
CHECKLIST FOR COMPLETING NEW HIRE FORMS 

Once you type a piece of information in the form, it will automatically fill-in any other form 
where that information is required. You can select check boxes with your mouse.

Double check your information to be sure it is correct.  Sign the forms where your signature 
is required.

Keep a set of paperwork for your files. 

Questions? Call 770-579-8705 or email: allsource@mindspring.com

Employee Information Sheet

I-9  Employee Eligibility Verification 
Note: A photocopy of the supporting documents must be included with paperwork.

W-4 Federal Employee Withholding Allowance Certificate  

G-4 State of Georgia Employee Withholding Allowance Certificate 
Note: Other states have different forms or no form.  Check with Allsource.
Direct Deposit 
Note: A copy of a voided check must accompany form for each account. 

Post Offer Medical Information

Release of Criminal Records 

Acknowledgement of PEO Relationship & Employee Handbook 

PAYROLL
Please note: All forms must be completed in order to set you up for payroll.  Contractors are 
paid bi weekly and payday is Friday.  Time sheets must be received in a timely manner and 
signed by both the contractor and authorized company representative in order to be included in 
the current payroll.

0903 

Use the TAB and ENTER keys, along with your mouse, to navigate and fill out the forms. 
It's recommended you put your "Caps Lock" on when filling out the forms.

FAX  THIS  PAGE.   This  indicates  which  forms  are  to  be  signed  and  returned to 
Allsource. Scan and email to: allsource@mindspring.com or the fax number is: 770-804-2075

FORMS  TO  BE  COMPLETED,  SIGNED  AND  RETURNED  TO  EMAIL: allsource@mindspring.com 
or FAXED to 770-804-2075







Form W-4 (2010) 

Personal Allowances Worksheet (Keep for your records.) 

Enter "1" for yourself if no one else can claim you as a dependent A A
l You are single and have only one job; or 

Enter "1" if:B l You are married, have only one job, and your spouse does not work; or B
l Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less. 

Enter "1" for your spouse. But, you may choose to enter "-0-" if you are married and have either a working spouse or 
more than one job. (Entering "-0-" may help you avoid having too little tax withheld.) 

C
C

Enter number of dependents (other than your spouse or yourself) you will claim on your tax return D D
E E
F F

Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return.) H H
l If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions and Adjustments 
    Worksheet on page 2. 
l If you have more than one job or are married and you and your spouse both work and the combined earnings from all jobs exceed 
       $18,000 ($32,000 if married) see the Two-Earner/Multiple Jobs Worksheet on page 2 to avoid having too little tax withheld.  
l If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below. 

Cut here and give Form W-4 to your employer. Keep the top part for your records.
OMB No. 1545-0074Employee's Withholding Allowance CertificateW-4Form

Department of the Treasury
Internal Revenue Service

Whether you are entitled to claim a certain number of allowances or exemption from withholding is 
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 

Type or print your first name and middle initial1 Last name 2 Your social security number

Home address (number and street or rural route) MarriedSingle3 Married, but withhold at higher Single rate.

City or town, state, and ZIP code
Note. If married, but legally separated, or spouse is a nonresident alien, check the "Single" box. 

55 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 
6   $6 Additional amount, if any, you want withheld from each paycheck

7 I claim exemption from withholding for 2009, and I certify that I meet both of the following conditions for exemption. 
l Last year I had a right to a refund of all federal income tax withheld because I had no tax liability and 
l This year I expect a refund of all federal income tax withheld because I expect to have no tax liability. 

7If you meet both conditions, write "Exempt" here

8

Under penalties of perjury, I declare that I have examined this certificate and to the best of my knowledge and belief, it is true, correct, and complete. 
Employee's signature 
(Form is not valid
unless you sign it.)  Date  

9 Employer identification number (EIN)Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) Office code
(optional)

10

Enter "1" if you have at least $1,800 of child or dependent care expenses for which you plan to claim a credit 

4 If your last name differs from that shown on your social security card, 
check here. You must call 1-800-772-1213 for a replacement card.  

Cat. No. 10220Q

Enter "1" if you will file as head of household on your tax return (see conditions under Head of household above) 

G Child Tax Credit (including additional child tax credit): See Pub. 972, Child Tax Credit, for more information. 

G
l If your total income will be between $61,000 and $84,000 ($90,000 and $119,000 if married), enter "1" for each eligible child 
         plus "1" additional if you have 6 or more eligible children. 

(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.) 

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Form W-4 (2010)

2010

Purpose.  Complete Form W-4 so that your employer 
can withhold the correct Federal income tax from 
your pay. Consider completing a new Form W-4 each 
year and when your personal or financial situation 
changes. 
Exemption from withholding. If you are exempt, 
complete only lines 1, 2, 3, 4, and 7, and sign the 
form to validate it. Your exemption for 2010 expires 
February 16, 2011. See Pub. 505, Tax Withholding 
and Estimated Tax. 
Note: You cannot claim exemption from withholding if 
(a) your income exceeds $950 and includes more 
than $300 of unearned income (for example, interest 
and dividends) and (b) another person can claim you 
as a dependent on their tax return. 
Basic instructions. If you are not exempt, complete 
the Personal Allowances Worksheet below. The 
worksheets on page 2 adjust your withholding 
allowances based on itemized deductions, certain 
credits, adjustments to income, or two-earner/multiple

job situations.  However, you may claim fewer (or 
zero) allowances. Complete all worksheets that 
apply.  For regular wages, withholding must be based 
on allowances you claimed may not be a flat amount 
or percentage of wages. 
Head of household. Generally, you may claim head 
of household filing status on your tax return only if 
you are unmarried and pay more than 50% of the 
costs of keeping up a home for yourself and your 
dependent(s) or other qualifying individuals. See Pub. 
501. Exemptions, Standard Deduction, and Filing 
Information, for information. 
Tax credits.  You can take projected tax credits into 
account in figuring your allowable number of 
withholding allowances.  Credits for child or 
dependent care expenses and the child tax credit 
may be claimed using the Personal Allowances 
Worksheet below.  See Pub. 919, How Do I Adjust 
My Tax Withholding, for information on converting 
your other credits into withholding allowances. 
Nonwage income.  If you have a large amount of 
nonwage income, such as interest or dividends 
consider making estimated tax payments using Form

1040-ES, Estimated Tax for Individuals.  Otherwise, 
you may owe additional tax.  If you have pension or 
annuity income, see Pub. 919 to find out if you should 
adjust your withholding on Form W-4 or W-4P. 
Two earners or multiple jobs. If you have a working 
spouse or more than one job, figure the total number 
of allowances you are entitled to claim on all jobs 
using worksheets from only one Form W-4.  Your 
withholding usually will be most accurate when all 
allowances are claimed on the Form W-4 for the 
highest paying job and zero allowances are claimed 
on the others. See Pub. 919 for details. 
Nonresident alien. If you are a nonresident alien, 
see notice 1392, Supplemental form w-4 Instructions 
for Nonresident Aliens, before completing this form. 
Check your withholding. After your Form W-4 takes 
effect, use Pub. 919 to see how the dollar amount 
you are having withheld compares to your projected 
tax for 2010. See Pub. 919 especially if you used the 
Two-Earner/Two-Job Worksheet on page 2 and your 
earnings exceed $130,000 (Single) or $180,000 
(Married) 

For accuracy, 
complete all 
worksheets 
that apply

l If your total income will be less than $61,000 ($90,000 if married), enter "2" for each eligible child; then less "1" if you have three or 
         more eligible children.





    EMPLOYEE’S WITHHOLDING ALLOWANCE CERTIFICATE

PLEASE READ INSTRUCTIONS ON REVERSE SIDE BEFORE COMPLETING THIS FORM
3.  MARITAL STATUS 

(If you do not wish to claim allowances, please enter “0” in the brackets beside your marital status.) 

