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EMPLOYMENT FORM 
COMPLETED BY THE EMPLOYEE’S SUPERVISOR 

Company: Employee ID#: 

START DATE WITH PROSERVICE: START DATE WITH COMPANY: 

TYPE AND AMOUNT OF PAY: (check one)  Note: Please contact the HR Service Center if you have questions regarding “exempt” vs.” non-exempt” employee status.

� Hourly  $ per hour        � Salary  $_________________________per year / month / week  / pay period (circle one) 

JOB TITLE: STATUS: � Full-Time     � Part-Time         

Organization Level 1: Organization Level 2: Organization Level 3: Organization Level 4: 

As the employee’s supervisor I understand that I have the authorization to review, verify and certify the employee’s identification documents required to 
complete the U.S. Department of Homeland Security Form I-9 (Employment Eligibility Verification). I have reviewed the completed forms, and have read 
and understand the above information.

SUPERVISOR SIGNATURE: DATE: 

COMPLETED BY THE EMPLOYEE 
Name:  Last  First  Middle Initial  

Other/Nicknames: Social Security Number: Date of Birth: Age: 

Residence Address:  Street, Room/Apt # Telephone Number: 

City or Town State Zip Code 

Mailing Address (if different):  Street, Room/Apt # Mobile Telephone Number: 

City or Town State Zip Code 

Gender: 

 � Male    � Female 

Do you have an active J-1 or F-1 Visa?   � No    � Yes* 

*If Yes, a copy of your Visa and Sponsor Letter is required to activate your FICA exemption.

Email Address: 

Emergency Contact Name: Relationship: Emergency Contact Phone Number: 
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If an employee is here in the USA with a J-1 or F-1 Visa, they should be exempt from FICA taxes. These employees must provide the following for ProService to set up the exemption:-Copy of their Visa-Copy of their Sponsor Letter-Copy of their DS-2019 Form OR their I-20 Form
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Introduction 

Your employer has made an investment on your behalf in the form of a relationship between their Company, ProService, and you.  

Your relationship with the Company remains much like any other employer/employee relationship.  The Company will continue to 

have day-to-day direction and control of your employment.  Your policies, procedures, pay rate, hours of work and employment 

practices will remain the responsibility of the Company.  ProService will provide administrative services such as preparation of your 

paycheck, management of work related injuries via the workers’ compensation program, administration of mandated and optional 

benefits, and human resources support for the Company and you. 

Employment Agreement 

THIS EMPLOYMENT AGREEMENT (“Agreement”) is entered into between ProService (“ProService”) and the undersigned Employee 

(“You”) pursuant to a Client Services Agreement between ProService and ____________________________ (the “Company”) in 

which ProService and the Company have agreed to act as co-employers.  This Agreement pertains to your employment with 

ProService.  

1. Employment.  Your continued employment is as a co-employee of ProService and the Company.  A co-employee is

an employee with two employers:  the Company, as the worksite employer, and ProService, as a Professional

Employer Organization.  The co-employment relationship allows ProService to provide certain benefits and

services to the Company and its employees.  In connection with this co-employment relationship:

(a) ProService shall be responsible for the payment and administration of your wages, payroll taxes, specified

benefits (including prepaid healthcare for eligible employees), workers’ compensation, and temporary

disability insurance, and to fulfill these obligations ProService retains such authority over you as required

by applicable law.

(b) The Company shall be your worksite employer and, in this capacity, shall be responsible for providing a

safe worksite environment as well as directing, supervising, disciplining, scheduling, training, and

controlling your work.

2. At-Will Employment.  Your employment relationship can be terminated at any time, with or without cause or prior

notice, at your option or the option of the Company and ProService.  No agreement contrary to this at-will

arrangement is valid unless it is in writing and signed by the President of the Company.  Any such agreement

between you and the Company is not binding on ProService and does not change your at-will employment with

ProService.  No supervisor or representative of ProService has the authority to make any implied or express

agreement contrary to the foregoing.  Termination of this Agreement by ProService may not necessarily terminate

your employment relationship with the Company absent notice to the contrary.

