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Part-Time Employee Forms Checklist for: _____________________ 
                                                                                               Print Employee Name  
 
 

THIS FORM MUST BE COMPLETED BY THE DEPARTMENT REPRESENTATIVE. 
 
 

I, _________________________________ ________ Sort Code: __________ Tel. #: _____________ 
Print name of Department Representative completing this form 
 
have: (a) reviewed and determined to be complete; and  
           (b) attached the following documents to this checklist - in the order listed below 
 
 
 
______   W-4 Card (Original Card Only) 
 
______   Employment Document (Contract) 
 
______   Request for ID / Personal Data Form  
 
______   I-9 - with attached documentation (As Specified in Dept. of Homeland Security Instructions) 
 
______   Copy of Social Security Card (Payroll Requirement) 
 
______   Paycheck Option Form  
 
______   Checklist 
 
______   CSN Application for Employment 
 
______   NSHE / CSN Policy Statements Sign-off sheet  
 
______   Current and / or Change in Family Relationship Form (Nepotism) 
 
______   Student Verification, for Student Workers (SIS Class Schedule)  
 
______   Exposure to Bloodborne Pathogens Determination Form  
 
______   Designation of Beneficiary for Unpaid Compensation  
 
______   NSHE Sexual Harassment Policy Acknowledgement Form   
 
______   FICA Alternative Enrollment Form   
 
______   SSA – 1945  (Job Not Covered by Social Security)   
 
______   Oath (for New Part-time LOA/LOB Employees)   



Paycheck Option Form

Name:

Employee ID #:

Department:

Sort Code:

I would like my paycheck / deposit advice sent to the following location: 
(Please check one option)

Please Note:  All paychecks being sent to the campus Cashier's Office or site locations are 
available for pick-up by employees during the hours of 10:00 a.m. to 5:00 p.m. (Photo identification 
will be required to pick the check up.)  Checks not picked up on payday by 5 PM are mailed to the 
employee's mailing address on the next business day.

Employee Signature Date

Green Valley High Tech Center (7113)

Summerlin (7105)

Custodial Graveyard Shift (please mark one of the following)

Sahara West (7104)

Western (7103)

Henderson Bursar's Office (7102)

W. Charleston Bursar's Office (7101)

Cheyenne Bursar's Office (7100)

Cheyenne (7106) W. Charleston (7109) Henderson (7107)

You may also sign up for DIRECT DEPOSIT through the CSN Employee Self-Service System 
(ESS).  Go to: https://mustang.nevada.edu/hrip/ccsnlog.htm 
  
Please note:  You may NOT set up Direct Deposit until you have received your first 
paycheck and obtained your PIN # and Employee ID #, which is printed on your check stub.

Print Form



Rev. 11-05    

          COLLEGE OF SOUTHERN NEVADA 

POLICY STATEMENTS RECEIPT SIGN-OFF 
 
 

By initialing and signing below, I am affirming that I HAVE:  
(a) Received a copy of each of the following NSHE / CSN policies; and   
(b) Read and understand each of these policy statements 
 

 
 
 Americans With Disabilities Act (ADA) Policy Statement, which discusses reasonable 

accommodation for disabled employees and students and gives contact information for help in 
compliance with the Act. 

  
 Alcohol and Drug Free Workplace Policy Statement, which prohibits employees from working 

while impaired due to the use of alcohol or drugs, and selling or distributing controlled substances in 
the workplace. 

  
 Direct Deposit Procedure, which describes the optional enrollment process for direct deposit of the 

employee’s paycheck and how to change bank information once enrolled.  Additionally, I understand 
that I may not set up Direct Deposit until I have received my first paycheck and obtained my PIN 
number. 

  
 Disclosure of Improper Governmental Action (Whistleblower) Policy Statement, which 

allows employees to alert authorities of illegal activities in the workplace without fear of disciplinary 
action or other forms of retaliation.  

  
 FICA Alternative Plan, which describes a mandatory paycheck deduction and your company 

options, because you will not have FICA deductions during your employment at CSN. 
  
 Information about Social Security Form SSA-1945, a statement concerning the impact of your 

employment in a job not covered by Social Security. 
  
 Nepotism Policy Statement, which requires an employee to disclose a family relationship with another 

CSN employee. 
  
 Nevada Workplace Safety Policy Statement, which describes your rights and responsibilities in 

obeying safety rules and promoting a safe work environment for everyone. 
  
 Sexual Harassment Policy Statement which describes CSN’s zero tolerance policy regarding 

Sexual Harassment in the Workplace. 
  
 Workers’ Compensation Policy Statement, which describes your rights and responsibilities if you 

are injured on the job, or acquire an occupational illness. 
 
