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Employee’s Withholding Certificate

» Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay.
» Give Form W-4 to your employer.
» Your withholding is subject to review by the IRS.

Step 1:

(@) First name and middle initial

Last name (b) Social security number

Enter
Personal

Address

» Does your name match the
name on your social security
card? If not, to ensure you get

Information

City or town, state, and ZIP code

credit for your earnings, contact
SSA at 800-772-1213 or go to
WWW.ssa.gov.

(c)

|:| Single or Married filing separately
|:| Married filing jointly (or Qualifying widow(er))
|:| Head of household (Check only if you’re unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can
claim exemption from withholding, when to use the online estimator, and privacy.

Step 2:

Multiple Jobs
or Spouse
Works

Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse
also works. The correct amount of withholding depends on income earned from all of these jobs.

Do only one of the following.
(a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3-4); or

(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below for roughly accurate withholding; or

(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This option
is accurate for jobs with similar pay; otherwise, more tax than necessary may be withheld . » []

TIP: To be accurate, submit a 2020 Form W-4 for all other jobs. If you (or your spouse) have self-employment
income, including as an independent contractor, use the estimator.

Complete Steps 3-4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will
be most accurate if you complete Steps 3—4(b) on the Form W-4 for the highest paying job.)

Step 3: If your income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim . o .
Dependents Multiply the number of qualifying children under age 17 by $2,000 » $
Multiply the number of other dependents by $500 .3
Add the amounts above and enter the totalhere . . . . . . . . . . . . . 3 |$
Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you expect
(optional): this year that won’t have withholding, enter the amount of other income here. This may
include interest, dividends, and retirement income 4(a) |$
Other
Adjustments
(b) Deductions. If you expect to claim deductions other than the standard deduction
and want to reduce your withholding, use the Deductions Worksheet on page 3 and
enter the result here 4(b) |$
(c) Extra withholding. Enter any additional tax you want withheld each pay period 4(c) |$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here } }
Employee’s signature (This form is not valid unless you sign it.) Date
Employers | Employer’'s name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3.

Cat. No. 10220Q Form W-4 (2020)
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General Instructions

Future Developments

For the latest information about developments related to
Form W-4, such as legislation enacted after it was published,
go to www.irs.gov/FormW4.

Purpose of Form

Complete Form W-4 so that your employer can withhold the
correct federal income tax from your pay. If too little is
withheld, you will generally owe tax when you file your tax
return and may owe a penalty. If too much is withheld, you will
generally be due a refund. Complete a new Form W-4 when
changes to your personal or financial situation would change
the entries on the form. For more information on withholding
and when you must furnish a new Form W-4, see Pub. 505.

Exemption from withholding. You may claim exemption from
withholding for 2020 if you meet both of the following
conditions: you had no federal income tax liability in 2019 and
you expect to have no federal income tax liability in 2020. You
had no federal income tax liability in 2019 if (1) your total tax on
line 16 on your 2019 Form 1040 or 1040-SR is zero (or less
than the sum of lines 18a, 18b, and 18c), or (2) you were not
required to file a return because your income was below the
filing threshold for your correct filing status. If you claim
exemption, you will have no income tax withheld from your
paycheck and may owe taxes and penalties when you file your
2020 tax return. To claim exemption from withholding, certify
that you meet both of the conditions above by writing “Exempt”
on Form W-4 in the space below Step 4(c). Then, complete
Steps 1a, 1b, and 5. Do not complete any other steps. You will
need to submit a new Form W-4 by February 16, 2021.

Your privacy. If you prefer to limit information provided in
Steps 2 through 4, use the online estimator, which will also
increase accuracy.

As an alternative to the estimator: if you have concerns
with Step 2(c), you may choose Step 2(b); if you have
concerns with Step 4(a), you may enter an additional amount
you want withheld per pay period in Step 4(c). If this is the
only job in your household, you may instead check the box
in Step 2(c), which will increase your withholding and
significantly reduce your paycheck (often by thousands of
dollars over the year).

When to use the estimator. Consider using the estimator at
www.irs.gov/W4App if you:

1. Expect to work only part of the year;

2. Have dividend or capital gain income, or are subject to
additional taxes, such as the additional Medicare tax;

3. Have self-employment income (see below); or

4. Prefer the most accurate withholding for multiple job
situations.

Self-employment. Generally, you will owe both income and
self-employment taxes on any self-employment income you
receive separate from the wages you receive as an
employee. If you want to pay these taxes through
withholding from your wages, use the estimator at
www.irs.gov/W4App to figure the amount to have withheld.

Nonresident alien. If you’re a nonresident alien, see Notice
1392, Supplemental Form W-4 Instructions for Nonresident
Aliens, before completing this form.

Specific Instructions

Step 1(c). Check your anticipated filing status. This will
determine the standard deduction and tax rates used to
compute your withholding.

Step 2. Use this step if you (1) have more than one job at the
same time, or (2) are married filing jointly and you and your
spouse both work.

Option (a) most accurately calculates the additional tax
you need to have withheld, while option (b) does so with a
little less accuracy.

If you (and your spouse) have a total of only two jobs, you
may instead check the box in option (c). The box must also be
checked on the Form W-4 for the other job. If the box is
checked, the standard deduction and tax brackets will be cut
in half for each job to calculate withholding. This option is
roughly accurate for jobs with similar pay; otherwise, more tax
than necessary may be withheld, and this extra amount will be
larger the greater the difference in pay is between the two jobs.

g Multiple jobs. Complete Steps 3 through 4(b) on only
one Form W-4. Withholding will be most accurate if
you do this on the Form W-4 for the highest paying job.

Step 3. Step 3 of Form W-4 provides instructions for
determining the amount of the child tax credit and the credit
for other dependents that you may be able to claim when
you file your tax return. To qualify for the child tax credit, the
child must be under age 17 as of December 31, must be
your dependent who generally lives with you for more than
half the year, and must have the required social security
number. You may be able to claim a credit for other
dependents for whom a child tax credit can’t be claimed,
such as an older child or a qualifying relative. For additional
eligibility requirements for these credits, see Pub. 972, Child
Tax Credit and Credit for Other Dependents. You can also
include other tax credits in this step, such as education tax
credits and the foreign tax credit. To do so, add an estimate
of the amount for the year to your credits for dependents
and enter the total amount in Step 3. Including these credits
will increase your paycheck and reduce the amount of any
refund you may receive when you file your tax return.

Step 4 (optional).

Step 4(a). Enter in this step the total of your other
estimated income for the year, if any. You shouldn’t include
income from any jobs or self-employment. If you complete
Step 4(a), you likely won’t have to make estimated tax
payments for that income. If you prefer to pay estimated tax
rather than having tax on other income withheld from your
paycheck, see Form 1040-ES, Estimated Tax for Individuals.

Step 4(b). Enter in this step the amount from the Deductions
Worksheet, line 5, if you expect to claim deductions other than
the basic standard deduction on your 2020 tax return and
want to reduce your withholding to account for these
deductions. This includes both itemized deductions and other
deductions such as for student loan interest and IRAs.

Step 4(c). Enter in this step any additional tax you want
withheld from your pay each pay period, including any
amounts from the Multiple Jobs Worksheet, line 4. Entering an
amount here will reduce your paycheck and will either increase
your refund or reduce any amount of tax that you owe.

CAUTION
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Step 2(b)—Multiple Jobs Worksheet (Keep for your records.)

If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only ONE
Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest paying job.

Note: If more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional
tables; or, you can use the online withholding estimator at www.irs.gov/W4App.

1

Two jobs. If you have two jobs or you’re married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 4. Using the “Higher Paying Job” row and the
“Lower Paying Job” column, find the value at the intersection of the two household salaries and enter
that value on line 1. Then, skip to line 3 .

Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and

2c below. Otherwise, skip to line 3.

a Find the amount from the appropriate table on page 4 using the annual wages from the highest
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries

and enter that value on line 2a .

2a $

b Add the annual wages of the two highest paying jobs from line 2a together and use the total as the
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower
Paying Job” column to find the amount from the appropriate table on page 4 and enter this amount

on line 2b

2b $

¢ Add the amounts from lines 2a and 2b and enter the result online2¢c . . . . . . . . . . 2c $

Enter the number of pay periods per year for the highest paying job. For example, if that JOb pays
weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc.

Divide the annual amount on line 1 or line 2c by the number of pay periods on line 3. Enter this
amount here and in Step 4(c) of Form W-4 for the hlghest paying jOb (anng with any other additional
amount you want withheld)

Step 4(b)—Deductions Worksheet (Keep for your records.)

R

Enter an estimate of your 2020 itemized deductions (from Schedule A (Form 1040 or 1040-SR)). Such
deductions may include qualifying home mortgage interest, charitable contributions, state and local
taxes (up to $10,000), and medical expenses in excess of 10% of your income .

¢ $24,800 if you’re married filing jointly or qualifying widow(er)

2 Enter: » $18,650 if you’re head of household

* $12,400 if you’re single or married filing separately

3 Ifline 1 is greater than line 2, subtract line 2 from line 1. If line 2 is greater than line 1, enter “-0-” . . 3 $

4 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other

adjustments (from Schedule 1 (Form 1040 or 1040-SR)). See Pub. 505 for more information . . . 4 $

5 Add lines 3 and 4. Enter the result here and in Step 4(b) of FormW-4 . . . . . . . . . . . 5 %

Privacy Act and Paperwork Reduction Act Notice. We ask for the information
on this form to carry out the Internal Revenue laws of the United States. Internal
Revenue Code sections 3402(f)(2) and 6109 and their regulations require you to
provide this information; your employer uses it to determine your federal income
tax withholding. Failure to provide a properly completed form will result in your
being treated as a single person with no other entries on the form; providing
fraudulent information may subject you to penalties. Routine uses of this
information include giving it to the Department of Justice for civil and criminal
litigation; to cities, states, the District of Columbia, and U.S. commonwealths and
possessions for use in administering their tax laws; and to the Department of
Health and Human Services for use in the National Directory of New Hires. We
may also disclose this information to other countries under a tax treaty, to federal
and state agencies to enforce federal nontax criminal laws, or to federal law
enforcement and intelligence agencies to combat terrorism.

You are not required to provide the information requested on a form that is
subject to the Paperwork Reduction Act unless the form displays a valid OMB
control number. Books or records relating to a form or its instructions must be
retained as long as their contents may become material in the administration of
any Internal Revenue law. Generally, tax returns and return information are
confidential, as required by Code section 6103.

The average time and expenses required to complete and file this form will vary
depending on individual circumstances. For estimated averages, see the
instructions for your income tax return.

If you have suggestions for making this form simpler, we would be happy to hear
from you. See the instructions for your income tax return.
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Married Filing Jointly or Qualifying Widow(er)
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary

Annual Taxable $0- [$10,000 - |$20,000 - | $30,000 - | $40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - |$100,000 -|$110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000

$0- 9,999 $0 $220 $850 $900 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,210 | $1,870 | $1,870
$10,000 - 19,999 220 1,220 1,900 2,100 2,220 2,220 2,220 2,220 2,410 3,410 4,070 4,070
$20,000 - 29,999 850 1,900 2,730 2,930 3,050 3,050 3,050 3,240 4,240 5,240 5,900 5,900
$30,000 - 39,999 900 2,100 2,930 3,130 3,250 3,250 3,440 4,440 5,440 6,440 7,100 7,100
$40,000 - 49,999| 1,020 2,220 3,050 3,250 3,370 3,570 4,570 5,570 6,570 7,570 8,220 8,220
$50,000 - 59,999| 1,020 2,220 3,050 3,250 3,570 4,570 5,570 6,570 7,570 8,570 9,220 9,220
$60,000 - 69,999| 1,020 2,220 3,050 3,440 4,570 5,570 6,570 7,570 8,570 9,570 | 10,220 | 10,220
$70,000 - 79,999| 1,020 2,220 3,240 4,440 5,570 6,570 7,570 8,570 9,570 | 10,570 | 11,220 | 11,240
$80,000 - 99,999| 1,060 3,260 5,090 6,290 7,420 8,420 9,420 | 10,420 | 11,420 | 12,420 | 13,260 | 13,460
$100,000 - 149,999 1,870 4,070 5,900 7,100 8,220 9,320 | 10,520 | 11,720 | 12,920 | 14,120 | 14,980 | 15,180
$150,000 - 239,999 2,040 4,440 6,470 7,870 9,190 | 10,390 | 11,590 | 12,790 | 13,990 | 15,190 | 16,050 | 16,250
$240,000 - 259,999 2,040 4,440 6,470 7,870 9,190 | 10,390 | 11,590 | 12,790 | 13,990 | 15,520 | 17,170 | 18,170
$260,000 - 279,999 2,040 4,440 6,470 7,870 9,190 | 10,390 | 11,590 | 13,120 | 15,120 | 17,120 | 18,770 | 19,770
$280,000 - 299,999 2,040 4,440 6,470 7,870 9,190 | 10,720 | 12,720 | 14,720 | 16,720 | 18,720 | 20,370 | 21,370
$300,000 - 319,999 2,040 4,440 6,470 8,200 | 10,320 | 12,320 | 14,320 | 16,320 | 18,320 | 20,320 | 21,970 | 22,970
$320,000 - 364,999 2,720 5,920 8,750 | 10,950 | 13,070 | 15,070 | 17,070 | 19,070 | 21,290 | 23,590 | 25,540 | 26,840
$365,000 - 524,999 2,970 6,470 9,600 | 12,100 | 14,530 | 16,830 | 19,130 | 21,430 | 23,730 | 26,030 | 27,980 | 29,280
$525,000 and over 3,140 6,840 | 10,170 | 12,870 | 15,500 | 18,000 | 20,500 | 23,000 | 25,500 | 28,000 | 30,150 | 31,650
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary

Annual Taxable $0- [$10,000 - [$20,000 - [ $30,000 - | $40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - [$100,000 - {$110,000
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000

$0- 9,999 $460 $940 $1,020 $1,020 $1,470 $1,870 $1,870 $1,870 $1,870 $2,040 $2,040 $2,040
$10,000 - 19,999 940 1,530 1,610 2,060 3,060 3,460 3,460 3,460 3,640 3,830 3,830 3,830
$20,000 - 29,999 1,020 1,610 2,130 3,130 4,130 4,540 4,540 4,720 4,920 5,110 5,110 5,110
$30,000 - 39,999 1,020 2,060 3,130 4,130 5,130 5,540 5,720 5,920 6,120 6,310 6,310 6,310
$40,000 - 59,999 1,870 3,460 4,540 5,540 6,690 7,290 7,490 7,690 7,890 8,080 8,080 8,080
$60,000 - 79,999 1,870 3,460 4,690 5,890 7,090 7,690 7,890 8,090 8,290 8,480 9,260 10,060
$80,000 - 99,999 2,020 3,810 5,090 6,290 7,490 8,090 8,290 8,490 9,470 10,460 11,260 12,060
$100,000 - 124,999 2,040 3,830 5,110 6,310 7,510 8,430 9,430 10,430 11,430 12,420 13,520 14,620
$125,000 - 149,999 2,040 3,830 5,110 7,030 9,030 10,430 11,430 12,580 13,880 15,170 16,270 17,370
$150,000 - 174,999 2,360 4,950 7,030 9,030 11,030 12,730 14,030 15,330 16,630 17,920 19,020 20,120
$175,000 - 199,999 2,720 5,310 7,540 9,840 12,140 13,840 15,140 16,440 17,740 19,030 20,130 21,230
$200,000 - 249,999 2,970 5,860 8,240 10,540 12,840 14,540 15,840 17,140 18,440 19,730 20,830 21,930
$250,000 - 399,999 2,970 5,860 8,240 10,540 12,840 14,540 15,840 17,140 18,440 19,730 20,830 21,930
$400,000 - 449,999 2,970 5,860 8,240 10,540 12,840 14,540 15,840 17,140 18,450 19,940 21,240 22,540
$450,000 and over 3,140 6,230 8,810 11,310 13,810 15,710 17,210 18,710 20,210 21,700 23,000 24,300
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary

Annual Taxable $0- [$10,000 - |$20,000 - | $30,000 - | $40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - [$100,000 - {$110,000
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000

$0- 9,999 $0 $830 $930 | $1,020 | $1,020 | $1,020 | $1,480 | $1,870 | $1,870 | $1,930 | $2,040 | $2,040
$10,000 - 19,999 830 1,920 2,130 2,220 2,220 2,680 3,680 4,070 4,130 4,330 4,440 4,440
$20,000 - 29,999 930 2,130 2,350 2,430 2,900 3,900 4,900 5,340 5,540 5,740 5,850 5,850
$30,000 - 39,999 1,020 2,220 2,430 2,980 3,980 4,980 6,040 6,630 6,830 7,030 7,140 7,140
$40,000 - 59,999 1,020 2,530 3,750 4,830 5,860 7,060 8,260 8,850 9,050 9,250 9,360 9,360
$60,000 - 79,999 1,870 4,070 5,310 6,600 7,800 9,000 | 10,200 | 10,780 | 10,980 | 11,180 | 11,580 | 12,380
$80,000 - 99,999 1,900 4,300 5,710 7,000 8,200 9,400 | 10,600 | 11,180 | 11,670 | 12,670 | 13,580 | 14,380
$100,000 - 124,999 2,040 4,440 5,850 7,140 8,340 9,540 | 11,360 | 12,750 | 13,750 | 14,750 | 15,770 | 16,870
$125,000 - 149,999| 2,040 4,440 5,850 7,360 9,360 | 11,360 | 13,360 | 14,750 | 16,010 | 17,310 | 18,520 | 19,620
$150,000 - 174,999 2,040 5,060 7,280 9,360 | 11,360 | 13,480 | 15,780 | 17,460 | 18,760 | 20,060 | 21,270 | 22,370
$175,000 - 199,999 2,720 5,920 8,130 | 10,480 | 12,780 | 15,080 | 17,380 | 19,070 | 20,370 | 21,670 | 22,880 | 23,980
$200,000 - 249,999 2,970 6,470 8,990 | 11,370 | 13,670 | 15970 | 18,270 | 19,960 | 21,260 | 22,560 | 23,770 | 24,870
$250,000 - 349,999 2,970 6,470 8,990 | 11,370 | 13,670 | 15970 | 18,270 | 19,960 | 21,260 | 22,560 | 23,770 | 24,870
$350,000 - 449,999 2,970 6,470 8,990 | 11,370 | 13,670 | 15970 | 18,270 | 19,960 | 21,260 | 22,560 | 23,900 | 25,200
$450,000 and over 3,140 6,840 9,560 | 12,140 | 14,640 | 17,140 | 19,640 | 21,530 | 23,030 | 24,530 | 25,940 | 27,240







Instructions for Form I-9,

. ey eqs . . USCIS
Employment Eligibility Verification Form I-9
Department of Homeland Security OMB, No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

Anti-Discrimination Notice. It is illegal to discriminate against work-authorized individuals in hiring, firing, recruitment or
referral for a fee, or in the employment eligibility verification (Form I-9 and E-Verify) process based on that individual's
citizenship status, immigration status or national origin. Employers CANNOT specify which document(s) the employee may
present to establish employment authorization and identity. The employer must allow the employee to choose the documents to
be presented from the Lists of Acceptable Documents, found on the last page of Form I-9. The refusal to hire or continue to
employ an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.
For more information, call the Immigrant and Employee Rights Section (IER) in the Department of Justice's Civil Rights
Division at 1-800-255-7688 (employees), 1-800-255-8155 (employers), or 1-800-237-2515 (TTY), or visit
https://www.justice.gov/crt/immigrant-and-employee-rights-section.

What is the Purpose of This Form?

Employers must complete Form 1-9 to document verification of the identity and employment authorization of each new
employee (both citizen and noncitizen) hired after November 6, 1986, to work in the United States. In the Commonwealth of the
Northern Mariana Islands (CNMI), employers must complete Form 1-9 to document verification of the identity and employment
authorization of each new employee (both citizen and noncitizen) hired after November 27, 2011.

General Instructions

Both employers and employees are responsible for completing their respective sections of Form I-9. For the purpose of
completing this form, the term “employer” means all employers, including those recruiters and referrers for a fee who are
agricultural associations, agricultural employers, or farm labor contractors, as defined in section 3 of the Migrant and Seasonal
Agricultural Worker Protection Act, Public Law 97-470 (29 U.S.C. 1802). An “employee” is a person who performs labor or
services in the United States for an employer in return for wages or other remuneration. The term “Employee” does not include
those who do not receive any form of remuneration (volunteers), independent contractors or those engaged in certain casual
domestic employment. Form [-9 has three sections. Employees complete Section 1. Employers complete Section 2 and, when
applicable, Section 3. Employers may be fined if the form is not properly completed. See 8 USC § 1324a and 8 CFR § 274a.10.
Individuals may be prosecuted for knowingly and willfully entering false information on the form. Employers are responsible for
retaining completed forms. Do not mail completed forms to U.S. Citizenship and Immigration Services (USCIS) or
Immigration and Customs Enforcement (ICE).

These instructions will assist you in properly completing Form 1-9. The employer must ensure that all pages of the instructions
and Lists of Acceptable Documents are available, either in print or electronically, to all employees completing this form. When
completing the form on a computer, the English version of the form includes specific instructions for each field and drop-down
lists for universally used abbreviations and acceptable documents. To access these instructions, move the cursor over each field
or click on the question mark symbol (2}) within the field. Employers and employees can also access this full set of
instructions at any time by clicking the Instructions button at the top of each page when completing the form on a computer that
is connected to the Internet.

Employers and employees may choose to complete any or all sections of the form on paper or using a computer, or a
combination of both. Forms I-9 obtained from the USCIS website are not considered electronic Forms 1-9 under DHS
regulations and, therefore, cannot be electronically signed. Therefore, regardless of the method you used to enter information
into each field, you must print a hard copy of the form, then sign and date the hard copy by hand where required.

Employers can obtain a blank copy of Form I-9 from the USCIS website at https://www.uscis.gov/sites/default/files/files/form/
i-9.pdf. This form is in portable document format (.pdf) that is fillable and savable. That means that you may download it, or
simply print out a blank copy to enter information by hand. You may also request paper Forms I-9 from USCIS.

Certain features of Form -9 that allow for data entry on personal computers may make the form appear to be more than two
pages. When using a computer, Form 1-9 has been designed to print as two pages. Using more than one preparer and/or
translator will add an additional page to the form, regardless of your method of completion. You are not required to print, retain
or store the page containing the Lists of Acceptable Documents.

Form I-9 Instructions 07/17/17 N Page 1 of 15
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The form will also populate certain fields with N/A when certain user choices ensure that particular fields will not be
completed. The Print button located at the top of each page that will print any number of pages the user selects. Also, the Start
Over button located at the top of each page will clear all the fields on the form.

The Spanish version of Form 1-9 does not include the additional instructions and drop-down lists described above. Employers
in Puerto Rico may use either the Spanish or English version of the form. Employers outside of Puerto Rico must retain the
English version of the form for their records, but may use the Spanish form as a translation tool. Additional guidance to
complete the form may be found in the Handbook for Employers: Guidance for Completing Form -9 (M-274) and on USCIS’
Form I-9 website, 1-9 Central.

Completing Section I: Employee Information and Attestation

You, the employee, must complete each field in Section 1 as described below. Newly hired employees must complete and sign
Section 1 no later than the first day of employment. Section 1 should never be completed before you have accepted a job offer.

Entering Your Employee Information

Last Name (Family Name): Enter your full legal last name. Your last name is your family name or surname. If you
have two last names or a hyphenated last name, include both names in the Last Name field. Examples of correctly entered
last names include De La Cruz, O Neill, Garcia Lopez, Smith-Johnson, Nguyen. If you only have one name, enter it in
this field, then enter “Unknown” in the First Name field. You may not enter “Unknown” in both the Last Name field and
the First Name field.

First Name (Given Name): Enter your full legal first name. Your first name is your given name. Some examples of
correctly entered first names include Jessica, John-Paul, Tae Young, D ’Shaun, Mai. If you only have one name, enter it
in the Last Name field, then enter “Unknown” in this field. You may not enter “Unknown” in both the First Name field
and the Last Name field.

Middle Initial: Your middle initial is the first letter of your second given name, or the first letter of your middle name, if
any. If you have more than one middle name, enter the first letter of your first middle name. If you do not have a middle
name, enter N/A in this field.

Other Last Names Used: Provide all other last names used, if any (e.g., maiden name). Enter N/A if you have not used
other last names. For example, if you legally changed your last name from Smith to Jones, you should enter the name
Smith in this field.

Address (Street Name and Number): Enter the street name and number of the current address of your residence. If
you are a border commuter from Canada or Mexico, you may enter your Canada or Mexico address in this field. If your
residence does not have a physical address, enter a description of the location of your residence, such as “3 miles
southwest of Anytown post office near water tower.”

Apartment: Enter the number(s) or letter(s) that identify(ies) your apartment. If you do not live in an apartment, enter N/A.

City or Town: Enter your city, town or village in this field. If your residence is not located in a city, town or village, enter
your county, township, reservation, etc., in this field. If you are a border commuter from Canada, enter your city and
province in this field. If you are a border commuter from Mexico, enter your city and state in this field.

State: Enter the abbreviation of your state or territory in this field. If you are a border commuter from Canada or Mexico,
enter your country abbreviation in this field.

ZIP Code: Enter your 5-digit ZIP code. If you are a border commuter from Canada or Mexico, enter your
5- or 6-digit postal code in this field.

Date of Birth: Enter your date of birth as a 2-digit month, 2-digit day, and 4-digit year (mm/dd/yyyy). For example,
enter January 8, 1980 as 01/08/1980.

U.S. Social Security Number: Providing your 9-digit Social Security number is voluntary on Form I-9 unless your
employer participates in E-Verify. If your employer participates in E-Verify and:
1. You have been issued a Social Security number, you must provide it in this field; or

2. You have applied for, but have not yet received a Social Security number, leave this field blank until you receive
a Social Security number.
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Employee’s E-mail Address (Optional): Providing your e-mail address is optional on Form I-9, but the field cannot be left
blank. To enter your e-mail address, use this format: name@site .domain. One reason Department of Homeland Security (DHS)
may e-mail you is if your employer uses E-Verify and DHS learns of a potential mismatch between the information provided and
the information in government records. This e-mail would contain information on how to begin to resolve the potential mismatch.
You may use either your personal or work e-mail address in this field. Enter N/A if you do not enter your e-mail address.