3. Paid Leave Policies and Other Benefits.  In the event that the Company maintains policies providing paid leave

benefits such as vacation, sick leave, PTO, or severance pay, the Company is responsible for any accrued benefits

under such policies during employment at the time of termination.  ProService does not provide, and has no policy

providing, vacation or other paid leave benefits.  To the extent the Company provides other benefits pursuant to

policies to which ProService is not a party, the Company is solely responsible for providing the benefits prescribed

by those policies.

4. Reporting Discrimination and Harassment.   ProService and the Company do not tolerate unlawful harassment or

discrimination against any employee.  If at any time you are subjected to or witness unlawful harassment or

discrimination, including but not limited to harassment or discrimination based on race, sex, sexual orientation,

pregnancy, age, religion, citizenship, color, veteran status, military status, prohibited retaliation, national origin,

ancestry, disability, arrest or court record (except as permitted by Section 378-2.5, Hawaii Revised Statutes),

marital status or other legally protected basis, you must immediately contact ProService’s Human Resources

Department at 1-888-892-8878 to obtain assistance.



5. Reporting Accidents and Injuries.  You must immediately report any work-related injuries or accidents to

ProService’s Human Resources Department.  Your sole remedy for work-related injuries is the remedy provided by

ProService’s workers’ compensation insurance coverage.  ProService requires you to submit to immediate post-

accident drug/alcohol testing.  You authorize the release of any alcohol/drug test results to ProService or any of its

agents and permit them to examine all records for the purpose of investigation of any workers' compensation

claim you are involved in.  You acknowledge and agree that (a) the Company pays ProService fees in connection

with the co-employment relationship described in this Agreement; and (b) a portion of those fees are used to pay

for your workers' compensation coverage for the purpose of the co-employers’ sharing the exclusive remedy shield

against civil litigation for any work injuries suffered by you under Hawaii’s Workers’ Compensation Act (Section

386-5, Hawaii Revised Statutes).

6. Employee Records.  You authorize the Company and ProService to exchange any and all information pertaining to

your personnel records.  Furthermore, you authorize the Company and ProService to exchange your job-related

medical information on a “need to know” basis in accordance with applicable law.

7. Arbitration.  Because of the delay and expense which results from the use of the federal and state court systems,

the Company, ProService and you agree to submit to binding arbitration any claims or controversies concerning

your compensation, employment, or termination of employment in connection with the co-employment

relationship described in this Agreement (rather than to use such court systems).  Any such arbitration proceeding

shall be administered by Dispute Prevention & Resolution, Inc. (“DPR”), or such other alternative dispute

resolution service, administrative agency or organization as the Parties may agree, before a single arbitrator.  The

DPR Arbitration Rules, Procedures and Protocols shall govern the procedure in any such arbitration.  By way of

example only, such claims include claims under federal, state, and local statutory or common law, such as the Age

Discrimination in Employment Act, Title VII of the Civil Rights Act of 1964, as amended, the Americans with

Disabilities Act, Hawaii’s Employment Practices Act, the law of contract and the law of tort.

8. General.  This is the entire agreement between you and ProService with respect to the subjects addressed herein,

including but not limited to termination of employment, and this Agreement takes the place of all prior and

contemporaneous agreements, representations, and understandings.  Should any term or provision of this

Agreement, or portion thereof, be declared void or unenforceable it shall be severed and the remainder of this

Agreement shall be enforceable.  Revisions to this Agreement are not valid unless prepared and agreed to in

writing by the President of ProService.  For the purpose of this agreement, ProService means the ProService entity

that is servicing the Company.

IN WITNESS WHEREOF, Employee has executed this Agreement effective as of the date below. 

_________________________________________________ 
SIGNATURE OF EMPLOYEE 

_____________________________________ 
DATE OF SIGNATURE 

NAME OF EMPLOYEE BEN GODSEY  President , ProService  
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FORM HW-4 
(REV. 2014)

STATE OF HAWAII — DEPARTMENT OF TAXATION

EMPLOYEE’S WITHHOLDING ALLOWANCE AND STATUS CERTIFICATE
INSTRUCTIONS

(NOTE: References to “married”, “unmarried”, and “spouse” also means “in a civil union”, “not in a civil union”, and “civil union partner”, respectively.)

