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                                                                              Benefits Eligible: o NO o YES
Employee Information Form      Session:_/_/_@_ AM PM

Please Print
Gender: (check one) oMale o Female Today's Date: 

Legal First Name and Middle Initial: Legal Last Name:

WVU ID#:

Zip code:

Permanent Address:

City: 

Birth date: 

State:

Primary Phone:

WVU Email: . 

Educational (if none please leave blank):
Highest college degree attained: Year:

Marital Status: ( check one) Citizenship Status: (check one)
o Single
o Married
o Common Law

o Divorced
o  Separated
o Widowed

o U.S. Citizen
o Resident Alien
o Non-Resident Alien

What is your ethnicity and/or race?
  (select all that apply) 

o Hispanic or Latinoo Asiano Black/African American
o White
o American Indian or Alaska Native
o Native Hawaiian or Pacific Islander
o Prefer not to answer 

Place of Employment/ Department Name:
I Scheduled Start Date:

Emeraency Contact Information 
First Name and Middle Initial: Last Name: 

Home Address: 

City: State: J Zip code:

Primary Phone: Secondary Phone: 

Are you a current WVU 
student?

(Circle One)

YES  No
If no, employee must complete the self-identification of 
disability and protected veteran status forms.



USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 08/31/2019

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Form I-9  07/17/17  N   Page 1 of 3

►START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically, 
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which 
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ 
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later 
than the first day of employment, but not before accepting a job offer.)
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)

Address (Street Number and Name) Apt. Number City or Town State ZIP Code

Date of Birth (mm/dd/yyyy) U.S. Social Security Number

- -

 Employee's E-mail Address Employee's Telephone Number

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in 
connection with the completion of this form.
I attest, under penalty of perjury, that I am (check one of the following boxes):

1. A citizen of the United States

2. A noncitizen national of the United States (See instructions)

3. A lawful permanent resident

4. An alien authorized to work    until 
(See instructions)

(expiration date, if applicable, mm/dd/yyyy):

(Alien Registration Number/USCIS Number):

Some aliens may write "N/A" in the expiration date field.

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9:  
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:

2. Form I-94 Admission Number:

3. Foreign Passport Number:

Country of Issuance:

OR

OR

QR Code - Section 1   
Do Not Write In This Space

Signature of Employee Today's Date (mm/dd/yyyy)

Preparer and/or Translator Certification (check one):     
      I did not use a preparer or translator.  A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)
I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct.
Signature of Preparer or Translator Today's Date (mm/dd/yyyy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State ZIP Code

Employer Completes Next Page



Form I-9  07/17/17  N   Page 2 of 3

USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 08/31/2019

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Section 2. Employer or Authorized Representative Review and Verification 
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You 
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the "Lists 
of Acceptable Documents.")

Last Name (Family Name) M.I.First Name (Given Name)
Employee Info from Section 1

Citizenship/Immigration Status

List A
Identity and Employment Authorization Identity Employment Authorization

OR List B AND List C

Additional Information QR Code - Sections 2 & 3 
Do Not Write In This Space

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Certification: I attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee, 
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States. 
The employee's first day of employment (mm/dd/yyyy):  (See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Title of Employer or Authorized Representative

Last Name of Employer or Authorized Representative First Name of Employer or Authorized Representative Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) City or Town State ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial

B. Date of Rehire (if applicable)
Date (mm/dd/yyyy)

Document Title Document Number Expiration Date (if any) (mm/dd/yyyy)

C. If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes
continuing employment authorization in the space provided below.

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if 
the employee presented document(s), the document(s) I have examined appear to be genuine and to relate to the individual. 
Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative

West Virginia University 

One Waterfront Place Morgantown WV 26506



LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A  
or a combination of one selection from List B and one selection from List C.

