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BEST Shared Services Employee Change Information Form


Personnel # __________
Position # ____________
Employee Name___________________
Effective Date______________  



Approval_________________________
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	Infotype 0002 – Personal Data

	Last Name: _______________________ First Name: _______________________ Middle Name: ________________
Social Security Number:   _______ - _______ - _________ Date of Birth: _______/________/________
Gender:        FORMCHECKBOX 
Male                FORMCHECKBOX 
Female             Marital Status:  FORMCHECKBOX 
Single  FORMCHECKBOX 
Married  FORMCHECKBOX 
Widow  FORMCHECKBOX 
Divorced  FORMCHECKBOX 
Separated



	Infotype 0006 – Addresses (Permanent)     (Employee can modify in ESS)                                       

	Address line 1:   ________________________________________________________________________________
City:     _______________     County:     _______________     State:     _______________     Zip:     _______________
Telephone # :    (______) _______ - ___________



	Infotype 0006 – Addresses (Emergency Contact)     (Employee can modify in ESS)             

	C/O:  _______________________________     Address line 1:  ___________________________________________   
City:     _______________     County:     _______________     State:     _______________     Zip:     _______________
Telephone # :    (______) _______ - ___________
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	Infotype 0077 –  Additional Personal Data           (check box) if applicable:

	Ethnic Origin/Race Data:  
	Disability:

	 FORMCHECKBOX 
 01  White (Non-Hispanic/Latino)

 FORMCHECKBOX 
 02  Black or African American

 FORMCHECKBOX 
 03  Asian (Non-Hispanic/Latino)

 FORMCHECKBOX 
 04  American Indian or Alaskan Native

 FORMCHECKBOX 
 05  Native Hawaiian or Other Pacific Islander

 FORMCHECKBOX 
 06  Two or More Races (Non-Hispanic/Latino)

 FORMCHECKBOX 
 07  Hispanic/Latino


	 FORMCHECKBOX 
 A  None/prefer not to report

 FORMCHECKBOX 
 B  Blind or severely visually impaired

 FORMCHECKBOX 
 C  Deaf or severely hearing impaired

 FORMCHECKBOX 
 D  Loss or limited use of arms and/or hands

 FORMCHECKBOX 
 E  Non-ambulation (must use a wheelchair)

 FORMCHECKBOX 
 F  Other orthopedic impairment (e.g. amputation, arthritis) 

 FORMCHECKBOX 
 G  Respiratory impairment

 FORMCHECKBOX 
 H  Nervous system/neurological disorder

 FORMCHECKBOX 
 I  Mental restored

 FORMCHECKBOX 
 J  Mental retardation

 FORMCHECKBOX 
 K  Learning disability

 FORMCHECKBOX 
 L  Other (heart disease, diabetes, speech impairment)

 FORMCHECKBOX 
 M  Other (specify in COMMENTS section)


	Military Status:
	

	 FORMCHECKBOX 
 Special disabled veteran

 FORMCHECKBOX 
 Vietnam-era Veteran

 FORMCHECKBOX 
 Other Veteran

 FORMCHECKBOX 
 Newly Separated Veteran

 FORMCHECKBOX 
 Non-Veteran
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