
Employee Information Sheet
Check one: Add employee Update existing employee (only complete name and affected fields)

First name M.I. Last name

Email address Gender Female Male Non-binary/
Other

Street address Unit

City State Zip code

Social Security number Date of birth Hire date

Pay schedule Existing schedule: on

New schedule: on

starting (first pay date)

for pay period through

Work location Main office location Employee's home address Other (list below)

Street address Unit

City State Zip code

SOC (Indiana only) (look up codes: )

Pay information

Hourly $ hour

Salary $ per

Commission only

Form I-9 (sign off)

Pay schedule (complete/verify)

PTO/pay information (complete/verify)

Direct deposit form (include voided check)

State withholding form

Form I-9

SOC code (complete/verify)Federal W-4

Direct deposit form (sign off)

New hire reporting (mail/fax/submit)

(check one)

/

/

/ / /

Employer checklist:

/

/ /

(period start)

(weekly/biweekly/semimonthly/monthly)

/ / /

(provide to gain online access to paystubs/W-2s)

(check one)

(check one)

Employee checklist:

https://www.hoosierdata.in.gov/coder/

(day of the week/day of the month)

(weekly/biweekly/semimonthly/monthly) (day of the week/day of the month)

(period end)

(week/month/year)

Revised: 2/22/23



Employee Information Sheet

PTO (check at least one) Eligible as of Not eligible for PTO

Vacation (complete below) Sick (complete below) Paid time off (complete below)

Vacation Sick Paid time off

Starting balance Starting balance Starting balance

Accrual method (select one) Accrual method (select one) Accrual method (select one)

Per pay period Per pay period Per pay period

Per hour worked Per hour worked Per hour worked

At the beginning of the year At the beginning of the year At the beginning of the year

Accrue hours per Accrue hours per Accrue hours per
(year/hour worked) (year/hour worked) (year/hour worked)

Maximum balance* Maximum balance* Maximum balance*

Deductions No deductions

Insurance* (per paycheck)

Pre-tax medical $ Pre-tax dental $ Pre-tax vision $

Taxable medical $ Taxable dental $ Taxable vision $

Retirement plans (check only one) Deduction amount (check only one)

Traditional 401(k) SIMPLE IRA Other % of gross

Roth 401(k) SIMPLE 401(k) $ per paycheck

*Insurance plan offered by company must be a POP (premium-only plan) in order to qualify for pre-tax payroll 
deductions

(optional)

*Maximum balance will limit how much PTO an employee can have at any given time, but will not limit overall 
annual accrual

/ /

(optional)(optional)

Revised: 2/22/23



Authorization for Direct Deposit

Account 1:
Name on bank account:

Bank name:

Bank routing (ABA) number:

Bank account number: Checking Savings

Deposit to this account: Entire net pay first $                  of net pay % of net pay
(check one)

*Balance of pay to: Manual (paper) check Account described below
(check one)

Account 2:
Name on bank account:

Bank name:

Bank routing (ABA) number:

Bank account number: Checking Savings

Payee Signature: Date:

Company Representative Signature: Print Name: Date:

PBM use only: Form uploaded via portal? Y / N (complete verification if not uploaded via portal) New EE or DD Update?

Verified with: by on via
(office manager/owner/client contact) (initial) (date) (communication method)

Updated by Effective payroll:
(date) (initial) (date)

(circle one)

(complete verification for updates 
only)

*Note: split payments are not available for 1099 
contractors

I,______________________ (the "Payee"), hereby authorize __________________________________ (the 
“Company”) to send credit entries (and appropriate debit and adjustment entries), electronically or by any other 
commercially accepted method, to my account(s) indicated below and to other accounts I identify in the future 
(the “Account”). This authorizes the financial institution holding the Account to post all such entries. I agree that 
the ACH transactions authorized herein shall comply with all applicable U.S. Law. This authorization supersedes all 
prior authorizations, and will be in effect until the Company receives a written termination notice from myself and 
has a reasonable opportunity to act on it.

REQUIRED: Attach a voided check or direct deposit print out from your bank to verify the information provided above. This is 
required in order to execute the authorization. 

I understand that it is my responsibility to ensure the accuracy and legibility of the information above, and that failure to do 
so may result in the delay or forfeiture of payment. 

Revised: 11/22/22







State of Indiana
Employee’s Withholding Exemption and County Status Certificate

This form is for the employer’s records. Do not send this form to the Department of Revenue. 
The completed form should be returned to your employer.

Full Name _______________________________________________________  Social Security Number or ITIN __________________________

Home Address ________________________________  City _______________________  State ______  ZIP Code ______________________

 Indiana County of Residence as of January 1: ________________________________________  (See instructions)

 Indiana County of Principal Employment as of January 1: _______________________________  (See instructions)

_________________________________________________________________________________________
How to Claim Your Withholding Exemptions

1. You are entitled to one exemption. If you wish to claim the exemption, enter “1” ..............................................................................   ___________ 
Nonresident aliens must skip lines 2 through 7. See instructions

2. If you are married and your spouse does not claim his/her exemption, you may claim it, enter “1” ...................................................   ___________
3. You are allowed one (1) exemption for each dependent. Enter number claimed ...............................................................................   ___________
4. Additional exemptions are allowed if: (a) you and/or your spouse are over the age of 65 and/or 

 (b) if you and/or your spouse are legally blind. 
Check box(es) for additional exemptions: You are 65 or older □ or blind □ Spouse is 65 or older □ or blind □ 
Enter the total number of boxes checked ...........................................................................................................................................   ___________

5. Add lines 1, 2, 3, and 4. Enter the total  here ..................................................................................................................................... ►

6. You are entitled to claim an additional exemption for each qualifying dependent (see instructions) .................................................. ►

7. You are entitled to claim an additional exemption for each adopted qualifying dependent (see instructions) .................................... ►
8. Enter the amount of additional state withholding (if any) you want withheld each pay period ...........................................................  $ __________
9. Enter the amount of additional county withholding (if any) you want withheld each pay period .........................................................  $ __________ 

I hereby declare that to the best of my knowledge the above statements are true.

Signature: ______________________________________________________________________ Date: __________________________

Form WH-4
State Form 48845 
(R8 / 9-22)
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