
 

 

 

 

Welcome to CYO and Community Services/Catholic Charities Health and Human Services.  If 

you haven’t heard, CYO is merging with Cleveland Catholic Charities.  This is an exciting time 

for the participants of the agencies and the staff as well.  CYO is doing all that it can to make this 

transition as smooth as possible for everyone.   

 

There are multiple changes with the employment process and it will effect you.  Please note the 

following important information and changes: 

 

1. Catholic Charities will be processing your payroll.   

a. You will be paid every other Friday. 

b. Direct Deposit is mandatory for all staff except for Environment Education and 

Summer Rec.  However, EE & SR staff may choose to have their paycheck 

directly deposited into an account. 

c. You must provide verification of your account and routing numbers with your 

direct deposit form.  Acceptable forms of verification are:  Voided Check, Deposit 

Slip with both accounting numbers and routing numbers printed on it or a letter 

from the bank on company letterhead.  Generic deposit slips will not be accepted. 

2. Please ensure that you review and complete the entire packet of paperwork. 

3. Do not return the packet until all paperwork is complete and required documentation is 

included with the packet. 

a. Diplomas/degrees if applicable 

b. Licenses or certifications that are required for your position 

c. Physical form completed by your physician.  Call to schedule your appointment 

now. 

d. Direct Deposit Account and Routing Number Verification  

4. You must forward the completed packet by the deadline.  If your packet is not received 

by the deadline your employment will be terminated on the 3
rd

 day after the deadline 

date.  There will be no exceptions. 

5.  All seasonal staff are required to receive a criminal background check and drug test prior 

to employment.  Instructions are included in this packet. 

 

Any questions or concerns about your employment paperwork should be directed to the Human 

Resource Manager @ kausel@clevelandcatholiccharities.org (subject:  Employment Forms) or 

330.762.2961 ext. 221. 

 

Any questions or concerns about your position, start dates, time off, etc. should be directed to the 

Program Director at: 

Environmental Education, Resident Camp & Day Camp: 

Jlitten@clevelandcatholiccharities.org or 330.762.2961 ext. 229 

SumFun: 

Tflannery@clevelandcatholiccharities.org or 330.762.2961 ext. 224 

 

mailto:kausel@clevelandcatholiccharities.org
mailto:Jlitten@clevelandcatholiccharities.org
mailto:Tflannery@clevelandcatholiccharities.org


 

Checklist and Guide to Your Seasonal Employment Paperwork 

 

This document was created to assist you to ensure that you have all of the paperwork 

completed and the required documentation is attached. 

 

Please check-off each item as it is completed.  Do not leave any items blank and do not 

return your packet without the completed checklist and incomplete.  Again, incomplete 

packets will not be accepted. 

 

  

FORM/DOCUMENTATION FORM NO. √/ENCLOSED 

1. Employment Offer Letter - Signed   

This was mailed to you with the instructions to 

download this packet 

N/A  

2. Job Description – Signed    

This was mailed to you with the instructions to 

download this packet 

N/A  

3. Checklist (2 Pages) #1  

4. Employment Application (3 Pages) #2  

5. Employee Data Sheet #3  

6. Direct Deposit Verification 

Voided Check, Deposit Slip with both accounting 

numbers and routing numbers printed on it or a 

letter from the bank on company letterhead.  

Generic deposit slips will not be accepted. 

  

7. Direct Deposit Form #4  

8. W-4 Form (2010) #5  

9. Bath Tax Form (optional) #6  

10. Minimum Wage Agreement 

EE, RC & DC Staff Only 

#7  

11. Criminal Records Check  

Employee and a witness must sign 

#8  

12. Criminal Background Check Instructions  Do Not Return 

13. Drug Free Workplace Acknowledgement #9  

14. Drug Free Workplace Consent #10  

15. Drug Testing Instructions  Do Not Return 

16. Medical Form #11  

17. Physical Health Exam Signed by Physician 

For RC Staff Only 

If you cannot schedule an appointment prior to the 

date that you need to submit your packet, because 

of insurance purposes, please indicate the 

appointment date below.  You must have a current 

physical prior to your first day working.   

Date Physical is Scheduled:___________________ 

#12  

FORM #1 (2 pages) 
PLEASE RETURN 



 

18. Hepatitis B Vaccination/Declination Form #13  

19. Human Resource & Safety Policies 

Acknowledgement Form   

#14  

20. Conflict of Interest Acknowledgment Form #15  

21. Ohio Dept. of Taxation #16  

22. High School Diploma or Highest Degree  

             Send a copy only if you have received a diploma  

             or degree since last season 

  

23. Copies of any licenses or certifications that pertain 

to your position 

  

This Section is for all Resident Camp, Day Camp staff 

and Drivers over the age of 21. 

Follow the directions located on the instruction form to 

download the below forms 

  

Bureau of Motor Vehicle Report  

For all Resident Camp, Day Camp staff and Drivers over 

the age of 21. 

  

Copy of valid Ohio Driver’s License   

Driver’s Statement B 

For all Resident Camp, Day Camp staff and Drivers over 

the age of 21. 

  

 

   

 

I attest that all of the above items have been checked and are included in my packet.  I have 

checked all the sections and have not left any items blank unless they do not pertain to my 

employment. 

 

I understand that if my completed packet is not returned by the required deadline then my 

employment will be terminated. 

 

______________________________________________________________________________ 

Print Name    Signature     Date  

 

 

If employee is under 18 years of age a parent/guardian must sign below. 

 

______________________________________________________________________________ 

Print Name    Signature     Date  

FORM #1 
PLEASE RETURN 



Application For Employment 
CYO and Community Services 

812 Biruta Street, Akron, OH 44307-1104 
PLEASE PRINT   (330) 762-2961   www.akroncyo.org 

 

CYO considers Applicants for all positions without regard to race, color, religion, creed, gender, national origin, age, disability, marital or veteran status or any other legally protected status. 

