
 

1300 South Grove Avenue, Suite 201, Barrington, IL 60010 
Phone: (847) 382-3206 | Fax: (847) 382-9656 | pbmpayroll@pbminc.net | www.pbminc.net 

 

January, 2023 
From:  Joseph Lessard, CPA 
To:  Indiana Employers 
Re:  New Employees 
 

 
Enclosed are payroll forms to be completed by new hires: 

 
1. Federal Form I-9 

a) Have employee complete and retain for your records. 
b) Make copies of relevant employee identification:  most commonly, the driver’s license and social security 

cards together are photocopied.  A valid passport by itself will also suffice. Please note that employers cannot 
specify which document(s) an employee may present to establish employment authorization and identity, as 
long as it satisfies the parameters on page 3 of the I-9. 

c) This version shows an expiration date of 10/31/22, but a new form has not yet been issued. The current form 
is valid until a new form is published. 
 

2. Federal W-4: Have employee complete and retain for your records. 
 

3. Indiana Form WH-4: Have employee complete and retain for your records. 
 

4. Direct Deposit Form: Have employee complete all fields and include a voided check or bank printout. Don’t forget to 
sign on the “company representative signature” line at the bottom. The form must be completed in its entirety and 
include printed verification of the account information supplied in order for PBM to set up direct deposit.  
 
 

5. Indiana Department of Workforce Development New Hire Reporting Form—MUST BE DONE WITHIN 20 DAYS OF 
HIRE DATE. Three options: 
 

a) Mail to:   Indiana New Hire Reporting Center 
PO Box 3006 
Dublin, OH 43016 

b) Fax to 1-800-408-1388 
c) Go to www.IN-NewHire.com 

 
 

6. Indicate employee’s Standard Occupational Classification (SOC) code on the Employee Information Sheet. See 
enclosed letter for more information on SOC codes. 
 

7. PBM is no longer able to add/update employees if we do not process the payroll. Please refer to the 10/14/22 email 
notification “Update to PBM Payroll Security Protocol” for more details. 

 
Please upload/fax a copy of the new hire paperwork to PBM 

If you need help adding/updating an employee in payroll, please contact our office 



 

1300 South Grove Avenue, Suite 201, Barrington, IL 60010 
Phone: (847)382-3206 | Fax: (847)382-9656 | info@pbminc.net | www.pbminc.net 

 

 
 
 
 
 
Dear Payroll Client, 
 
 
Effective with the 1st quarter of 2019, the Indiana Unemployment Insurance filing process 
requires employers to report the Standard Occupational Classification (SOC) codes for each of 
their employees.  These codes can be found on the Occucoder website: 
https://www.hoosierdata.in.gov/coder/. For your convenience, we have included a list of the most 
common codes in the healthcare industry.  
 
When searching for the correct codes, be as specific as you can with the employees’ job titles, as 
not all options will appear. For example, instead of using the generic term “doctor” or 
“physician”, try “internist” or “obstetrician.”  
 
Please indicate the SOC code on all new hire packets. Also, please notify PBM with any updated 
codes for any employees changing job titles or responsibilities.   
 
 
Thank you in advance for your assistance. 
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29-0000  Healthcare Practitioners and Technical Occupations 
 29-1000  Healthcare Diagnosing or Treating Practitioners 