MARITAL STATUS—If you are legally separated from your spouse 
under a decree of divorce or separate maintenance, check the Single 
box.

If you file as head of household on your tax return, you are treated as 
Single for withholding tax purposes.  However, an additional withholding 
allowance may be claimed for this filing status.

NUMBER OF WITHHOLDING ALLOWANCES—Do not claim more than 
the correct number of withholding allowances.  However, if by claiming 
the correct number of withholding allowances you still expect to owe 
more income tax for the year than will be withheld, you may increase the 
amount withheld either by claiming fewer withholding allowances or by 
entering into an agreement with your employer to withhold an additional 
dollar amount.

Note:  Hawaii law does NOT allow “exempt” status for withholding purposes.

NONWAGE INCOME—If you have a large amount of nonwage income, 
from sources such as interest or dividends, you should consider making 
estimated tax payments using Form N-1 or you may find that you owe 
additional tax at the end of the year.

TWO-EARNER/TWO JOBS—If you have a working spouse or more 
than 1 job, figure the total number of allowances you are entitled to claim 
on all jobs using worksheets from only 1 Form HW-4.  This total should 
be divided among all jobs.  Your withholding will usually be most accurate 
when all allowances are claimed on the HW-4 filed for the highest paying 
job and zero allowances are claimed for the others.

FILING THE CERTIFICATE—You must file this form with your employer 
or your employer must withhold tax from your wages as if you were 
single and claimed no withholding allowances.

FILING A NEW CERTIFICATE—You SHOULD file a new certificate if 
you get married or are entitled to claim more withholding allowances.  
You MUST file a new certificate within 10 days if ANY of the following 
occurs:

(a) If you are divorced or legally separated.

(b) If your spouse, for whom you have been claiming a withholding
allowance, commences claiming his or her own withholding
allowance on a separate certificate.

(c) If a dependent for whom you claimed a withholding allowance no
longer qualifies as a dependent.

You MUST file a new certificate on or before December 1 in case of the 
death of your spouse or the death of a dependent, unless such event 
occurs in December.

WITHHOLDING ALLOWANCE FOR AGE—You may claim an additional 
withholding allowance for age if you are at least 65 years old and no 
one can claim you as a dependent.  If you are married and filing a joint 
return, you may also claim an additional withholding allowance if your 
spouse is at least 65 years old, no one else can claim your spouse as 
a dependent, and your spouse is not already claiming such withholding 
allowance for himself / herself on a Form HW-4.

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 
qualifying child or any other person who is your dependent.

PENALTIES—Penalties are imposed for willfully supplying false or 
fraudulent information or for willfully failing to supply information.

CERTIFIED DISABLED PERSON—See the section, “What Is Not 
Subject to Withholding” in Booklet A, Employer’s Tax Guide.

NONRESIDENT MILITARY SPOUSE—Under federal law, the State is 
prohibited from subjecting the income received by a service member’s 
nonresident spouse for services performed (i.e., wages) in Hawaii to 
Hawaii’s income tax beginning tax year 2009.

FOR FURTHER INFORMATION—Contact your employer or the 
Department of Taxation at 808-587-4242 (toll-free at 1-800-222-3229).

---------------------- Cut here and give the certificate to your employer.  Keep the top portion and a copy of page 2 for your records. ----------------------

STATE OF HAWAII — DEPARTMENT OF TAXATION

EMPLOYEE’S WITHHOLDING ALLOWANCE AND STATUS CERTIFICATE
Section A (to be completed by the employee)
1 Type or print your full name 

Home address (number and street or rural route) 

City or town, State, and Postal/ZIP code 

FORM HW-4 
(REV. 2014)

2 Your Social Security Number

3 Marital Status  Single  Married
 Married, but withhold at higher Single rate
 Certified Disabled Person (not subject to withholding)
	Nonresident Military Spouse (not subject to withholding)

4 Total number of allowances you are claiming (from line I of the worksheet on page 2).  (Note:  Hawaii law 
does NOT allow “EXEMPT” status for withholding purposes.) ..........................................................................................  4

5 Additional amount, if any, you want deducted each pay period ................................................................................................  5  $

I declare, under the penalties set forth in section 231-36, HRS, that I have correctly indicated my marital status and that the number of withholding 
allowances claimed on this certificate does not exceed the number to which I am entitled.