Name (Print):        Signature:         

Employee ID Number:      Date:          

Please 
Initial 



Current and/or Change in Family Relationship Form  Rev. 10/05 

 
Current and/or Change in Family Relationships Form 

 
 
 
 
 
Please initial one of the following, as it applies to         
        (Your Job Title) 
 
 
  I am not related to anyone employed at the College of Southern Nevada. 
   
  I am related to the following individual(s) employed at the College of Southern 

Nevada. 
 
 
 
     
(Name)  (Department)  (Relationship) 
     
     
     
(Name)  (Department)  (Relationship) 
     
     
     
(Name)  (Department)  (Relationship) 
     
 
 
I have read and understand the CSN Nepotism Policy.  I also certify that the above information 
is true and complete. 
 
 
 
     
(Name Please Print)  (Signature)  (Date) 
     
     
(Employee ID #)  (Department)  (Sort Code) 
 



7.08 - JW   

 
 

Exposure to Bloodborne Pathogens 

 Determination Form 
 

 
This form will be used to determine an employee's potential exposure to bloodborne pathogens during the performance of his/her job  

at CSN.  Please complete and return to:          CSN Human Resources 
6375 W. Charleston Blvd, W40E 

ALL FIELDS MUST BE FILLED  Las Vegas, NV  89146 
 702-651-5800 

Employee Name (PRINT CLEARLY) ________________________________________ Title _____________________________  

Employee Number _______________________________________________________  

Department/Program ______________________________________________ Campus _________________ Mail Sort _________  

Home Address _____________________________________________ City _________________ State __________Zip _________  

Home Phone _________________________ Cell Phone ______________________ Work Phone __________________________   
 

1. Do you come into contact with any of the following in the performance of your job at CSN?  
HUMAN BODY FLUIDS including blood, urine, excrement, vomit, semen, vaginal secretions, cerebrospinal fluid, synovial 
fluid, pleural fluid, pericardial fluid, peritoneal fluid, amniotic fluid, saliva in dental procedures, any body fluid that is visibly 
contaminated with blood, and all body fluids in situations where it is difficult or impossible to differentiate between body 
fluids, unfixed tissue or organ [other than intact skin] from a human [living or dead]; HIV-containing cell or tissue cultures, 
organ cultures, HIV or HBV containing culture medium or other solutions; blood, organs, or other tissues from experimental 
animals infected with HIV or HBV. 

 (circle) YES  NO  

 

2. Do you come into contact with needles, scalpels, or any other sharp devices CONTAMINATED WITH BODY 

FLUIDS during the performance of your job at CSN? 

 (circle) YES  NO  

 

3. Do you handle regulated waste or 'red bags' waste in the performance of your job at CSN? 
 Liquid or semi-liquid blood or other potentially infectious materials; contaminated items that would release blood or other 

potentially infectious materials in a liquid or semi-liquid state if compressed; items that are caked with dried blood or other 
potentially infectious materials and are capable of releasing these materials during handling; contaminated sharps; and 
pathological and micro biological wastes containing blood or other potentially infectious materials. 

 (circle) YES  NO  

 

4. Have you received the hepatitis B vaccination series of 3 injections? 

 (circle) YES  NO 

 

 IF YES, please provide the dates of each injection.  Give specific dates. 

 Injection #1 ________________________________  

 Injection #2 ________________________________  

 Injection #3 ________________________________  

 

 
  _________________________________________________________________________________  
 Employee Signature Date 
 

 

THANK YOU. PLEASE RETURN TO CSN HUMAN RESOURCES (see above address) 



Revised 04/09 

Designation of Beneficiary for Unpaid Compensation (NRS 281.155)  
       College of Southern Nevada 

 
The designated beneficiary will receive the amount of your unpaid compensation in case of your death.  Designation of 
beneficiary for this purpose may be revoked at any time and a new beneficiary may be named.  If no beneficiary is named, the 
funds will be paid to your estate.  This designation of the beneficiary does not affect the beneficiary designation for other plans 
such as Retirement, Insurance or Deferred Compensation.  Any number of beneficiaries may be named.  Complete an addendum 
to this document if more space is required. 
 