A. Single:  enter 0 or 1…………………………… …...[     ]        4. DEPENDENT ALLOWANCES ……….[     ]

B. Married Filing Joint, both 
     Spouses working: enter 0 or 1 or 2……………..…...[     ] 
C. Married Filing Joint, one 
    Spouse working: enter 0 or 1 or 2……………….…...[     ] 

       5. ADDITIONAL ALLOWANCES………..[     ]
               (Complete worksheet below) 

D. Married Filing Separate: 
     Enter 0 or 1 or 2…………………………………..…[     ] 
E. Head of Household: 
     Enter 0 or 1 or 2……………………………………..[     ] 

       6. ADDITIONAL WITHHOLDING………$___________ 

Form G-4 (Rev. 12/09) State of Georgia

1a.   YOUR FULL NAME 1b.  YOUR SOCIAL SECURITY NUMBER 

2a.  HOME ADDRESS (Number, Street or Rural Route) 2b.  CITY, STATE AND ZIP CODE 

1.  COMPLETE THIS LINE ONLY IF USING STANDARD DEDUCTION: 
     Yourself: Age 65 or over     Blind  
      Spouse: Age 65 or over     Blind  Number of blocks checked _____ X 1300 = $ ______________

2. ADDITIONAL ALLOWANCES FOR DEDUCTIONS: 
A. Federal Estimated Itemized Deductions………………………………….……$ _____________ 

       B. Georgia Standard Deduction - Single/Head of Household: $2,300 
Each Spouse: $1,500     $ _____________

       C. Subtract Line B From Line A …………..………………………………………………….……….…….…. 

       D. Allowable Deductions To Federal Adjusted Gross Income……………………………………………… 

       E. Add The Amounts On Lines 1,  2C, and 2D……………………………………………………………..… 

       F. Estimate Of Taxable Income Not Subject To Withholding………………………………………………………….. 

       G. Subtract Line F From E  (if zero or less, stop here)………………………………………………………. 

       H. Divide The Amount On Line G By $3000. Enter total here and on Line 5 above……………………… 
          (This is the number of additional allowances. If the remainder is over $1,500 round up).

$ ______________  

$ ________________  

$ ______________  

$ _____________

$ _______________  

  _______________

7. LETTER USED (Marital Status A, B, C, D, or E)   _______________ TOTAL ALLOWANCES (Total of Lines 3 - 5) ___________

I certify under penalty of perjury that I am entitled to the number of withholding allowances or the exemption from withholding status claimed 
on this form G-4. Also, I authorize my employer to deduct per pay period the additional amount listed above. 

Employee’s Signature __________________________________________________________________  Date ____________________

          (Employer: This letter indicates the tax table in the Employer’s Tax Guide) 

8. EXEMPT:  (Do not complete lines 3-7 if claiming exempt) Read the Line 8 Instructions on page 2 before completing this section.

9. EMPLOYER'S NAME AND ADDRESS:                                                                         EMPLOYER'S FEIN: __________________________
    EMPLOYER'S WH#: __________________________

I certify that I am not subject to Georgia withholding because I meet the conditions set forth under the Servicemembers Civil Relief Act as 
amended by the Military Spouses Residency Relief Act as provided on page2. My state of residence is ___________________ My spouse's 
(servicemember) state of residence is ________________. The states of residence must be the same to be exempt.

Check here

Employer:  Complete Line 9 and mail entire form only if employee claims over 14 allowances or exempt from withholding.  Mail form to Georgia 
Department of Revenue, Withholding Tax Unit, P.O. Box 49432, Atlanta, GA 30359.

WORKSHEET FOR CALCULATING ADDITIONAL ALLOWANCE 
(Must be completed if line 5 is greater than zero)

a) I claim exemption from withholding because I incurred no Georgia income tax liability last year and I do not expect to have 
a Georgia income tax liability for this year. 

Check here

Do no accept forms claiming additional allowances unless the worksheet has been completed.  Do not accept 
forms claiming exempt if numbers are written on Lines 3-7.



INSTRUCTIONS FOR COMPLETING FORM G-4 
  
Enter your full name, address and social security number in boxes 1a through 2b. 
  
Line 3:  Write the number of allowances you are claiming in the brackets beside your marital status. 
  

A. Single  - enter 1 if you are claiming yourself 
B. Married Filing Joint, both spouses working  - enter 1 if you claim yourself or 2 if you claim yourself and your spouse 
C. Married Filing Joint, one spouse working  - enter 1 if you claim yourself or 2 if you claim yourself and your spouse 
D. Married Filing Separate  - enter 1 if you claim yourself or 2 if you claim yourself and your spouse 
E. Head of Household  - enter 1 if you claim yourself but the individual(s) for whom you maintain a home does not qualify 

as a dependent; or 2 if you claim yourself and a qualified dependent for whom you maintain a home 
Do not claim a deduction on Line 4 for a dependent used to qualify you as head of household 

Line 4: Enter the number of dependent allowances you are entitled to claim. 
Line 5: Complete the worksheet on Form G-4 if you claim additional allowances. Enter the number on Line H here. 
 Failure to complete and submit the worksheet will result in automatic denial of your claim. 
Line 6: Enter a specific dollar amount that you authorize your employer to withhold in addition to the tax withheld based on your 

marital status and number allowances. 
Line 7: Enter the letter of your marital status from Line 3.  Enter total of the numbers on Lines 3 - 5. 
Line 8: 

 a)  Check the box if you qualify to claim exempt from withholding.  You can claim exempt if you filed a Georgia income tax 
return last year and the amount on Line 4 of Form 500EZ or Line 16 of Form 500 was zero, and you expect to file a 
Georgia tax return this year and will not have a tax liability.  You cannot claim exempt if you did not file a Georgia income 
tax return for the previous tax year.  Receiving a refund in the previous tax year does not qualify you to claim exempt. 

  
EXAMPLES:  Your employer withheld $500 of Georgia income tax from your wages.  The amount on Line 4 of Form  

500EZ or Line 16 of Form 500 was $100.  Your tax liability is the amount of Line 4 (or Line 16); therefore, you 
do not qualify to claim exempt. 
  
Your employer withheld $500 of Georgia income tax from your wages.  The amount on Line 4 of Form 500EX 
(or Line 16 of Form 500) was $0 (zero). Your tax liability is the amount on Line 4 (or Line 16) and you filed a 
prior year income tax return; therefore, you qualify to claim exempt.  
  

b)  Check the second box if you are not subject to Georgia withholding and meet the conditions set forth under the 
Servicemembers Civil Relief Act, as amended by the Military Spouses Residency Relief Act.  Under the Act, a spouse of a 
servicemember may be exempt from Georgia income tax on income from services performed in Georgia if: 

  1. The servicemember is present in Georgia in compliance with military orders; 
  2. The spouse is in Georgia solely to be with the servicemember; 
  3. The spouse maintains domicile in another state: and 
  4. The domicile of the spouse is the same as the domicile of the servicemember. 
  

Additional information for employers regarding the Military Spouses Residency Relief Act: 
1. On the W-2 for 2009, the employer should report all wages earned during the year as Georgia wages.     On 

the W-2 for 2010 and any year thereafter, the employer should not report any of the wages as Georgia wages 
on the W-2. 

2. If the spouse of a servicemember is entitled to the protection the Military Spouses Residency Relief Act in 
another state and files a withholding exemption form in such other state, the spouse is required to submit a 
Georgia Form G-4 so that withholding will occur as is required by Georgia Law when a Georgia domiciliary 
works in another state and withholding is not required by such other state.  If the spouse does not fill out the 
form, the employer shall withhold Georgia income tax as if the spouse is single with zero allowances. 
  

Do not complete Lines 3  - 7 if claiming exempt. 
  

O.C.G.A. 48-7-102 requires you to complete and submit Form G-4 to your employer in order to have tax withheld from 
 your wages.  By correctly completing this form, you can adjust the amount of tax withheld to meet your tax liability.   
Failure to submit a properly completed Form G-4 will result in your employer withholding tax as though you are single  
with zero allowances. 
  
Employers are required to mail any Form G-4 claiming more than 14 allowances or exempt from withholding to the  
Georgia Department of Revenue for approval.  Employers will honor the properly completed form as submitted pending notification from the 
Withholding Tax Unit.  Upon approval, such forms remain in effect until changed or until February 15  
of the following year.  Employers who know that a G-4 is erroneous should not honor the form and should withhold as if the employee is single 
claiming zero allowances until a corrected form has been received.



