
 Operating under HIPPA compliance. 

   EMPLOYEE DATA MAINTENANCE  
 

 
                                                      Date: _____________________        

                     
Check One (√):  New  Update   Rehire 
 
Personal Information: 
 
Name:                                                                                                     Sex:  M  F 

(Last)   (First)    (Middle/Initial) 
 
Address: ____________________________________________________________________    
   (Street)    (City)   (State)  (Zip Code) 
 
Phone: (       )                                      Date of Birth:           /          /             
Social Security #:          -       -            Martial Status:           Single           Married 
 
Department Allocation: 
Department: _____________________________                                            
Supervisor:  _____________________________ 
Position: ________________________________                                            
 
Family Member Information: (eligible for staff discounts, if applicable) 
Spouse’s Name:                                            
Dependent(s)’ Name: 1                                          Sex:      M       F 

2                                          Sex:      M       F 
3                                          Sex:      M       F 
4                                          Sex:      M       F 

 
Emergency Contact: 
Contact Person: _______________________________________                                            
Phone Number: (H):                                            

(W):                                           
Relationship: _________________________________________                                      
       
Have you ever worked for South Cove:      Yes        No 
If yes, date of last termination:                                       

Department allocated:             __________________                                       
 
 
Signature: ___________________________________                                                                  
 
Upon completion, please return this from to the Human Resources Department. 
 
PersForm_scchcweb         Form: HR_EmplMaint_99 
8/2003 
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