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New Employee Information Form

Personal Data (name as shown on Social Security Card)

First Middle Last

Social Security Date of Birth

Address

City / State / Zip Home Phone

Emergency Contact Relationship

Address Phone

Employee Signature Date

Payroll Data-For Office Use Only
To be completed by the employee’s Manager or Supervisor only

 New Hire  Re-Hire ___ /___ /________
Start Date

Employee Number:______________ Workers Compensation Class Code:___________

Job Description:__________________________

Pay Frequency:  Weekly Biweekly Semi-Monthly Monthly

Pay Type:  Hourly – Rate of Pay $_________(Per Hour)

 Annual – Salary $_____________

Status  Full Time  Part Time  Seasonal  Temporary

I understand that the employee is not active until all completed forms are received by Atlas Resources

____________________________________________________________________________________________________
Authorized Supervisor or Manager Signature TITLE DATE

Client Name: ____________________________________

Date Entered: ___________________________

Initials: _____________________
__
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Atlas Resources, Inc. Employment Application

Personal Data
First Name Middle Last

Day Time Phone Evening Phone Social Security Number

Current Street Address

City/State/Zip

Are you at least 18 years of age?  Yes  No

NOTE: Proof of employment eligibility and identity of all employees is required under The Immigration Reform and
Control Act.
Have you ever been employed by Atlas Resources company/Client?  Yes  No

If Yes, indicate name of company, location, dates:

Physical Application

Can you safely and productively perform all of the requirements of the job?  Yes  No
If No, explain:
Have you ever had an on the job injury?  Yes  No

Have you ever filed a Worker’s Compensation Claim?  Yes  No

If Yes, when:__________________________ State:_____________________
Injury:____________________________________________

Was this a loss time accident?  Yes  No
If yes, give dates and or amount of time off work:__________________________________________

Did you receive a physical Impairment Rating?  Yes _____%  No
In Case of Emergency
Name: Relationship: Phone:

Employee Acknowledgement
1. By accepting employment with Atlas Resources/Client, the undersigned agrees to submit any and all previously unasserted claims, disputes, lawsuits or controversies arising

out of or relating to his or her application or candidacy for employment, his or her employment, or the cessation of his or her employment to binding arbitration before a neutral
and unbiased arbitrator. The term “any and all previously unasserted claims, disputes, lawsuits or controversies” includes, but is not limited to, any and all claims, actions, or
lawsuits which are asserted under local, state, or federal ordinances, statutes, regulations, or executive orders or under the common law of any jurisdiction. By way of example
only, such claims would include claims for wages and/ or benefits under state and federal wage an hour laws or ERISA; state and federal anti-discrimination laws, including,
but not limited to, claims of discrimination under the Age Discrimination In Employment Act, Title VII of the Civil Rights Act of 1964, the Civil Rights Act of 1991, the Americans
With Disabilities Act and/ or ORS Chapter 659; state and federal Family and Medical Leave Act; claims under any contract, express or implied; and any tort claims, including
claims for wrongful discharge, defamation or any other negligent or intentional conduct. The only claims that are not subject to this agreement to arbitrate are claims for work
related injuries or occupational diseases under Worker’s Compensation Laws or claims to unemployment compensation which may be brought in the federal or state
administrative forum with jurisdiction over said claims.

2. By agreeing to submit your employment-related claims as set forth above to binding arbitration, you are waiving your right to have your claims presented to a judge or a jury in
both federal and state civil court. However, all claims submitted to arbitration under the Agreement will be decided by a neutral and unbiased arbitrator who will have authority to
grant any and all remedies permitted under the statute or common law cause of action being pursued and will further have authority to construe and apply any and all statutory
or common law defenses to said cause of action. All parties will be given the right to be represented by counsel of their choice but at their own expense. The arbitrator will have
the authority to allow discovery pursuant to his or her discretion in order to allow the claims and defenses or either party to be adequately litigated. All parties will be given the

right to establish their claims or defenses through testimony, documentary evidence, and cross examination. The arbitrator will issue a written decision on all claims presented,
which will, however briefly, reveal the essential findings and conclusions upon which the award is based.

3. To initiate arbitration of claims, either party must notify the other party by personal service or by regular or certified mail and must contain a detailed description of the factual
and legal contentions being made. Claims made by an employee shall be delivered or mailed to Atlas Resources C/O of the client company at the following address:

Atlas Resources, Inc
2009 Eubank Blvd. N.E.
Albuquerque, NM 87112

4. Upon receipt of a notice of intent to initiate arbitration from employee or upon service of its own notice of intent to arbitrate upon an employee, Atlas Resources, Inc. will contact
the American Arbitration Association and request a panel of arbitrators. This will be done within a reasonable time after the notice of intent to arbitrate is served. Upon receipt of
a list from the American Arbitration Association pursuant to its arbitration rules, an arbitrator will be jointly selected by the employee and Atlas/Client Company using the strike
or elimination method. Atlas Resources/Client will pay the fees and expenses of the arbitration, including the fees and costs of the arbitrator, a meeting room for the arbitration,
and the cost of a court reporter, if any; provided, however that the employee who files a notice of intent to arbitration will be required to pay AAA the sum of $150 (on hundred
and fifty dollars) as an arbitration filing fee and $50 (fifty dollars per day) for each day of arbitration as a reimbursement for the administrative expenses of the arbitration. In no
event, however will the employee be required to pay more than a total of $500 (five hundred dollars).