Employee’s Telephone Number (Optional): Providing your telephone number is optional on Form I1-9, but the field
cannot be left blank. If you enter your area code and telephone number, use this format: 000-000-0000. Enter N/A if you do
not enter your telephone number.

Attesting to Your Citizenship or Immigration Status

You must select one box to attest to your citizenship or immigration status.

1.
2.

A citizen of the United States.

A noncitizen national of the United States: An individual born in American Samoa, certain former citizens of the
former Trust Territory of the Pacific Islands, and certain children of noncitizen nationals born abroad.

A lawful permanent resident: An individual who is not a U.S. citizen and who resides in the United States under legally
recognized and lawfully recorded permanent residence as an immigrant. This term includes conditional residents. Asylees and
refugees should not select this status, but should instead select "An Alien authorized to work" below.

If you select “lawful permanent resident,” enter your 7- to 9-digit Alien Registration Number (A-Number), including the

“A,” or USCIS Number in the space provided. When completing this field using a computer, use the dropdown provided

to indicate whether you have entered an Alien Number or a USCIS Number. At this time, the USCIS Number is the same
as the A-Number without the “A” prefix.

An alien authorized to work: An individual who is not a citizen or national of the United States, or a lawful permanent
resident, but is authorized to work in the United States.

If you select this box, enter the date that your employment authorization expires, if any, in the space provided. In most cases,
your employment authorization expiration date is found on the document(s) evidencing your employment authorization.
Refugees, asylees and certain citizens of the Federated States of Micronesia, the Republic of the Marshall Islands, or Palau,
and other aliens whose employment authorization does not have an expiration date should enter N/A in the Expiration Date
field. In some cases, such as if you have Temporary Protected Status, your employment authorization may have been
automatically extended; in these cases, you should enter the expiration date of the automatic extension in this space.

Aliens authorized to work must enter one of the following to complete Section]1:
1. Alien Registration Number (A-Number)/USCIS Number; or
2. Form 1-94 Admission Number; or
3. Foreign Passport Number and the Country of Issuance

Your employer may not ask you to present the document from which you supplied this information.

Alien Registration Number/USCIS Number: Enter your 7- to 9-digit Alien Registration Number (A-Number),
including the “A,” or your USCIS Number in this field. At this time, the USCIS Number is the same as your

A-Number without the “A” prefix. When completing this field using a computer, use the dropdown provided to indicate
whether you have entered an Alien Number or a USCIS Number. If you do not provide an A-Number or USCIS Number,
enter N/A in this field then enter either a Form 1-94 Admission Number, or a Foreign Passport and Country of Issuance in
the fields provided.

Form I-94 Admission Number: Enter your 11-digit [-94 Admission Number in this field. If you do not provide an 1-94
Admission Number, enter N/A in this field, then enter either an Alien Registration Number/USCIS Number or a Foreign
Passport Number and Country of Issuance in the fields provided.

Foreign Passport Number: Enter your Foreign Passport Number in this field. If you do not provide a Foreign Passport
Number, enter N/A in this field, then enter either an Alien Number/USCIS Number or a I-94 Admission Number in the
fields provided.

Country of Issuance: If you entered your Foreign Passport Number, enter your Foreign Passport’s Country of Issuance. If
you did not enter your Foreign Passport Number, enter N/A.
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Signature of Employee: After completing Section 1, sign your name in this field. If you used a form obtained from the
USCIS website, you must print the form to sign your name in this field. By signing this form, you attest under penalty of
perjury (28 U.S.C. § 1746) that the information you provided, along with the citizenship or immigration status you selected,
and all information and documentation you provide to your employer, is complete, true and correct, and you are aware that you
may face severe penalties provided by law and may be subject to criminal prosecution for knowingly and willfully making
false statements or using false documentation when completing this form. Further, falsely attesting to U.S. citizenship may
subject employees to penalties, removal proceedings and may adversely affect an employee's ability to seek future immigration
benefits. If you cannot sign your name, you may place a mark in this field to indicate your signature. Employees who use a
preparer or translator to help them complete the form must still sign or place a mark in the Signature of Employee field on the
printed form.

If you used a preparer, translator, and other individual to assist you in completing Form I-9:

* Both you and your preparer(s) and/or translator(s) must complete the appropriate areas of Section 1, and then sign
Section 1. If Section 1 was completed on a form obtained from the USCIS website, the form must be printed to sign
these fields. You and your preparer(s) and/or translator(s) also should review the instructions for Completing the
Preparer and/or Translator Certification below.

* If the employee is a minor (individual under 18) who cannot present an identity document, the employee's parent or
legal guardian can complete Section 1 for the employee and enter “minor under age 18” in the signature field. If Section
1 was completed on a form obtained from the USCIS website, the form must be printed to enter this information. The
minor's parent or legal guardian should review the instructions for Completing the Preparer and/or Translator
Certification below. Refer to the Handbook for Employers: Guidance for Completing Form -9 (M-274) for more
guidance on completion of Form I-9 for minors. If the minor's employer participates in E-Verify, the employee must
present a list B identity document with a photograph to complete Form 1-9.

« If the employee is a person with a disability (who is placed in employment by a nonprofit organization, association or as
part of a rehabilitation program) who cannot present an identity document, the employee's parent, legal guardian or a
representative of the nonprofit organization, association or rehabilitation program can complete Section 1 for the
employee and enter “Special Placement” in this field. If Section 1 was completed on a form obtained from the USCIS
website, the form must be printed to enter this information. The parent, legal guardian or representative of the nonprofit
organization, association or rehabilitation program completing Section 1 for the employee should review the
instructions for Completing the Preparer and/or Translator Certification below. Refer to the Handbook for Employers:
Guidance for Completing Form -9 (M-274) for more guidance on completion of Form I-9 for certain employees with
disabilities.

Today's Date: Enter the date you signed Section 1 in this field. Do not backdate this field. Enter the date as a 2-digit month,
2-digit day and 4-digit year (mm/dd/yyyy). For example, enter January 8, 2014 as 01/08/2014. A preparer or translator who
assists the employee in completing Section 1 may enter the date the employee signed or made a mark to sign Section 1 in this
field. Parents or legal guardians assisting minors (individuals under age 18) and parents, legal guardians or representatives of a
nonprofit organization, association or rehabilitation program assisting certain employees with disabilities must enter the date
they completed Section 1 for the employee.

Completing the Preparer and/or Translator Certification

If you did not use a preparer or translator to assist you in completing Section 1, you, the employee, must check the box marked
I did not use a Preparer or Translator. If you check this box, leave the rest of the fields in this area blank.

If one or more preparers and/or translators assist the employee in completing the form using a computer, the preparer and/or
translator must check the box marked “A preparer(s) and/or translator(s) assisted the employee in completing Section 17,
then select the number of Certification areas needed from the dropdown provided. Any additional Certification areas generated
will result in an additional page. Form 1-9 Supplement, Section 1 Preparer and/or Translator Certification can be separately
downloaded from the USCIS Form I-9 webpage, which provides additional Certification areas for those completing Form I-9
using a computer who need more Certification areas than the 5 provided or those who are completing Form I-9 on paper. The
first preparer and/or translator must complete all the fields in the Certification area on the same page the employee has signed.
There is no limit to the number of preparers and/or translators an employee can use, but each additional preparer and/or
translator must complete and sign a separate Certification area. Ensure the employee's last name, first name and middle initial
are entered at the top of any additional pages. The employer must ensure that any additional pages are retained with the
employee's completed Form I-9.
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Signature of Preparer or Translator: Any person who helped to prepare or translate Section 1of Form I-9 must sign his or
her name in this field. If you used a form obtained from the USCIS website, you must print the form to sign your name in this
field. The Preparer and/or Translator Certification must also be completed if “Individual under Age 18” or “Special Placement”
is entered in lieu of the employee’s signature in Section 1.

Today's Date: The person who signs the Preparer and/or Translator Certification must enter the date he or she signs in this
field on the printed form. Do not backdate this field. Enter the date as a 2-digit month, 2-digit day, and 4-digit year (mm/dd/
yyyy). For example, enter January 8, 2014 as 01/08/2014.

Last Name (Family Name): Enter the full legal last name of the person who helped the employee in preparing or translating
Section 1 in this field. The last name is also the family name or surname. If the preparer or translator has two last names or a
hyphenated last name, include both names in this field.

First Name (Given Name): Enter the full legal first name of the person who helped the employee in preparing or translating
Section 1 in this field. The first name is also the given name.

Address (Street Name and Number): Enter the street name and number of the current address of the residence of the person
who helped the employee in preparing or translating Section 1 in this field. Addresses for residences in Canada or Mexico may
be entered in this field. If the residence does not have a physical address, enter a description of the location of the residence,
such as “3 miles southwest of Anytown post office near water tower.” If the residence is an apartment, enter the apartment
number in this field.

City or Town: Enter the city, town or village of the residence of the person who helped the employee in preparing or
translating Section 1 in this field. If the residence is not located in a city, town or village, enter the name of the county,
township, reservation, etc., in this field. If the residence is in Canada, enter the city and province in this field. If the residence is
in Mexico, enter the city and state in this field.

State: Enter the abbreviation of the state, territory or country of the preparer or translator’s residence in this field.

ZIP Code: Enter the 5-digit ZIP code of the residence of the person who helped the employee in preparing or translating
Section 1 in this field. If the preparer or translator's residence is in Canada or Mexico, enter the 5- or 6-digit postal code.

Presenting Form 1I-9 Documents

Within 3 business days of starting work for pay, you must present to your employer documentation that establishes your
identity and employment authorization. For example, if you begin employment on Monday, you must present documentation
on or before Thursday of that week. However, if you were hired to work for less than 3 business days, you must present
documentation no later than the first day of employment.

Choose which unexpired document(s) to present to your employer from the Lists of Acceptable Documents. An employer
cannot specify which document(s) you may present from the Lists of Acceptable Documents. You may present either one
selection from List A or a combination of one selection from List B and one selection from List C. Some List A documents,
which show both identity and employment authorization, are combination documents that must be presented together to be
considered a List A document: for example, the foreign passport together with a Form 1-94 containing an endorsement of the
alien’s nonimmigrant status and employment authorization with a specific employer incident to such status. List B documents
show identity only and List C documents show employment authorization only. If your employer participates in E-Verify and
you present a List B document, the document must contain a photograph. If you present acceptable List A documentation, you
should not be asked to present, nor should you provide, List B and List C documentation. If you present acceptable List B and
List C documentation, you should not be asked to present, nor should you provide, List A documentation. If you are unable to
present a document(s) from these lists, you may be able to present an acceptable receipt. Refer to the Receipts section below.

Your employer must review the document(s) you present to complete Form 1-9. If your document(s) reasonably appears to be
genuine and to relate to you, your employer must accept the documents. If your document(s) does not reasonably appear to be
genuine or to relate to you, your employer must reject it and provide you with an opportunity to present other documents from
the Lists of Acceptable Documents. Your employer may choose to make copies of your document(s), but must return the
original(s) to you. Your employer must review your documents in your physical presence.
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Your employer will complete the other parts of this form, as well as review your entries in Section 1. Your employer may ask
you to correct any errors found. Your employer is responsible for ensuring all parts of Form 1-9 are properly completed and is
subject to penalties under federal law if the form is not completed correctly.

Minors (individuals under age 18) and certain employees with disabilities whose parent, legal guardian or representative
completed Section 1 for the employee are only required to present an employment authorization document from List C. Refer to

the Handbook for Employers: Guidance for Completing Form -9 (M-274) for more guidance on minors and certain individuals

with disabilities.
Receipts

If you do not have unexpired documentation from the Lists of Acceptable Documents, you may be able to present a receipt(s) in
lieu of an acceptable document(s). New employees who choose to present a receipt(s) must do so within three business days of
their first day of employment. If your employer is reverifying your employment authorization, and you choose to present a
receipt for reverification, you must present the receipt by the date your employment authorization expires. Receipts are not
acceptable if employment lasts fewer than three business days.

There are three types of acceptable receipts:

1. A receipt showing that you have applied to replace a document that was lost, stolen or damaged. You must present the
actual document within 90 days from the date of hire or, in the case of reverification, within 90 days from the date your
original employment authorization expires.

2. The arrival portion of Form [-94/1-94A containing a temporary 1-551 stamp and a photograph of the individual. You must
present the actual Permanent Resident Card (Form 1-551) by the expiration date of the temporary [-551 stamp, or, if there is
no expiration date, within 1 year from the date of admission.

3. The departure portion of Form 1-94/I-94A with a refugee admission stamp. You must present an unexpired Employment
Authorization Document (Form I-766) or a combination of a List B document and an unrestricted Social Security Card
within 90 days from the date of hire or, in the case of reverification, within 90 days from the date your original employment
authorization expires.

Receipts showing that you have applied for an initial grant of employment authorization, or for renewal of your expiring or
expired employment authorization, are not acceptable.

Completing Section 2: Employer or Authorized Representative Review and Verification

You, the employer, must ensure that all parts of Form I-9 are properly completed and may be subject to penalties under federal
law if the form is not completed correctly. Section 1 must be completed no later than the employee’s first day of employment.
You may not ask an individual to complete Section 1 before he or she has accepted a job offer. Before completing Section 2,
you should review Section 1 to ensure the employee completed it properly. If you find any errors in Section 1, have the
employee make corrections, as necessary and initial and date any corrections made.