(Date) ,  (Signed) 
Section B (to be completed by the employer)
1 Employer’s name 2 Hawaii tax identification number 

W __ __ __ __ __ __ __ __ - __ __
Employer’s address City or town, State, and Postal/ZIP code 

EMPLOYER: Keep this certificate with your records. If you believe that an employee has claimed excess allowances for the employee’s situation (generally 
more than 10) or misstated the employee’s marital status, you must send a copy of the Form HW-4 for that employee to the Hawaii Department of Taxation, 
P. O. Box 3827, Honolulu, Hawaii 96812-3827.

FORM HW-4

7 of 22
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Nonresident Military Spouses will need to provide the following documents in addition to the HW-4:-Form HW-6 (found here: http://files.hawaii.gov/tax/forms)-A copy of the servicemember's military or naval orders assigning them to Hawaii-A copy of the servicemember's Leave and Earning Statement (LES)-A front and back copy of the unexpired military spouse ID card that identifies the card-holder as a spouse, not just a dependent. 
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USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 08/31/2019

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Form I-9  07/17/17 N   Page 1 of 3

►START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which 
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ 
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job offer.)
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)

Address (Street Number and Name) Apt. Number City or Town State ZIP Code

Date of Birth (mm/dd/yyyy) U.S. Social Security Number

- -

 Employee's E-mail Address Employee's Telephone Number

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

1. A citizen of the United States

2. A noncitizen national of the United States (See instructions)

3. A lawful permanent resident

4. An alien authorized to work    until 
(See instructions)

(expiration date, if applicable, mm/dd/yyyy):

(Alien Registration Number/USCIS Number):

Some aliens may write "N/A" in the expiration date field.

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9:  
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:

2. Form I-94 Admission Number:

3. Foreign Passport Number:

Country of Issuance:

OR

OR

QR Code - Section 1   
Do Not Write In This Space

Signature of Employee Today's Date (mm/dd/yyyy)

Preparer and/or Translator Certification (check one):   
      I did not use a preparer or translator.  A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)
I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct.
Signature of Preparer or Translator Today's Date (mm/dd/yyyy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State ZIP Code

Employer Completes Next Page

kai.adams
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DOB and Social Security Number are required field. 
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Employees must list an address in this section. A physical address is preferred, however if they do not have one, they may list a P.O. Box or private mailbox, or they may describe where they live. Ex: "3 miles SW of Anytown post office near water tower". Do not leave it blank. 
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Form I-9  07/17/17 N   Page 2 of 3

USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 08/31/2019

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Section 2. Employer or Authorized Representative Review and Verification 
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You 
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the "Lists 
of Acceptable Documents.")

Last Name (Family Name) M.I.First Name (Given Name)Employee Info from Section 1 Citizenship/Immigration Status

List A
Identity and Employment Authorization Identity Employment Authorization

OR List B AND List C

Additional Information QR Code - Sections 2 & 3 
Do Not Write In This Space

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Certification: I attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee, 
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States. 
The employee's first day of employment (mm/dd/yyyy):  (See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date(mm/dd/yyyy) Title of Employer or Authorized Representative

Last Name of Employer or Authorized Representative First Name of Employer or Authorized Representative Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) City or Town State ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial

B. Date of Rehire (if applicable)
Date (mm/dd/yyyy)

Document Title Document Number Expiration Date (if any)  (mm/dd/yyyy)

C. If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes
continuing employment authorization in the space provided below.