LIST A

2.   Permanent Resident Card or Alien 
Registration Receipt Card (Form I-551)

1.   U.S. Passport or U.S. Passport Card

3.   Foreign passport that contains a 
temporary I-551 stamp or temporary 
I-551 printed notation on a machine-
readable immigrant visa

4.   Employment Authorization Document 
that contains a photograph (Form 
I-766) 

5.   For a nonimmigrant alien authorized  
to work for a specific employer 
because of his or her status:

Documents that Establish 
Both Identity and 

Employment Authorization

6.   Passport from the Federated States of 
Micronesia (FSM) or the Republic of 
the Marshall Islands (RMI) with Form 
I-94 or Form I-94A indicating 
nonimmigrant admission under the 
Compact of Free Association Between 
the United States and the FSM or RMI

b. Form I-94 or Form I-94A that has  
the following:
(1) The same name as the passport; 

and
(2) An endorsement of the alien's 

nonimmigrant status as long as 
that period of endorsement has 
not yet expired and the 
proposed employment is not in 
conflict with any restrictions or 
limitations identified on the form.

a. Foreign passport; and

For persons under age 18 who are 
unable to present a document 

listed above:   

1.   Driver's license or ID card issued by a 
State or outlying possession of the 
United States provided it contains a 
photograph or information such as 
name, date of birth, gender, height, eye 
color, and address

9.   Driver's license issued by a Canadian 
government authority

3.   School ID card with a photograph

6.   Military dependent's ID card

7.   U.S. Coast Guard Merchant Mariner 
Card

8.   Native American tribal document

10.   School record or report card

11.   Clinic, doctor, or hospital record

12.   Day-care or nursery school record

2.   ID card issued by federal, state or local 
government agencies or entities, 
provided it contains a photograph or 
information such as name, date of birth, 
gender, height, eye color, and address

4.   Voter's registration card

5.   U.S. Military card or draft record

Documents that Establish  
Identity 

LIST B

OR AND

LIST C

7.   Employment authorization 
document issued by the 
Department of Homeland Security

1.   A Social Security Account Number 
card, unless the card includes one of 
the following restrictions:

2.   Certification of report of birth issued 
by the Department of State (Forms 
DS-1350, FS-545, FS-240) 

 
3.   Original or certified copy of birth   
      certificate issued by a State,  
      county, municipal authority, or  
      territory of the United States  
      bearing an official seal

4.   Native American tribal document

6.   Identification Card for Use of 
Resident Citizen in the United 
States (Form I-179)

Documents that Establish  
Employment Authorization

5.   U.S. Citizen ID Card (Form I-197)

(2)  VALID FOR WORK ONLY WITH 
INS AUTHORIZATION

(3)  VALID FOR WORK ONLY WITH 
DHS AUTHORIZATION

(1)  NOT VALID FOR EMPLOYMENT

Page 3 of 3Form I-9  07/17/17  N 

Examples of many of these documents appear in Part 13 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.















One Waterfront Place, 3rd Floor, PO Box 6005 Morgantown, WV 26506   
304.293.3379x1 Monday - Friday 8:00 a.m. to 5:00 p.m. http://payroll.wvu.edu/   

PLEASE FORWARD TO THE WVU PAYROLL DEPARTMENT ONCE COMPLETED  

I hereby authorize the State of West Virginia, hereinafter called STATE, to initiate credit entries to the account(s) as indicated above 
& to initiate debit entries as adjustments for credit entries made in error.  The STATE will not be responsible for any loss that may 
arise solely by reason of error, mistake or fraud regarding information provided on this form.  This authority is to remain in full force 
and effect until I have filed a new payroll form in a timely manner so as to afford the STATE a reasonable opportunity to act.  I 
further acknowledge that my employee pay stub will be made available to me through a secure internet web site.  
  
Employee Signature: _____________________________              Date:____________________  

To be completed by State Agency Payroll Department  
State Agency:  West Virginia University      Phone #: 304-293-3379 Opt. 1  
  
I hereby certify I am a payroll representative of the herein named State Agency and that being so authorized I 
do certify the information listed and attached with this authorization has been received from the employee 
indicated above.  
Payroll Representative Signature: ______________________     Date:____________________  
 
Pursuant to Section 7 of the Privacy Act of 1974, the disclosure of your Social Security Number is mandatory.  Social Security 
Numbers are necessary to properly maintain records concerning your direct deposit payments as is required and authorized by the 
federal government for tax administration purposes.  See generally, 42 U.S.C §405 (c).  Failure to provide a Social Security Number 
will prevent us from processing your direct deposit request.  