 

 

Date: 
 
 

 

Position(s) Applying For: 
 

___ Full-Time      ___ Part-Time 
 

___ Seasonal     ___ Volunteer 
 

 

Salary Desired: 

 
 

 

Please indicate which department you are applying for:  CHECK 1 DEPARTMENT ONLY 
 

______Day Camp at Camp Christopher                  ______Resident Camp at Camp Christopher        _____Environmental Education 
 

______Summer Recreation (Day Camp for Individuals with Special Needs/Multiple sites throughout Summit Co.) 
 

Dates available for employment:        From: ______________________       To: ________________________ 
 
 

 

Last Name                                                                            First Name                                                                  Middle Name 

 
 

Home Address      Street                                                        City                            State                               Zip Code             Phone 

 
 

Present Address    Street                                                        City                            State                               Zip Code             Phone 

 
 

Home email                                                   Other email 

 

 

Social Security Number 

CYO prefers to hire staff that are tobacco free.  Do you use tobacco?     _____Yes  _____No 
 
Are you 18 years of age or older? ______Yes      ______No          If No, birth date: ___________________________________ 
 

Are you legally authorized to work in the United States?      ______Yes  ______No 
 
If yes, will you now or in the future require sponsorship in order to retain authorization to work in the U.S.? ______Yes ______No 
 

Are you currently employed or on ñlay-offò status and subject to recall?    ______Yes ______No 
 

List relatives and personal acquaintances employed by CYO: ________________________________________________________________ 
 

Have you been convicted of any violation of the law (except minor traffic violations)?   ______Yes ______No 
Conviction of a crime will not automatically disqualify anyone from employment.  Each case is evaluated on an individual basis and reviewed in terms 
of, among other considerations, the nature and the severity of the crime, when it occurred and the position sought by the applicant. 
 

 

Nature of Offense 
 

Date of Offense 
 

 

Jurisdiction of Offense 
 

Disposition 

 

1. 
   

 

2. 
   

 

3. 
   

 

Have you lived outside Ohio anytime (including school) during the past 5 years?  ______Yes ______No 
 

Are you available to work:  Evenings ______Yes      ______No  Weekends _______Yes       _______No 
 

How soon after notification can you report? ___________________________________________________________________________________ 

 
EDUCATION - Please include any 2008-2009 year updates 

 Name & Address 
of School 

Course of Study Years Completed Diploma/Degree 

High School 
 

    

College/University/Technical/ 
Vocational/Graduate 

    

FORM #2 (3 pages) 
PLEASE RETURN 

http://www.akroncyo.org/


List any Scholarships, Honors, Awards or Special Achievements:_____________________________________ 

Employment History - Please include any 2008-2009 year updates 
 

 

1.  Employer 
 

 

Dates Employed 
             From                                       To 

 

Duties Performed 

Address 
 

   

Telephone Number(s) 
 
 

 

Hourly Rate/Salary 

         Starting                                   Final 

 

Job Title 
 

Supervisor 
 

   

Reason for Leaving 
 

 

 

 
OTHER QUALIFICATIONS 

 
Do you have a valid Ohio Driverôs License?       ______Yes ______No 
 
Do you have a Professional License?   ______Yes      _______No If yes, please describe: _______________________________ 
 
Have you ever had your professional license revoked, suspended or have charges ever been brought against you regarding such 
license?                                                                                                                         ______Yes      ______No  
 
If yes, please explain: ________________________________________________________________________________ 
 
 
Summarize special job-related skills, qualifications and certifications (lifeguard, first aid, etc.) acquired from employment or other 
experiences, especially those pertinent to the position you are applying for: 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
 
Describe any specialized training, U.S. Military training, apprenticeships, skills, talents, hobbies and extra-curricular activities: 
 
_______________________________________________________________________________________________________ 
 
_______________________________________________________________________________________________________ 
 
 
List professional, trade, business or civic activities and offices held.  Please include volunteer experiences. 
You may exclude membership which would reveal gender, race, religion, national origin, age, ancestry, disability or other protected status: 
 
__________________________________________________________________________________________________________________ 
 

________________________________________________________________________________________________________ 
 
 
 
What foreign languages(s) do you speak, read or write fluently? 
_________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 

PLEASE 
RETURN 



 

CERTIFICATION 
   
 

 
I certify that answers given herein are true and complete to the best of my knowledge.  I authorize investigation of all statements 
contained in this application for employment as may be necessary in arriving at an employment decision.  I understand that any false or 
incomplete information shall be sufficient cause for rejection of application. 
 
I hereby give CYO and Community Services permission to contact any and all former employers, associations, educational institutions, 
law enforcement agencies and other individuals and agencies they find necessary in determining my eligibility for employment.  Also I 
will not hold any of the above, nor individuals employed by the above, liable for furnishing the information requested and waive my right 
to receive written notice of any such information provided.  I understand that because of the nature of CYO and Community Services 
business, If selected, I will be subject to a thorough background investigation.  Any offer of employment is conditional upon satisfactory 
completion and favorable results of reference checks, verification of employment experience, criminal background review and drug 
and/or alcohol screening and other pertinent employment information.   
 
In the event of employment, I understand that false or misleading information given in my application or interview(s) may result in 
discharge.  I understand, also, that I will comply with all policies set forth in the personnel manual and with other policies that may be 
established or amended from time to time during my employment with the agency. 
 
CYO and Community Services is a partnership of youths, young adults and parishes, rooted in Catholic values, committed to fostering 
a culture of community service and dedicated to serving the young, the disabled, the elderly and the poor.  As an employee I will 
cooperate in the fulfillment of this mission. 
 
I acknowledge that any offer of employment or my acceptance of an employment offer, if such is to occur, may be withdrawn, with or 
without cause and with or without prior notice, at any time, at the option of CYO or myself.   If employed, I understand that I will be an 
employee ñat willò and either CYO or I may terminate my employment relationship at anytime with or without cause and without prior 
notice.  I understand that application and any other documents, which I may receive, are not contracts of employment.  I further 
understand that no representative of CYO other than the Executive Director has any authority to enter into any agreement for 
employment for any specified period of time or to assure any other personnel action, either prior to commencement of employment or 
after I have become employed, or to assure any benefits or terms and conditions of employment and that any such agreement or 
assurance must be in writing and signed by the Executive Director. 
 
