ISCOPAL

| DIOCESE of FLORIDA

EMPLOYEE ROSTER INFORMATION REQUEST

INSTITUTION NAME DATE

PERSONAL INFORMATION

FIRST NAME MlI LAST NAME

ADDRESS CITY ‘ STATE Zip

HOME PHONE ‘ CELL PHONE ‘
SOCIAL SECURITY #: ‘ GENDER ‘ DATE OF BIRTH

EMAIL ADDRESS ‘

ONLY IF ENROLLED IN PENSION:

MARITAL STATUS O SINGLE 0 MARRIED DATE OF MARRIAGE

SPOUSE'S NAME

SPOUSE’S DATE OF BIRTH SPOUSE'S SOCIAL SECURITY #

EMPLOYMENT INFORMATION SECTION

DATE OF HIRE JOB TITLE

] CLERGY O LAY HOURS EXPECTED TO WORK PER YEAR

BENEFIT INFORMATION SECTION

HEALTH COVERAGE QUESTIONS:

SOURCE OF HEALTH COVERAGE: Example of Source: Employer provided, Spouse
plan, Military plan, Medicare, Other - Please
specify, No Coverage

LEVEL OF COVERAGE:

INSURANCE PLAN:

PERCENTAGE PAID BY EMPLOYER' Example of Level: Single, Employee + one, Family

PENSION COVERAGE QUESTIONS:

EMPLOYER CONTRIBUTES TO PENSION? Example Response to Pension: Yes or No

OTHER BENEFITS [ LIFE INSURANCE O SHORT T. DISABILITY O LONG T. DISABILITY
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E EPISCOPAL

b' DIOCESE of FLORIDA

COMPENSATION SECTION

$ $ $ $
CASH STIPEND (BASE SOCIAL SECURITY TAX EMPLOYER PAID ER PAID 403(B)
SALARY) REIMBURSEMENTS TUITION FOR CONTRIBUTIONS
DEPENDENTS
$ $ $ $
OTHER TAXABLE UTILITIES PAID BY HOUSING EQUITY CASH HOUSING
INCOME EMPLOYER (LP GAS, ALLOWANCE ALLOWANCE
ELECTRIC, WATER)
HousING (RECTORY) PROVIDED: O YeEs 0O No MEALS PROVIDED: OYes O No
DATE OF LAST CHANGE IN COMPENSATION
OTHER INFORMATION
*FOR DIOCESAN ADMIN USE ONLY
WCC
MLPS ELIGIBLE [ ENROLLED NOT-ENROLLED OTHER
PLAN LEVEL
ER ELIGIBLE [ ENROLLED NOT-ENROLLED
O DB O DC O RSVP B M
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