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if 
the employee presented document(s), the document(s) I have examined appear to be genuine and to relate to the individual. 
Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative
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LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A  
or a combination of one selection from List B and one selection from List C.

LIST A

2.   Permanent Resident Card or Alien 
Registration Receipt Card (Form I-551)

1.   U.S. Passport or U.S. Passport Card

3.   Foreign passport that contains a 
temporary I-551 stamp or temporary 
I-551 printed notation on a machine-
readable immigrant visa

4.   Employment Authorization Document 
that contains a photograph (Form 
I-766) 

5.   For a nonimmigrant alien authorized  
to work for a specific employer 
because of his or her status:

Documents that Establish 
Both Identity and 

Employment Authorization

6.   Passport from the Federated States of 
Micronesia (FSM) or the Republic of 
the Marshall Islands (RMI) with Form 
I-94 or Form I-94A indicating 
nonimmigrant admission under the 
Compact of Free Association Between 
the United States and the FSM or RMI

b. Form I-94 or Form I-94A that has  
the following:
(1) The same name as the passport; 

and
(2) An endorsement of the alien's 

nonimmigrant status as long as 
that period of endorsement has 
not yet expired and the 
proposed employment is not in 
conflict with any restrictions or 
limitations identified on the form.

a. Foreign passport; and

For persons under age 18 who are 
unable to present a document 

listed above:   

1.   Driver's license or ID card issued by a 
State or outlying possession of the 
United States provided it contains a 
photograph or information such as 
name, date of birth, gender, height, eye 
color, and address

9.   Driver's license issued by a Canadian 
government authority

3.   School ID card with a photograph

6.   Military dependent's ID card

7.   U.S. Coast Guard Merchant Mariner 
Card

8.   Native American tribal document

10.   School record or report card

11.   Clinic, doctor, or hospital record

12.   Day-care or nursery school record

2.   ID card issued by federal, state or local 
government agencies or entities, 
provided it contains a photograph or 
information such as name, date of birth, 
gender, height, eye color, and address

4.   Voter's registration card

5.   U.S. Military card or draft record

Documents that Establish  
Identity 

LIST B

OR AND

LIST C

7.   Employment authorization 
document issued by the 
Department of Homeland Security

1.   A Social Security Account Number 
card, unless the card includes one of 
the following restrictions:

2.   Certification of report of birth issued 
by the Department of State (Forms 
DS-1350, FS-545, FS-240) 

 
3.   Original or certified copy of birth   
      certificate issued by a State,  
      county, municipal authority, or  
      territory of the United States  
      bearing an official seal

4.   Native American tribal document

6.   Identification Card for Use of 
Resident Citizen in the United 
States (Form I-179)

Documents that Establish  
Employment Authorization

5.   U.S. Citizen ID Card (Form I-197)

(2)  VALID FOR WORK ONLY WITH 
INS AUTHORIZATION

(3)  VALID FOR WORK ONLY WITH 
DHS AUTHORIZATION

(1)  NOT VALID FOR EMPLOYMENT

Page 3 of 3Form I-9  07/17/17  N 

Examples of many of these documents appear in Part 13 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.
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HC-5 (Rev.09/19)

Use this form if the employee works at least 20 hours per week and: 
• Works for 2 or more employers** or • Claims an exemption or waiver from health care coverage or
• Terminates an exemption or • Changes principal and/or secondary employer designation**

THIS SECTION IS FOR THE EMPLOYER TO COMPLETE. 

See employee’s selection below and take appropriate action. Give a copy of this completed form to the employee. Keep this 
completed, signed form on file for 2 years. The employee’s selection below is applicable only within calendar year 2020. If the
employee will be renewing the selection after 2020, have the employee complete the form for the appropriate year.

FOR THE EMPLOYEE TO COMPLETE: 

Do not use this form if: • You work for only 1 employer and that employer provides you with health care coverage or
• You work less than 20 hours per week for your employer

In accordance with the provisions of the Hawaii Prepaid Health Care Act (Chapter 393, Hawaii Revised Statutes), this is to 
notify my employer that: (Check appropriate box.) 