A citizen or national of the United States   

Read instructions carefully before completing this form.  The instructions must be available during completion of this form.   
  
ANTI-DISCRIMINATION NOTICE.  It is illegal to discriminate against work eligible individuals.  Employers CANNOT specify 
which document(s) they will accept from an employee.  The refusal to hire an individual because the documents have a future 
expiration date may also constitute illegal discrimination. 
.Section 1. Employee Information and Verification. To be completed and signed by employee at the time employment begins.
Print Name:    Last First Middle Initial Maiden Name

Address (Street Name and Number) Apt. # Date of Birth (month/day/year)

StateCity Zip Code Social Security #

CERTIFICATION - I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named  
employee, that  the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee

Address (Street Name and Number, City, State, Zip Code)

and that to the best of my knowledge the employee is eligible to work

I attest, under penalty of perjury, that I am (check one of the following):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.

A Lawful Permanent Resident (Alien # A
An alien authorized to work until / /
(Alien # or Admission #)

in the United States. (State employment agencies may omit the date the employee began employment.)

 Employee's Signature
 Date (month/day/year)

Preparer and/or Translator Certification.  (To be completed and signed if Section 1 is prepared by a person other than the employee.) I attest, under 
penalty of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the information is true and correct.

/

Print NamePreparer's/Translator's Signature

/

Date (month/day/year)

Section 2. Employer Review and Verification. To be completed and signed by employer. Examine one document from List A OR examine
one document from List B and one from List C, as listed on the reverse of this form, and record the title, number and expiration date, if any, of the 
document(s)

ANDList B List CORList A
Document title:

Issuing authority:

Document #:

Expiration Date (if any):

Document #:

//

Print Name TitleSignature of Employer or Authorized Representative

Address (Street Name and Number, City, State, Zip Code) Date (month/day/year)Business or Organization Name

Section 3. Updating and Reverification To be completed and signed by employer.

B. Date of rehire (month/day/year) (if applicable)A. New Name (if applicable)

C. If employee's previous grant of work authorization has expired, provide the information below for the document that establishes current employment
eligibility.

Document #: Expiration Date (if any):Document Title:

l attest, under penalty of perjury, that to the best of my knowledge, this employee is eligible to work in the United States, and if the employee presented 
document(s), the document(s) l have examined appear to be genuine and to relate to the individual. 

Date (month/day/year)Signature of Employer or Authorized Representative

Form I-9 (Rev. 08-07-09)Y

  Form 1-9 Employment Eligibility Verification

began employment on (month/day/year)

 OMB No. 1615-0047; Expires 08/31/12Department of Homeland Security
U.S. Citizenship and Immigration Services

Expiration Date (if any): / /

/ / / /

/ /

A noncitizen national of the United States (see instructions) 











 Direct Deposit Authorization Form

Direct Deposit automatically deposits your paycheck for you every payday into your bank account (checking, 
savings, Christmas club, etc.) at your own financial institution.  All you have to do is sign up. 

Here’s how Direct Deposit works: Every payday you will receive an earnings statement showing gross salary, 
taxes, other deductions, and the amount to be direct deposited.  Your money will already have been deposited in 
your account.  The amount of the deposit will appear as a credit on the account statement you receive from your 
financial institution.  To take advantage of Direct Deposit, fill in the attached form and forward it to Allstaff/Allsource. 

AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT

Name:_____________________________________________ S.S. Number ________________________ 

Address:_______________________________________________________________________________ 

I hereby authorize my employer, hereinafter called Company to initiate credit entries and to initiate, if necessary, 
debit entries and adjustments for any credit entries to my account indicated below and the depository named below, 
hereinafter called Financial Institution to credit and/or debit the same to such account.

A VOIDED CHECK MUST BE INCLUDED FOR EACH ACCOUNT CHOSEN:

I would like to have Direct Deposit into the following account(s): 

Account 1: 
       Checking        Savings  

Account 2: 
Checking        Savings  

Account 3: 
Checking        Savings  

Name of Financial Institution: 

_____________________________ 

Branch:______________________ 

City: ________________________ 

State:_______  Zip: ____________ 

Transit/ABA No._______________ 

Account No. __________________ 

Choose One of the following: 

    Deposit ALL my check in  
        Account 1 

    Deposit the following amount in  
        Account 1  $____________  

Name of Financial Institution: 

_____________________________ 

Branch: ______________________ 

City: ________________________ 

State: _______  Zip: ____________ 

Transit/ABA No._______________ 

Account No. __________________ 

Choose One of the following: 

    Deposit ALL my check in  
        Account 2 

    Deposit the following amount in  
        Account 2  $____________ 

Name of Financial Institution: 

_____________________________ 

Branch: ______________________ 

City:_________________________ 

State: _______  Zip: ____________ 

Transit/ABA No._______________ 

Account No. __________________ 

Choose One of the following: 

   Deposit ALL my check in  
        Account 3 

    Deposit the following amount in  
        Account 3  $____________ 

This authority is to remain in full force and effect until Company has received written notification from me of its 
termination in such manner as to afford Company and Financial Institution a reasonable opportunity to act on it. 

Date______________________  Signature____________________________________________ 



Employee Name_________________________________________________________________ 

Social Security  ___________________________Date of Birth  __________________

The Georgia Subsequent Injury Trust Fund protects employees from excess liability for worker's compensation when an injury to a worker merges 
with a preexisting impalement to cause a greater liability than would have resulted from the subsequent injury alone.  In order to qualify for this 
protection, we must have prior knowledge of any preexisting illness or other ailment/injury you may have sustained in the past that may contribute 
to a percentage of permanent impalement.  The presence of one or more impalements does not automatically render you unfit as an employee.  All 
decisions will be made on job-related criteria.  Reasonable accommodation will be made if appropriate, provided it does not pose an undue hardship 
upon the company making the conditional job offer.

By completing this form, I am verifying that the above named company has already presented a conditional job offer to me.

 POST OFFER MEDICAL INFORMATION

This information is required for Worker's Compensation purposes and is maintained in a separate file of 
confidential medical records.

Height _______     Weight _________ 

(Check the appropriate box and complete the appropriate blanks)

  Asthma     Hay Fever
  Migraine Headaches   Diabetes
  A Head Injury   Color blindness
  A fear of heights   An amputated foot, leg, arm, or hand
  Heart Trouble   Loss of sight of one or both eyes
  Fainting spells or dizziness   Cerebral Palsy   
  Swelling of the legs or ankles   Multiple Sclerosis 
  Skin rashes or Eczema   Parkinson's Disease   
  Joint pains or Arthritis   Cardiovascular disorder
  Epilepsy   Tuberculosis   
  Cancer   Mental retardation
  Varicose Veins     Hemophilia
  Sickle cell anemia   Chronic infection of bone
  Tendonitis   Muscular Dystrophy    
  Repetitive Motion Disorder   Ruptured disc
  Stiffness of major weight-bearing joints   Nervous trouble or treatment
  Kidney problems   Depression
  Knee problems   Hyperinsulinism (Hypoglycemia) 
  Pulmonary Disease (lung)

  Yes   No                                                                   Yes   No
Have You Ever Had? Have You Ever Had?

  Compressed air sequelae (damage to lungs, ruptured ear drum, etc due to explosion, air compression, etc)   
  Ankylosis (immobility) of major weight bearing joints (ankles, knee, hip)  
  Do you have partial loss of hearing?  
  Have  you ever had an audiogram (hearing test)?  If yes, results   
  Do you need glasses to read or for distance?  
  Any serious wrist problems including Carpal Tunnel Syndrome?  
  Any broken bones?  Which Bones? When?
  High blood pressure?  If yes, do you take medication to control high blood pressure? Yes No
  Any serious injuries? Month Year Nature of the injury

  A hernia or rupture? Month Year

  Any neck pain or problems? Month Year

  Injured back? Month Year

  Surgery? Month Year Type?

  Ever refused surgery?  If yes, why?  

Allsource



  Yes   No
Have You Ever Had?

  An allergic reaction to any drugs?  Which drugs?   

