
SCC Office of Education – Education Personnel 
EMPLOYEE ACTION FORM 

Select the action that applies 
and fill out section completely 

Employee’s Full LEGAL Name: _________________________________________________________ 
Last Name    First Name    Middle Name 

Work Location/School _______________________________________________________________ 

Contact Person: (Supervisor/Principal/Business Mgr.) ________________________________________________________________

Supervisor Email: _______________________________Supervisor Phone: ____________________ 
  Area Code & Number 

1. HIRE

A. NEW EMPLOYEE

B. REHIRE
Date LAST worked at SCC
____________________ 
(Within 1 yr of restart
date)

Date Board Voted: 

Effective Date: 

PLEASE CHECK APPLICABLE WORK STATUS OPTION: 

 Full-Time Regular    Part-Time Regular             Substitute Teacher         Student 
Temporary (Temporary is less than 3 months. Indicate end date _____________________) 

Assignment:  Teacher / Grade teaching: __________    Teaching Principal  Full-time Principal 

 Other _________________________  

PAY RATE:  

 Remuneration: _____%     Salary $___________ +  COLA  $___________  = Annual Salary $ ________________ 

 Hourly $__________ per/hour   # hours per week __________      Administrative Budget $___________ per month 
 (Admin. Budget Per Ed Code Only) 

Credential: _______________________________  

 10 months /  12-month Contract   

2.  CHANGE

Effective Date: 

If applicable: 
 KEEP previous position 
and ADD these changes 

FILL IN ALL CURRENT INFORMATION  FILL IN REQUESTED CHANGES 
Do NOT leave blank!        Do NOT leave blank! 

    
New Work Location: 
New Position: 
New Hours, per wk.: 
New Credential: Rem % 

Work Location:  
Position: 
Hours, per wk.: 
Credential:  Rem % 
Salary: $ + COLA $ New Salary: $ + COLA $
Annual Salary: $ New Annual Salary: $ 
Or Hourly Rate: $ Or Hourly Rate: $ 
 10-month Contract or  12-month Contract  

3.  SEPARATION

Effective Date: 

TYPE OF SEPARATION, select one: 
 Resignation (attach resignation letter) 
 Retirement 
 Lay-off/Reduction-in-force* (*Requires prior HR Auth.) 
 Dismissal (*Requires prior HR Auth.) 
 Transfer out of SCC _________________________________________________ 

Position held: __________________________________________ Location leaving: ____________________________ 

Forwarding Address: _______________________________________________________________ 

Authorized Signature: _______________________________________ Printed Name: ________________________________________ 
       Date: _______________________________________________   Title: ________________________________________ 

FOR SCC OFFICE USE: 

All Education Personnel: __________________________________________________________ Date: __________________ HR initials __________ 
Required              Signature of Vice President of Education (or designee) 

 Ed 06/28/2023 

 Must check one:  Conference Funded  Locally Funded 

Admin. $ Admin. $

       CURRENT EMPLOYMENT INFORMATION EMPLOYMENT CHANGES  



 

Document 03 - Membership/Values/Policies Statement  Updated 09/2022 

SOUTHERN CALIFORNIA CONFERENCE 
OF SEVENTH-DAY ADVENTISTS 

 
Declaration of SDA Membership 

Adherence to SDA Values 
Acceptance of Southern California Conference Policies 

 
 

 
I,      (name) recognize that the mission of the Southern California 
Conference of Seventh-day Adventists is: “to proclaim, to continue, and to finish the work that 
Jesus started, with special responsibility for reaching each person in the Southern California 
Conference.” 
 
I further understand and accept that the philosophy of the Southern California Conference of 
Seventh-day Adventists is embodied in the following statement: 

 
“God might have committed the message of the gospel, and all the work of living ministry, to the 
heavenly angels.  He might have employed other means to accomplishing His purpose.  But in his 
infinite love He chose to make us co-workers with Himself, with Christ and the angels that we 
might share the blessings, the joy, and the spiritual uplifting, which results from the unselfish 
ministry.”  Steps to Christ, p. 79. 

 
Therefore, I commit myself to this philosophy.  I accept the responsibility of properly 
representing the Seventh-day Adventist Church in attitude, philosophy and conduct.  As evidence 
of this commitment and acceptance, I submit the following information and accept and 
acknowledge the following: 
 
(Check each box) 

 CHURCH MEMBERSHIP: I am a baptized member in regular standing of the Seventh-
day Adventist Church.  My membership is at the church indicated below and I authorize 
the Southern California Conference of Seventh-day Adventists to contact my church to 
verify my membership. 