 
_______________________________________________________________                    __________________________ 
   Signature of Applicant                                                                                                                               Date 
 
_______________________________________________________________                     __________________________ 
  Signature of Parent or Legal Guardian                                                                                                       Date 
 
This application for employment shall be considered active for a period of time not to exceed 60 days.  Any applicant wishing to be 
considered for employment beyond this time period must complete a new application. 
 

 
 
 
 
 
 
 
 
 

FOR OFFICE USE ONLY 

Arrange Interview:  ______Yes      ______No                       Date of Interview: _________________ 
 
Employed:  ______Yes      ______No                                   Date of Employment: ______________ 
                                                                                               Hourly Rate: _____________________ 
By: _______________________________________           Date: ___________________________ 

PLEASE RETURN 



 

 EMPLOYEE DATA SHEET  

DEMOGRAPHICS 
NAME:         SOCIAL SECURITY #:      
                     LAST  FIRST   MI   
         HOME PHONE: (         )    
HOME ADDRESS:       CELL PHONE: (         )    
 
CITY:          STATE/ZIP:       
 
DATE OF BIRTH:                    COUNTY:      
 
CITIZENSHIP:     IMMIGRATION EXP:    Ǐ MALE  Ǐ FEMALE  
         Ǐ MARRIED Ǐ UNMARRIED 
 

EEO STATUS (Definitions on reverse) 
 

RACE:  (Not Hispanic or Latino)           

       
 an or Other Pacific Islander (Not Hispanic or Latino)   
  

VETERAN STATUS:       
          (30% or more disability) 
 

DO YOU CONSIDER YOURSELF AN INDIVIDUAL WITH A DISABILITY?    

    

EMERGENCY CONTACTS (In Emergency Notify): 
 

NAME:        NAME:        
RELATIONSHIP:       RELATIONSHIP:       
TELEPHONE: home ( )    TELEPHONE: home ( )     
   work ( )                  work (     )    
  cell ( )      cell ( )    

 

EDUCATION (please indicate any and all education receivedðproof of education required for personnel file) 

HIGH SCHOOL:  COLLEGE 1:   COLLEGE 2:   GRAD/OTHER:  
   

                 
Grade completed:  Yrs completed:   Yrs completed:   Yrs completed: 
9 10 11 12 1 2 3 4 1 2 3 4 1 2 3
 4 
Diploma:   Degree:    Degree:    Degree:    
Major:    Major:    Major:    Major:    

 

LICENSURES/CERTIFICATIONS (please circle, if applicableðcopies are needed for personnel file) 

1. CCDCI   5. CPR   9. LISW  13. LSW   
2. CDA   6. First Aid  10. LPC  14. RN     
3. CDCA   7. LCDC  11. LPCC  15. SWA    
4. CDL   8. LICDC  12. LPN  16. OTHER     
                      EXP. DATE:    

Please list previously held positions within the Catholic Charities System by indicating agency name and dates of 
employment below: 

               
               
                
 

I certify that answers given herein are true and complete to the best of my knowledge. 
 

 
Signature:        Date:     Rev 

08/07 

FORM #3 
PLEASE RETURN 



RACE/ETHNICITY 
 

American Indian or Alaska Native (Not Hispanic or Latino):  A person having origins in any of the original peoples of 
North and South America (including Central America), and who maintain tribal affiliation or community attachment. 
Asian (Not Hispanic or Latino):  A person having origins in any of the original peoples of the Far East, Southeast Asia, 
or the Indian Subcontinent including, for example, Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the 
Philippine Islands, Thailand and Vietnam. 
Black or African American (Not Hispanic or Latino):  A person having origins in any of the black racial groups of 
Africa. 
Hispanic or Latino:  A person of Cuban, Mexican, Puerto Rican, Central or South American or other Spanish culture or 
origin, regardless of race. 
White (Not Hispanic or Latino):  A person having origins in any of the original peoples of Europe, Middle East or North 
Africa. 
Native Hawaiian or Other Pacific Islander (Not Hispanic or Latino):  A person having origins in any of the peoples of 
Hawaii, Guam, Samoa, or other Pacific Islands. 
Two or more races (not Hispanic or Latino):  All persons who identify with more than one of the above five races. 
 
 

DISABLED/VETERAN 
 

Disabled Individual:  Federal regulations define a disabled person as one who (1) has a physical or mental impairment 
which substantially limits one or more of such personôs major life activities, (2) has a history of such impairments, or (3) is 
regarded as having such an impairment. 
Vietnam Era Veteran:  Federal regulations define a veteran of the Vietnam Era as one who (1) served on active duty for 
a period of more than 180 days, any part of which occurred between August 5, 1964, and May 7, 1975, and was 
discharged or released with other than a dishonorable discharge, or (2) was discharged or released from active duty for a 
service connected disability if any part of such active duty was performed between August 5, 1964 and May 7, 1975. 
Special Disabled Veteran:  Federal regulations define a special disabled veteran as one who (1) is entitled to 
compensation under laws administered by the Veteransô Administration for a disability rated 30% or more, or (2) was 
discharged or released from active duty because of a service-connected disability.   

DO NOT RETURN 



DIRECT DEPOSIT  

 
 

Direct Deposit of your paycheck is mandatory.  The only staff that are exempt from Direct Deposit are 

Environmental Education & SumFun.  However, they may choose Direct Deposit if they prefer.   

 

Please note the following: 

 

 All Direct Deposit forms must be accompanied with verification of the Account & Routing numbers.  

Forms of verification include: 

o Voided check 

o Voided deposit slip with both numbers printed on it.  Generic slips are not acceptable. 

o A form from the financial institution/bank with the both numbers printed on it. 

 

 The verification numbers must match the numbers on the Direct Deposit form 

 

 Your first paycheck will be a live check that you will have to take to the bank.  Checks thereafter will be 

deposited into your account and you will be provided with a stub.  There may be a few instances where 

your first check is directly deposited, so please look at the stub. 

 

 Please review your first paycheck/stub to ensure that all of your information is correct e.g. name, 

address, social security number, amount of taxes withheld, etc.  Please report any problems to CYO’s 

Director of Finance or Human Resource Manager. 

 

 If you close your account you must immediately report it to CYO’s Director of Finance or Human 

Resource Manager.  You will need to provide them with new account information immediately as well. 