1. Of the two or more concurrent employers that I work for (at least 20 hours a week), you have been selected as the
principal** employer and are required to provide me health care coverage (Section 393-6).

**The principal employer is the employer who pays the employee the most wages. However, if the employee works for 1 
employer at least 35 hours per week and that employer does not pay the employee the most wages, the employee chooses 
the principal employer.  

2. Of the two or more concurrent employers that I work for (at least 20 hours a week), you have been selected as the
secondary** employer and are therefore relieved of the responsibility to provide me health care coverage until you are
otherwise notified (Section 393-16).

3. I am exempt from health care coverage because I am: (Check appropriate box.) (Sections 393-17 and 393-22)

a. covered by a Federally established health insurance or prepaid health care plan, such as Medicare, Medicaid or
medical care benefits provided for military dependents and military retirees and their dependents.

b. covered as a dependent (e.g. spouse, child, etc.) under a qualified health care plan.

c. a recipient of public assistance or covered by a State-legislated health care plan governing medical assistance
(e.g. MedQuest).

d. a follower of a religious group who depends upon prayer or other spiritual means for healing.

4. I waive coverage from my employer’s health care plan because I have obtained the plan named _____________
_____________________ from the health care plan contractor named _________________________________.
I understand this waiver is binding for the 2020 calendar year. I submitted a copy of my plan to my employer to forward
to the Department of Labor and Industrial Relations with this form. (Section 393-21).

5. The coverage exemption/waiver previously indicated in items 2, 3 or 4 is no longer applicable; you are therefore
required to provide me health care coverage (Section 393-18).
Requested effective date of coverage: ____________________.

Print employee name Employee signature 

Address  Phone no.  Date 

Keep a copy of your completed, signed form for yourself. RETURN COMPLETED FORM TO EMPLOYER. 

Call (808) 586-9188 with any questions about this form. 

Auxiliary aids and services are available upon request. Please call: (808) 586-9188; TTY (808) 586-8844; TTY neighbor islands  
(888) 569-6859. A request for reasonable accommodation(s) should be made no later than ten working days prior to the needed
accommodation(s). Important Notice about Language Assistance: This document contains important information.  If you 
need language assistance at no cost to you, please contact us by phone or in person immediately. It is the policy of the Department 
of Labor and Industrial Relations that no person shall, on the basis of race, color, sex, marital status, religion, creed, ethnic origin, national 
origin, age, disability, ancestry, arrest/court record, sexual orientation, and National Guard participation, be subjected to discrimination, 
excluded from participation in, or denied the benefits of the Department’s services, programs, activities, or employment. 

STATE OF HAWAII 

DEPARTMENT OF LABOR AND INDUSTRIAL RELATIONS 

DISABILITY COMPENSATION DIVISION 

Princess Keelikolani Building, 830 Punchbowl Street, Room 209, Honolulu, Hawaii 96813 

FORM HC-5 EMPLOYEE NOTIFICATION TO EMPLOYER FOR CALENDAR YEAR 2020

Employer name DOL account number  

Address Phone no. 

ENSURE THE FORM IS 
FOR THE

CURRENT YEAR
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The employee would complete this form if they already have health insurance from another source and they do not want health insurance through your company.-Box 2: If they have health insurance from another employer-Box 3a: If they have Medicare/Medicaid or if their insurance is through the military. -Box 3b: If they are a dependent on a spouse or parent's plan. -Box 3c: If they receive insurance through public assistance or a State plan such as Quest-Box 4: If they went directly to the insurance company for their health insurance.

amanda.bias
Callout
If an employee selects Box 4 they need to provide proof of insurance. A copy of their insurance card may suffice. If it is a mainland plan we may require copies of the insurance plan policy.
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AUTHORIZATION FOR DIRECT DEPOSIT 

COMPLETED BY THE EMPLOYEE 

Company: 

Employee Name:     Last    First   MI 

I would like to: 

 begin direct deposit.  change my existing direct deposit.  cancel my current direct deposit. (Simply sign form and submit.) 