  Partial loss of uncorrected vision of more than 75 percent bilaterally?  
  Psychoneurotic disability following confinement for treatment in a recognized medical or mental institution for a period 
  in excess of six months?
  Any permanent condition that constitutes 20 percent impairment of a foot, leg, hand, or arm, or of the body as a whole? 
  Do you or have you within the past year participated in recreational drug use? 
  Have you ever participated in a drug abuse treatment program?   Where? 

  Do you currently take any prescription medications?   If so, what? 

  Do your have any condition or have you sustained any injury that would have an effect on your capacity to perform the 
  duties of this position without reasonable accommodations? 

   Estimate the number of workdays you have lost in each of the past two years. 

  Please list the name of any doctors you have seen during the past two years.  List your family doctor first. 

Yes No   Have you ever been hurt on the job or filed a worker's compensation claim in the past?

  If yes, how many times? What Years?

  Please provide pertinent facts to every previous ailment or injury contributing to impairment, as well as all previous worker's 
  compensation claims in the space provided:   

  Back Pain   Neck Pain
  Hand Pain   Mental Condition(s)

  Yes   No                                                                    Yes   No
Have You Ever Been Treated For?

  Sensitivity to dust   Inability to perform certain motions
  Inability to assume certain positions   Other medical reasons?  Please specify below.

  Yes   No                                                                    Yes   No
Have You Ever Been Refused Employment or Unable to Hold a Job Because of?

*** OUR WORKERS COMPENSATION INSURANCE CARRIER MAY CHECK FOR PREVIOUS CLAIMS BY 
NAME AND SOCIAL SECURITY NUMBER.  IF YOU HAD A PREVIOUS CLAIM OR INJURY, AND FAIL TO 
MAKE US AWARE OF IT, YOU MAY BE LEGALLY DENIED BENEFITS IN THE EVENT OF A NEW INJURY 
BY OPERATION OF THE LANDMARK RYCROFT RULING.  FOR YOUR OWN PROTECTION AND 
APPROPRIATE MEDICAL CARE, PLEASE MAKE US AWARE OF ANY PREVIOUS INJURIES. ***

__________________________________________                                   _____________________________
Signature                                                                                                                              Date

__________________________________________                                   _____________________________
Company Representative                                                                                                     Date



Release of Criminal Records

Revised 01/2007

I, the undersigned, do hereby authorize Allsource and Allstaff Management to examine any and all 
criminal records and arrests on file in counties in the State of Georgia or any other state.  In doing 
so, I also hereby release any parties concerned from any actions whatsoever, arising out of or 
relating to the release of the requested information. 

At this time, would your Criminal/Background History Report show any derogatory 
information at all?    Yes    No 

If yes, please explain in detail: 

Signature                                                                                                          Date 

First Name (print)                               Middle Name                          Last Name 



Acknowledgement of Professional Employer Organization Relationship 
  
Please read the Acknowledgement of Professional Employer Organization Relationship carefully before  
signing the receipt. 
  
This will confirm my understanding that Allsource Consulting Services, Inc. (Allsource) has entered into a 
contract with Allstaff HR Group, a professional employer organization (sometimes referred to as 
employee leasing). I hereby acknowledge that I have been advised that Allstaff HR Group is a 
professional employer organization. I further acknowledge that Allstaff HR Group has entered into a 
professional employer arrangement with Allsource. 
  
As a result of this contractual relationship you are a co-employee of both Allsource and Allstaff HR Group. 
In contracting with Allstaff HR Group, Allsource has elected to share several important employer 
responsibilities with Allstaff HR Group. As long as Allstaff HR Group and Allsource have a contractual 
relationship, Allstaff HR Group will administer all payroll, unemployment compensation and certain 
employee benefits as agreed to by Allsource. The name “Neighborly Services” appears on your tax 
records and paycheck stubs. Neighborly Services is a subsidiary of Allstaff HR Group. Allsource will 
continue to have sole responsibility for directing and controlling your day-to-day work and the business 
affairs of the Company. For administrative purposes, Allstaff HR Group is your employer of record. For 
the everyday realities of your job, your relationship with Allsource remains essentially unchanged. 
  
The Employee Handbook can be read at www.allsourceservices.com website. I agree to read it and 
abide by its contents. I also understand that this Handbook is not a complete statement of the 
Company’s policies and procedures, but is a summary guide only. I understand that my worksite 
employer may have additional policies and procedures and I agree to abide by those also. 
  
I understand and agree that my co-employment relationship with Allstaff HR Group and Allsource is at-will 
in that, just as I may terminate my employment at any time with or without cause, Allstaff HR Group and 
Allsource may also terminate my employment at any time with or without cause, and there is no 
guarantee of employment for any specific period of time. This policy can only be changed in writing 
directed to me personally and signed by an officer of Allstaff HR Group and/or Allsource. 
  
I also agree that if at any time during my employment I am subjected to any type of discrimination or 
retaliation, including discrimination based on my race, sex, age, religion, color, national origin, disability, 
veteran status, marital status or other classification protected by applicable federal, state, or local law, or 
if I am subjected to any type of harassment, including sexual harassment or witness a safety violation, I 
will immediately contact Allsource and/or Allstaff HR Group Human Resource Department in order to 
obtain assistance in such matters. If I fail to do so I agree to hold Allstaff HR Group and/or Allsource 
harmless from any claim. 
  
My payroll check will be processed by Allstaff HR Group based upon hours and wages turned in for 
payment by Allsource. If at any time my paycheck does not reflect 100% of the hours worked or wages 
earned, I agree to report such discrepancy to Allsource and/or Allstaff HR Group. If I fail to do so I agree 
to hold Allsource and Allstaff HR Group harmless from any claim. If at any time my paycheck reflects 
more than 100% of the hours worked and wages earned, I agree to report such discrepancy to Allsource 
and/or Allstaff HR Group and authorize Allsource and Allstaff HR Group to recover the overpayment from 
me. 
  
If I am injured on the job, I agree to notify Allsource and Allstaff HR Group immediately at the phone 
numbers listed below and/or my direct supervisor. I understand that workers’ compensation claims may 
be under managed care, which means I must seek treatment only as directed by Allsource or the 
insurance company case manager. I further understand that any unauthorized treatment for an alleged 
injury will not be reimbursed under any conditions except in the threat of possible death from the alleged 
injuries. I also agree to submit to a drug and alcohol test in conjunction with any treatment for an on-thejob 
injury and understand that failure to submit to a drug and alcohol test will automatically result in the 
denial of benefits or payment for said injury. I further understand and agree that I will be subject to a drug 
and alcohol test if I cause or contribute to an on-the-job accident which results in injury to others or 
myself. I also understand that my refusal to submit to a drug and alcohol test under these stated 
conditions, or a positive drug test, will result in termination.



I understand that my failure to report my absence and report for work for two (2) consecutive workdays 
(no call; no show) will be considered a voluntary resignation of my employment with Allsource and Allstaff 
HR Group. I further understand that such voluntary termination shall disqualify me from collecting 
unemployment benefits. 
  
If the relationship between Allsource and Allstaff HR Group is terminated for any reason, I agree that 
Allsource will become solely responsible for all payroll, workers’ compensation and benefits and I agree to 
seek same only from them. If at any time Allsource files for bankruptcy and I have been paid wages by 
Allstaff HR Group which Allstaff HR Group has a right to recover from Allsource, I agree to assign my 
rights for such recovery of wages to Allstaff HR Group. 
  
I also acknowledge that a telephonic facsimile (FAX) or photographic copy of my signature shall be as 
valid as the original. 
  

Allsource Consulting Services may be contacted at 
770-579-8705 or lshern@allsourceservices.com. 

  
Allstaff HR Group is a Professional Employer Organization and be contacted at 

770-339-000 or 888-339-8211.



  
Employee Name (Printed)

Employee Signature 

RECEIPT FOR ACKNOWLEDGMENT OF PROFESSIONAL EMPLOYER ORGANIZATION 
RELATIONSHIP AND EMPLOYEE HANDBOOK

I have read the Acknowledgment of Professional Employer Organization Relationship and understand it. 
  
I understand that a copy of the Allsource/Allstaff HR Group Employee Handbook is available to me at 
www.allsourceservices.com and agree to read it and abide by it. I understand if I have questions 
regarding its contents I should call Allsource at 770-579-8705.