The undersigned applicant agrees that he or she has knowingly and voluntarily waived his or her right to judicial resolution of any and all
previously unasserted claims as that term is broadly defined in paragraph 1 above. This Application is executed without reliance upon any
representations made by Atlas Resources/Client Company.

APPLICANT SIGNATURE_____________________________________ PRINTED NAME__________________________________________________
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Direct Deposit Authorization Form

Work-Site Employer:___________________________ Telephone Number_______________________

Employee Name_______________________________________________________________________

I hereby authorize Atlas Resources, Inc. to deposit my pay directly into the bank account(s) listed below. I have attached a
voided check for my checking account and/or deposit slip for my savings account so bank transit and account numbers can be
verified.

Upon notification, I authorize Atlas Resources to correct any erroneous payment or overpayment to my account(s) by withdrawing
funds in the amount of the excess payment.

This authorization remains in effect until Atlas Resources, Inc. has received written authorization from me of its termination or

change.

Employee Signature:_________________________________ Date:____________________________

Note: You can put a set amount or the whole check to a specific account. For every account setup on direct deposit
a voided check is a must to process.

Financial Institution/Account Number(s):

Account 1 # ____________ Checking  Savings Amount to be Deposited________ Routing #___________________

Account 2 # ____________  Checking  Savings Amount to be Deposited________ Routing #___________________

Account 3 # ____________  Checking  Savings Amount to be Deposited________ Routing #___________________

Account 4 # ____________  Checking  Savings Amount to be Deposited________ Routing #___________________

Note: In case of direct deposits to joint accounts that both account holders sign checks or authorize payments, other
account holder must indicate his/her agreement with the above term and the employee’s direct deposit authorization by
signing below.

Name of Joint Account Holder: ___________________________________________

Signature of Joint Account Holder:___________________________________________

Date: ________________________________

ATTACH VOIDED CHECK (s) HERE:

VOIDED CHECK(s)
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LIBERTY MUTUAL GROUP MPN
Form B – Employee Notification Confirmation

In order to confirm that you have received appropriate notification regarding the Liberty Mutual Group Medical Provider
network (MPN) please complete and sign the attached form. This form must be returned to your employer or your Claims
Case Manager at the time you first receive employee notification information about the MPN. This may occur at the time of
your employer’s MPN presentation, at the time of hire, at the time of your report of injury or at the time you transfer into the
MPN.

_____________________________________________ ____________________________
(Employee Signature) (Date)

_______________________________________________________________________________
(Print Full Name)

______________________________________________________________________________
(Name of Employer)

“Any person who makes or causes to be made any knowingly false or fraudulent material statement or material representation for the purposes of obtaining
workers’ compensation benefits or payments is guilty of a felony”
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PREDESIGNATION OF PERSONAL PHYSICIAN

In the event you sustain an injury or illness related to your employment, you may be treated for such injury or illness by your
persona] medical doctor (M.D.), doctor of osteopathic medicine (D.O.) or medical group if:

 your employer offers group health coverage;
 the doctor is your regular physician, who shall be either a physician who has limited his or her

practice of medicine to general practice or who is a board-certified or hoard-eligible internist,
pediatrician, obstetrician-gynecologist, or family practitioner, and has previously directed your medical
treatment, and retains your medical records;

 your "personal physician" may be a medical group if it is a single corporation or partnership
composed of licensed doctors of medicine or osteopathy, which operates an integrated multi-specialty
medical group providing comprehensive medical services predominantly for non-occupational illnesses
and injuries;

 prior to the injury your doctor agrees to treat you for work injuries or illnesses;
 prior to the injury you provided your employer the following in writing:

(1) notice that you want your personal doctor to treat you for a work-related injury or illness, and
(2) your personal doctor's name and business address.

You may use this form to notify your employer if you wish to have your personal medical doctor or a doctor of osteopathic
medicine treat you for a work- related injury or illness and the above requirements are met.

NOTICE OF PREDESIGNATION OF PERSONAL
Employee: Fill in this section.

To:____________________________ (name of employer) If I have a work-related injury or illness, I
Choose to be treated by:

_____________________________________________________________________________
(name of doctor)(M.D., D.O., or medical group)

_________________________________________________(street address, city, state, ZIP)

_____________________________________ (telephone number)

Employee Name (Please Print)

_____________________________________________________________________________
Employee’s Address:

_____________________________________________________________________________

Employee’s Signature____________________________________________________________

Physician: I agree to this Predesignation:

Signature:____________________________________________ Date:____________________
(Physician or Designated Employee of the Physician or Medical Group)

The physician is not required to sign this form, however, if the physician or designated employee of the
physician or medical group does not sign, other documentation of the physician’s agreement to be
predesignated will be required pursuant to Title 8, California Code of Regulations, section 9780.1(a)(3).

Title 8, California Code of Regulations, Section 9783.
(Optional DWC Form 9783 March 1, 2007)