You or your authorized representative must complete Section 2 by examining evidence of identity and employment
authorization within 3 business days of the employee’s first day of employment. For example, if an employee begins
employment on Monday, you must review the employee's documentation and complete Section 2 on or before Thursday of that
week. However, if you hire an individual for less than 3 business days, Section 2 must be completed no later than the first day
of employment.

Entering Employee Information from Section 1

This area, titled, “Employee Info from Section 1 contains fields to enter the employee's last name, first name, middle initial
exactly as he or she entered them in Section 1. This area also includes a Citizenship/Immigration Status field to enter the
number of the citizenship or immigration status checkbox the employee selected in Section 1. These fields help to ensure that
the two pages of an employee's Form 1-9 remain together. When completing Section 2 using a computer, the number entered in
the Citizenship/Immigration Status field provides drop-downs that directly relate to the employee's selected citizenship or
immigration status.
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Entering Documents the Employee Presents

You, the employer or authorized representative, must physically examine, in the employee's physical presence, the unexpired
document(s) the employee presents from the Lists of Acceptable Documents to complete the Document fields in Section 2.

You cannot specify which document(s) an employee may present from these lists. If you discriminate in the Form I-9 process
based on an individual's citizenship status, immigration status, or national origin, you may be in violation of the law and subject
to sanctions such as civil penalties and be required to pay back pay to discrimination victims. A document is acceptable as long
as it reasonably appears to be genuine and to relate to the person presenting it. Employees must present one selection from List
A or a combination of one selection from List B and one selection from List C.

List A documents show both identity and employment authorization. Some List A documents are combination documents that
must be presented together to be considered a List A document, such as a foreign passport together with a Form [-94 containing
an endorsement of the alien’s nonimmigrant status.

List B documents show identity only, and List C documents show employment authorization only. If an employee presents a List
A document, do not ask or require the employee to present List B and List C documents, and vice versa. If an employer
participates in E-Verify and the employee presents a List B document, the List B document must include a photograph.

If an employee presents a receipt for the application to replace a lost, stolen or damaged document, the employee must present
the replacement document to you within 90 days of the first day of work for pay, or in the case of reverification, within 90 days
of the date the employee's employment authorization expired. Enter the word “Receipt” followed by the title of the receipt in
Section 2 under the list that relates to the receipt.

When your employee presents the replacement document, draw a line through the receipt, then enter the information from the
new document into Section 2. Other receipts may be valid for longer or shorter periods, such as the arrival portion of Form 1-94/
[-94A containing a temporary [-551 stamp and a photograph of the individual, which is valid until the expiration date of the
temporary I-551 stamp or, if there is no expiration date, valid for one year from the date of admission.

Ensure that each document is an unexpired, original (no photocopies, except for certified copies of birth certificates) document.
Certain employees may present an expired employment authorization document, which may be considered unexpired, if the
employee's employment authorization has been extended by regulation or a Federal Register Notice. Refer to the Handbook for

Employers: Guidance for Completing Form 1-9 (M-274) or 1-9 Central for more guidance on these special situations.

Refer to the M-274 for guidance on how to handle special situations, such as students (who may present additional documents
not specified on the Lists) and H-1B and H-2A nonimmigrants changing employers.

Minors (individuals under age 18) and certain employees with disabilities whose parent, legal guardian or representative
completed Section 1 for the employee are only required to present an employment authorization document from List C. Refer to
the M-274 for more guidance on minors and certain persons with disabilities. If the minor's employer participates in E-Verify,
the minor employee also must present a List B identity document with a photograph to complete Form I-9.

You must return original document(s) to the employee, but may make photocopies of the document(s) reviewed. Photocopying
documents is voluntary unless you participate in E-Verify. E-Verify employers are only required to photocopy certain
documents. If you are an E-Verify employer who chooses to photocopy documents other than those you are required to
photocopy, you should apply this policy consistently with respect to Form I-9 completion for all employees. For more
information on the types of documents that an employer must photocopy if the employer uses E-Verify, visit E-Verify’s website
at www.dhs.gov/e-verify. For non-E-Verify employers, if photocopies are made, they should be made consistently for ALL new
hires and reverified employees.

Photocopies must be retained and presented with Form I-9 in case of an inspection by DHS or another federal government
agency. You must always complete Section 2 by reviewing original documentation, even if you photocopy an employee’s
document(s) after reviewing the documentation. Making photocopies of an employee’s document(s) cannot take the place of
completing Form 1-9. You are still responsible for completing and retaining Form 1-9.
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List A - Identity and Employment Authorization: If the employee presented an acceptable document(s) from List A or an
acceptable receipt for a List A document, enter the document(s) information in this column. If the employee presented a List A
document that consists of a combination of documents, enter information from each document in that combination in a separate
area under List A as described below. All documents must be unexpired. If you enter document information in the List A
column, you should not enter document information in the List B or List C columns. If you complete Section 2 using a
computer, a selection in List A will fill all the fields in the Lists B and C columns with N/A.

Document Title: If the employee presented a document from List A, enter the title of the List A document or receipt in this
field. The abbreviations provided are available in the dropdown when the form is completed on a computer. When completing the
form on paper, you may choose to use these abbreviations or any other common abbreviation to enter the document title or issuing
authority. If the employee presented a combination of documents, use the second and third Document Title fields as necessary.

Full name of List A Document Abbreviations
U.S. Passport U.S. Passport
U.S. Passport Card U.S. Passport Card
Permanent Resident Card (Form [-551) Perm. Resident Card (Form |-551)
Alien Registration Receipt Card (Form [-551) Alien Reg. Receipt Card (Form [-551)

1. Foreign Passport

Foreign passport containing a temporary 1-551 stamp 2. Temporary 1-551 Stamp

Foreign passport containing a temporary 1-551 printed 1. Foreign Passport

notation on a machine-readable immigrant visa (MRIV) 2. Machine-readable immigrant visa (MRIV)
Employment Authorization Document (Form |-766) Employment Auth. Document (Form 1-766)
For a nonimmigrant alien authorized to work for a specific 1. Foreign Passport, work-authorized non-
employer because of his or her status, a foreign passport immigrant

with Form 1/94/1-94A that contains an endorsement of the 2. Form 1-94/194A

alien's nonimmigrant status 3. "Form 1-20" or "Form DS-2019"

Note: In limited circumstances, certain J-1
students may be required to present a letter
from their Responsible Officer in order to work.
Enter the document title, issuing authority,
document number and expiration date from this
document in the Additional Information field.

Passport from the Federated States of Micronesia (FSM) 1. FSM Passport with Form 1-94
with Form 1-94/1-94A 2. Form [-94/194A
Passport from the Republic of the Marshall Islands (RMI) 1. RMI Passport with Form [-94
with Form 1-94/194A 2. Form [-94/194A

Receipt: The arrival portion of Form 1-94/1-94A containing a
temporary [-551 stamp and photograph

Receipt: The departure portion of Form 1-94/1-94A

with an unexpired refugee admission stamp

Receipt for an application to replace a lost, stolen or Receipt replacement Perm. Res. Card
damaged Permanent Resident Card (Form 1-551) (Form 1-551)

Receipt for an application to replace a lost, stolen or
damaged Employment Authorization Document (Form [-766)

Receipt for an application to replace a lost, stolen or 1. Receipt: Replacement Foreign Passport,
damaged foreign passport with Form 1-94/1-94A that contains work-authorized nonimmigrant

Receipt: Form 1-94/1-94A w/1-551 stamp, photo

Receipt: Form 1-94/I-94A w/refugee stamp

Receipt replacement EAD (Form |-766)

an endorsement of the alien's nonimmigrant status 2. Receipt: Replacement Form 1-94/1-94A

3. Form I-20 or Form DS-2019 (if presented)
Receipt for an application to replace a lost, stolen or 1. Receipt: Replacement FSM Passport with
damaged passport from the Federated States of Micronesia Form 1-94
with Form 1-94/1-94A 2. Receipt: Replacement Form [-94/I-94A
Receipt for an application to replace a lost, stolen or 1. Receipt: Replacement RMI Passport
damaged passport from the Republic of the Marshall Islands with Form |-94
with Form [-94/1-94A 2. Receipt: Replacement Form [-94/I-94A

Issuing Authority: Enter the issuing authority of the List A document or receipt. The issuing authority is the specific
entity that issued the document. If the employee presented a combination of documents, use the second and third Issuing
Authority fields as necessary.
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Document Number: Enter the document number, if any, of the List A document or receipt presented. If the document
does not contain a number, enter N/A in this field. If the employee presented a combination of documents, use the second
and third Document Number fields as necessary. If the document presented was a Form [-20 or DS-2019, enter the
Student and Exchange Visitor Information System (SEVIS) number in the third Document Number field exactly as it
appears on the Form 1-20 or the DS-2019.

Expiration Date (if any) (mm/dd/yyyy): Enter the expiration date, if any, of the List A document. The document is not
acceptable if it has already expired. If the document does not contain an expiration date, enter N/A in this field. If the
document uses text rather than a date to indicate when it expires, enter the text as shown on the document, such as “D/
S”’(which means, “duration of status™). For a receipt, enter the expiration date of the receipt validity period as described
above. If the employee presented a combination of documents, use the second and third Expiration Date fields as
necessary. If the document presented was a Form 1-20 or DS-2019, enter the program end date here.

List B - Identity: If the employee presented an acceptable document from List B or an acceptable receipt for the application to
replace a lost, stolen, or destroyed List B document, enter the document information in this column. If a parent or legal guardian
attested to the identity of an employee who is an individual under age 18 or certain employees with disabilities in Section 1,
enter either "Individual under age 18" or "Special Placement" in this field. Refer to the Handbook for Employers: Guidance for
Completing Form [-9 (M-274) for more guidance on individuals under age 18 and certain person with disabilities.

If you enter document information in the List B column, you must also enter document information in the List C column. If an
employee presents acceptable List B and List C documents, do not ask the employees to present a List A document. No entries
should be made in the List A column. If you complete Section 2 using a computer, a selection in List B will fill all the fields in
the List A column with N/A.

Document Title: If the employee presented a document from List B, enter the title of the List B document or receipt in this
field. The abbreviations provided are available in the dropdown when the form is completed on a computer. When completing the
form on paper, you may choose to use these abbreviations or any other common abbreviations to document the document title or
issuing authority.

Full name of List B Document Abbreviations

Driver's license issued by a State or outlying possession of
the United States

ID card issued by a State or outlying possession of the
United States

ID card issued by federal, state, or local government
agencies or entities

Driver's license issued by state/territory

ID card issued by state/territory

Government ID

School ID card with photograph School ID

Voter's registration card Voter registration card

U.S. Military card U.S. Military card

U.S. Military draft record U.S. Military draft record

Military dependent's ID card Military dependent's ID card
U.S. Coast Guard Merchant Mariner Card USCG Merchant Mariner card
Native American tribal document Native American tribal document

Driver's license issued by a Canadian government authority | Canadian driver's license

School record (for persons under age 18 who are unable to
present a document listed above)

Report card (for persons under age 18 who are unable to
present a document listed above)

Clinic record (for persons under age 18 who are unable to
present a document listed above)

Doctor record (for persons under age 18 who are unable to
present a document listed above)

Hospital record (for persons under age 18 who are unable to
present a document listed above)

Day-care record (for persons under age 18 who are unable to
present a document listed above)

Nursery school record (for persons under age 18 who are
unable to present a document listed above)

School record (under age 18)

Report card (under age 18)

Clinic record (under age 18)

Doctor record (under age 18)

Hospital record (under age 18)

Day-care record (under age 18)

Nursery school record (under age 18)
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Full name of List B Document

Abbreviations

Individual under age 18 endorsement by parent or guardian

Individual under Age 18

Special placement endorsement for persons with disabilities

Special Placement

Receipt for the application to replace a lost, stolen or
damaged Driver's License issued by a State or outlying
possession of the United States

Receipt: Replacement driver's license

Receipt for the application to replace a lost, stolen or
damaged ID card issued by a State or outlying possession of
the United States

Receipt: Replacement ID card

Receipt for the application to replace a lost, stolen or
damaged ID card issued by federal, state, or local
government agencies or entities

Receipt: Replacement Gov't ID

Receipt for the application to replace a lost, stolen or
damaged School ID card with photograph

Receipt: Replacement School ID

Receipt for the application to replace a lost, stolen or
damaged Voter's registration card

Receipt: Replacement Voter reg. card

Receipt for the application to replace a lost, stolen or
damaged U.S. Military card

Receipt: Replacement U.S. Military card

Receipt for the application to replace a lost, stolen or
damaged Military dependent's ID card

Receipt: Replacement U.S. Military dep. card

Receipt for the application to replace a lost, stolen or
damaged U.S. Military draft record

Receipt: Replacement Military draft
record

Receipt for the application to replace a lost, stolen or
damaged U.S. Coast Guard Merchant Mariner Card

Receipt: Replacement Merchant Mariner card

Receipt for the application to replace a lost, stolen or
damaged Driver's license issued by a Canadian government
authority

Receipt: Replacement Canadian DL

Receipt for the application to replace a lost, stolen or
damaged Native American tribal document

Receipt: Replacement Native American
tribal doc

Receipt for the application to replace a lost, stolen or
damaged School record (for persons under age 18 who are
unable to present a document listed above)

Receipt: Replacement School record
(under age 18)

Receipt for the application to replace a lost, stolen or
damaged Report card (for persons under age 18 who are
unable to present a document listed above)

Receipt: Replacement Report card
(under age 18)

Receipt for the application to replace a lost, stolen or
damaged Clinic record (for persons under age 18 who are
unable to present a document listed above)

Receipt: Replacement Clinic record
(under age 18)

Receipt for the application to replace a lost, stolen or
damaged Doctor record (for persons under age 18 who are
unable to present a document listed above)

Receipt: Replacement Doctor record
(under age 18)

Receipt for the application to replace a lost, stolen or
damaged Hospital record (for persons under age 18 who are
unable to present a document listed above)

Receipt: Replacement Hospital record
(under age 18)

Receipt for the application to replace a lost, stolen or
damaged Day-care record (for persons under age 18 who
are unable to present a document listed above)

Receipt: Replacement Day-care record
(under age 18)

Receipt for the application to replace a lost, stolen or
damaged Nursery school record (for persons under age 18
who are unable to present a document listed above)

Receipt: Replacement Nursery school record
(under age 18)

Issuing Authority: Enter the issuing authority of the List B document or receipt. The issuing authority is the entity that
issued the document. If the employee presented a document that is issued by a state agency, include the state as part of
the issuing authority.