My financial institution: Branch: 

Bank Transit / Routing Number: Account Number: 

Type of Account: 

 Checking (Attach a voided check)  Savings (Attach a deposit slip) 

 Full check amount 

 Portion of check amount: $ 

My second financial institution (optional): Branch: 

Bank Transit / Routing Number: Account Number: 

Type of Account: 

 Checking (Attach a voided check)  Savings (Attach a deposit slip) 

 Full check amount 

 Portion of check amount: $ 

My third financial institution (optional): Branch: 

Bank Transit / Routing Number: Account Number: 

Type of Account: 

 Checking (Attach a voided check)  Savings (Attach a deposit slip) 

 Full check amount 

 Portion of check amount: $ 

I authorize ProService and the Financial Institution(s) listed above to make direct deposits and, if necessary, make adjusting 

entries to correct errors in deposits to my account(s) indicated above. I understand that either the Company or I can terminate 

this arrangement with advanced written notice if received in sufficient time and in a manner to allow a reasonable opportunity to 

act on it. 

Signature: Date: 

IMPORTANT: 

Please attach a voided check for direct deposit into a checking account and/or a deposit slip for direct deposit into a savings 

account. 

It normally takes thirty (30) days for the paperwork to be processed through your bank before your direct deposit takes effect; until 

that time, you will receive paper paychecks. Funds are available on your regular pay date.

FAX COMPLETED FORMS TO 888-783-8333 Page 21 of 22
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ACKNOWLEDGMENT OF EMPLOYEE HANDBOOK 

 

 
I hereby acknowledge that I have received the ProService Hawaii Employee Handbook. I agree to read 

and to abide by the guidelines and procedures described in the Employee Handbook. I understand that I 

have an ongoing opportunity to ask questions about the policies and procedures described in the  

Employee Handbook. I understand that any violation of the guidelines and procedures in the Employee 

Handbook may result in disciplinary action up to and including the termination of my employment. 
 

I understand that the Employee Handbook is not a contract between me and the Company and/or 

ProService Hawaii. I agree and understand that my employment is at-will. Therefore, I or the Company 

and/or ProService Hawaii may terminate my employment at any time, for any reason, with or without 

cause or prior notice. I understand that no Company and/or ProService Hawaii representative, employee, 

or agent (other than the President of the Company and/or ProService Hawaii), has the authority to enter 

into any agreement for employment for any specified period of time, or any agreement that changes or 

modifies the Employment At-Will relationship. In consideration of my employment, I agree to conform to 

the guidelines, procedures, rules, and regulations of the Employee Handbook. 
 

I understand that the Employee Handbook is not contracts. My employment and compensation can be 

terminated with or without reason, and with or without notice, at any time, at the option of the Company, 

ProService Hawaii, or myself. 
 

I understand that in case of termination, I will settle all open employee charge accounts in full and return 

all tools and property belonging to the Company and/or ProService Hawaii, prior to my last day of work.  

I understand and agree that any outstanding balance may be withheld from my final paycheck to the 

extent permitted by law. 

 

 

Print Company Name:      
 

 
 

Employee’s Signature:      
 

 

 
Print Name:    Date:    
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How to complete the I9 Form 
Please call ProService Hawaii with any questions: 

8083948878 
*Please note if the I-9 is incomplete an employee should not be scheduled to work.

Section 1 (To be completed by the employee)

Status in U.S.  How to complete 

● U.S. Citizen Check box ‘A Citizen of the United States’ 

● Noncitizen National of the US
○ Born in American Samoa
○ Trust Territory of the

Pacific Islands

Check box ‘A noncitizen national of the United 
States’ 

● Permanent Resident
○ USCIS Number
○ Alien Registration

Number

Check box ‘A lawful permanent resident’ 
       AND 

Write the USCIS Number or Alien Registration 
Number 

● Alien Authorized to work
  Includes... 

○ Federated States of
Micronesia Passport

○ Republic of Marshall
Island Passport

○ Palau Passport
○ Any other Foreign

Passport

Check box ‘An alien authorized to work’ 
 AND 

● List Alien Registration Number or
USCIS Number.