Allsource Consulting Services, Inc.

_______________________ 
Date


CHECKLIST FOR COMPLETING NEW HIRE FORMS  
Once you type a piece of information in the form, it will automatically fill-in any other form
where that information is required. You can select check boxes with your mouse.
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Double check your information to be sure it is correct.  Sign the forms where your signature
is required.
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Keep a set of paperwork for your files. 
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Questions? Call 770-579-8705 or email: allsource@mindspring.com
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Employee Information Sheet
I-9  Employee Eligibility Verification
Note: A photocopy of the supporting documents must be included with paperwork.
W-4 Federal Employee Withholding Allowance Certificate  
G-4 State of Georgia Employee Withholding Allowance Certificate
Note: Other states have different forms or no form.  Check with Allsource.
Direct Deposit
Note: A copy of a voided check must accompany form for each account. 
Post Offer Medical Information
Release of Criminal Records 
Acknowledgement of PEO Relationship & Employee Handbook 
P
AYROLL
Please note: All forms must be completed in order to set you up for payroll.  Contractors are
paid bi weekly and payday is Friday.  Time sheets must be received in a timely manner and
signed by both the contractor and authorized company representative in order to be included in
the current payroll.
0903 
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Use the TAB and ENTER keys, along with your mouse, to navigate and fill out the forms.
It's recommended you put your "Caps Lock" on when filling out the forms.
FAX  THIS  PAGE.   This  indicates  which  forms  are  to  be  signed  and  returned to
Allsource. Scan and email to: allsource@mindspring.com or the fax number is: 770-804-2075
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FORMS  TO  BE  COMPLETED,  SIGNED  AND  RETURNED  TO  EMAIL: allsource@mindspring.com
or FAXED to 770-804-2075
Form W-4 (2010) 

  Personal Allowances Worksheet (Keep for your records.)  

  Enter "1" for yourself if no one else can claim you as a dependent  
A
A

  l You are single and have only one job; or  
Enter "1" if:
B

  l You are married, have only one job, and your spouse does not work; or  
B
l Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less. 

  Enter "1" for your spouse. But, you may choose to enter "-0-" if you are married and have either a working spouse or
more than one job. (Entering "-0-" may help you avoid having too little tax withheld.)  
C
C

  Enter number of dependents (other than your spouse or yourself) you will claim on your tax return  
D
D
E
E
F
F

  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return.)  
H
H
l If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions and Adjustments    Worksheet on page 2. 
l If you have more than one job or are married and you and your spouse both work and the combined earnings from all jobs exceed       $18,000 ($32,000 if married) see the Two-Earner/Multiple Jobs Worksheet on page 2 to avoid having too little tax withheld. 
l If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below. 
Cut here and give Form W-4 to your employer. Keep the top part for your records.
OMB No. 1545-0074
Employee's Withholding Allowance Certificate
W-4
Form
Department of the Treasury
Internal Revenue Service

   Whether you are entitled to claim a certain number of allowances or exemption from withholding is subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.  
Type or print your first name and middle initial
1
Last name
2
Your social security number
Home address (number and street or rural route)
Married
Single
3
Married, but withhold at higher Single rate.
City or town, state, and ZIP code

  Note. If married, but legally separated, or spouse is a nonresident alien, check the "Single" box.  
5
5

  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2)  
6   $
6
Additional amount, if any, you want withheld from each paycheck
7
I claim exemption from withholding for 2009, and I certify that I meet both of the following conditions for exemption.l Last year I had a right to a refund of all federal income tax withheld because I had no tax liability and 

  l This year I expect a refund of all federal income tax withheld because I expect to have no tax liability.  
7
If you meet both conditions, write "Exempt" here
8

  Under penalties of perjury, I declare that I have examined this certificate and to the best of my knowledge and belief, it is true, correct, and complete. Employee's signature  
(Form is not valid

  unless you sign it.)    

  Date   
9
Employer identification number (EIN)
Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)
Office code
(optional)
10
Enter "1" if you have at least $1,800 of child or dependent care expenses for which you plan to claim a credit 
4
If your last name differs from that shown on your social security card, check here. You must call 1-800-772-1213 for a replacement card.  
Cat. No. 10220Q

  Enter "1" if you will file as head of household on your tax return (see conditions under Head of household above)  
G
Child Tax Credit (including additional child tax credit): See Pub. 972, Child Tax Credit, for more information. 
G
l If your total income will be between $61,000 and $84,000 ($90,000 and $119,000 if married), enter "1" for each eligible child         plus "1" additional if you have 6 or more eligible children. 

  (Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)  
For Privacy Act and Paperwork Reduction Act Notice, see page 2.
Form
W-4
(2010)
2010
Purpose.  Complete Form W-4 so that your employer can withhold the correct Federal income tax from your pay. Consider completing a new Form W-4 each year and when your personal or financial situation changes.
Exemption from withholding. If you are exempt, complete only lines 1, 2, 3, 4, and 7, and sign the form to validate it. Your exemption for 2010 expires February 16, 2011. See Pub. 505, Tax Withholding and Estimated Tax.
Note: You cannot claim exemption from withholding if (a) your income exceeds $950 and includes more than $300 of unearned income (for example, interest and dividends) and (b) another person can claim you as a dependent on their tax return.
Basic instructions. If you are not exempt, complete the Personal Allowances Worksheet below. The worksheets on page 2 adjust your withholding allowances based on itemized deductions, certain credits, adjustments to income, or two-earner/multiple
job situations.  However, you may claim fewer (or zero) allowances. Complete all worksheets that apply.  For regular wages, withholding must be based on allowances you claimed may not be a flat amount or percentage of wages.
Head of household. Generally, you may claim head of household filing status on your tax return only if you are unmarried and pay more than 50% of the costs of keeping up a home for yourself and your dependent(s) or other qualifying individuals. See Pub. 501. Exemptions, Standard Deduction, and Filing Information, for information.
Tax credits.  You can take projected tax credits into account in figuring your allowable number of withholding allowances.  Credits for child or dependent care expenses and the child tax credit may be claimed using the Personal Allowances Worksheet below.  See Pub. 919, How Do I Adjust My Tax Withholding, for information on converting your other credits into withholding allowances.
Nonwage income.  If you have a large amount of nonwage income, such as interest or dividends consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals.  Otherwise, you may owe additional tax.  If you have pension or annuity income, see Pub. 919 to find out if you should adjust your withholding on Form W-4 or W-4P.
Two earners or multiple jobs. If you have a working spouse or more than one job, figure the total number of allowances you are entitled to claim on all jobs using worksheets from only one Form W-4.  Your withholding usually will be most accurate when all allowances are claimed on the Form W-4 for the highest paying job and zero allowances are claimed on the others. See Pub. 919 for details.
Nonresident alien. If you are a nonresident alien, see notice 1392, Supplemental form w-4 Instructions for Nonresident Aliens, before completing this form.
Check your withholding. After your Form W-4 takes effect, use Pub. 919 to see how the dollar amount you are having withheld compares to your projected tax for 2010. See Pub. 919 especially if you used the Two-Earner/Two-Job Worksheet on page 2 and your earnings exceed $130,000 (Single) or $180,000 (Married) 
For accuracy,
complete all
worksheets
that apply
l If your total income will be less than $61,000 ($90,000 if married), enter "2" for each eligible child; then less "1" if you have three or         more eligible children.
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    EMPLOYEE’S WITHHOLDING ALLOWANCE CERTIFICATE
PLEASE READ INSTRUCTIONS ON REVERSE SIDE BEFORE COMPLETING THIS FORM
3.  MARITAL STATUS 
(If you do not wish to claim allowances, please enter “0” in the brackets beside your marital status.) 
A. Single:  enter 0 or 1…………………………… …...[     ] 
       4. DEPENDENT ALLOWANCES
……….[     ]
B. Married Filing Joint, both 
     Spouses working: enter 0 or 1 or 2……………..…...[     ] 
C. Married Filing Joint, one 
    Spouse working: enter 0 or 1 or 2……………….…...[     ] 
       5. ADDITIONAL ALLOWANCES
………..[     ]
               (Complete worksheet below) 
D. Married Filing Separate: 
     Enter 0 or 1 or 2…………………………………..…[     ] 
E. Head of Household: 
     Enter 0 or 1 or 2……………………………………..[     ] 
       6. ADDITIONAL WITHHOLDING
………
$___________ 
Form G-4
(Rev. 12/09)
State of Georgia
1a.   YOUR FULL NAME 
1b.  YOUR SOCIAL SECURITY NUMBER 
2a.  HOME ADDRESS (Number, Street or Rural Route) 
2b.  CITY, STATE AND ZIP CODE 
1.  COMPLETE THIS LINE ONLY IF USING STANDARD DEDUCTION: 
     Yourself: 
Age 65 or over  
   Blind  
      Spouse: 
Age 65 or over  
   Blind  
Number of blocks checked _____ X 1300 =
$ ______________
2. 
ADDITIONAL ALLOWANCES FOR DEDUCTIONS: 
A. Federal Estimated Itemized Deductions………………………………….……$ _____________ 
       B. Georgia Standard Deduction - Single/Head of Household: $2,300 
Each Spouse: $1,500 
    $ _____________
       C. Subtract Line B From Line A …………..………………………………………………….……….…….…. 
       D. Allowable Deductions To Federal Adjusted Gross Income……………………………………………… 
       E. Add The Amounts On Lines 1,  2C, and 2D……………………………………………………………..… 
       F. Estimate Of Taxable Income Not Subject To Withholding………………………………………………………….. 
       G. Subtract Line F From E  (if zero or less, stop here)………………………………………………………. 
       H. Divide The Amount On Line G By $3000. Enter total here and on Line 5 above……………………… 
          (This is the number of additional allowances. If the remainder is over $1,500 round up).
$ ______________  
$ ________________  
$ ______________  
$ _____________
$ _______________  
  _______________
7.
LETTER USED
(Marital Status A, B, C, D, or E)   _______________
TOTAL ALLOWANCES
 (Total of Lines 3 - 5) ___________
I certify under penalty of perjury that I am entitled to the number of withholding allowances or the exemption from withholding status claimed 
on this form G-4. Also, I authorize my employer to deduct per pay period the additional amount listed above. 
Employee’s Signature __________________________________________________________________  Date
 ____________________
          (Employer: This letter indicates the tax table in the Employer’s Tax Guide) 
8. 
EXEMPT:  (Do not complete lines 3-7 if claiming exempt) Read the Line 8 Instructions on page 2 before completing this section.
9. EMPLOYER'S NAME AND ADDRESS:                                                                         EMPLOYER'S FEIN: __________________________
    EMPLOYER'S WH#: __________________________
I certify that I am not subject to Georgia withholding because I meet the conditions set forth under the Servicemembers Civil Relief Act as
amended by the Military Spouses Residency Relief Act as provided on page2. My state of residence is ___________________ My spouse's
(servicemember) state of residence is ________________. The states of residence must be the same to be exempt.
Check here
Employer:  Complete Line 9 and mail entire form only if employee claims over 14 allowances or exempt from withholding.  Mail form to GeorgiaDepartment of Revenue, Withholding Tax Unit, P.O. Box 49432, Atlanta, GA 30359.
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WORKSHEET FOR CALCULATING ADDITIONAL ALLOWANCE
(Must be completed if line 5 is greater than zero)
a) I claim exemption from withholding because I incurred no Georgia income tax liability last year and I do not expect to have
a Georgia income tax liability for this year. 
Check here
Do no accept forms claiming additional allowances unless the worksheet has been completed.  Do not accept
forms claiming exempt if numbers are written on Lines 3-7.
INSTRUCTIONS FOR COMPLETING FORM G-4
 