  
Payroll Direct Deposit Form  

http://payroll.wvu.edu/
http://payroll.wvu.edu/


 

 

 
 

  
   

     

 

     

 

              

            

 

 

 

     
 

         

       

     

 

 

 

        __________________________                       __________________  

                                         

 

  

    

 

        

Voluntary  Self-Identification  of  Disability  

Form CC-305 
OMB Control Number 1250-0005 

Expires 1/31/2020 
Page 1 of 2 

Why are you being asked to complete this form? 

Because  we do business  with the  government,  we must  reach  out  to,  hire,  and provide  equal  opportunity  to 

qualified  people with disabilities  i  To  help us  measure how  well  we are doing,  we are asking  you  to  tell  us if  you  

have  a disability  or if  you  ever had a  disability.   Completing  this form  is voluntary,  but  we hope  that  you  will  

choose  to  fill  it  out.  If  you are  applying  for  a  job,  any  answer you  give will  be kept  private  and  will  not  be  used 

against  you  in any  way.  

 

If  you  already  work  for  us,  your  answer will  not  be used against  you  in any  way.   Because  a  person may  

become disabled  at  any  time, we are  required  to  ask all  of  our  employees to update  their  information  every  five 

years.   You  may  voluntarily  self-identify  as  having  a disability  on  this form  without fear  of  any  punishment  

because you  did not  identify  as having  a  disability  earlier.      

 

.

How do I know if I have a disability? 

You are considered to have a disability if you have a physical or mental impairment or medical condition that 

substantially limits a major life activity, or if you have a history or record of such an impairment or medical 

condition. 

Disabilities  include, but  are not  limited  to:   

 Blindness  

 Deafness 

 Cancer
  
 Diabetes  

 Epilepsy  

 Autism  

 Cerebral  palsy  

 HIV/AIDS  

 Schizophrenia  

 Muscular  
dystrophy  

 Bipolar disorder  

 Major depression  

 Multiple sclerosis (MS)  

 Missing  limbs or  
partially  missing  limbs  

 Post-traumatic  stress  disorder  (PTSD) 
 
 Obsessive compulsive disorder 
 
 Impairments requiring  the use of  a  wheelchair     

 Intellectual  disability  (previously  called  mental  
retardation)     

Please check one of the boxes below: 

☐ YES, I HAVE A DISABILITY (or previously had a disability) 

☐ NO, I DON’T HAVE A DISABILITY 

☐ I DON’T WISH TO ANSWER 

   Your  Name  Today’s Date



 

 

 

           

               

         

          

          

                                                

                

             

   

 i 

 

 

           

       

     

 

Voluntary Self-Identification  of Disability  

 
 

  
  

Form CC-305 
OMB Control Number 1250-0005 

Expires 1/31/2020 
Page 2 of 2  

  Reasonable  Accommodation  Notice  

Federal law requires employers to provide reasonable accommodation to qualified individuals with disabilities. 

Please tell us if you require a reasonable accommodation to apply for a job or to perform your job. Examples 

of reasonable accommodation include making a change to the application process or work procedures, 

providing documents in an alternate format, using a sign language interpreter, or using specialized equipment. 

Section 503 of the Rehabilitation Act of 1973, as amended. For more information about this form or the equal 

employment obligations of Federal contractors, visit the U.S. Department of Labor’s Office of Federal Contract 

Compliance Programs (OFCCP) website at www.dol.gov/ofccp. 

PUBLIC BURDEN STATEMENT: According to the Paperwork Reduction Act of 1995 no persons are required 

to respond to a collection of information unless such collection displays a valid OMB control number. This 

survey should take about 5 minutes to complete. 

www.dol.gov/ofccp


POST-OFFER 

 

INVITATION TO SELF IDENTIFY:  PROTECTED VETERAN STATUS 
 

[Contractor's Name] is subject to the Vietnam Era Veterans' Readjustment Assistance Act of 1974 (VEVRAA), as amended by the 
Jobs for Veterans Act of 2002, 38 U.S.C. 4212.  The equal opportunity clause of VEVRAA requires government contractors to 
take affirmative action to employ and advance in employment "Protected Veterans".  A government contractor's affirmative action 
obligations also include:  (i) maintaining a written Affirmative Action Program; (ii) extending an invitation to applicants for 
employment to identify their veteran status; (iii) engaging in other outreach to, and positive recruitment efforts of, veterans; 
(iv) measuring the effectiveness of the outreach; and (v) submitting a report to the United States Department of Labor each year 
identifying the number of its employees belonging to each specified Protected Veteran classification.   
 
