Appendix A

Benefit Orientation Checklist

New Hire Orientation Checklist


Employee Name (print):  _________________________________________________
Start Date:  ___________________________ Employee Number: ___________
	Pre-Employment Activities  

Responsibility:  Human Resources Department
	Date Completed

	Application Complete


	

	Offer Letter


	

	Pre-employment Drug Test & Physical


	

	Background Check


	

	Forward to Supervisor:  Department Orientation Form


	


	Human Resources & Company Policy Orientation

Responsibility:  Human Resources Department
	Initial & Date Completed

	Employee Information Record


	

	I-9 Form completed with I.D. review 

	

	E-Verify 


	

	Notice & Acknowledgment of Pay Rate and Payday – copy given to employee (NYS Only)

	

	Non-Compete Agreement signed and returned


	

	Federal/State Tax Forms


	

	Job Description – copy given to employee and copy in blue dot folder


	

	Non-Harassment Policy and Procedure


	

	Introductory Period (Hourly Employees)


	

	Family/Medical Leave Act Information (FMLA)


	

	COBRA Information


	


	VEVRAA Invitation to Self-Identify

	

	Voluntary Self-identification of Disability ( Form CC-305)
	

	ID Badge & Facility Access Policy

	

	Parking Pass                    #_________________

	

	Smoking Policy


	

	PCB Drug-Free Workplace Policy (PE1029)
	

	Weight Room Information


	

	10 CFR21 Employee Notice


	

	MyPCB Intranet Site


	

	Employee Guide & Acknowledgement


	

	Attendance Policy


	

	ESD DVD

	

	PCB Orientation DVD

	

	MTS Global Code of Ethical Business Conduct

	


I acknowledge that the aforementioned items have been reviewed with me

Employee Signature: ________________________________  Date: _________
HR Representative (print): ______________________  Date: _________

HR Representative (sign): ____________________  Date: _________

Employee Name (print):  __________________________________________________
Start Date:  ____________________________     Employee Number:  ________
	Payroll/ Benefits Orientation

Responsibility:  Human Resources Department
	Eligibility Date (if req.)
	Date

Informed

	Direct Deposit/ I-Pay

	
	

	Holiday Schedule


	
	

	Paid Time Off (PTO)       _____________


	
	

	Employee Assistance Program


	
	

	Life Insurance


	
	

	Short Term Disability- Eligibility determined by Unum

	
	

	STD Supplemental Disability Payment
	
	

	Long Term Disability


	
	

	Voluntary Benefits (Dental & Vision)
	
	

	Optional Life Insurance


	
	

	Profit Sharing / 401K


	
	

	Health Insurance Options & Opt-Out


	
	

	Health Reimbursement Arrangement (HRA)

(Prorated for the 1st partial plan year)

	
	

	Flexible Spending Account (FSA)

	
	

	Tuition Reimbursement Program


	
	

	Scholarship Plan

	
	

	Dependent Orthodontic Plan


	
	


I acknowledge that the aforementioned items have been reviewed with me.

Employee Signature: ______________________________________  Date: _________

HR Representative (print): ______________________  Date: _________

HR Representative (sign): _________________________  Date: _________
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