 29-1020  Dentists 

 29-1021  Dentists, General 

 29-1022  Oral and Maxillofacial Surgeons 

 29-1023  Orthodontists 

 29-1024  Prosthodontists 

 29-1029  Dentists, All Other Specialists 

 29-1040  Optometrists 

 29-1041  Optometrists 

 29-1070  Physician Assistants 

 29-1071  Physician Assistants 

 29-1140  Registered Nurses 

 29-1141  Registered Nurses 

 29-1150  Nurse Anesthetists 

 29-1151  Nurse Anesthetists 

 29-1160  Nurse Midwives 

 29-1161  Nurse Midwives 

 29-1170  Nurse Practitioners 

 29-1171  Nurse Practitioners 

 29-1180  Audiologists 

 29-1181  Audiologists 

 29-1210  Physicians 

 29-1211  Anesthesiologists 

 29-1212  Cardiologists 

 29-1213  Dermatologists 

 29-1214  Emergency Medicine Physicians 

 29-1215  Family Medicine Physicians 

 29-1216  General Internal Medicine Physicians 

 29-1217  Neurologists 

 29-1218  Obstetricians and Gynecologists 

 29-1221  Pediatricians, General 

 29-1222  Physicians, Pathologists 

 29-1223  Psychiatrists 

 29-1224  Radiologists 

 29-1229  Physicians, All Other 

 29-1240  Surgeons 

 29-1241  Ophthalmologists, Except Pediatric 

 29-1242  Orthopedic Surgeons, Except Pediatric 

 29-1243  Pediatric Surgeons 

 29-1249  Surgeons, All Other 
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 29-1290  Miscellaneous Healthcare Diagnosing or Treating Practitioners 

 29-1292  Dental Hygienists 

 29-1299  Healthcare Diagnosing or Treating Practitioners, All Other 

 29-2000  Health Technologists and Technicians 

 29-2010  Clinical Laboratory Technologists and Technicians 

 29-2011  Medical and Clinical Laboratory Technologists 

 29-2012  Medical and Clinical Laboratory Technicians 

 29-2030  Diagnostic Related Technologists and Technicians 

 29-2031  Cardiovascular Technologists and Technicians 

 29-2032  Diagnostic Medical Sonographers 

 29-2033  Nuclear Medicine Technologists 

 29-2034  Radiologic Technologists and Technicians 

 29-2035  Magnetic Resonance Imaging Technologists 

 29-2036  Medical Dosimetrists 

 29-2070  Medical Records Specialists 

 29-2072  Medical Records Specialists 

 29-9000  Other Healthcare Practitioners and Technical Occupations 

 29-9090  Miscellaneous Health Practitioners and Technical Workers 

 29-9093  Surgical Assistants 

 29-9099  Healthcare Practitioners and Technical Workers, All Other 

 

 
31-0000  Healthcare Support Occupations 

 31-1100  Home Health and Personal Care Aides; and Nursing Assistants, Orderlies, and Psychiatric 

Aides 

 31-1130  Nursing Assistants, Orderlies, and Psychiatric Aides 

 31-1131  Nursing Assistants 

 31-9000  Other Healthcare Support Occupations 

 31-9090  Miscellaneous Healthcare Support Occupations 

 31-9091  Dental Assistants 

 31-9092  Medical Assistants 

 31-9094  Medical Transcriptionists 

 31-9099  Healthcare Support Workers, All Other 

 

 
43-0000  Office and Administrative Support Occupations 
 43-3020  Billing and Posting Clerks 

 43-3021  Billing and Posting Clerks 

 43-3030  Bookkeeping, Accounting, and Auditing Clerks 

 43-3031  Bookkeeping, Accounting, and Auditing Clerks 

 43-3050  Payroll and Timekeeping Clerks 
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 43-3051  Payroll and Timekeeping Clerks 

 43-4161  Human Resources Assistants, Except Payroll and Timekeeping 

 43-4170  Receptionists and Information Clerks 

 43-4171  Receptionists and Information Clerks 

 43-6000  Secretaries and Administrative Assistants 

 43-6013  Medical Secretaries and Administrative Assistants 

 43-9000  Other Office and Administrative Support Workers 

 43-9060  Office Clerks, General 

 43-9061  Office Clerks, General 

 43-9190  Miscellaneous Office and Administrative Support Workers 
43-9199  Office and Administrative Support Workers, All Other 









Mail Reports to: 
Indiana New Hire Reporting Center 
P.O. Box 3429 
Trenton, NJ 08619 

Employer Information 
Federal ID Number: 

Employer Name 

Employer Address (income withholding address) 

Employer City 

Contact First Name 

Phone Number 

Email Address 

State Zip 

Contact Last Name 

Fax Number 

Employee Information 
Social Security Number Is Health Insurance Available? (optional) 

 yes  no 

Employee First Name MI Employee Last Name 

Employee Address 

Employee City State Zip 

Start Date Date of Birth (optional) 

Toll Free Phone: (866) 879-0198 www.IN-NewHire.com Toll Free Fax: (800) 408-1388 

http:www.IN-NewHire.com


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)



Instructions for Completing Form WH-4
This form should be completed by all resident and nonresident employees having income subject to Indiana state and/or county income tax.