 

 
 

 

 

 

 

 

 

 

 

 

 

Not sure how 

to locate your 

account and 

routing 

numbers. 

DO NOT RETURN 



 REQUEST FOR DIRECT DEPOSIT 
 

 

EMPLOYEE NAME           SITE # 4 
(Please print)  

SOCIAL SECURITY #      SITE  NAME      

 

PLEASE HAVE MY PAYROLL CHECK DIRECTLY DEPOSITED TO THE FOLLOWING ACCOUNT(S) 
 
FINANCIAL 

INSTITUTION 

 
ROUTING 

NUMBER 

 
ACCOUNT 

NUMBER 

 
TYPE OF 

ACCOUNT 

 
AMOUNT PER 

PAY PERIOD 

 

 

                                                            
PRIMARY ACCOUNT 

 

                                                          

 

                                                          

PLEASE ATTACH AN UNSIGNED VOIDED PERSONAL CHECK FROM YOUR CHECKING ACCOUNT 
OR AN ACCOUNT DEPOSIT SLIP FROM YOUR SAVINGS ACCOUNT   
 

NEW ENROLLMENTS: 

Your first pay following this request for direct deposit will be by check.  There will be a test notification to the 

financial institution(s) you have specified.  The following pay you will receive direct deposit. 

 

ACCOUNT CHANGES: 

Please complete the entire form indicating how you want your entire pay deposited.  Your first pay following 

notification of change of accounts will be by check.  After a pre-notification, subsequent pays will be deposited into the 

new account(s) specified. 

 

NOTE: If your current account has been closed, please indicate so by checking the box below. 

Current account has been closed. 

IMPOR TANT  

If there are any changes to your financial institution (mergers, etc) it is imperative that you provide us with any new 

account numbers and a voided deposit slip. 

 
I authorize Catholic Charities to deposit my wages, net of taxes and other deductions, into the accounts and financial institution(s) listed 

above, by the amounts listed above. 

 

 _____________________________________________                  Date:  _____________________________              

Employee Signature 

 

 _____________________________________________   

Work Telephone            ext.  
F:/Forms/Dirdepfm.doc   

 

 

FORM #4 
PLEASE RETURN 



 

FORM #5 
PLEASE RETURN 



 

DO NOT RETURN 



Important City Tax Information 

 

TO:  Resident, Day Camp, Environmental Education and SumFun staff  

that work at Camp Christopher.   

 

Camp Christopher is located in Bath Township, and there is no local payroll tax in Bath 

Township.  Anyone who works exclusively at Camp Christopher will not have local tax withheld 

from his or her pay.   

 

If you are over 18 and live in a municipality that has an income tax (e.g. Akron 2.25%, 

Cuyahoga Falls 2.0%, Stow 2.0%), you will be required to pay when you file your annual city 

taxes.  CYO can withhold taxes for you as a courtesy if you live in a reciprocating municipality 

(if you receive credit for taxes withheld from another city), but it will be withheld at the rate of 

2.25%, which is the Akron tax rate.   

 

If you would like CYO to withhold city tax from your pay at the rate of 2.25%, please sign and 

return the attached form at the bottom of this page.  The election to withhold must begin with 

you first pay in 2008.  We can not begin to withhold after you have already been paid without 

withholding.  We apologize for any inconvenience this may cause. 

 

You do not have to return this form if you do not want this tax withheld. 

 

------------------------------------------------------------------------------------------------------------ 

 

I would like CYO and Community Services to withhold city tax at the rate of 2.25% from my 

pay. 

 

 

 

 

Name:______________________________     

 

Signature:_____________________________ 

 

FORM #6 
OPTIONAL TO RETURN 



 
 
 
 

MINIMUM WAGE AGREEMENT 

Resident, Day Camp & Environmental Ed Staff Only 

 

 

 

I, ____________________, acknowledge that by accepting employment to work at Camp 

Christopher, I recognize both the opportunity and the responsibility that I have to play an 

important role in creating a positive camping experience for all those who attend camp.  I also 

recognize and accept that working at camp will require certain sacrifices on my part because of 

the demands of the job. 

 

As an employee of Christopher Camp, I understand that I am exempt from the minimum wage 

and overtime requirements of state and federal law.  I understand that my wages will consist of a 

weekly stipend as compensation for all services that I provide.  In addition to my weekly stipend, 

I understand that the reasonable cost to Camp Christopher for the board, lodging and other 

facilities being provided to me while I reside at camp will be deemed a to be a part of my wages. 

 

I understand and agree that I will be required to reside at camp and to remain on site at camp 

except for designated times.  Because of the nature of my duties and responsibilities, I 

understand that my precise working hours would be difficult to define or to predict in advance.  

However, I recognize and agree that there will be scheduled time each day, in addition to 

sleeping time each night, when I will be able to enjoy personal time and that such periods shall 

not be considered working time.  However, I understand that due to the nature of my 

responsibilities to the campers under my supervision, my personal time is subject to interruption 

to meet the needs of campers.  

 

 

Employee Signature: __________________________ 

 

Date:_______________________ 

 

FORM #7 
PLEASE RETURN 



Criminal Records Check 
Provision of Direct Services to Individuals with Mental Retardation or a  

Developmental Disability, Children and Senior Citizens 
 

 I, (please print or type) ______________________________, hereby attest that I have never been convicted of or pleaded  

(Full Legal Name) 

guilty to any of the offenses listed below.  For each offense for which you have been convicted or  

pleaded guilty and has since had the conviction sealed, you must provide the Human Resource Manager with full details of  

the conviction. 

 I hereby attest that I have never been convicted of or pleaded guilty of any felony contained in the Ohio Revised Code or 

misdemeanor which is a felony for a second offense, which bears a direct and substantial relationship to the duties and 

responsibilities of the position and any offense, in this state, any other state of municipality, or the United States which is 

substantially equivalent to any of the below offenses. 

 I state that the below information is complete, true and accurate under penalty of perjury.  I understand that my employment 

may be terminated for failure to disclose any relevant violations or if any of the below information is false, incomplete or 

misleading. 