 
______________________ ________________________    ______________________ 
Church name   City, State       Conference 

 

 ADHERENCE TO SDA VALUES:  I understand that my offer of employment and my 
continued employment is conditional upon my adherence to the practices, standards, 
beliefs and precepts held by the Seventh-day Adventist Church.   

 

 ACCEPTANCE OF SCC POLICIES: In order for the Southern California Conference of 
Seventh-day Adventists to function efficiently and effectively, I agree to follow the 
official policies of the Southern California Conference of Seventh-day Adventists. 

 
______________________________ _________________________________ 
Signature     Date 

 



DLSE-NTE (rev 11/2023)

NOTICE TO EMPLOYEE

EMPLOYEE 

Employee Name: 

Start Date: 

EMPLOYER

Legal Name of Hiring Employer: 

Is hiring employer a staffing agency/business (e.g., Temporary Services Agency; Employee Leasing Company; or 

Professional Employer Organization [PEO])?   

Other Names Hiring Employer is "doing business as" (if applicable): 

Physical Address of Hiring Employer’s Main Office: 

Hiring Employer’s Mailing Address (if different than above): 

Hiring Employer’s Telephone Number: 

If the hiring employer is a staffing agency/business (above box checked  the following is the other entity for whom this 

employee will perform work: 

Name:  

Physical Address of Main Office: 

Mailing Address:  

Telephone Number:  

WAGE INFORMATION

Rate(s) of Pay:  Overtime Rate(s) of Pay: 

Rate by (check box): Hour Shift Day Week Salary Piece rate Commission

Does a written agreement exist providing the rate(s) of pay? (check box) No

If yes, are all rate(s) of pay and bases thereof contained in that written agreement?   No

Allowances, if any, claimed as part of minimum wage (including meal or lodging allowances): 

(If the employee has signed the acknowledgment of receipt below, it does not constitute a “voluntary written agreement” as 
required under the law between the employer and employee in order to credit any meals or lodging against the minimum wage. Any 
such voluntary written agreement must be evidenced by a separate document.) 

Regular Payday: 



DLSE-NTE (rev 11/2023)

WORKERS’ COMPENSATION

Insurance Carrier’s Name: 
Address:  
Telephone Number:  
Policy No.:  

Self-Insured (Labor Code 3700) and Certificate Number for Consent to Self-Insure:

PAID SICK LEAVE 
Unless exempt, the employee identified on this notice is entitled to minimum requirements for paid sick leave under state 
law which provides that an employee: 

May accrue paid sick leave and may request and use up to 5 days or 40 hours  of
accrued paid sick leave per year;
May not be terminated or retaliated against for using or requesting the use of paid sick leave; and
Has the right to file a complaint against an employer who retaliates or discriminates against an employee for

requesting or using sick days;
attempting to exercise the right to use paid sick days;
filing a complaint or alleging a violation of Article 1.5 section 245 et seq. of the California Labor Code;
cooperating in an investigation or prosecution of an alleged violation of this Article or opposing any
policy or practice or act that is prohibited by Article 1.5 section 245 et seq. of the California Labor

The following to the employee identified on this notice: (Check one box) 
1. Accrues paid sick leave only pursuant to the minimum requirements stated in Labor Code §245 et seq. with no

other employer policy providing additional or different terms for accrual and use of paid sick leave. 
2. Accrues paid sick leave pursuant to the employer’s policy which satisfies or exceeds the accrual, carryover, and use

requirements of Labor Code §246. 
3. Employer provides no less than 40 hours (or 5 days) of paid sick leave at the beginning of each 12-month period.
4. The employee is exempt or partially exempt from paid sick leave by Labor Code §245.5. (State exemption and

subsection for exemption): 

OR DISASTER DISCLOSURE 
There is a state or federal emergency or disaster declaration applicable to the county or counties where the employee

will work issued within 30 days before the employee’s first day of employment and may affect their health and safety
during employment. (State emergency or disaster declaration and how it may affect health or safety)
______________________________________________________________________________________________
______________________________________________________________________________________

        ACKNOWLEDGEMENT OF RECEIPT 

(PRINT NAME of Employer representative)          (PRINT NAME of Employee)

(SIGNATURE of Employer Representative) (SIGNATURE of Employee) 

(Date) (Date) 

The employee’s signature on this notice merely constitutes acknowledgement of receipt. 