Document Number: Enter the document number, if any, of the List B document or receipt exactly as it appears on the
document. If the document does not contain a number, enter N/A in this field.

Expiration Date (if any) (mm/dd/yyyy): Enter the expiration date, if any, of the List B document. The document is not
acceptable if it has already expired. If the document does not contain an expiration date, enter N/A in this field. For a
receipt, enter the expiration date of the receipt validity period as described in the Receipt section above.
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List C - Employment Authorization: If the employee presented an acceptable document from List C, or an acceptable
receipt for the application to replace a lost, stolen, or destroyed List C document, enter the document information in this
column. If you enter document information in the List C column, you must also enter document information in the List B
column. If an employee presents acceptable List B and List C documents, do not ask the employee to present a list A document.
No entries should be made in the List A column.

Document Title: If the employee presented a document from List C, enter the title of the List C document or receipt in
this field. The abbreviations provided are available in the dropdown when the form is completed on a computer. When
completing the form on paper, you may choose to use these abbreviations or any other common abbreviations to document
the document title or issuing authority. If you are completing the form on a computer, and you select an Employment
authorization document issued by DHS, the field will populate with List C #7 and provide a space for you to enter a
description of the documentation the employee presented. Refer to the M-274 for guidance on entering List C #7
documentation.

Full name of List C Document

Abbreviations

Social Security Account Number card without restrictions

(Unrestricted) Social Security Card

Certification of Birth Abroad (Form FS-545)

Form FS-545

Certification of Report of Birth (Form DS-1350)

Form DS-1350

Consular Report of Birth Abroad (Form FS-240)

Form FS-240

Original or certified copy of a U.S. birth certificate bearing an
official seal

Birth Certificate

Native American tribal document

Native American tribal document

U.S. Citizen ID Card (Form 1-197)

Form I-197

Identification Card for use of Resident Citizen in the United
States (Form 1-179)

Employment authorization document issued by DHS (List C #7)

Form I-179

Employment Auth. document (DHS) List C #7
Receipt for the application to replace a lost, stolen or damaged| Receipt: Replacement Unrestricted SS

Social Security Account Number Card without restrictions Card

Receipt for the application to replace a lost, stolen or
damaged Original or certified copy of a U.S. birth certificate
bearing an official seal

Receipt for the application to replace a lost, stolen or Receipt: Replacement Native American Tribal
damaged Native American Tribal Document Doc.

Receipt: Replacement Birth Certificate

Receipt for the application to replace a lost, stolen or damaged
Employment Authorization Document issued by DHS

Receipt: Replacement Employment Auth. Doc.
(DHS)

Issuing Authority: Enter the issuing authority of the List C document or receipt. The issuing authority is the entity that
issued the document.

Document Number: Enter the document number, if any, of the List C document or receipt exactly as it appears on the
document. If the document does not contain a number, enter N/A in this field.

Expiration Date (if any) (mm/dd/yyyy): Enter the expiration date, if any, of the List C document. The document is not
acceptable if it has already expired, unless USCIS has extended the expiration date on the document. For instance, if a
conditional resident presents a Form I-797 extending his or her conditional resident status with the employee's expired Form
[-551, enter the future expiration date as indicated on the Form [-797. If the document has no expiration date, enter N/A in
this field. For a receipt, enter the expiration date of the receipt validity period as described in the Receipt section above.

Additional Information: Use this space to notate any additional information required for Form I-9 such as:

* Employment authorization extensions for Temporary Protected Status beneficiaries, F-1 OPT STEM students, CAP-
GAP, H-1B and H-2A employees continuing employment with the same employer or changing employers, and other
nonimmigrant categories that may receive extensions of stay

* Additional document(s) that certain nonimmigrant employees may present
* Discrepancies that E-Verify employers must notate when participating in the IMAGE program
* Employee termination dates and form retention dates

» E-Verify case number, which may also be entered in the margin or attached as a separate sheet per E-Verify
requirements and your chosen business process.

* Any other comments or notations necessary for the employer's business process

You may leave this field blank if the employee's circumstances do not require additional notations.
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Entering Information in the Employer Certification

Employee's First Day of Employment: Enter the employee's first day of employment as a 2-digit month, 2-digit day and
4-digit year (mm/dd/yyyy).

Signature of Employer or Authorized Representative: Review the form for accuracy and completeness. The person who
physically examines the employee's original document(s) and completes Section 2 must sign his or her name in this field. If you
used a form obtained from the USCIS website, you must print the form to sign your name in this field. By signing Section 2,
you attest under penalty of perjury (28 U.S.C. § 1746) that you have physically examined the documents presented by the
employee, the document(s) reasonably appear to be genuine and to relate to the employee named, that to the best of your
knowledge the employee is authorized to work in the United States, that the information you entered in Section 2 is complete,
true and correct to the best of your knowledge, and that you are aware that you may face severe penalties provided by law and
may be subject to criminal prosecution for knowingly and willfully making false statements or knowingly accepting false
documentation when completing this form.

Today's Date: The person who signs Section 2 must enter the date he or she signed Section 2 in this field. Do not backdate this
field. If you used a form obtained from the USCIS website, you must print the form to write the date in this field. Enter the date
as a 2-digit month, 2-digit day and 4-digit year (mm/dd/yyyy). For example, enter January 8, 2014 as 01/08/2014.

Title of Employer or Authorized Representative: Enter the title, position or role of the person who physically examines the
employee's original document(s), completes and signs Section 2.

Last Name of the Employer or Authorized Representative: Enter the full legal last name of the person who physically
examines the employee’s original documents, completes and signs Section 2. Last name refers to family name or surname. If
the person has two last names or a hyphenated last name, include both names in this field.

First Name of the Employer or Authorized Representative: Enter the full legal first name of the person who physically
examines the employee’s original documents, completes, and signs Section 2. First name refers to the given name.

Employer’s Business or Organization Name: Enter the name of the employer’s business or organization in this field.

Employer’s Business or Organization Address (Street Name and Number): Enter an actual, physical address of the
employer. If your company has multiple locations, use the most appropriate address that identifies the location of the employer.
Do not provide a P.O. Box address.

City or Town: Enter the city or town for the employer’s business or organization address. If the location is not a city or town,
you may enter the name of the village, county, township, reservation, etc. that applies.

State: Enter the two-character abbreviation of the state for the employer’s business or organization address.

ZIP Code: Enter the 5-digit ZIP code for the employer’s business or organization address.

Completing Section 3: Reverification and Rehires

Section 3 applies to both reverification and rehires. When completing this section, you must also complete the Last Name, First
Name and Middle Initial fields in the Employee Info from Section 1 area at the top of Section 2, leaving the Citizenship/
Immigration Status field blank. When completing Section 3 in either a reverification or rehire situation, if the employee’s name
has changed, record the new name in Block A.

Reverification

Reverification in Section 3 must be completed prior to the earlier of:

» The expiration date, if any, of the employment authorization stated in Section 1, or
¢ The expiration date, if any, of the List A or List C employment authorization document recorded in Section 2
(with some exceptions listed below).

Some employees may have entered “N/A” in the expiration date field in Section 1 if they are aliens whose employment
authorization does not expire, e.g. asylees, refugees, certain citizens of the Federated States of Micronesia, the Republic of the
Marshall Islands, or Palau. Reverification does not apply for such employees unless they choose to present evidence of
employment authorization in Section 2 that contains an expiration date and requires reverification, such as Form [-766,
Employment Authorization Document.

You should not reverify U.S. citizens and noncitizen nationals, or lawful permanent residents (including conditional residents)
who presented a Permanent Resident Card (Form I-551). Reverification does not apply to List B documents.
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For reverification, an employee must present an unexpired document(s) (or a receipt) from either List A or List C showing he or
she is still authorized to work. You CANNOT require the employee to present a particular document from List A or List C. The
employee is also not required to show the same type of document that he or she presented previously. See specific instructions
on how to complete Section 3 below.

Rehires

If you rehire an employee within three years from the date that the Form [-9 was previously executed, you may either rely on
the employee’s previously executed Form 1-9 or complete a new Form I-9.

If you choose to rely on a previously completed Form I-9, follow these guidelines.

* If the employee remains employment authorized as indicated on the previously executed Form I-9, the employee does
not need to provide any additional documentation. Provide in Section 3 the employee’s rehire date, any name changes if
applicable, and sign and date the form.

* If the previously executed Form I-9 indicates that the employee’s employment authorization from Section 1 or
employment authorization documentation from Section 2 that is subject to reverification has expired, then
reverification of employment authorization is required in Section 3 in addition to providing the rehire date. If the
previously executed Form I-9 is not the current version of the form, you must complete Section 3 on the current
version of the form.

* Ifyou already used Section 3 of the employee’s previously executed Form I-9, but are rehiring the employee within
three years of the original execution of Form I-9, you may complete Section 3 on a new Form I-9 and attach it to the
previously executed form.

Employees rehired after three years of original execution of the Form 1-9 must complete a new Form I-9.

Complete each block in Section 3 as follows:

Block A - New Name: If an employee who is being reverified or rehired has also changed his or her name since originally
completing Section 1 of this form, complete this block with the employee’s new name. Enter only the part of the name that has
changed, for example: if the employee changed only his or her last name, enter the last name in the Last Name field in this
Block, then enter N/A in the First Name and Middle Initial fields. If the employee has not changed his or her name, enter N/A in
each field of Block A.

Block B - Date of Rehire: Complete this block if you are rehiring an employee within three years of the date Form -9 was
originally executed. Enter the date of rehire in this field. Enter N/A in this field if the employee is not being rehired.

Block C - Complete this block if you are reverifying expiring or expired employment authorization or employment
authorization documentation of a current or rehired employee. Enter the information from the List A or List C document(s) (or
receipt) that the employee presented to reverify his or her employment authorization. All documents must be unexpired.

Document Title: Enter the title of the List A or C document (or receipt) the employee has presented to show continuing
employment authorization in this field.

Document Number: Enter the document number, if any, of the document you entered in the Document Title field
exactly as it appears on the document. Enter N/A if the document does not have a number.

Expiration Date (if any) (mm/dd/yyyy): Enter the expiration date, if any, of the document you entered in the
Document Title field as a 2-digit month, 2-digit day, and 4-digit year (mm/dd/yyyy). If the document does not contain an
expiration date, enter N/A in this field.

Signature of Employer or Authorized Representative: The person who completes Section 3 must sign in this field. If you
used a form obtained from the USCIS website, you must print Section 3 of the form to sign your name in this field. By signing
Section 3, you attest under penalty of perjury (28 U.S.C. §1746) that you have examined the documents presented by the
employee, that the document(s) reasonably appear to be genuine and to relate to the employee named, that to the best of your
knowledge the employee is authorized to work in the United States, that the information you entered in Section 3 is complete,
true and correct to the best of your knowledge, and that you are aware that you may face severe penalties provided by law and
may be subject to criminal prosecution for knowingly and willfully making false statements or knowingly accepting false
documentation when completing this form.
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Today's Date: The person who completes Section 3 must enter the date Section 3 was completed and signed in this field. Do
not backdate this field. If you used a form obtained from the USCIS website, you must print Section 3 of the form to enter the
date in this field. Enter the date as a 2-digit month, 2-digit day, and 4-digit year (mm/dd/yyyy). For example, enter January 8,
2014 as 01/08/2014.

Name of Employer or Authorized Representative: The person who completed, signed and dated Section 3 must enter his
or her name in this field.

What is the Filing Fee?

There is no fee for completing Form I-9. This form is not filed with USCIS or any government agency. Form [-9 must be
retained by the employer and made available for inspection by U.S. Government officials as specified in the “USCIS Privacy
Act Statement” below.

USCIS Forms and Information

For additional guidance about Form I-9, employers and employees should refer to the Handbook for Employers: Guidance for
Completing Form I-9 (M-274) or USCIS’ Form I-9 website at https://www.uscis.gov/i-9-central.

You can also obtain information about Form I-9 by e-mailing USCIS at I-9Central@dhs.gov, or by calling 1-888-464-4218 or
1-877-875-6028 (TTY).