 I further understand that if I am arrested or indicted for, convicted of or pleads guilty to any of the listed offenses during the 

course of my employment at CYO, I must immediately report this in writing to the Human Resources Manager.  Such 

notification must be within 14 calendar days of the charge, conviction or guilty pleas.  I further understand that failure to 

notify the Human Resource Manager may result in my termination from CYO and Community Services, Inc. employment. 

 

Employee Signature: ________________________________________ Date: ________________________ 

 
I have lived in the state of Ohio for the past 5 years consecutively and have not held any residency in any other state, country, etc. 

including school for the past 5 years?     Yes_____  No_____ 

 

A parent/guardian or witness is required to sign below that they attest that you have not lived outside the state of Ohio at anytime 

during the past 5 years. 

 

Parent/guardian or witness statement:  By signing this form below I attest that the employee named in this document has not lived out 

of the state of Ohio at anytime during the past 5 years, this includes school. 

  

Witness Signature:___________________________________________________Date:_________________________ 
 

I have lived out of the State of Ohio at some time during the last 5 years?    Yes ______ No _____ 

 

If you have lived out of state, including school, please ensure that you have completed an FBI background check. 

 

*  All applicants must complete this form even if you are under the age of 18 
2903.01 Aggravated murder, specific intent to cause death 2903.02 Murder 

2903.03 Voluntary manslaughter 2903.04 Involuntary manslaughter 

2903.11 Felonious assault 2903.12 Aggravated assault 

2903.13 Assault 2903.15 Permitting Child Abuse 

2903.16 Failing to provide for a functionally impaired 

person 

2903.21 Aggravated menacing 

2903.211  Menacing by stalking 2903.22 Menacing 

2903.34 Patient abuse or neglect 2903.341 Patient Endangerment 

2905.01 Kidnapping 2905.02 Abduction 

2905.04 Child stealing (as this law existed prior to 7-1-96) 2905.05 Criminal child enticement 

2905.11 Extortion 2905.12 Coercion 

2907.02 Rape 2907.03 Sexual battery 

2907.04 Unlawful sexual conduct with a minor (formerly 

corruption of a minor) 

2907.05 Gross sexual imposition 

2907.06 Sexual Imposition 2907.07 Importuning 

2907.08 Voyeurism 2907.09 Public indecency 

2907.12 Felonious Sexual Penetration (as this former 

section of law existed) 

2907.21 Compelling Prostitution 

2907.22 Promoting Prostitution 2907.23 Procuring 

2907.25 Prostitution 2907.31 Disseminating harmful matter to juveniles 

FORM #8 
PLEASE RETURN 



2907.32 Pandering obscenity 2907.321 Pandering obscenity involving a minor 

2907.322 Pandering sexually oriented matter involving a 

minor 

2907.323 Illegal use of a minor in nudity-oriented materials 

or performance 

2909.02 Aggravated Arson 2909.03 Arson 

2909.04 Disrupting public services 2909.05 Vandalism 

2909.22 Soliciting or providing support for act of 

terrorism 

2909.23 Making terroristic threat 

2909.24 Terrorism Blank This space was intentionally left blank 

2911.01 Aggravated robbery 2911.02 Robbery 

2911.11 Aggravated burglary 2911.12 Burglary 

2911.13 Breaking and entering 2913.02 Theft, Aggravated theft 

2913.03 Unauthorized use of a vehicle 2913.04 Unauthorized use of property: unauthorized access to 

 computer systems 

2913.11 Passing bad checks 2913.21 Misuse of Credit Cards 

2913.31 Forgery 2913.40 Medicaid Fraud 

2913.43 Securing writings by deception 2913.47 Insurance Fraud 

2913.49 Identity Fraud  This space was intentionally left blank. 

2913.51 Receiving stolen property 2917.01 Inciting to Violence 

2917.02 Aggravated Riot 2917.03 Riot 

2917.31 Inducing Panic 2919.12 Unlawful abortion 

2919.22 Endangering children 2919.23 Interference with Custody (that would have been 

a violation of RC 2905.04 as it existed prior to 7-1-

96 if violation had been committed prior to that 

date) 

2919.24 Contributing to the unruliness or delinquency of a 

child 

2919.25 Domestic violence 

2921.03 Intimidation 2921.34 Escape 

2921.35 Aiding Escape or resistance to authority 2921.36 Prohibition of conveyance of certain items onto 

grounds of detention facility or mental health or 

mental retardation and developmental disabilities 

facility 

2923.01 Conspiracy 2923.12 Carrying a concealed weapon 

2923.13 Having a weapon while under a disability 2923.161 Improperly discharging a firearm at or into a 

school or habitation 

2925.02 Corrupting another with drugs 2925.03 Drug trafficking offenses 

2925.04 Illegal manufacturing of drugs or cultivation of 

Marijuana 

2925.05 Funding of Drugs or Marihuana Trafficking 

2925.06 Illegal administration or distribution of anabolic 

steroids 

2925.11 Possession of drugs or marijuana that is not a 

minor drug possession offense 

2925.13 Permitting drug abuse 2925.22 Deception to obtain a dangerous drug 

2925.23 Illegal processing drug documents 3716.11 Placing harmful objects in food or confection 

959.13 Cruelty to animals 2927.12 Ethnic intimidation 

4511.19 Operating vehicle under the influence of alcohol 

or drugs.  OVI or  OVUAC. 

 This space was intentionally left blank. 

 

***Additional Disqualifying Offenses 

 

Ç A felony contained in the Revised Code that is not listed above, if the felony bears a direct and substantial relationship 

to the duties and responsibilities of the position being filled. 

 

Ç Any offense contained in the Ohio Revised Code constituting a misdemeanor of the first degree on the first offense 

and a felony on a subsequent offense, if the offense bears a direct and substantial relationship to the position being 

filled and the nature of the services being provided. 

 

Ç A violation of an existing or former municipal ordinance or law of this state, or any other state, or the United States, if 

the offenses is substantially equivalent to any of the offenses listed above. 

 

 



CYO and Community Services 

CRIMINAL BACKGROUND CHECK INSTRUCTIONS 

 

 

All applicants must pass a Criminal Background Check at CYO and Community 

Services.  This must be completed prior to you being offered a position at CYO. 