Labor Code section 2810.5(b) requires that the employer notify you in writing of any changes to the information set 
forth in this Notice within seven calendar days after the time of the changes, unless one of the following applies: (a) 
All changes are reflected on a timely wage statement furnished in accordance with Labor Code section 226; (b) Notice 
of all changes is provided in another writing required by law within seven days of the changes. 
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Employee’s Withholding Allowance Certificate
Complete this form so that your employer can withhold the correct California state income tax from your paycheck.
Enter Personal Information
First, Middle, Last Name Social Security Number

Address

City State  ZIP Code

Filing Status
Single or Married (with two or more incomes)
Married (one income)
Head of Household

1. Use Worksheet A for Regular Withholding allowances. Use other worksheets on the following pages as applicable.
1a. Number of Regular Withholding Allowances (Worksheet A)
1b. Number of allowances from the Estimated Deductions (Worksheet B, if applicable.) 
1c. Total Number of Allowances you are claiming 

2. Additional amount, if any, you want withheld each pay period (if employer agrees), (Worksheet C)
OR

Exemption from Withholding
3. I claim exemption from withholding for 2024, and I certify I meet both of the conditions for exemption. (Check box here) 
 OR
4. I certify under penalty of perjury that I am not subject to California withholding. I meet the conditions set

forth under the Service Member Civil Relief Act, as amended by the Military Spouses Residency Relief Act
and the Veterans Benefits and Transition Act of 2018. (Check box here) 

Under the penalties of perjury, I certify that the number of withholding allowances claimed on this certificate does not exceed the 
number to which I am entitled or, if claiming exemption from withholding, that I am entitled to claim the exempt status.

Employee’s Signature  Date 

Employer’s Section: Employer’s Name and Address California Employer Payroll Tax Account Number

Purpose: The Employee’s Withholding Allowance Certificate 
(DE 4) is for California Personal Income Tax (PIT) withholding 
purposes only. The DE 4 is used to compute the amount of taxes 
to be withheld from your wages, by your employer, to accurately 
reflect your state tax withholding obligation.
Beginning January 1, 2020, Employee’s Withholding Allowance 
Certificate (Form W-4) from the Internal Revenue Service (IRS) 
will be used for federal income tax withholding only. You must file 
the state form DE 4 to determine the appropriate California PIT 
withholding. 
If you do not provide your employer with a DE 4, the employer 
must use Single with Zero withholding allowance.

Check Your Withholding: After your DE 4 takes effect, compare 
the state income tax withheld with your estimated total annual 
tax. For state withholding, use the worksheets on this form.

Exemption From Withholding: If you wish to claim exempt, 
complete the federal Form W-4 and the state DE 4. You may 
claim exempt from withholding California income tax if you meet 
both of the following conditions for exemption:

1. You did not owe any federal/state income tax last year, and
2. You do not expect to owe any federal/state income tax this

year. The exemption is good for one year.
If you continue to qualify for the exempt filing status, a new DE 4 
designating exempt must be submitted by February 15 each year 
to continue your exemption. If you are not having federal/state 
income tax withheld this year but expect to have a tax liability 
next year, you are required to give your employer a new DE 4 by 
December 1.
Member Service Civil Relief Act: Under this act, as provided 
by the Military Spouses Residency Relief Act and the Veterans 
Benefits and Transition Act of 2018, you may be exempt from 
California income tax withholding on your wages if
(i) Your spouse is a member of the armed forces present in

California in compliance with military orders;
(ii) You are present in California solely to be with your spouse;

and
(iii) You maintain your domicile in another state.
If you claim exemption under this act, check the box on Line 4. 
You may be required to provide proof of exemption upon request.

Southern California Conference of Seventh-day Adventists
1535 E. Chevy Chase Drive
Glendale, CA  91206-4107

800-1706-4
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The California Employer’s Guide (DE 44) (edd.ca.gov/pdf_pub_ctr/de44.pdf) provides the income tax withholding tables. 
This publication may be found by visiting Payroll Taxes - Forms and Publications (edd.ca.gov/Payroll_Taxes/Forms_and_
Publications.htm). To assist you in calculating your tax liability, please visit the Franchise Tax Board (FTB) (ftb.ca.gov).