You may download and obtain the English and Spanish versions of Form 1-9, the Handbook for Employers, or the instructions
to Form I-9 from the USCIS website at https://www.uscis.gov/i-9. To complete Form I-9 on a computer, you will need the latest
version of Adobe Reader, which can be downloaded for free at http://get.adobe.com/reader/. You may order USCIS forms by
calling our toll-free number at 1-800-870-3676. You may also obtain forms and information by contacting the USCIS National
Customer Service Center at 1-800-375-5283 or 1-800-767-1833 (TTY).

Information about E-Verify, a fast, free, internet-based system that allows businesses to determine the eligibility of their employees
to work in the United States, can be obtained from the USCIS website at http://www.uscis.gov/e-verify, by e-mailing USCIS at
E-Verify@dhs.gov or by calling 1-888-464-4218 or 1-877-875-6028 (TTY).

Employees with questions about Form -9 and/or E-Verify can reach the USCIS employee hotline by calling 1-888-897-7781 or
1-877-875-6028 (TTY).

Photocopying Blank and Completed Forms I-9 and Retaining Completed Forms I-9

Employers may photocopy or print blank Forms I-9 for future use. All pages of the instructions and Lists of Acceptable
Documents must be available, either in print or electronically, to all employees completing this form. Employers must retain
each employee's completed Form I-9 for as long as the individual works for the employer and for a specified period after
employment has ended. Employers are required to retain the pages of the form on which the employee and employer entered
data. If copies of documentation presented by the employee are made, those copies must also be retained. Once the individual's
employment ends, the employer must retain this form and attachments for either 3 years after the date of hire (i.e., first day of
work for pay) or 1 year after the date employment ended, whichever is later. In the case of recruiters or referrers for a fee (only
applicable to those that are agricultural associations, agricultural employers, or farm labor contractors), the retention period is 3
years after the date of hire (i.e., first day of work for pay).

Forms I-9 obtained from the USCIS website that are not printed and signed manually (by hand) are not considered complete. In
the event of an inspection, retaining incomplete forms may make you subject to fines and penalties associated with incomplete
forms.

Employers should ensure that information employees provide on Form I-9 is used only for Form I-9 purposes. Completed
Forms I-9 and all accompanying documents should be stored in a safe, secure location.

Form I-9 may be generated, signed, and retained electronically, in compliance with Department of Homeland Security
regulations at 8 CFR 274a.2.
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USCIS Privacy Act Statement

AUTHORITIES: The authority for collecting this information is the Immigration Reform and Control Act of 1986, Public
Law 99-603 (8 USC § 1324a).

PURPOSE: This information is collected by employers to comply with the requirements of the Immigration Reform and
Control Act of 1986. This law requires that employers verify the identity and employment authorization of individuals they hire
for employment to preclude the unlawful hiring, or recruiting or referring for a fee, of aliens who are not authorized to work in
the United States.

DISCLOSURE: Providing the information collected by this form is voluntary. However an employer should not continue to
employ an individual without a completed form. Failure of the employer to prepare and/or ensure proper completion of this
form for each employee hired in the United States after November 6, 1986 or in the Commonwealth of the Mariana Islands after
November 27, 2011, may subject the employer to civil and/or criminal penalties. In addition, employing individuals knowing
that they are unauthorized to work in the United States may subject the employer to civil and/or criminal penalties.

ROUTINE USES: This information will be used by employers as a record of their basis for determining eligibility of an
employee to work in the United States. The employer must retain this form for the required period and make it available for
inspection by authorized officials of the Department of Homeland Security, Department of Labor and the Department of Justice,
Civil Rights Division, Immigrant and Employee Rights Section.

Paperwork Reduction Act

An agency may not conduct or sponsor an information collection and a person is not required to respond to a collection of
information unless it displays a currently valid OMB control number. The public reporting burden for this collection of
information is estimated at 35 minutes per response, when completing the form manually, and 26 minutes per response when
using a computer to aid in completion of the form, including the time for reviewing instructions and completing and retaining
the form. Send comments regarding this burden estimate or any other aspect of this collection of information, including
suggestions for reducing this burden, to: U.S. Citizenship and Immigration Services, Regulatory Coordination Division, Office
of Policy and Strategy, 20 Massachusetts Avenue NW, Washington, DC 20529-2140; OMB No. 1615-0047. Do not mail your
completed Form I-9 to this address.
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.: Chaffey Community College District
s Student Employment Office

Most items listed below are included in this document for review only and
do not need to be printed or submitted to the Student Employment Office.

Only print, sign, and submit this Acknowledgement of Documentation sheet
(page 1) to verify receipt/review of the documents and forms listed below.*

Acknowledgement of Documentation

Document Title Page
EIA Medical Provider Network (memo and pamphlet)............ccccooviiiiiiiiiiiiiei e, 2-6
Facts About Workers’ Compensation (pamphlet)...........ccccoooiiiiiiiiiiiiiii e, 7-8
Personal Physician Pre-Designation (optional form) ...........ccccooiiiiiiiiiiiiiiii e, 9
Certification of Personal Physician (optional fOrm) ................ueeeeiiiiiiiiiiiiiiiiiiiiiiiiiiieiieeeeeeeens 10
Health Insurance Marketplace COVEIagEe..........uuuuiiiiiiiiiiiiiiiiiiieieeeeeeeeeeeeeeee e eeeeeees 11-13
Healthy Workplaces / Healthy Families Act of 2014 — Paid Sick Leave ........ccccccccccceeeeennn. 14
Direct DeposSit and W-2 NOLICE .....ovuuuiiiii e e e e e e e 15
403(b) TaxX Shelter ANNUILY ....ccooe e e e e e e et e e e e e e e e aaaaa s 16
Certificate of Age (must be completed by minors under the age of 18) ............cocoeeeeeen. 17-18
Supplemental W-4 (for nonresident aliens / international students only)........................... 19-20
Student Update Form (required only if updating / correcting legal name)..............cccccooeeeee. 21

Nondiscrimination (Policy 3410) .......ccouuviiiiiiiiiiiiiiiiiiiiiiieieieeeeeeeeeee www.chaffey.edu/policies
Prohibition of Harassment (Policy 3430)........cccccoeviiiieiiiiiiiiiiiieeeeee, www.chaffey.edu/policies
Campus Safety and Workplace Violence (Policies 3500 & 3510) .. www.chaffey.edu/policies
Instructions for Completing Form I-9, Employment Eligibility Verification................. 22-36

I, the undersigned, affirm that | have 1) received/reviewed information on procedures and
requirements regarding workers' compensation coverage, 2) received an opportunity to
designate a physician as provided in Labor Code, Section 4600 and 3) received/reviewed the
documents as listed above. | understand that | must read and become familiar with these
documents and that it is my responsibility to ask for clarification when needed. | understand
that participation in the student employment program requires a minimum cumulative GPA of
2.0 and enroliment in 6 or more units during fall and spring semesters.

Student Employee Name (please print)

< s

Signature Date

*Exceptions: To pre-designate a physician for treatment in the event of a work-related injury or illness, you
must also print the Personal Physician Pre-Designation form (p. 7) and the Certification of Personal
Physician form (p. 8). Minors (under age 18) must complete the Certificate of Age (p. 24-25).

SEO/DS: 07/8/2015
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Chaffey College

Office of Human Resources

TO: All Chaffey College Employees and Volunteers

DATE: January 14, 2014

FROM: Susan Hardie, Interim Director, Human Resources & Risk Management
RE: Workers’ Compensation Medical Provider Network: EIA MPN

California Law requires your employer to provide and pay for medical treatment if you are
injured at work. Chaffey Community College District is pleased to provide this medical
care through a Workers’ Compensation Medical Provider Network — EIA MPN. A Medical
Provider Network (MPN) is a group of health care providers set up by an employer and
approved by California’s Division of Workers’” Compensation to treat workers injured on
the job. The enclosed/attached pamphlet contains important information regarding EIA
and your workers’ compensation medical benefits. Please read it carefully.

Your medical treatment for a work-related injury or illness will be provided through the
EIA Medical Provider Network if your injury or illness occurs on or after July 1, 2006.
You still have the option of treating with your personal physician (pursuant to Labor
Code Section 4600) if you have properly notified Chaffey Community College District of
your desire to treat with your personal physician prior to your injury or illness, and your
personal physician agrees to treat you for your work-related injury or illness. If your
personal physician is a participating provider in EIA then you are automatically covered by
the MPN, unless your personal physician was pre-designated. If you already have a
work-related injury or illness that occurred prior to the implementation of the EIA Medical
Provider Network and your treating physician is or becomes a participating physician in
EIA then you are automatically covered, or, alternatively, you may request to have your
treatment transferred to an EIA participating physician.

For additional information, please review the enclosed/attached pamphlet. To obtain
updates to the attached pamphlet on access standards, out-of-area medical treatment,
the specialist referral process, and how to obtain a copy of your medical records, or to
obtain a complete copy of the Employee Handbook, you may contact EIA Patient Services
Department directly via phone or through the EIA web-site: info@eiampn.csac-eia.org.

01/14/2014
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Welcome to WellComp

Your employer has elected to provide you
with the choice of a broad scope of medical
services for work-related injuries and illnesses
by implementing a Medical Provider Network
(MPN), called WellComp. WellComp delivers
quality medical care through your choice of a
provider who is part of an exclusive network
of healthcare providers, each of whom
possess a deep understanding of the California
workers’ compensation system and the impact
their decisions have on you. Your employer
has received the approval from the State of
California to cover your workers’ compensation
medical care needs through the WellComp
Network. You are automatically covered by
the WellComp Network if your date of injury
or illness is on or after your employer’s MPN
implementation date and if you have not
properly pre-designated a personal physician
prior to your injury or illness.

In the event that you have an injury or illness,
you may carry this pamphlet with you to
present to your medical service provider for
access to care.

This pamphlet is not required to receive medical services

B |nitial Care
In case of an emergency, you should call 911 or go to the

closest emergency room.

In the event that you experience a work-related injury or
illness, immediately notify your supervisor and obtain medical
authorization from your employer to designate an initial care
provider within the network. If you are unable to reach your
supervisor or employer, please contact the patient services
department at WellComp. For non-emergency services, the MPN
must ensure that you are provided an appointment for initial
treatment within 3 business days of your employer’s or MPN
receipt of request for treatment within the MPN.

Access to Medical Care

B Subsequent Care

If you still need treatment following your initial evaluation,
you may be treated by a physician of your choice, or the initial
physician may refer you to a medically and geographically
appropriate specialist within the network who can provide
the appropriate treatment for your injury or condition. Your
employer is required to provide you with at least three physicians
of each specialty expected to treat common injuries experienced
by injured employees based on your occupation or industry.
These physicians will be available within 30 minutes or 15 miles
of your workplace or residence and specialists will be available
within 60 minutes or 30 miles of your residence or workplace.
For a directory of providers, please visit www. WellComp.com or
call WellComp Patient Services.

B Emergency Care

In an emergency, defined as a medical condition starting with
the sudden onset of severe symptoms that without immediate
medical attention could place your health in serious jeopardy, go
to the nearest healthcare provider regardless of whether they are a
WellComp participant. If your injury is work-related, advise your
emergency care provider to contact WellComp to arrange for a
transfer of your care to a WellComp provider at the medically
appropriate time.

B Hospital and Specialty Care

Your primary treating provider in the WellComp Network
can make all of the necessary arrangements and referrals for
specialists, inpatient hospital, outpatient surgery center services,
and ancillary care services.

B Choosing a Treating Physician

If you still require treatment after your initial evaluation with your
employer’s designated provider, you may access the WellComp
Directory and select an appropriate physician of your choice
who can provide the necessary treatment for your condition or
illness. For assistance determining physician options, please
contact the Medical Access Assistant in the WellComp Patient
Services Department or discuss your options with your initial
care provider.

B Scheduling Appointments

If you are having difficulty scheduling an appointment with
your initial provider or subsequent provider, please contact the
Medical Access Assistant in the WellComp Patient Services
Department or your Claims Examiner.

B Changing Primary Treating Physician
If you find it necessary to change your treating physician and it is
determined that you require ongoing medical care for your injury
or illness, you may select a new physician from the WellComp
Directory and schedule an appointment. Once your appointment
is scheduled, immediately contact WellComp Patient Services
who will then coordinate the transfer of your medical records to
your new provider.

B Obtaining a Specialist Referral

As long as you continue to require medical treatment for your
injury or illness, there are alternatives for obtaining a referral to
a specialist:

1. Your primary treating provider in the WellComp Network can make all of
the necessary arrangements for referrals to a specialist. This referral will
be made within the network or outside of the network if needed.

2. You may select an appropriate specialist by accessing the WellComp
Directory.

3. You may contact your Medical Access Assistants in the WellComp
Patient Services who can help coordinate necessary arrangements.

If your primary treating provider makes a referral to a type of
specialist not included in the network, you may select a specialist
from outside the network.

For non-emergency specialist services, the MPN must ensure
that you are provided an appointment within 20 business days
of your employer’s or MPN receipt of a referral to a specialist
within the MPN.

B Continuity of Care
What if I am being treated by a WellComp doctor and the
doctor leaves Well Comp?

Your employer has a written “Continuity of Care” Policy that
may allow you to continue treatment with your doctor if your
doctor is no longer actively participating in WellComp.

If you are being treated for a work-related injury in the
WellComp Network and your doctor no longer has a contract
with WellComp, your doctor may be allowed to continue to
treat you if your injury or illness meets one of the following
conditions:

+ (Acute) A medical condition that includes a sudden onset of symptoms that
require prompt care and has a duration of less than 90 days.