 

Background checks are done at CYO by appointment only.  You must have your 

background check completed two weeks prior to your orientation/start date.  Your 

employment will not be considered if this is not done in the time period required.  Please 

call 330.762.2961 ext. 203, ext. 214, ext. 221, ext. 220 or ext 227 to schedule an 

appointment.  Appointments are made during regular business hours.  You will need to 

bring your driver’s license or state I.D.  and social security card with you. 

 

CYO does not accept copies of Criminal Background checks from outside sources unless 

it has been approved by the human resource department.    

 

If you have not lived in the state of Ohio consecutively during the past 5 years you are 

also required to pass a FBI Background check within two weeks prior to your 

orientation/start date.  If you have attended school out of the state of Ohio, the FBI 

Background check is required. 

 

FBI background checks are conducted by Info Search Solutions.  No appointment is 

necessary.  You will need your driver’s license or state I.D.  The address is listed below. 

 

Please contact Kimberly Ausel, Human Resource Manager with any questions or 

concerns @ 330.762.2961 ext. 221 or kausel@clevelandcatholiccharities.org subject line 

CYO Employment. 

 

 

 

BCI Background Check  FBI Background Check  
CYO & Community Services  If you have not lived in Ohio for the past 5 

consecutive years 

812 Biruta St.    Info Search Solutions -  Mon. – Fri. 9am – 5pm  

Akron, OH 44307   611 W. Market St., Suite B 

330.762.2961    Akron, OH 44301 

BY APPOINTMENT ONLY  330.376.1606 

 

 

Sorry, no evening or weekend appointments are available 

DO NOT RETURN 
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Drug Free Workplace Policy 

ACKNOWLEDGEMENT OF RECEIPT 
 

 

 

 

Signing this form acknowledges that the employee has received a copy of the CYO’S 

Drug Free Workplace Policy, has had the opportunity to discuss the Policy and have 

questions answered, and understands all of the provisions in the Policy. Although it 

reflects CYO’s current Policy regarding substance use, it may be necessary to make 

changes from time to time to best serve the needs of our organization. However, any 

changes deemed necessary will be made in writing, and the modified Policy will be 

shared with every employee. 

 

By my signature below, I acknowledge that I have received a copy of the Drug Free 

Workplace Policy of CYO.  I understand that it is my obligation to read, understand and 

comply with the procedures and provisions contained within this Policy. 

 

 

 

_______________________________________________________________________ 

Employee/Applicant Signature       Date 

 

________________________________________________________________________   

Employee/Applicant Printed Name   

    

 

IF APPLICANT IS UNDER 18 YEARS OLD  

A PARENT/GUARDIAN MUST SIGN BELOW 
 

________________________________________________________________________ 

Parent/Guardian Signature          Date 

 

________________________________________________________________________ 

Parent/Guardian Printed Name     

 

 

 

 

 

FORM #9 
PLEASE RETURN 



 

 

Drug Free Workplace Policy 

CONSENT & RELEASE FORM FOR EMPLOYEES/APPLICANTS 
 

 

I, ______________________________, (applicant or employee name), as an employee/ applicant of 

CYO, hereby acknowledge that CYO’s Drug Free Workplace Policy requires me to submit to urine drug 

testing and/or breath alcohol testing.   

 

I further understand that the purpose of CYO’s Drug Free Workplace Policy is to promote safety by 

deterring the abuse of over-the-counter drugs, prescription drugs, illicit controlled drugs, or alcohol, as 

this use might adversely impact safety in the workplace.   

 

I hereby freely and voluntarily consent to this request for a urine sample and/or breath alcohol test, and 

agree to participate in all aspects of the testing program. 

 

I hereby and herewith release CYO, its employees, agents and contractors from any and all liability 

whatsoever arising from this request for testing, from the actual testing procedures, and from decisions 

made concerning my application for or continuation of employment based on the results of drug and/or 

alcohol tests.   

 

I agree to cooperate in all aspects of the testing program. 

 

I hereby authorize the release of my drug and/or alcohol test results to the contractor’s Medical Review 

Officer (MRO) as provided by CYO’s Drug Free Workplace Policy. 

 

I further acknowledge that CYO has provided me with an opportunity to ask questions related to its drug 

and alcohol testing program and that all my questions have been answered. 

_______________________________________________________________________ 

Employee/Applicant Signature       Date 

 

_____________________________________________________________________________   

Employee/Applicant Printed Name   

 

 

IF APPLICANT IS UNDER 18 YEARS OLD A PARENT/GUARDIAN MUST SIGN BELOW 
 

________________________________________________________________________ 

Parent/Guardian Signature          Date 

 

________________________________________________________________________ 

Parent/Guardian Printed Name     

FORM #10 
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CYO & Community Services 

DRUG TESTING INFORMATION 
Type of test:  Pre-employment 

 

 

All seasonal staff are required to take and pass a drug/alcohol screen.  You must go for your pre-

employment drug test 2-3 weeks prior to your start date and no later than one week of your start date.   

You will be required to show a driver’s license or picture ID at the time of the test.   

 

If you are under the age of 18 your parent will need to accompany you at the time of the test.   

 

If the results of a pre-employment test indicate the specimen is diluted, the applicant can challenge the 

test at his/her own cost.  If the second test is negative, CYO will reimburse the applicant.  If the second 

test is diluted again, the test is considered positive and the applicant will not be hired. 

 

It is recommended that you do not drink more than a 16oz beverage 2 hours prior to your test.  

 

For your convenience you may go to any of the following four locations for your pre-employment drug 

screen.  Appointments are highly recommended but not necessary. 