If you need information on your last California Resident Income Tax Return (FTB Form 540), visit the FTB (ftb.ca.gov).

Notification: The burden of proof rests with the 
employee to show the correct California income 
tax withholding. Pursuant to section 4340-1(e) of 
Title 22, California Code of Regulations (CCR) (govt.
westlaw.com/calregs/Search/Index), the FTB or the EDD 
may, by special direction in writing, require an employer 
to submit a Form W-4 or DE 4 when such forms are 
necessary for the administration of the withholding tax 
programs. 

Penalty: You may be fined $500 if you file, with no 
reasonable basis, a DE 4 that results in less tax being 
withheld than is properly allowable. In addition, criminal 
penalties apply for willfully supplying false or fraudulent 
information or failing to supply information requiring an 
increase in withholding. This is provided by section 13101 
of the California Unemployment Insurance Code (leginfo.
legislature.ca.gov/faces/codes.xhtml) and section 19176 of the  
Revenue and Taxation Code (leginfo.legislature.ca.gov/faces/
codes.xhtml).

https://edd.ca.gov/pdf_pub_ctr/de44.pdf
https://edd.ca.gov/Payroll_Taxes/Forms_and_Publications.htm
https://ftb.ca.gov
https://ftb.ca.gov
http://govt.westlaw.com/calregs/Search/Index
http://leginfo.legislature.ca.gov/faces/codes.xhtml
http://leginfo.legislature.ca.gov/faces/codes.xhtml
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Worksheets
Instructions — 1 — Allowances*

When determining your withholding allowances, you must consider your 
personal situation:

 — Do you claim allowances for dependents or blindness?
 — Will you itemize your deductions?
 — Do you have more than one income coming into the household?

Two-Earners/Multiple Incomes: When earnings are derived from more 
than one source, under-withholding may occur. If you have a working 
spouse or more than one job, it is best to check the box “SINGLE or 
MARRIED (with two or more incomes).” Figure the total number of 
allowances you are entitled to claim on all jobs using only one DE 4 form. 
Claim allowances with one employer.

Do not claim the same allowances with more than one employer. Your 
withholding will usually be most accurate when all allowances are claimed 
on the DE 4 filed for the highest paying job and zero allowances are 
claimed for the others.

Married But Not Living With Your Spouse: You may check the “Head of 
Household” marital status box if you meet all of the following tests:
(1) Your spouse will not live with you at any time during the year;
(2) You will furnish over half of the cost of maintaining a home for the

entire year for yourself and your child or stepchild who qualifies as
your dependent; and

(3) You will file a separate return for the year.

Head of Household: To qualify, you must be unmarried or legally 
separated from your spouse and pay more than 50% of the costs of 
maintaining a home for the entire year for yourself and your dependent(s) 
or other qualifying individuals. Cost of maintaining the home includes 
such items as rent, property insurance, property taxes, mortgage interest, 
repairs, utilities, and cost of food. It does not include the individual’s 
personal expenses or any amount which represents value of services 
performed by a member of the household of the taxpayer.

Worksheet A Regular Withholding Allowances

(A) Allowance for yourself — enter 1 (A)  

(B) Allowance for your spouse (if not separately claimed by your spouse) — enter 1 (B)  

(C) Allowance for blindness — yourself — enter 1 (C)  

(D) Allowance for blindness — your spouse (if not separately claimed by your spouse) — enter 1 (D)  

(E) Allowance(s) for dependent(s) — do not include yourself or your spouse (E)  

(F) Total — add lines (A) through (E) above and enter on line 1a of the DE 4 (F)  

Instructions — 2 — (Optional) Additional Withholding Allowances
If you expect to itemize deductions on your California income tax return, you can claim additional withholding allowances. Use Worksheet B to determine 
whether your expected estimated deductions may entitle you to claim one or more additional withholding allowances. Use last year’s FTB Form 540 as 
a model to calculate this year’s withholding amounts.

Do not include deferred compensation, qualified pension payments, or flexible benefits, etc., that are deducted from your gross pay but are not taxed on 
this worksheet.

You may reduce the amount of tax withheld from your wages by claiming one additional withholding allowance for each $1,000, or fraction of $1,000, by 
which you expect your estimated deductions for the year to exceed your allowable standard deduction.