Employee Name:              
  (Please Print) 
 
Employee ID Number:              
 
⁭  Primary Beneficiary                               Secondary Beneficiary  

1.  Beneficiary Name:  ⁯  OR 
2.  To the Estate of:  ⁭ 

         
Last    First   MI 

 Relationship:  

 Percentages:  

 Address:  

 City, State, Zip-Code:  

 Telephone #  

 
⁭  Primary Beneficiary  ⁯  Secondary Beneficiary 

1.  Beneficiary Name:  ⁯  OR 
2.  To the Estate of:  ⁭ 

         
Last    First   MI 

 Relationship:  

 Percentages:  

 Address:  

 City, State, Zip-Code:  

 Telephone #  

 
⁭  Primary Beneficiary                             Secondary Beneficiary 

1.  Beneficiary Name:  ⁯  OR 
2.  To the Estate of:  ⁭ 

         
Last    First   MI 
 

 Relationship:  

 Percentages:  

 Address:  

 City, State, Zip-Code:  

 Telephone #  

 
Employee Signature:          Date:      
 
Primary Beneficiary:  The first beneficiary(ies) named to receive the unpaid compensation in the event of the employee’s  
death.  The primary beneficiary must be alive at the time of the employee’s death in order to collect the unpaid compensation.  
In the event the primary beneficiary(ies) dies prior to the employee, the unpaid compensation is paid to the secondary 
beneficiary, unless a new primary beneficiary is named. 
Secondary Beneficiary:  The beneficiary named to receive the unpaid compensation in the event of the primary beneficiary does 
not survive the employee. 

anthony.guinan
Typewritten Text



Revised 10/05    

                    COLLEGE OF SOUTHERN NEVADA 
 
 
 
 
To: All New Hires/CSN Employees 
 
From: Human Resources 
 
Subject:  NSHE Sexual Harassment Policy and Complaint Procedure 
 
It is the policy of the Nevada System of Higher Education that all employees receive a copy of 
the NSHE Sexual Harassment Policy and Complaint Procedure and sign a form acknowledging 
receipt of the Policy. Please complete this form upon your receipt of the Policy. 
 
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * 
 
I hereby acknowledge receipt of the NSHE Sexual Harassment Policy and Complaint 
Procedure prohibiting sexual harassment. I understand that I may contact the Affirmative 
Action Office or the Human Resources Office if I have any questions about the policy. 
 
 
Department and Campus where employed:           
 
Name (print clearly):          Date:       
 
Signature:               
 
Employee ID #:              
 
Employee Type (please check one):    Academic Faculty 
    Administrative Staff 
    Classified Employee 
    Student Employee 
    Adjunct (Part-Time) Faculty 
    Letter of Appointment (LOA) 
    Letter of Appointment w/benefits (LOB)
    Emeritus Faculty 
    Other 
 
 



     
 

Statement Concerning Your Employment in a Job 
Not Covered by Social Security 

 
 

Employee Name:                                                                 Social Security#___________________________               
 
Employer Name: ______________________________    Employer ID#:____________________________    
 
 
 

 
Your earnings from this job are not covered under Social Security. When you retire, or if you become disabled, you may 
receive a pension based on earnings from this job. If you do, and you are also entitled to a benefit from Social Security 
based on either your own work or the work of your husband or wife, or former husband or wife, your pension may affect 
the amount of the Social Security benefit you receive. Your Medicare benefits, however, will not be affected. Under the 
Social Security law, there are two ways your Social Security benefit amount may be affected. 
 
Windfall Elimination Provision 
Under the Windfall Elimination Provision, your Social Security retirement or disability benefit is figured using a modified 
formula when you are also entitled to a pension from a job where you did not pay Social Security tax. As a result, you will 
receive a lower Social Security benefit than if you were not entitled to a pension from this job. For example, if you are age 
62 in 2005, the maximum monthly reduction in your Social Security benefit as a result of this provision is $313.50. This 
amount is updated annually. This provision reduces, but does not totally eliminate, your Social Security benefit. For 
additional information, please refer to Social Security Publication, “Windfall Elimination Provision.” 
 
Government Pension Offset Provision 
Under the Government Pension Offset Provision, any Social Security spouse or widow(er) benefit to which you become 
entitled will be offset if you also receive a Federal, State or local government pension based on work where you did not 
pay Social Security tax. The offset reduces the amount of your Social Security spouse or widow(er) benefit by two-thirds 
of the amount of your pension. 
 
For example, if you get a monthly pension of $600 based on earnings that are not covered under Social Security, two-
thirds of that amount, $400, is used to offset your Social Security spouse or widow(er) benefit. If you are eligible for a 
$500 widow(er) benefit, you will receive $100 per month from Social Security ($500 - $400=$100). Even if your pension 
is high enough to totally offset your spouse or widow(er) Social Security benefit, you are still eligible for Medicare at age 
65. For additional information, please refer to Social Security Publication, “Government Pension Offset.” 
 
For More Information 
Social Security publications and additional information, including information about exceptions to each provision, are 
available at www.socialsecurity.gov. You may also call toll free 1-800-772-1213, or for the deaf or hard of hearing call 
the TTY number 1-800-325-0778, or contact your local Social Security office. 
 