Print or type your full name, Social Security number or ITIN and home address. Enter your Indiana county of residence and county of principal employment as of January 
1 of the current year. If you neither lived nor worked in Indiana on January 1 of the current year, enter ‘not applicable’ on the line(s). If you move to (or work in) another 
county after January 1, your county status will not change until the next calendar tax year.

Nonresident alien limitation.  A nonresident alien is allowed to claim only one exemption for withholding tax purposes. If you are a nonresident alien, enter “1” on line 
1, then skip to line 7. You are considered to be a nonresident alien if you are not a citizen of the United States and do not meet the green card test and the substantial 
presence test (get Publication 519 from www.irs.gov for information about these tests).

All other employees should complete lines 1 through 7.

Lines 1 & 2 - You are allowed to claim one exemption for yourself and one for your spouse (if he/she does not claim the exemption for him/herself). If a parent or legal 
guardian claims you on their federal tax return, you may still claim an exemption for yourself for Indiana purposes. You cannot claim more than the correct number of 
exemptions; however, you are permitted to claim a lesser number of exemptions if you wish additional withholding to be deducted.

Line 3 - Dependent Exemptions: You are allowed one exemption for each of your dependents based on state guidelines. To qualify as your dependent, a person must 
receive more than one-half of his/her support from you for the tax year and must have less than $4,400 gross income during the tax year (unless the person is your child 
and either (1) is under age 19 or (2) is under age 24 and a full-time student at a qualified educational institution during at least 5 months of the tax year). 

Line 4 - Additional Exemptions. You are also allowed one exemption each for you and/or your spouse if either is 65 or older and/or blind. 

Line 5 - Add the total of exemptions claimed on lines 1, 2, 3, and 4. Enter the total in the box provided.

Line 6 - Additional Dependent Exemptions. An additional exemption is allowed for certain dependent children that are included on line 3. The dependent child must be a 
son, stepson, daughter, stepdaughter, foster child, and/or child for whom you are a legal guardian. The dependent must be under age 19 or must be both under age 24 
and a full-time student at a qualified educational institution during at least 5 months of the taxable year.

Line 7 - Additional Adopted Dependent Exemptions.  An additional exemption is allowed for certain dependent children that are included on lines 3 and 6 and have been 
adopted by you or your spouse.  The dependent child must be a son, stepson, daughter, or stepdaughter. The dependent must be under age 19 or must be both under 
age 24 and a full-time student at a qualified educational institution during at least 5 months of the taxable year.

Lines 8 & 9 - If you would like an additional amount to be withheld from your wages each pay period, enter the amount on the line provided. NOTE: An entry on this 
line does not obligate your employer to withhold the amount. You are still liable for any additional taxes due at the end of the tax year. If the employer does withhold the 
additional amount, it should be submitted along with the regular state and county tax withholding.

You may file a new Form WH-4 at any time if the number of exemptions increases. You must file a new Form WH-4 within 10 days if the number of exemptions previously 
claimed by you decreases for any of the following reasons:
(a) you divorce (or are legally separated from) your spouse for whom you have been claiming an exemption or your spouse claims him/herself on a separate Form WH-4; 
(b) someone else takes over the support of a dependent you claim or you no longer provide more than one-half of the person’s support for the tax year; or
(c) a dependent no longer qualifies for an additional dependent or an adopted dependent exemption.

Penalties are imposed for willingly supplying false information or information which would reduce the withholding exemption.
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