Protected Veterans are defined by the government to include the following classifications: 
 
x Disabled Veteran is:  (i) a veteran of the U.S. military, ground, naval or air service who is entitled to compensation (or who 

but for the receipt of military retired pay would be entitled to compensation) under laws administered by the Secretary of 
Veterans Affairs; or (ii) a person who was discharged or released from active duty because of a service-connected disability.  

x Recently Separated Veteran means any veteran during the three-year period beginning on the date of such veteran's 
discharge or release from active duty in the U.S. military, ground, naval, or air service. 

x Active Duty Wartime or Campaign Badge Veteran means a veteran who served on active duty in the U.S. military, ground, 
naval or air service during a war, or in a campaign or expedition for which a campaign badge has been authorized under the 
laws administered by the Department of Defense. 

x Armed Forces Service Medal Veteran means a veteran who, while serving on active duty in the U.S. military, ground, naval 
or air service, participated in a United States military operation for which an Armed Forces service medal was awarded 
pursuant to Executive Order 12985. 
 

If you believe that you belong to any of the classifications of Protected Veterans listed above, it would assist our affirmative action 
efforts if you would please indicate by checking the appropriate box below.   
 
Please note:   

The submission of this information is voluntary.  The refusal to provide it will not subject you to any adverse treatment.  The 
information provided will be kept confidential, and will be used only in ways that are not inconsistent with VEVRAA, such as 
(i) informing supervisors and managers of restrictions on the work or duties of a disabled veteran, and of necessary 
accommodations; (ii) informing first aid and safety personnel, to the extent appropriate, of conditions that might require 
emergency treatment; and (iii) informing government officials engaged in enforcing VEVRAA, or enforcing the Americans with 
Disabilities Act. 
 
Note further:   

If you are a disabled veteran, please let us know whether there is anything that we can do to enable you to perform the essential 
functions of the job, including special equipment or other accommodations.   
 

I belong to the following 
Classifications of 
Protected Veterans 
(choose all that apply): 

 

 

____ Disabled Veteran 

____ Recently Separated Veteran and         (Month) /          (Year) of Discharge 

____ Active Wartime or Campaign Badge Veteran 

____ Armed Forces Service Medal Veteran 

If you have not responded 
above, please select one of 
the following: 

____ I am a Protected Veteran, but I choose not to self-identify the classifications to which I belong. 

____ I am not a Protected Veteran. 

 
 
Name (printed)     Date    
 
 
Signature    



Last Name: First Name:

WVU Division of Talent and Culture Policies and Procedures 
https://talentandculture.wvu.edu/policies-forms-and-resources 

WVU Board of Governors 
https://bog.wvu.edu  

By signing below, I acknowledge that I have received the website address for the WVU Board of Governor's, as 
well as the WVU Division of Talent and Culture policies and procedures. I agree, as a condition of my 
employment, that I am responsible for reviewing, understanding, and adhering to these policies and procedures, 
and that failure to do so may be grounds for disciplinary action, up to and including termination of my 
employment. I also understand that if I do not have access to a computer, that I am responsible for informing my 
department for the Division or Talent and Culture for assistance.