Enter your full name, address and social security number in boxes 1a through 2b.
 
Line 3:  Write the number of allowances you are claiming in the brackets beside your marital status.
 
A.         Single  - enter 1 if you are claiming yourself
B.         Married Filing Joint, both spouses working  - enter 1 if you claim yourself or 2 if you claim yourself and your spouse
C.         Married Filing Joint, one spouse working  - enter 1 if you claim yourself or 2 if you claim yourself and your spouse
D.         Married Filing Separate  - enter 1 if you claim yourself or 2 if you claim yourself and your spouse
E.         Head of Household  - enter 1 if you claim yourself but the individual(s) for whom you maintain a home does not qualify as a dependent; or 2 if you claim yourself and a qualified dependent for whom you maintain a home
Do not claim a deduction on Line 4 for a dependent used to qualify you as head of household
Line 4: Enter the number of dependent allowances you are entitled to claim.
Line 5: Complete the worksheet on Form G-4 if you claim additional allowances. Enter the number on Line H here.
         Failure to complete and submit the worksheet will result in automatic denial of your claim.
Line 6: Enter a specific dollar amount that you authorize your employer to withhold in addition to the tax withheld based on your marital status and number allowances.
Line 7: Enter the letter of your marital status from Line 3.  Enter total of the numbers on Lines 3 - 5.
Line 8:
 a)  Check the box if you qualify to claim exempt from withholding.  You can claim exempt if you filed a Georgia income tax return last year and the amount on Line 4 of Form 500EZ or Line 16 of Form 500 was zero, and you expect to file a Georgia tax return this year and will not have a tax liability.  You cannot claim exempt if you did not file a Georgia income tax return for the previous tax year.  Receiving a refund in the previous tax year does not qualify you to claim exempt.
         
EXAMPLES:  Your employer withheld $500 of Georgia income tax from your wages.  The amount on Line 4 of Form 
500EZ or Line 16 of Form 500 was $100.  Your tax liability is the amount of Line 4 (or Line 16); therefore, you do not qualify to claim exempt.
 
Your employer withheld $500 of Georgia income tax from your wages.  The amount on Line 4 of Form 500EX (or Line 16 of Form 500) was $0 (zero). Your tax liability is the amount on Line 4 (or Line 16) and you filed a prior year income tax return; therefore, you qualify to claim exempt. 
 
b)  Check the second box if you are not subject to Georgia withholding and meet the conditions set forth under the Servicemembers Civil Relief Act, as amended by the Military Spouses Residency Relief Act.  Under the Act, a spouse of a servicemember may be exempt from Georgia income tax on income from services performed in Georgia if:
                  1. The servicemember is present in Georgia in compliance with military orders;
                  2. The spouse is in Georgia solely to be with the servicemember;
                  3. The spouse maintains domicile in another state: and
                  4. The domicile of the spouse is the same as the domicile of the servicemember.
 
Additional information for employers regarding the Military Spouses Residency Relief Act:
1. On the W-2 for 2009, the employer should report all wages earned during the year as Georgia wages.     On the W-2 for 2010 and any year thereafter, the employer should not report any of the wages as Georgia wages on the W-2.
2. If the spouse of a servicemember is entitled to the protection the Military Spouses Residency Relief Act in another state and files a withholding exemption form in such other state, the spouse is required to submit a Georgia Form G-4 so that withholding will occur as is required by Georgia Law when a Georgia domiciliary works in another state and withholding is not required by such other state.  If the spouse does not fill out the form, the employer shall withhold Georgia income tax as if the spouse is single with zero allowances.
 
Do not complete Lines 3  - 7 if claiming exempt.
 
O.C.G.A. 48-7-102 requires you to complete and submit Form G-4 to your employer in order to have tax withheld from
 your wages.  By correctly completing this form, you can adjust the amount of tax withheld to meet your tax liability.  
Failure to submit a properly completed Form G-4 will result in your employer withholding tax as though you are single 
with zero allowances.
 
Employers are required to mail any Form G-4 claiming more than 14 allowances or exempt from withholding to the 
Georgia Department of Revenue for approval.  Employers will honor the properly completed form as submitted pending notification from the Withholding Tax Unit.  Upon approval, such forms remain in effect until changed or until February 15 
of the following year.  Employers who know that a G-4 is erroneous should not honor the form and should withhold as if the employee is single claiming zero allowances until a corrected form has been received.
A citizen or national of the United States   
Read instructions carefully before completing this form.  The instructions must be available during completion of this form.  
 