+ (Serious or Chronic) Your injury or illness is one that is serious and
continues for at least 90 days without full cure or worsens and requires
ongoing treatment. You may be allowed to be treated by your current treating
doctor for up to one year, until a safe transfer of care can be made.

+ (Terminal) You have an incurable illness or irreversible condition that is likely
to cause death within one year or less.

+ (Pending Surgery) You already have a surgery or other procedure that has
been authorized by your employer or insurer that will occur within 180 days of
the MPN contract termination date.

If any of the above conditions exist, WellComp may require your
doctor to agree in writing to the same terms he or she agreed to
when he or she was a provider in the WellComp Network. If the
doctor does not, he or she may not be able to continue to treat
you.

If the contract with your doctor was terminated or not renewed
by WellComp for reasons relating to medical disciplinary cause
or reason, fraud or criminal activity, you will not be allowed to
complete treatment with that doctor. For a complete copy of the
Continuity of Care policy in English or Spanish, please visit
www. WellComp.com or call WellComp Patient Services.

B Transfer of Ongoing Care

What if you are already being treated for a work-related
injury before the WellComp Network begins?

Your employer has a “Transfer of Care” policy which describes
what will happen if you are currently treating for a work-related
injury with a physician who is not a member of the WellComp
Network. If your current treating doctor is a member of
WellComp, then you may continue to treat with this doctor and
your treatment will be under WellComp. If your current treating
physician is not a participating physician within WellComp and
you have not yet been transferred into the MPN, your physician
can make referrals to providers within or outside the MPN.
Your current doctor may be allowed to become a member of
WellComp.

You will not be transferred to a doctor in WellComp if your
injury or illness meets any of the following conditions:

+ (Acute) The treatment for your injury or illness will be completed in less than
90 days.

+ (Serious or Chronic) Your injury or illness is one that is serious and
continues without full cure or worsens over 90 days. You may be allowed to
be treated by your current treating doctor for up to one year from the date of
receipt of the notification that you have a serious chronic condition.

+ (Terminal) You have an incurable illness or irreversible condition that is likely
to cause death within one year or less. Treatment will be provided for the
duration of the terminal illness.

+ (Pending Surgery) You already have a surgery or other procedure that has
been authorized by your employer or insurer that will occur within 180 days of
the MPN effective date.

+ For a complete copy of the Transfer of Care policy in English or Spanish,
please visit www.WellComp.com or call WellComp Patient Services.

B Care Transfer Disputes

Notice of determination, from the employer or claims examiner,
shall be sent to the covered employee’s address and a copy
of the letter shall be sent to the covered employee’s primary
treating physician. The notification shall be written in English
and Spanish and use layperson’s terms to the maximum extent
possible. If WellComp is going to transfer your care and you
disagree, you may ask your treating doctor for a report that
addresses whether you are in one of the categories listed above.
Your treating physician shall provide a report to you within
twenty calendar days of the request. If the treating physician
fails to issue the report, then you will be required to select a new
provider from within the MPN. If either WellComp or you do
not agree with your treating doctor’s report, this dispute will be
resolved according to Labor Code Section 4062. You must notify
WellComp Patient Services Department if you disagree with this
report.

If your treating doctor agrees that your condition does not meet
one of those listed above, the transfer of care will go forward
while you continue to disagree with the decision. If your treating
doctor believes that your condition does meet one of those listed
above, you may continue to treat with him or her until the dispute
is resolved.





Second Opinion, Third
Opinion and Independent
Medical Review Process:

If you disagree with your doctor or do not like your
doctor for any reason, you may always choose another
doctor in the MPN.

B Obtaining Second and Third Opinions
If you disagree with the diagnosis or treatment plan determined
by your treating physician or your second opinion physician, and
would like a second or third opinion, you must take the following
steps:

v" Notify your claims examiner who will provide you with a
regional area listing of physicians and/or specialists within
the WellComp Network who have the recognized expertise
to evaluate or treat your injury or condition.

v' Select a physician or specialist from the list.

v' Within 60 days of receiving the list, schedule an
appointment with your selected physician or specialist
from the list provided by your claims examiner. Should
you fail to schedule an appointment within 60 days, your
right to seek another opinion will be waived.

v Inform your claims examiner of your selection and the
appointment date so that we can ensure your medical
records can be forwarded in advance of your appointment
date. You may also request a copy of your medical records.

v" You will be provided information and a request form
regarding the Independent Medical Review (IMR) process
at the time you select a third opinion physician. Information
about the IMR process can be found in the MPN Employee
Handbook.

If the Second/Third opinion doctor feels that your injury is outside
of the type of injury he or she normally treats, the doctor’s office
will notify your employer or insurer. You will get another list of
MPN doctors or specialists so you can make another selection.

Ifthe 2nd/3rd opinion doctor agrees with your need for a treatment
or test, you may be allowed to receive that recommended
treatment or test from a provider inside or outside the MPN,
including the 2nd or 3rd opinion physician.

B Obtaining an Independent Medical
Review (IMR)

If you disagree with the diagnosis or treatment plan determined
by the third opinion physician, you may file the completed
MPN Independent Medical Review Application form with
the Administrative Director of the Division of Workers’
Compensation. You may contact your claims examiner or the
WellComp Patient Services Department for information about
the Independent Medical Review process and the form to request
an Independent Medical Review.

If the second opinion, third opinion or IMR agrees with your
treating doctor, you will need to continue to receive medical
treatment with a network physician if MPN contains a physician
who can provide the recommended treatment. If the IMR does
not agree with your treating network physician, you will be
allowed to receive that medical treatment from a provider either
inside or outside of the WellComp Network.

Any physician chosen outside of the Well Comp Network must be
within reasonable geographic area. The treatment or diagnostic
test is limited to the recommendation of the MPN/ IMR.

B Treatment Outside of the Geographic Area
WellComp has providers throughout California. If a situation
arises which takes you out of the coverage area, such as
temporary work, travel for work, or living temporarily or
permanently outside the MPN geographic service area, please
contact the WellComp Patient Services Department, your
claims examiner, or your primary treating provider, and they will
provide you with a selection of at least 3 approved out-of-network
providers from whom you can obtain treatment or get second and
third opinions from the referred selection of physicians.

Covered Medical Services:

The following is a summary of Workers’ Compensation medical
services that are available to employees covered by the
WellComp Network.

Primary treating and specialty services
including consultations and referrals

Examples of primary treating or specialty providers include:
general  medical  practitioners,  chiropractors,  dentists,
orthopedists, surgeons, psychologists, internists, psychiatrists,
cardiologists, neurologists.

Inpatient Hospital and Outpatient
Surgery Center services

Examples of inpatient hospital and outpatient surgery center
providers include: acute hospital services, general nursing care,
operating room and related facilities, intensive care unit and
services, diagnostic lab or x-ray services, necessary therapies.

Ancillary Care services

Examples of ancillary care providers include: diagnostic lab
or x-ray services, physical medicine, occupational therapy,
medical and surgical equipment, counseling, nursing, medically
appropriate home care, medication.

Emergency services including outpatient
and out-of area emergency care

Managed Care Servicesll ™
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WellComp Provider Directory

For more information about the MPN including
access to a roster of all treating physicians in
the MPN, go to www.WellComp.com where
you can search by medical specialty, zip code,
physician or provider group. For website
assistance or to access a hard copy of the
regional area listing and/or an electronic copy
of the complete WellComp directory, please
contact Well Comp (your employer’s designated
medical provider network administrator):

WellComp Information

For questions about the use of MPN’s or
complaints The MPN contact is: Gale Chmidling,
MPN Manager (800)544-8150

WellComp has individuals available to answer
questions, provide website assistance, and
generate provider listings. Medical Access
Assistants are available to assist with finding
an MPN physicians of your choice, including
scheduling and  confirming  physician
appointments. Assistants are available 7am to
8pm Pacific Standard Time, Monday through
Saturday at the contact information below:

WellComp
Patient Services Department
P.O. Box 59914
Riverside, CA 92517
Toll Free (800) 544-8150
fax: (888) 620-6921 or
e-mail: info@WellComp.com

Rev 12/14
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Employee Notification

This pamphlet contains important information
on accessing the WellComp Medical Provider
Network:

v Find out if you are covered

v Access medical care

v Learn about continuity of care

v Choose your own physician

v Transfer into the WellComp Network
v Contact WellComp

MPN Identification Number: [2387

This pamphlet is available in Spanish. For afree copy, please
contact WellComp Medical Provider Network.

Este folleto esta disponible en el Espafiol. Para una copia gratis,
favor de llamar a WellComp Medical Provider Network





Bienvenidos a WellComp

Su empleador ha elegido proveerle a usted con
una amplia seleccion de servicios médicos en
casos de lesiones y enfermedades relacionadas
con su trabajo, y para ello ha establecido
una Red de Proveedores Médicos (MPN por
sus siglas en inglés), llamada WellComp.
WellComp suministra cuidado médico de
calidad a través de su eleccion de un proveedor
médico que esta afiliado a una red exclusiva
de proveedores de asistencia sanitaria, donde
cada uno posee un profundo entendimiento
del sistema del Seguro de Indemnizacion por
Accidentes de Trabajo del estado de California
y el impacto que sus decisiones tienen en su
persona. Su empleador ha recibido aprobacion
del Estado de California para cubrir sus
necesidades de cuidado médico relacionadas
con el Seguro de Indemnizacion por Accidentes
de Trabajo a través de la Red WellComp. Usted
esta protegido automaticamente por la Red
WellComp si la fecha de su lesion o enfermedad
es en o después de la fecha del establecimiento
de WellComp por parte de su empleador, y si
usted no ha pre-designado un doctor personal
antes de su lesion o enfermedad.

En caso de que usted tenga una herida o la
enfermedad, usted puede llevar este folleto
con usted para presentar a su abastecedor de
servicio médico para el acceso preocuparse.

No se requiere que este folleto reciba servicios médicos

B Cuidado Inicial
En caso de emergencia usted debe llamar al 911 o ir a
la sala de emergencia mas cercana.

En caso de que sufra una lesion o enfermedad relacionada
con su trabajo, notifique inmediatamente a su supervisor y
obtenga autorizacion médica de su empleador para designar
un proveedor médico dentro de la Red, para el cuidado
inicial. Si usted no puede comunicarse con su supervisor
o empleador, por favor comuniquese con el Departamento
del Servicio al Paciente de WellComp. Para servicios que no
sean de emergencia, el MPN tendra que asegurar que usted es
proveido(a) una cita o tratamiento inicial dentro de 3 dias de
negocio de que su empleador o el MPN a recibido un pedido de
tratamiento dentro del MPN.

Accesibilidad al Cuidado Médico

B Cuidado Subsiguiente

Si usted atn necesita atencion después de la evaluacion inicial, usted
puede ser atendido por un doctor de su agrado, o el doctor inicial puede
referirle a usted a un especialista médicamente y geograficamente
apropiado dentro de la Red, el cual puede proveer el tratamiento adecuado
para su lesion o condicion. Su empleador es requerido a proveerle de por
lo menos 3 medicos de cada especialidad esperada para tartar leciones
experimentadas por empleados lecionados basado en su ocupacion
o industria. Estos medicos estaran disponibles dentro de 30 minutos
o 15 millas de su lugar de trabajo o residencia y especialistas estaran
disponibles dentro de 60 minutos o 30 millas de su lugar de trabajo. Para
conseguir un directorio de los proveedores médicos, por favor visite
www. WellComp.com o llame al Servicio al Paciente de WellComp.

B Cuidado de Emergencia

En una emergencia, definida como una condicion médica que se
manifiesta de forma imprevista, con sintomas severos, los cuales sin
atencion médica inmediata pueden poner en sumo riesgo su salud, vaya
al proveedor de atencion médica mas cercano sin importar si participan
en la Red de WellComp. Si su lesion esta relacionada con su trabajo,
pidale al proveedor del cuidado de emergencia, que se comunique con
WellComp para preparar la transferencia de su atencion médica, a un
proveedor de WellComp cuando sea el tiempo médicamente adecuado
para hacerlo.

B Cuidado Especializado y de Hospital

El proveedor principal de la Red WellComp de su tratamiento, puede
hacer todos los arreglos y referencias necesarias para los especialistas,
hospitales, centro de cirugia de servicio ambulatorio y servicios de
cuidados auxiliares.

W Eleccion de Doctor para el Tratamiento

Si aun necesita tratamiento después de su evaluacion inicial con el
proveedor designado de su empleador, puede acceder al directorio
WellComp y seleccione a un apropiado médico de su eleccion que puede
proporcionar el tratamiento necesario para su condicion o enfermedad.
Para asistencia en obtener opciones de medicos, favor de contactar al
Asistente de Acceso Medico en el Departamento de Servicios al Paciente
de WellComp o discutir las opciones con el medico inicial.

B Cambiando el Doctor Principal de su Tratamiento

Si usted esta teniendo dificultades para programar una cita con su
medico inicial o posterior, favor de comunicarse con el Asistente
de Acceso Médico en el Departamento de Servicios al Paciente

de WellComp o con el ajustador de reclamos que maneja su caso.

B Reservacion de Citas

Si usted tiene problemas haciendo sus reservaciones de citas con el
proveedor inicial o el proveedor subsiguiente, por favor comunicarse
con el Departamento de Servicio al Paciente de WellComp.