Worksheet B  Estimated Deductions
Use this worksheet only if you plan to itemize deductions, claim certain adjustments to income, or have a large amount of nonwage income not subject 
to withholding.

1. Enter an estimate of your itemized deductions for California taxes for this tax year as listed in the schedules in the FTB Form 540 1. 

2. Enter $10,726 if married filing joint with two or more allowances, unmarried head of household, or qualifying widow(er) 
with dependent(s) or $5,363 if single or married filing separately, dual income married, or married with multiple employers –   2.

3. Subtract line 2 from line 1, enter difference =   3.  

4. Enter an estimate of your adjustments to income (alimony payments, IRA deposits) + 4.

5. Add line 4 to line 3, enter sum =   5.  

6. Enter an estimate of your nonwage income (dividends, interest income, alimony receipts) – 6.

7. If line 5 is greater than line 6 (if less, see below [go to line 9]);
Subtract line 6 from line 5, enter difference =   7.  

8. Divide the amount on line 7 by $1,000, round any fraction to the nearest whole number 8.  
enter this number on line 1b of the DE 4. Complete Worksheet C, if needed, otherwise stop here.

9. If line 6 is greater than line 5;
Enter amount from line 6 (nonwage income) 9.  

10. Enter amount from line 5 (deductions) 10.  

11. Subtract line 10 from line 9, enter difference. Then, complete Worksheet C. 11.  

*Wages paid to registered domestic partners will be treated the same for state income tax purposes as wages paid to spouses for California PIT withholding
and PIT wages. This law does not impact federal income tax law. A registered domestic partner means an individual partner in a domestic partner relationship
within the meaning of section 297 of the Family Code. For more information, please call our Taxpayer Assistance Center at 1-888-745-3886.



Page 4 of 4(INTERNET)DE 4 Rev. 53 (12-23)  

Worksheet C Additional Tax Withholding and Estimated Tax

1. Enter estimate of total wages for tax year 2024. 1.  

2. Enter estimate of nonwage income (line 6 of Worksheet B). 2.  

3. Add line 1 and line 2. Enter sum. 3.  

4. Enter itemized deductions or standard deduction (line 1 or 2 of Worksheet B, whichever is largest). 4.  

5. Enter adjustments to income (line 4 of Worksheet B). 5.  

6. Add line 4 and line 5. Enter sum. 6.  

7. Subtract line 6 from line 3. Enter difference. 7.  

8. Figure your tax liability for the amount on line 7 by using the 2024 tax rate schedules below. 8.  

9. Enter personal exemptions (line F of Worksheet A x $158.40). 9.  

10. Subtract line 9 from line 8. Enter difference. 10.  

11. Enter any tax credits. (See FTB Form 540). 11.  

12. Subtract line 11 from line 10. Enter difference. This is your total tax liability. 12.  

13. Calculate the tax withheld and estimated to be withheld during 2024. Contact your employer to request
the amount that will be withheld on your wages based on the marital status and number of withholding
allowances you will claim for 2024. Multiply the estimated amount to be withheld by the number of pay
periods left in the year. Add the total to the amount already withheld for 2024. 13.  

14. Subtract line 13 from line 12. Enter difference. If this is less than zero, you do not need to have additional
taxes withheld. 14.  

15. Divide line 14 by the number of pay periods remaining in the year. Enter this figure on line 2 of the DE 4. 15.  

Note: Your employer is not required to withhold the additional amount requested on line 2 of your DE 4. If your employer does not agree to withhold the 
additional amount, you may increase your withholdings as much as possible by using the “single” status with “zero” allowances. If the amount withheld 
still results in an underpayment of state income taxes, you may need to file quarterly estimates on Form 540-ES with the FTB to avoid a penalty.

These Tables Are for Calculating Worksheet C and for 2024 Only

Single Persons, Dual Income Married 
or Married With Multiple Employers

IF THE TAXABLE INCOME IS COMPUTED TAX IS
OVER BUT NOT 

OVER
OF AMOUNT OVER... PLUS

$0 $10,412 1.100% $0 $0.00
$10,412 $24,684 2.200% $10,412 $114.53
$24,684 $38,959 4.400% $24,684 $428.51
$38,959 $54,081 6.600% $38,959 $1,056.61
$54,081 $68,350 8.800% $54,081 $2,054.66
$68,350 $349,137 10.230% $68,350 $3,310.33