 OR 
● I94 Admission Number

OR
● Foreign Passport Number and
● Country or Issuance

kai.adams
Stamp



Please call ProService Hawaii with any questions: 
8083948878

● The employee is to choose the documents they are to provide...
○ 1 from List A (Foreign Passports will need supporting ID documents, see below)

 OR 
○ 1 from List B AND 1 from List C

● The Supervisor/Authorized Contact is to list the ID information, and sign indicating they have
seen the original ID document(s).

Section 2 (To be completed by the Supervisor/Authorized contact)

Helpful tip: Foreign Passports ALWAYS need a supporting document (please see below).



Common Examples 

Document Type  What list should it be 
under? 

What should be listed? 

US Passport  List A 

Federated States of 
Micronesia Passport 

List A 

Permanent Resident 
Card 

List A 

List B  Driver’s License 
 and 

List C Social Security 
Card 

Driver’s License and 
Social Security Card 



How to Complete the W-4 and HW-4 Forms 
Please call you HR Associate with any questions:  

(808) 384-3111  
 

W-4 Form (Federal Tax)  
• New employees and rehires paid in 2020 must complete the 2020 

W-4.  
• It is mandatory to complete Step 1 (a, b, and c) and Step 5 (sign and 

date).  
 

*Please note: If any mandatory area is left blank, the form will be 
considered incomplete and the employee will be defaulted to “Single or 
Married filing separately”   
• We are unable to provide tax advice. Employees should seek advice 

from their tax consultant or visit www.irs.gov/W4app.  
• “Exempt” status is accepted on this form and should be written in 

UPPER CASE letters under box 4(c). Claiming “exempt” means that 
no Federal taxes will be deducted from an employee’s paycheck.    

 
 

http://www.irs.gov/W4app


HW4 Form (State Tax) 
● It is important to complete numbers 1, 2, 3, 4 and to sign and date the form.

*Please note:  If any area is left blank the form is considered incomplete, and the 
employee will be defaulted to a Single, 0 status.

● We are unable to give tax advice.  Employees should seek advice from their tax 
consultant.

● Claiming 0 indicates you would like the highest amount to be taken out of your 
paycheck for State Taxes.

● ‘Exempt’ status is not allowed for the State of Hawaii. 



How to complete the HC5 and 
Healthcare Enrollment Forms  

Please call your HR Associate with any questions: 
8083948878 

● If no forms are submitted we will follow up requesting either the HC5 or enrollment form even
if the employee will not be eligible.

● If no forms are received and the employee becomes eligible for health care, they will be auto-
enrolled in the base health care plan offered, as required by law.

Frequently Asked Questions 
1. When will my employee be eligible for health care?

a. An employee will become eligible for health care once they have worked 4 consecutive
weeks of 20 or more hours each week.  Benefits will begin on the first of the following
month.

2. Do they need to complete the HC5 Form if they won’t be working for more than 20 hours a
week?

a. We recommend employees complete the HC5 waiver even if they will not be working
20 or more hours per week. This ensures that on the rare case that they do work more
hours than expected and gain eligibility, they will not be auto enrolled.

HC5 Form (waiver) 
● Only 1 selection is accepted. If  more than 1 selection is checked the form is considered

incomplete and we will follow up.
● If an employee selects #3, they must also select from AD.
● If an employee selects #4, they must list the name of plan and the type of plan they have. (Ex.

HMSA, PPO or Kaiser, group Plan, etc.). We will follow up if it is left blank.

**Please submit a COPY of the employee’s medical card if they check off Box #4. 
This is to verify that they are enrolled in a plan that meets Hawaii Prepaid 

guidelines before waiving their coverage.  

Health Care Enrollment Form 
● Please complete if your employee would like healthcare in the event they become eligible.
● If the employee has selected a plan that covers their child(ren), spouse, or family, please

make sure they write the dependent(s) information in the space provided.
● Please make sure the form is signed and dated.
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