 

Testing lab locations and hours of operation:   

 Summa Health Systems    Summa Health Systems 

1.   2640 W. Market St.   2.   3913 Darrow Rd., Suite 100 

Akron, OH 44333    Stow, OH 44224   

330.864.1916     330.688.7900 

Monday – Friday 8am – 9 pm   Monday – Friday 8am – 9 pm 

Saturday 9am – 4 pm    Saturday & Sunday 9am – 4 pm 

 

        MedGroup 

 3. Ridgepark Urgent Care    13916 Cedar Rd. 

  7580 Northcliff Ave    University Heights, OH 44118 

Brooklyn, OH 44144    216.381.9000 

216.363.2044     Monday – Friday 8am – 9 pm 

Monday – Friday 8am – 8 pm   Saturday 9am – 4 pm 

  Saturday & Sunday 9am – 5 pm 

 

For those that live or are attending school out of state and will not be available to be screened by the 

deadline at one of the four locations, special arrangements will be made for you.  This is for extenuating 

circumstances only.  However, you must call or email Kimberly Ausel at kausel@akroncyo.org (subject 

employment) or 330.762.2961 ext. 221 to have arrangements made for you to be tested by the required 

deadline at a facility in your area.   

 

Please contact Kim Ausel, Human Resource Manager with any questions or concerns.

DO NOT RETURN 
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CYO SEASONAL STAFF MEDICAL FORM 

This form must be completed for all Seasonal Staff  

 
Name:________________________________________Date of Birth:_______________Age:__________ 

 

Address___________________________________________City_____________________State_________Zip___________ 

 

Home Phone(____)_____________________________________Cell/Alternate(____)_______________________________ 

 

Are you covered by medical insurance?____  If yes, name:______________________Policy no:_______________________ 

 

In case of an emergency/accident please list who to contact: 

 

1.  Name____________________Home Phone(___)______________Work(___)______________Cell(___)______________ 

 

2.  Name____________________Home Phone(___)______________Work(___)______________Cell(___)______________  

 

3.  Name____________________Home Phone(___)______________Work(___)______________Cell(___)______________ 

 

Medications:  Please list prescription and non-prescription medications that you take.  Please note ALL medications are 

required to be  kept and administered by the health care staff/ 

Name of Medication(s)    Dosage      Time Taken 

1. ______________________________________________________________________________________________ 

2. ______________________________________________________________________________________________ 

3. ______________________________________________________________________________________________ 

4. _____________________________________________________________________________________ 

 

Allergies____________________________________________________________________________________ 

 

Medical Conditions___________________________________________________________________________ 

 

Immunization History. 
DTaP/ _______  _______  _______  ________  _______     Hep B  _______  _______ ________ 

TD/TdaP Boostrix/Adacel______ 

(*Tetanus shots are required to be with in the last ten years) 

HIB  _______  _______  _______ _______    Varicella  _______  _______  

Polio  _______ _______ _______ _______     Prevnar  ________ _______ _______ _______ 

MMR  _______  ________      Meningococcal_______   

Hep A ______  _______      HPV______  ______  ______ 

 

TB Test/Date of last test    Result:    ___________positive    _________negative 
* Tb test may be waived at the discretion of medical provider based on CDC high risk criteria 

 

I, ___________________________________, the undersigned Staff Member or parent or legal guardian of Staff Member 

hereby give permission, consent and authorization to CYO and Community Services (hereinafter “CYO”), and its authorized 

employees and agents, to provide medical care including, but not limited to, the administration of prescribed medications and 

delivery of first aid care to __________________________________(Name of Staff Member).  I further give permission and 

authorize CYO to act on my behalf or on the behalf of the Staff Member to seek medical treatment in the case of an illness or 

accident from the closest and most appropriate medical practitioner or hospital available and to arrange necessary related 

medical transportation 

 

____________________________________________________________________________________________ 

Staff Member’s Signature          Date 

 

____________________________________________________________________________________________ 

Parent/Guardian Signature if under 18                    Date 

 

FORM #11 
PLEASE RETURN 



PHYSICAL HEALTH EXAM 

RESIDENT CAMP STAFF ONLY 

 

 

CYO requires that each Resident Camp Staff Member have a physical exam each year.  This form must be completed  

signed and dated your primary health care provider and returned with your employment paperwork.  

 

Staff Member Name____________________________________________________________________________________ 

 

Date examination competed_____________________ Height______ Weight______ Blood Pressure______ 

I have found this person to be without physical problems and in good health _____Yes _____No  

The employee is undergoing treatment at this time for the following conditions:_    _____________ 

 ___              __ 

____________________________________________________________________________________________________ 

The employee is taking the following daily medications:_______________________________________________________ 

____________________________________________________________________________________________________

____________________________________________________________________________________________________ 

Do you feel the employee will require limitations or restrictions to activity while working at camp?  

____No  _____Yes  If yes, please describe:________________________________    __

    __________________________________________________________________________ 

___________________________________________________________________________________________ _________ 

Immunization History. 
 

DTaP/ _______  _______  _______  ________  _______     Hep B  _______  _______ ________ 

TD/TdaP Boostrix/Adacel______ 

(*Tetanus shots are required to be with in the last ten years) 

HIB  _______  _______  _______ _______    Varicella  _______  _______  

Polio  _______ _______ _______ _______     Prevnar  ________ _______ _______ _______ 

MMR  _______  ________      Meningococcal_______   

Hep A ______  _______      HPV______  ______  ______ 

 

TB Test/Date of last test    Result:    ___________positive    _________negative 
* Tb test may be waived at the discretion of medical provider based on CDC high risk criteria 

 

I have discussed the camp program and expected duties with the employee (and parents(s)/guardian(s)if under 18). It is in my 

opinion that the employee is physically and emotionally fit to participate as an employee of an active camp program (except 

as noted above). 

 

Signature of examiner_____________________________    Date     

 

Examiner’s name (please print/type/stamp)______     Phone    

FORM #12 
PLEASE RETURN 



CYO and Community Services/Catholic Charities 

 

HEPATITIS B VACCINATION CONSENT/DECLINATION FORM  
 

 

 

Date:___________________________ 

 

Employee Name:__________________________________________________________ 

 

 

(Check One Below)  

 

__________I have previously been vaccinated for Hepatitis B. 

 

 

__________I consent to administration of the Hepatitis B vaccine.  I understand that CYO and Community Services and 

the administering facility are not responsible for any reactions caused by this vaccine.   

 

If you choose to consent to the vaccine a Letter of Authorization will be mailed to you with instructions.  If under 18 years 

of age a parent/guardian must accompany the minor at the time of the vaccine(s). 