I certify that I have received Form SSA-1945 that contains information about the possible effects of the 
Windfall Elimination Provision and the Government Pension Offset Provision on my potential future 
Social Security benefits. 
 
 
Signature of Employee                                                                                    Date 
 

 
 
Form SSA-1945 (12-2004) 
 
 



 
 

NEVADA SYSTEM OF HIGHER EDUCATION 
Employment Contract Attachment 

(Must be filed with first contract) 
 
 
 
 

I,        , do solemnly swear (or affirm) that I will 

support, protect and defend the Constitution and Government of the United States, and the 

Constitution and Government of the State of Nevada, against all enemies, whether domestic or 

foreign, and that I will bear true faith, allegiance and loyalty to the same, any ordinance, resolution 

or law of any State notwithstanding, and that I will well and faithfully perform all the duties of the 

office of           on which I am about to 

enter; (if an oath) so help me God; (in an affirmation) under the pains and penalties of perjury.  

 

 

       
Signature 

 
 
 
 
State of ____________________________ 
 
County of __________________________ 
 
 
 
Sworn and subscribed to and before me by         on this  
        Name of Person Taking Oath 
 
______ day of      ad, 20  .  
  

 
 

       
Notary Signature 

 (Original must be notarized.) 
 
 
 

December 2005 
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COLLEGE OF SOUTHERN NEVADA (CSN) PERSONAL DATA FORM 
Campus    West Charleston                  Cheyenne                      Henderson                     Other _______________________________                          


Action   New Employee         Address Change*          Name Change**      Mail Stop Change         Other      Effective Date ______________ 


Employee  
Type 


 Classified                     
 Faculty  
 Letter of Appointment / LOB        


 Student (Non Work Study)     
 Temporary 
 Volunteer           


Wages (160/1000 Hour)
 Work Study Student 
 Other _____________ 


Employee ID # (if assigned)
 
_________________________________ 


* This form is for human resources records only. Additional forms are required for insurance /retirement purposes. Contact your human resources office to obtain those forms. 
**For name changes a copy of a new Social Security Card, W‐4, I‐9, insurance change form, and retirement membership change form must be provided to Human Resources. 


 


EMPLOYEE PERSONAL CONTACT INFORMATION 
Employee Name  Last 


 


First  MI 


Nickname   


 


If changing name, indicate former name here 


Mailing Address*  


 


Street  City, State  Zip 


Phone and Email  Phone                                                              Cell Phone  Email 


Emergency Contact      Name     Relationship   Phone                                  Cell 


*Mailing address is confidential with the exception that home address of all new or rehired employees is reported to the 
State of Nevada Department of Employment, Training and Rehabilitation in accordance with NRS 606.120. 


 


AFFIRMATIVE ACTION INFORMATION  
By Federal mandate this institution collects and maintains the data below.   Definitions:  http://www.csn.edu/hr/aadefinitions/ 


 


 


Gender      Female        Male  Disability Status      Not Disabled (F)           Disabled Individual (T) 
 


Date of Birth:  (mm/dd/yyyyy)  _____/______/_____   
 


Military Discharge Date:  (mm/dd/yyyyy)  _____/______/_____   
 


Are you Hispanic or Latino?  
A person of Cuban, Mexican, Puerto Rican, South or Central 
American or other Spanish culture or origin, regardless of race.   


 


 Yes        No 
 


Racial Category or Categories: Please select the category(ies) with 
which you most closely identify (check as many as apply or none):      


 American Indian or Alaska Native             
 Asian                      
 Black or African American 
 Native Hawaiian or Other Pacific Islander      
 White 


 


Military Status: Check as many as apply or none.                                         
 


  Disabled Veteran  
  Armed Forces Service Medal Veteran  
  Other Protected Veteran  (Campaign badge list) 


        See list www.opm.gov/veterans/html/vgmedal2.htm 


 


Country of Citizenship _______________ 


Visa Status:  Expiration Date(mm/dd/yyyy)  ____/_____/______           


Type ______ (ex. F‐1/J‐1/H‐1B )   


 
 


EDUCATION INFORMATION 
Degree Awarded  Month/Year  Major  Name of Institution 
       


       


       


       


 


 
EMPLOYEE SIGNATURE:                            DATE:   
 
 


WORK INFORMATION 
Department    Mail Stop   Building   


Phone    Fax   Room   


Cell    Email  


rev 05/14/09 



http://www.csn.edu/hr/aadefinitions/

http://www.opm.gov/veterans/html/vgmedal2.htm

http://www.opm.gov/veterans/html/vgmedal2.htm
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