ANTI-DISCRIMINATION NOTICE.  It is illegal to discriminate against work eligible individuals.  Employers CANNOT specify
which document(s) they will accept from an employee.  The refusal to hire an individual because the documents have a future
expiration date may also constitute illegal discrimination.
.
Section 1. Employee Information and Verification. 
To be completed and signed by employee at the time employment begins.
Print Name:    Last
First
Middle Initial
Maiden Name
Address 
(Street Name and Number)
Apt. #
Date of Birth 
(month/day/year)
State
City
Zip Code
Social Security #
CERTIFICATION - I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named 
employee, that  the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee
Address 
(Street Name and Number, City, State, Zip Code)
and that to the best of my knowledge the employee is eligible to work
I attest, under penalty of perjury, that I am (check one of the following):
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.
A Lawful Permanent Resident (Alien # A
An alien authorized to work until
/
/
(Alien # or Admission #)
in the United States. (State employment agencies may omit the date the employee began employment.)
 Employee's Signature
 Date 
(month/day/year)
Preparer and/or Translator Certification.  (To be completed and signed if Section 1 is prepared by a person other than the employee.) I attest, under
penalty of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the information is true and correct.
/
Print Name
Preparer's/Translator's Signature
/
Date 
(month/day/year)
Section 2. Employer Review and Verification. 
To be completed and signed by employer. Examine one document from List A OR examine
one document from List B and one from List C, as listed on the reverse of this form, and record the title, number and expiration date, if any, of the document(s)
AND
List B
List C
OR
List A
Document title:
Issuing authority:
Document #:
Expiration Date 
(if any):
Document #:
/
/
Print Name
Title
Signature of Employer or Authorized Representative
Address 
(Street Name and Number, City, State, Zip Code)
Date 
(month/day/year)
Business or Organization Name
Section 3. Updating and Reverification
To be completed and signed by employer.
B. Date of rehire 
(month/day/year) (if applicable)
A. New Name 
(if applicable)
C. If employee's previous grant of work authorization has expired, provide the information below for the document that establishes current employment
eligibility.
Document #:
Expiration Date (if any):
Document Title:
l attest, under penalty of perjury, that to the best of my knowledge, this employee is eligible to work in the United States, and if the employee presented
document(s), the document(s) l have examined appear to be genuine and to relate to the individual. 
Date 
(month/day/year)
Signature of Employer or Authorized Representative
Form I-9 (Rev. 08-07-09)Y
  Form 1-9 Employment Eligibility Verification
began employment on (month/day/year)
 OMB No. 1615-0047; Expires 08/31/12
Department of Homeland Security
U.S. Citizenship and Immigration Services
Expiration Date 
(if any):
/
/
/
/
/
/
/
/
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A noncitizen national of the United States (see instructions)  
 Direct Deposit Authorization Form
Direct Deposit automatically deposits your paycheck for you every payday into your bank account (checking, 
savings, Christmas club, etc.) at your own financial institution.  All you have to do is sign up. 
Here’s how Direct Deposit works: Every payday you will receive an earnings statement showing gross salary, 
taxes, other deductions, and the amount to be direct deposited.  Your money will already have been deposited in 
your account.  The amount of the deposit will appear as a credit on the account statement you receive from your 
financial institution.  To take advantage of Direct Deposit, fill in the attached form and forward it to Allstaff/Allsource. 
AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT
Name:
_____________________________________________ 
S.S. Number
 ________________________ 
Address
:_______________________________________________________________________________ 
I hereby authorize my employer, hereinafter called Company to initiate credit entries and to initiate, if necessary,
debit entries and adjustments for any credit entries to my account indicated below and the depository named below,
hereinafter called Financial Institution to credit and/or debit the same to such account.
A VOIDED CHECK 
MUST
 BE INCLUDED FOR EACH ACCOUNT CHOSEN:
I would like to have Direct Deposit into the following account(s): 
Account 1: 
       Checking  
      Savings  
Account 2: 
Checking  
      Savings  
Account 3: 
Checking  
      Savings  
Name of Financial Institution: 
_____________________________ 
Branch:______________________ 
City: ________________________ 
State:_______  Zip: ____________ 
Transit/ABA No._______________ 
Account No. __________________ 
Choose One of the following: 
    Deposit 
ALL
 my check in  
        Account 1 
    Deposit the following amount in  
        Account 1  $____________  
Name of Financial Institution: 
_____________________________ 
Branch: ______________________ 
City: ________________________ 
State: _______  Zip: ____________ 
Transit/ABA No._______________ 
Account No. __________________ 
Choose One of the following: 
    Deposit 
ALL
 my check in  
        Account 2 
    Deposit the following amount in  
        Account 2  $____________ 
Name of Financial Institution: 
_____________________________ 
Branch: ______________________ 
City:_________________________ 
State: _______  Zip: ____________ 
Transit/ABA No._______________ 
Account No. __________________ 
Choose One of the following: 
   Deposit 
ALL
 my check in  
        Account 3 
    Deposit the following amount in  
        Account 3  $____________ 
This authority is to remain in full force and effect until 
Company
 has received written notification from me of its 
termination in such manner as to afford 
Company
 and 
Financial Institution
 a reasonable opportunity to act on it. 
Date
______________________  
Signature
____________________________________________ 
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Employee Name
_________________________________________________________________  
Social Security
 ___________________________
Date of Birth
 __________________
The Georgia Subsequent Injury Trust Fund protects employees from excess liability for worker's compensation when an injury to a worker merges
with a preexisting impalement to cause a greater liability than would have resulted from the subsequent injury alone.  In order to qualify for this
protection, we must have prior knowledge of any preexisting illness or other ailment/injury you may have sustained in the past that may contribute
to a percentage of permanent impalement.  The presence of one or more impalements does not automatically render you unfit as an employee.  All
decisions will be made on job-related criteria.  Reasonable accommodation will be made if appropriate, provided it does not pose an undue hardship
upon the company making the conditional job offer.
By completing this form, I am verifying that the above named company has already presented a conditional job offer to me.
 POST OFFER MEDICAL INFORMATION
This information is required for Worker's Compensation purposes and is maintained in a separate file of
confidential medical records.
Height _______     Weight _________ 
(Check the appropriate box and complete the appropriate blanks)
  Asthma   
  Hay Fever
  Migraine Headaches
  Diabetes
  A Head Injury
  Color blindness
  A fear of heights
  An amputated foot, leg, arm, or hand
  Heart Trouble
  Loss of sight of one or both eyes
  Fainting spells or dizziness
  Cerebral Palsy   
  Swelling of the legs or ankles
  Multiple Sclerosis 
  Skin rashes or Eczema
  Parkinson's Disease   
  Joint pains or Arthritis
  Cardiovascular disorder
  Epilepsy 
  Tuberculosis   
  Cancer
  Mental retardation
  Varicose Veins   
  Hemophilia
  Sickle cell anemia
  Chronic infection of bone
  Tendonitis
  Muscular Dystrophy    
  Repetitive Motion Disorder
  Ruptured disc
  Stiffness of major weight-bearing joints
  Nervous trouble or treatment
  Kidney problems
  Depression
  Knee problems
  Hyperinsulinism (Hypoglycemia) 
  Pulmonary Disease (lung)
  Yes   No                                                                   Yes   No
Have You Ever Had?
Have You Ever Had?
  Compressed air sequelae (damage to lungs, ruptured ear drum, etc due to explosion, air compression, etc)   
  Ankylosis (immobility) of major weight bearing joints (ankles, knee, hip)  
  Do you have partial loss of hearing?  
  Have  you ever had an audiogram (hearing test)?  If yes, results   
  Do you need glasses to read or for distance?  
  Any serious wrist problems including Carpal Tunnel Syndrome?  
  Any broken bones?  Which Bones? 
When?
  High blood pressure?  If yes, do you take medication to control high blood pressure?
Yes
No
  Any serious injuries?
Month
Year
Nature of the injury
  A hernia or rupture?
Month
Year
  Any neck pain or problems?
Month
Year
  Injured back?
Month
Year
  Surgery?
Month
Year
Type?
  Ever refused surgery?  If yes, why?  
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  Yes   No
Have You Ever Had?
  An allergic reaction to any drugs?  Which drugs?   
  Partial loss of uncorrected vision of more than 75 percent bilaterally?  
  Psychoneurotic disability following confinement for treatment in a recognized medical or mental institution for a period 
  in excess of six months?
  Any permanent condition that constitutes 20 percent impairment of a foot, leg, hand, or arm, or of the body as a whole? 
  Do you or have you within the past year participated in recreational drug use? 
  Have you ever participated in a drug abuse treatment program?   Where? 
  Do you currently take any prescription medications?   If so, what? 
  Do your have any condition or have you sustained any injury that would have an effect on your capacity to perform the 
  duties of this position without reasonable accommodations? 
   Estimate the number of workdays you have lost in each of the past two years. 
  Please list the name of any doctors you have seen during the past two years.  List your family doctor first. 
Yes
No
  Have you ever been hurt on the job or filed a worker's compensation claim in the past?
  If yes, how many times?
What Years?
  Please provide pertinent facts to every previous ailment or injury contributing to impairment, as well as all previous worker's 
  compensation claims in the space provided:   
  Back Pain
  Neck Pain
  Hand Pain
  Mental Condition(s)
  Yes   No                                                                    Yes   No
Have You Ever Been Treated For?
  Sensitivity to dust
  Inability to perform certain motions
  Inability to assume certain positions
  Other medical reasons?  Please specify below.
  Yes   No                                                                    Yes   No
Have You Ever Been Refused Employment or Unable to Hold a Job Because of?
*** OUR WORKERS COMPENSATION INSURANCE CARRIER MAY CHECK FOR PREVIOUS CLAIMS BY
NAME AND SOCIAL SECURITY NUMBER.  IF YOU HAD A PREVIOUS CLAIM OR INJURY, AND FAIL TO
MAKE US AWARE OF IT, YOU MAY BE LEGALLY DENIED BENEFITS IN THE EVENT OF A NEW INJURY
BY OPERATION OF THE LANDMARK RYCROFT RULING.  FOR YOUR OWN PROTECTION AND
APPROPRIATE MEDICAL CARE, PLEASE MAKE US AWARE OF ANY PREVIOUS INJURIES. ***
__________________________________________                                   _____________________________
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Signature                                                                                                                              Date
__________________________________________                                   _____________________________
Company Representative                                                                                                     Date
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Release of Criminal Records
Revised 01/2007
I, the undersigned, do hereby authorize Allsource and Allstaff Management to examine any and all 
criminal records and arrests on file in counties in the State of Georgia or any other state.  In doing 
so, I also hereby release any parties concerned from any actions whatsoever, arising out of or 
relating to the release of the requested information. 
At this time, would your Criminal/Background History Report show any derogatory 
information at all? 
   Yes 
   No 
If yes, please explain in detail: 
Signature                                                                                                          Date 
First 
Name 
(print)                               Middle 
Name                          Last 
Name 
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Acknowledgement of Professional Employer Organization Relationship
 