$349,137 $418,961 11.330% $349,137 $32,034.84
$418,961 $698,271 12.430% $418,961 $39,945.90
$698,271 $1,000,000 13.530% $698,271 $74,664.13

$1,000,000 and over 14.630% $1,000,000 $115,488.06

Married Persons
IF THE TAXABLE INCOME IS COMPUTED TAX IS

OVER BUT NOT 
OVER

OF AMOUNT OVER... PLUS

$0 $20,824 1.100% $0 $0.00
$20,824 $49,368 2.200% $20,824 $229.06
$49,368 $77,918 4.400% $49,368 $857.03
$77,918 $108,162 6.600% $77,918 $2,113.23

$108,162 $136,700 8.800% $108,162 $4,109.33
$136,700 $698,274 10.230% $136,700 $6,620.67
$698,274 $837,922 11.330% $698,274 $64,069.69
$837,922 $1,000,000 12.430% $837,922 $79,891.81

$1,000,000 $1,396,542 13.530% $1,000,000 $100,038.11
$1,396,542 and over 14.630% $1,396,542 $153,690.24

Unmarried/Head of Household
IF THE TAXABLE INCOME IS COMPUTED TAX IS

OVER BUT NOT 
OVER

OF AMOUNT OVER... PLUS

$0 $20,839 1.100% $0 $0.00
$20,839 $49,371 2.200% $20,839 $229.23
$49,371 $63,644 4.400% $49,371 $856.93
$63,644 $78,765 6.600% $63,644 $1,484.94
$78,765 $93,037 8.800% $78,765 $2,482.93
$93,037 $474,824 10.230% $93,037 $3,738.87

$474,824 $569,790 11.330% $474,824 $42,795.68
$569,790 $949,649 12.430% $569,790 $53,555.33
$949,649 $1,000,000 13.530% $949,649 $100,771.80

$1,000,000 and over 14.630% $1,000,000 $107,584.29

If you need information on your last California Resident Income Tax 
Return, FTB Form 540, visit (FTB) (ftb.ca.gov).

The DE 4 information is collected for purposes of administering the PIT law and under the authority of Title 22, CCR, section 4340-1, and the California 
Revenue and Taxation Code, including section 18624. The Information Practices Act of 1977 requires that individuals be notified of how information they 
provide may be used. Further information is contained in the instructions that came with your last California resident income tax return.

https://ftb.ca.gov


EMPL 11 – SCC Confidentiality Agreement  AdCom 05/03/18 
  ExecCom 05/22/18 

 

Confidentiality Agreement 
 

I, the undersigned employee, understand that in the course of my employment with Southern 
California Conference (the “Conference”), I may have access to and become acquainted with 
information of a confidential, proprietary, or secret nature which is or may be either applicable or 
related to the officers, employees, volunteers, students, parents, board members, church members, 
and/or related to the past, present, or future operations of the Conference. 

For purposes of this agreement, such confidential information includes, but is not limited to records, 
data, documents, databases, mail, minutes, proposals, and plans of any kind, nature, or description 
concerning past, current, and prospective employees, supervisors, officers, and/or relating to the 
entities of the Conference. This list is not exhaustive and may include other information identified 
by the Conference as confidential during the course of my employment. Such confidential 
information is generally not available to the public or known by anyone outside of those who have 
privileged access due to their work or membership in committees. 

I agree that I will treat all such information as confidential both during and after my employment 
and shall exercise every reasonable degree of care to prevent disclosure to others. I will not 
reproduce confidential information nor use this information commercially or for any purpose other 
than the performance of my duties for the Conference. I agree that I will not remove, transmit, or 
otherwise disclose or divulge, directly or indirectly, all confidential Information, to any party at any 
time without express prior written consent of an authorized Conference representative. 

I will, upon the request of or termination of my relationship with, the Conference, deliver and return 
all confidential information and Conference property including any documents, notes, equipment, 
and materials received from the Conference or originating from the activities for the Conference 
which are in my possession or under my control, and I shall not retain any confidential information 
or Conference property in whole or in part. 

The Conference reserves the right to take disciplinary action, up to and including termination, for 
violations of this agreement. 

I further understand that I am an at-will employee of the Conference, and that this agreement is not 
to be construed as constituting a promise of continued employment. 

 

______________________________ ______________________________ ___________________ 
Signature of Employee   Print Name of Employee   Date 
 
________________________________________________________________ 
Name of Work Site        
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