing Number:  
 

�   Savings Account   Account Number: 
 

       
  Select One:  �   Fixed Amount  $_______ 

    �   Fixed Percentage______% (100% goes if here if you want all of your paycheck in this one account) 
    �  Remainder 

Type of Account:  Bank Name: 
 

�  Checking Account  Routing Number:  
 

�   Savings Account   Account Number: 
 

       

  Select One:  �   Fixed Amount $_______ 

    �   Fixed Percentage______%   (100% goes if here if you want all of your paycheck in this one account) 
    �  Remainder 

TAPE VOIDED CHECK HERE IF AVAILABLE  
(please do not staple) 

Authorization Signature 

I herby authorize Providence Health & Services to make payroll deposits to my bank account indicated on the attached 
VOIDED CHECK (deposit slip will only be accepted for a savings account).  The effective date for the direct deposit will be 
approximately one month from the receipt of this authorization.  

 
You can update or change your direct deposit information via Employee Self Service (ESS) at anytime.  
 
______________________________________               ______________________________________         _________     
Employee Name (please print)                                             Employee Signature                                                         Date 
 




