Contact: EmployeeRelations@mail.wvu.edu 

403(b) Retirement Savings Plan Available to All Employees 
By signing below, I acknowledge that I understand a 403(b) tax deferred retirement savings plan is available to 
employees, including those employees not otherwise entitled to benefits. Student teachers or independent 
contractors are not eligible. Should I wish to enroll, a vendor enrollment form and WVU salary reduction 
agreement is required. Both forms are available on the Division of Talent and Culture website. I also understand 
that if I do not have access to a computer that I am responsible for contacting the Division of Talent and Culture 
for assistance.

https://talentandculture.wvu.edu/benefits-and-compensation/retirement/retirement-
income/403-b-universal-availability-notice  

Contact: Benefits@mail.wvu.edu 

WVU Drug-Free Schools and Communities Act Booklet - Employee Certification
By signing below, I acknowledge that I have received a written copy of the WVU Drug-Free Schools and 
Communities Act booklet regarding the requirements to maintain a drug-free workplace, as required by federal 
law. I understand that any employee found in violation of the provisions of this booklet may be subject to 
disciplinary action, up to and including termination of employment, and may be required to participate in a drug 
abuse assistance or drug rehabilitation program.

https://talentandculture.wvu.edu/employee-relations/drug-free-schools-and-communities

Contact: EmployeeRelations@mail.wvu.edu

Notice of Health Insurance Marketplace (Affordable Care Act) 
By signing below I acknowledge that I have received a completed Marketplace Notice and supporting 
information. The Patient Protection and Affordable Care Act (ACA) requires that you must be informed of the 
following information:

• About the existence of the Marketplace;
• That you may be eligible for a premium tax credit if the employer's plan does not meet certain requirements

or you are not offered employer sponsored health coverage;
• That if you purchase coverage through the Marketplace, that you may lose the employer contribution toward

the employer-sponsored coverage and that all or a portion of the employer's contribution may be excludable
for federal income tax purposes;

• Include contact informatino for the Marketplace and an explanation of appeals rights.

Initial

https://talentandculture.wvu.edu/benefits-and-compensation/affordable-care-act-information-and-resources 

Contact: ACABenefits@mail.wvu.edu

Signature: Date:

mailto:benefits@mail.wvu.edu
https://talentandculture.wvu.edu/benefits-and-compensation/affordable-care-act-information-and-resources
https://talentandculture.wvu.edu/benefits-and-compensation/affordable-care-act-information-and-resources


NOTICE of West Virginia Health Insurance Marketplace 

This notice does not require any additional action on your part. 

The Patient Protection and Affordable Care Act (commonly known as "ACA" or 
"Obamacare") requires employers to provide information to all employees regarding the 
availability of the new Health Insurance Marketplace. Enclosed is a formal notice that 
follows the recommended federal model. We have tailored the second page of the 
document to include specific information about the availability of health insurance 
coverage to employees of this institution. 

If you are interested in pursuing additional information about the Health Insurance 
Marketplace, you should follow the directions in the enclosed notice and go to 
HealthCare.gov. If you visit this website, additional information may be needed to 
determine your eligibility to participate in the Marketplace, including the following: 

• There is no waiting period for health insurance in our system, so if you are not 
eligible now, you will not be eligible within the next three months unless your 
employment status changes to meet the definition of "eligible employee" 
contained in the notice.

• WV Public Employees' Insurance Agency (PEIA) insurance plans do meet the 
minimum value standard.

• Premiums to participate in the PEIA health insurance plans are based on salary 
levels, and information regarding the cost is available in the WV PEIA 
Shopper's Guide at www.wvpeia.com.

• We are not aware of any major changes affecting eligibility anticipated in the 
coming plan year. 

For more information regarding the new Health Insurance Marketplace, please visit 
HealthCare.gov. 

For questions regarding your current WVU employee benefits, please contact WVU 
Benefits Administration at ACABenefits@mail.wvu.edu or (304) 293-5700 ext. 4. 

This notice does not require any additional action on your part. 

PO Box 6640 I One Waterfront Place 

Morgantown, WV 26506-6640 

riJ 304.293.5700 D 304.293.7532 Equal Opportunity/Affirmative Action Institution 



New Health Insurance Marketplace Coverage 
Options and Your Health Coverage

PART A: General Information 
:

What is the Health Insurance Marketplace? 

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

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

How Can I Get More Information? 

Form Approved       
OMB No. 1210-0149 

5 31 2020



PART B: Information About Health Coverage Offered by Your Employer 

3. Employer name 4. Employer Identification Number (EIN)

5. Employer address 6. Employer phone number

7. City 8. State 9. ZIP code

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

11. Phone number (if different from above) 12. Email address
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