Please read the Acknowledgement of Professional Employer Organization Relationship carefully before 
signing the receipt.
 
This will confirm my understanding that Allsource Consulting Services, Inc. (Allsource) has entered into a
contract with Allstaff HR Group, a professional employer organization (sometimes referred to as
employee leasing). I hereby acknowledge that I have been advised that Allstaff HR Group is a
professional employer organization. I further acknowledge that Allstaff HR Group has entered into a
professional employer arrangement with Allsource.
 
As a result of this contractual relationship you are a co-employee of both Allsource and Allstaff HR Group.
In contracting with Allstaff HR Group, Allsource has elected to share several important employer
responsibilities with Allstaff HR Group. As long as Allstaff HR Group and Allsource have a contractual
relationship, Allstaff HR Group will administer all payroll, unemployment compensation and certain
employee benefits as agreed to by Allsource. The name “Neighborly Services” appears on your tax
records and paycheck stubs. Neighborly Services is a subsidiary of Allstaff HR Group. Allsource will
continue to have sole responsibility for directing and controlling your day-to-day work and the business
affairs of the Company. For administrative purposes, Allstaff HR Group is your employer of record. For
the everyday realities of your job, your relationship with Allsource remains essentially unchanged.
 
The Employee Handbook can be read at www.allsourceservices.com website. I agree to read it and
abide by its contents. I also understand that this Handbook is not a complete statement of the
Company’s policies and procedures, but is a summary guide only. I understand that my worksite
employer may have additional policies and procedures and I agree to abide by those also.
 
I understand and agree that my co-employment relationship with Allstaff HR Group and Allsource is at-will
in that, just as I may terminate my employment at any time with or without cause, Allstaff HR Group and
Allsource may also terminate my employment at any time with or without cause, and there is no
guarantee of employment for any specific period of time. This policy can only be changed in writing
directed to me personally and signed by an officer of Allstaff HR Group and/or Allsource.
 
I also agree that if at any time during my employment I am subjected to any type of discrimination or
retaliation, including discrimination based on my race, sex, age, religion, color, national origin, disability,
veteran status, marital status or other classification protected by applicable federal, state, or local law, or
if I am subjected to any type of harassment, including sexual harassment or witness a safety violation, I
will immediately contact Allsource and/or Allstaff HR Group Human Resource Department in order to
obtain assistance in such matters. If I fail to do so I agree to hold Allstaff HR Group and/or Allsource
harmless from any claim.
 
My payroll check will be processed by Allstaff HR Group based upon hours and wages turned in for
payment by Allsource. If at any time my paycheck does not reflect 100% of the hours worked or wages
earned, I agree to report such discrepancy to Allsource and/or Allstaff HR Group. If I fail to do so I agree
to hold Allsource and Allstaff HR Group harmless from any claim. If at any time my paycheck reflects
more than 100% of the hours worked and wages earned, I agree to report such discrepancy to Allsource
and/or Allstaff HR Group and authorize Allsource and Allstaff HR Group to recover the overpayment from
me.
 
If I am injured on the job, I agree to notify Allsource and Allstaff HR Group immediately at the phone
numbers listed below and/or my direct supervisor. I understand that workers’ compensation claims may
be under managed care, which means I must seek treatment only as directed by Allsource or the
insurance company case manager. I further understand that any unauthorized treatment for an alleged
injury will not be reimbursed under any conditions except in the threat of possible death from the alleged
injuries. I also agree to submit to a drug and alcohol test in conjunction with any treatment for an on-thejob
injury and understand that failure to submit to a drug and alcohol test will automatically result in the
denial of benefits or payment for said injury. I further understand and agree that I will be subject to a drug
and alcohol test if I cause or contribute to an on-the-job accident which results in injury to others or
myself. I also understand that my refusal to submit to a drug and alcohol test under these stated
conditions, or a positive drug test, will result in termination.
I understand that my failure to report my absence and report for work for two (2) consecutive workdays
(no call; no show) will be considered a voluntary resignation of my employment with Allsource and Allstaff
HR Group. I further understand that such voluntary termination shall disqualify me from collecting
unemployment benefits.
 
If the relationship between Allsource and Allstaff HR Group is terminated for any reason, I agree that
Allsource will become solely responsible for all payroll, workers’ compensation and benefits and I agree to
seek same only from them. If at any time Allsource files for bankruptcy and I have been paid wages by
Allstaff HR Group which Allstaff HR Group has a right to recover from Allsource, I agree to assign my
rights for such recovery of wages to Allstaff HR Group.
 
I also acknowledge that a telephonic facsimile (FAX) or photographic copy of my signature shall be as
valid as the original.
 
Allsource Consulting Services may be contacted at
770-579-8705 or lshern@allsourceservices.com.
 
Allstaff HR Group is a Professional Employer Organization and be contacted at
770-339-000 or 888-339-8211.
 
Employee Name (Printed)
Employee Signature 
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RECEIPT FOR ACKNOWLEDGMENT OF PROFESSIONAL EMPLOYER ORGANIZATION
RELATIONSHIP AND EMPLOYEE HANDBOOK
I have read the Acknowledgment of Professional Employer Organization Relationship and understand it.
 
I understand that a copy of the Allsource/Allstaff HR Group Employee Handbook is available to me at
www.allsourceservices.com and agree to read it and abide by it. I understand if I have questions
regarding its contents I should call Allsource at 770-579-8705.
Allsource Consulting Services, Inc.
_______________________
Date
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