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EMPLOYEE STATUS CHANGE

Employee Name: ____________________________________   Social Security #: ______________________ 
         (Last)                      (First)                                 (MI) 

Client Company: ___________________________________   Client #: _______________________________ 

Effective Date: ________________________ 

□  Current Employee  □  Rehired Employee  Rehire Date  ___ / ___ / ___  (after 90 days New Hire packet is required) 

      

PAY RATE CHANGE

From: _____________   Per:   □ Hour   □ Pay Period   To: _____________  Per:   □ Hour    □ Pay Period   
    (weekly, biweekly, semi-monthly, monthly)                (weekly, biweekly, semi-monthly, monthly) 

WORK STATUS CHANGE

                       □   Full Time to Part Time       □  Part Time to Full Time       □   On Call   

Workers’ Compensation Code Change  From: _______________________  To: ________________________ 

PERSONAL STATUS CHANGE

Marital Status From:  _____________________________  To: ________________________________________

Name Change (old name should appear at the top of this form) 

Name:  ___________________________________________________________________________                                                                
                          (Last)                                               (First)                                          (MI) 

* Note if this change is due to a court action, a copy of the relevant court documents must be submitted 

ADDRESS CHANGE

New Address: _________________________________________  City: ________________________________ 

State: _________________  Zip Code: _________________  Phone: (_____)____________________________ 

___________________________________________________________________________________________ 

Comments:___________________________________________________________________________________

___________________________________________________________________________________________

Employee Signature: _________________________________________________  Date: ______________ 

Supervisor Signature: ________________________________________________  Date: _____________ 

____________________________________________________________________________________________
FOR CENTRAL FLORIDA STAFFING USE ONLY: 

Date Form Received: _______________________________ Form Received By:________________________________  

Date Form Processed: _______________________________Form Processed By: _______________________________ 