 

__________I understand that I may be at risk for contracting the Hepatitis B virus (HBV) because of occupational 

exposure to blood or other potentially infectious materials.  I am being given the opportunity to be vaccinated with the 

Hepatitis B vaccine, at no charge to myself.  However, I choose to decline the Hepatitis B vaccination at this time.  I 

understand that by declining this vaccine, I continue to be at risk of contracting Hepatitis B.  If, in the future, I continue to 

have occupational exposure to blood or other potentially infectious materials, and I want to be vaccinated with the 

Hepatitis vaccine, I can receive the vaccination series at no charge to me while I am a CYO employee. 

 

Employee Signature:_______________________________________________________ 

 

Date:___________________________ 

 

Parent Signature (if employee is a minor):______________________________________ 

 

Date:___________________________ 

 

 

 
 

 

FORM #13 
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CYO and Community Services 

Seasonal Employee 

HUMAN RESOURCE & SAFETY POLICIES MANUAL 

ACKNOWLEDGEMENT FORM 

 

 

I acknowledge that I have received the CYO Seasonal Employee Human Resource and Safety Policies Manual, and that I 

have familiarized myself with the contents.  I understand that the policies in the manuals do not constitute a contract, 

express or implied of any kind between CYO and me.  I understand that my employment at CYO is at-will, and is 

governed by the laws of the State of Ohio, and that CYO or I may terminate the employment relationship at any time and 

for any reason or for no reason.  I understand that no oral statements modify the employment-at-will relationship and that 

all agency policies are subject to change or elimination at any time, without advance notice. 

 

Also, should I leave employment with CYO, I agree to return all agency property in my possession and that the value of 

the property which I fail to return may be reduced from any pay due and owing to me.  I further release CYO from any 

liability for providing a reference for me to any subsequent employer to whom I may hereafter apply for employment. 

 

 

________________________________________________________________________ 

Employee Name (please print)           

________________________________________________________________________ 

Employee Signature        Date 

 

 

IF APPLICANT IS UNDER 18 YEARS OLD A PARENT/GUARDIAN MUST SIGN BELOW 
 

________________________________________________________________________ 

Parent/Guardian Name (please print)          

 

________________________________________________________________________ 

Parent/Guardian Signature          Date 

 

 

 

FORM #14 
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Sign below the appropriate statement that applies to you and 

Return to Human Resources. 

 

Statement of Compliance Regarding Conflict of Interest Policy 

I hereby certify I have reviewed the Conflict of 

Interest Policy, understand the provisions set forth 

therein, and  am in full compliance with all of 

those provisions. 

 I hereby certify I have reviewed the Conflict 

of Interest Policy, understand the provisions 

set forth therein and have described below 

all the conflicts (or potential conflicts) of 

interest for which I am responsible. 

Print Employee Name                                           

Date 

 

 

 Print Employee Name                                     

Date 

 

 

Employee Signature 

 

 

 Employee Signature 

 

Supervisor’s Signature                                          

Date 

 

 

 Supervisor’s Signature                                    

Date 

 

 

           __________ 

 

           __________ 

 

           __________ 

 

           __________ 

 

           __________ 

 

           __________ 

 

           __________ 

 

           __________ 
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 Ohio Department of   Employeeôs Withholding Exemption Certificate IT 4 

Taxation            
             _____________
Notice to Employee 
 
1. For state purposes, an individual may claim only natural 
dependency exemptions. This includes the taxpayer, spouse 
and each dependent. Dependents are the same as defined in 
the Internal Revenue Code and as claimed in the taxpayerôs 
federal income tax return for the taxable year for which the 
taxpayer would have been permitted to claim had the taxpayer 
filed such a return. 
 
2. You may file a new certificate at any time if the number of 
your exemptions increases.  You must file a new certificate 

within 10 days if the number of exemptions previously claimed 
by you decreases because: 
(a) Your spouse for whom you have been claiming exemption 
is divorced or legally separated, or claims her (or his) own 
exemption on a separate certificate. 
(b) The support of a dependent for whom you claimed 
exemption is taken over by someone else. 
(c) You find that a dependent for whom you claimed exemption 
must be dropped for federal purposes. 
 
The death of a spouse or a dependent does not affect your 
withholding until the next year but requires the filing of a new 
certificate. If possible, file a new certificate by Dec. 1st of the 
year in which the death occurs.   
 
 
 
 

For further information, consult the Ohio Department of 
Taxation, Personal and School District Income Tax Division, or 
your employer. 
 
3. If you expect to owe more Ohio income tax than will be 
withheld, you may claim a smaller number of exemptions; or 
under an agreement with your employer, you may have an 
additional amount withheld each pay period. 
 
4. A married couple with both spouses working and filing a joint 
return will, in many cases, be required to file an individual 
estimated income tax form IT 1040ES even though Ohio 
income tax is being withheld from their wages. This result may 
occur because the tax on their combined income 
will be greater than the sum of the taxes withheld 
from the husbandôs wages and the wifeôs wages. This 
requirement to file an individual estimated income tax form IT 
1040ES may also apply to an individual who has two jobs, both 
of which are subject to withholding. In lieu of filing the 
individual estimated income tax form IT 1040ES, the individual 
may provide for additional withholding with his employer by 
using line 5. 
 
 
 
 
 
 
 

 

Print full name________________________________________________________________________ 
 
Social Security number_________________________________________________________________ 
 
Home address and ZIP code_____________________________________________________________ 
 
Public school district of residence_________________________________________________________ 
 
School district no._____________________________________________________________________ 
(See The Finder at tax.ohio.gov.) 

 
1. Personal exemption for yourself, enter ñ1ò if claimed     ____________ 
 
2. If married, personal exemption for your spouse if not separately claimed (enter ñ1ò if claimed)  ____________ 
 
3. Exemptions for dependents         ____________ 
 
4. Add the exemptions that you have claimed above and enter total    ____________ 
 
5. Additional withholding per pay period under agreement with employer    ____________ 
 
Under the penalties of perjury, I certify that the number of exemptions claimed on this certificate does not exceed the 
number to which I am entitled. 
 
 

Signature___________________________________________________________Date__________________________ 

FORM #16 
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