B Obteniendo una Recomendacion a un Especialista
Siempre y cuando usted contintie necesitando cuidado médico para su
lesion o enfermedad, hay varias alternativas para obtener una
recomendacion a un especialista:

1. Su proveedor principal en la Red de WellComp puede hacer
todos los tramites necesarios para la recomendacién a un
especialista. Esta recomendacion sera echa dentro de la Red y
si es necesario fuera de la Red.

2. Usted puede seleccionar un especialista adecuado usando el
Directorio de WellComp.

3. Usted puede comunicarse con el Asistente de Acceso Medico
de WellComp quien le puede ayudar a coordinar arreglos
necesarios.

Si su proveedor de tratamiento primario hace un referido a una clase de
especialista que no esta incluido dentro la red, usted puede seleccionar un
especialista fuera de la red. Para servicios que no sean de emergencia, el
MPN tendra que asegurar que usted es proveido(a) una cita dentro de 20
dias de negocio de que su empleador o el MPN a recibido un referido a
un especialista dentro del MPN.

B Continuidad de su Cuidado

¢ Que pasa si estoy siendo tratado por un doctor de Wellcomp y el
doctor deja a Wellcomp?

Su empleador ha suscrito una poliza de “Continuidad de Cuidado” que
puede permitirle a usted continuar el tratamiento con su doctor, si su
doctor no esta actualmente participando en WellComp. Si usted esta
siendo tratado dentro de la Red WellComp por una lesion relacionada con
su trabajo y su doctor deja de tener un contrato con WellComp, su doctor
puede continuar tratandolo siempre y cuando su lesion o enfermedad
satisface una de las siguientes condiciones

* (Aguda) Condicion médica que incluye sintomas que se manifiestan de
forma imprevista y que requieren pronta atencion médica, y tiene duracion
menos de 90 dias.

(Seria o Cronica) Su herida o enfermedad son el que que es serio y sigue
durante al menos 90 dias sin la cura llena 0 empeora y requiere el tratamiento
en curso. Se le puede permitir que siga siendo tratado por el doctor que
actualmente lo esta tratando por un periodo de hasta un afio, hasta que una
transferencia de cuidado pueda ser efectuada de una manera sana y salva.
(Terminal) Usted tiene una enfermedad incurable o condicion irreversible que
probablemente cause la muerte dentro de un afio 0 menos.

(Cirugia Pendiente) Usted ya tiene una cirugia u otro procedimiento
autorizado por su empleador o seguro de salud y el cual ocurrira dentro de
los 180 dias de la fecha efectiva de la Red de Proveedores Médicos (MPN por
sus siglas en inglés).

Si cualquiera de las condiciones antes mencionadas existe, Wellcomp
puede requerir que su doctor acepte por escrito los mismos términos
que el habia aceptado cuando era un proveedor del Red de Wellcomp.
Si el doctor no esta de acuerdo o no acepta los términos, no podria
continuar tratandolo.

Si el contrato con su doctor fue clausurado o no fue renovado por
Wellcomp por razones relacionadas con causas de disciplina
médica, fraude o actividad criminal, no le sera permitido completar
el tratamiento con ese doctor. Para obtener una copia completa de
la poliza de Continuidad de Cuidado en inglés o en espafiol, por
favor visite www.WellComp.com o llame a servicios al paciente de
WellComp.

B Transferencia del Cuidado Actual y Corriente

¢ Qué pasa si usted ya esta siendo tratado por una lesion relacionada
con su trabajo, antes de comenzar el programa Red de WellComp?

Su empleador tiene una poliza de “Transferencia de Cuidado™ que describe
lo que pasara si usted esta actualmente siendo tratado por una lesion
relacionada con su trabajo, por un doctor que no es miembro de la Red de
WellComp. Si su doctor actual del tratamiento es un miembro participante
de Wellcomp, entonces usted puede continuar el tratamiento con su doctor
y su tratamiento se hara bajo la Red de Wellcomp. Se le puede permitir
ser miembro de WellComp a su doctor actual. Si su médico tratante
actual no es un médico participante dentro de WellComp, y si aun no ha
sido transferido a la red de proveedores medicos, su médico puede hacer
remisiones a prestadores dentro o fuera de la red de proveedores medicos.
Se le puede permitir a su medico actual convertirse en un miembro
de WellComp. Usted no sera transferido a un doctor de Wellcomp si su
lesion o enfermedad satisface cualquiera de las siguientes condiciones:

* (Aguda) El tratamiento de su lesion o enfermedad sera completado en menos de 90
dias.

* (Seria o Crénica) Su lesion o enfermedad es seria y continuara por mas de 90
dias sin cura completa o empeorando y requiere tratamiento continuo. Se le puede
permitir que siga siendo tratado por el doctor que actualmente lo esta tratando por
un periodo de hasta un afo de la fecha de notificacion que usted tiene una condicion
seria o cronica.

* (Terminal) Usted tiene una enfermedad incurable o condicion irreversible que
probablemente cause la muerte dentro de un afio o menos. Tratamiento medico sera
proporcionado por la duracion de la enfermedad terminal.

* (Cirugia Pendiente) Usted ya tiene una cirugia o procedimiento autorizado por su
empleador o seguro de salud y el cual ocurrird dentro de los 180 dias de la fecha
efectiva de la Red de Proveedores Médicos (MPN por sus siglas en inglés).

« Para obtener una copia completa de la poliza de Transferencia de Cuidado en
espaiiol o en ingles, por favor visite www.WellComp.com o llame a servicios al
paciente de WellComp.

W Disputas de Cuidado

Anuncio de la determinacion, proveniente del empleador, o del
ajustador encargado del caso, debera ser enviada a la direccion del
empleado y una copia de la carta debera ser enviada al medico principal
del empleado cubierto. La notificacion sera escrita en inglés y espafiol
y los términos del lego de uso en el mayor grado posible. Si Wellcomp
va a transferir su cuidado médico y usted no estd de acuerdo, usted
puede pedirle al doctor que lo esta tratando actualmente, un informe
o parte médico alegando que su condicion pertenece o esta dentro
de una de las condiciones antes mencionadas. Su doctor que lo esta
tratando actualmente si le proveera un informe dentro de veinte dias del
calendario de la fecha de solicitacion. Si su doctor que lo esta tratando
actualmente no logra emitir el informe, entonces usted sera requerido a
selecionar un nuevo proveedor dentro el MPN.

Si Wellcomp o usted no esta de acuerdo con el informe del doctor que
lo esta tratando, esta disputa sera resuelta de acuerdo a la Seccion 4062
del Codigo del Trabajo. Usted tiene que notificar al Departamento del
Servicio al Paciente de WellComp, si usted no esta de acuerdo con el
informe o parte médico.

Si el doctor que lo esta tratando esta de acuerdo de que su condicion
no pertenece o no esta dentro de las condiciones antes mencionadas, se
continuara con la transferencia de su cuidado médico, atin cuando usted
no esta de acuerdo con la decision.

Si su doctor cree que su condicion satisface una de las condiciones
antes mencionadas, usted puede continuar el tratamiento con ese doctor
hasta que la disputa sea resuelta. Para obtener una copia completa de la
poliza de Transferencia de Cuidado, por favor visite www. Wellcomp.
com o llame al Servicio al Paciente de Wellcomp.
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Proceso para Segunda Opinién,
Tercera Opinion y Examen
Médico Independiente:

Si usted no esta de acuerdo con su doctor o no le gusta
su doctor sea cual sea la razon, usted siempre puede
elegir otro doctor en el MPN (Red de Proveedores).

B Obteniendo Segunda y Tercera
Opiniones

Si usted no esta de acuerdo con el diagnostico o con el plan de
tratamiento de su doctor actual o con el doctor de la segunda opinion,
y quisiera una segunda o tercera opinion, usted debe de tomar los
siguientes pasos:

v Notificar al Administrador(a) de su reclamo a quien le proveerd
una lista de doctores y/o especialistas en el area regional dentro de la
Red de WellComp, quienes tienen pericia reconocida para evaluar o
tratar su lesion o condicion.

v" Elija un doctor o especialista de la lista.

v" Dentro de los 60 dias de recibir la lista, reserve una cita con el doctor
o especialista seleccionado de la lista proporcionada a traves del por
Administrador(a) de su reclamo. Si, dentro de los 60 dias, decide usted
en no confirmar cita, su derecho en buscar otra opinion puede ser
renunciado.

v Informe al Administador(a) de su reclamo de su eleccion, y de la fecha
de su cita, para asi asegurarnos de que sus archivos médicos se pueden
enviar antes de la fecha de su cita. Usted tambien puede pedir una
copia de sus archivos medicos.

v Usted sera proveido(a) con informacion y un impreso de pedido
referente al proceso de Examinacion de Medico Independiente (IMR)
en el momento que usted selecciona un medico de tercera opinion.
Informacion del proceso del IMR se puede encontrar en el Manual del
MPN para el Empleado.

Si el segundo/tercer doctor de opinidn siente que su herida es fuera
del tipo de herida él o ella normalmente trata, el consultorio del
doctor notificara a su patrén o asegurador. Usted conseguird otra
lista de doctores MPN o especialistas entonces usted puede hacer
otra seleccion. Si la 2da/3ra opinion médico esta de acuerdo con su
necesidad de un tratamiento o algun examen, se le permitira obtener
ese tratamiento o examen con un proveedor que este dentro o fuera de
lared de proveedors medicos, incluyendo el medico quien proporciono
la 2da/3ra opinion.

B Obteniendo un Examen Médico
Independiente (IMR por sus siglas en
inglés)

Si usted no esta de acuerdo con el diagnostico o plan de
tratamiento decidido por el medico de la tercera opinion,
usted podria completer y presentar el impreso de la Aplicacion
para Examinacion de MPN Medico Independiente con el
Director Administrativo de la Division de Indemnizacion de
Trabajadores. Se puede communicar con su Administrador(a)
de reclamo, o al Departamento de Servicios para el Paciente de
WellComp para informacion sobre la Examinacion de Medico
Independiente y el impreso para pedir una Examinacion de
Medico Independiente.

Si la segunda opinion, tercera opinion o la revision medica independiente,
coincide con el medico que le esta tratando, y la red de proveedores medicos
contiene un medico que pueda proporcionar el tratamiento recomendado,
usted tendra que continuar su tratamiento con un medico dentro de la red
de proveedores medicos. Si la revision medica independiente no esta de
acuerdo con sumédico tratante de la red, se permitira recibir ese tratamiento
médico de un proveedor dentro o fuera de la red de WellComp.

Cualquier médico seleccionado fuera de la red de proveedores medicos
WellComp debe estar a una distancia geografica razonable. El tratamiento
o examen de diagnostico esta limitado a la recomendacion provista por el
medico dentro de la red de proveedores medicos o por la revision medica
independiente.

m Tratamiento Fuera del Area Geografica

WellComp tiene proveedores por todo California. Si llega alguna situacion
que podria llevarlo fuera del area de cubertura, tales como trabajo temporal,
viaje relacionado al trabajo, o vivir temporalmente o constantemente
fuera del area de servicios geograficos del MPN, porfavor pongase en
contacto con el Departamento de Servicios para Pacientes de WellComp,
su examinador de reclamos, su proveedor primario de tratamiento, y ellos
le proveeran con una seleccion de por lo menos 3 proveedores aprovados
fuera de la red de los que usted pueda obtener tratamiento o recibir segunda
o tercera opinions de la seleccion de medicos referidos.

Servicios Médicos Proveidos:

A continuacion es un resumen de los servicios médicos del Seguro de
Indemnizacion por Accidentes de Trabajo disponibles para usted por la
Red de WellComp.

Tratamiento principal o primario y
servicios especiales incluyendo las
consultaciones y recomendaciones

E jemplos de proveedores de tratamientos primarios o proveedores de
especializacion incluyen: doctoresde medicina general, quiroprdcticos,
dentistas, ortopedistas, cirujanos, psicologos, psiquiatras, cardiologos,
neurclogos.

Servicios de Hospital, y Centros
de Cirugia Ambulatoria

Ejemplos de servicios de proveedores de servicios de hospital, y centros de
cirugia ambulatoria incluyen: servicio agudo de hospital, cuidado general
de enfermera, salas de operaciones y facilidades relacionadas, unidad
de cuidado intensivo y sus servicios, laboratorios para diagnésticos o
servicio de rayos-x y los tratamientos de terapias necesarias.

Servicios de Cuidado Complementarios
Ejemplos de proveedores de servicios de cuidado complementarios
incluyen: laboratorios para diagnosticos o servicio de rayos-x, medicina
fisica, terapia de ocupacion, equipos médicos y de cirugia, consejeros,
enfermeras, cuidado médico apropiado en casa, medicacion.
Servicios de Emergencia incluye el
servicio ambulatorio y servicio fuera
del area de la Red.
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Directorio de Proveedores de
WellComp

Para obtener mas informacion acerca de la red
de proveedores medicos, incluyendo el acceso
a una lista de todos los médicos en la red, vaya a
www. WellComp.com donde se puede buscar por
especialidad médica, el codigo postal, grupo médico
o proveedor. Para asistencia atraves del internet o
para optener acceso a una copia impresa de la lista
de proveedores por zona regional y/o una copia
electronica del directorio completo de WellComp,
favor de contactarse con WellComp (quien fue
asignado por su empleador para administrar la red
de proveedores medicos):

Informacion de WellComp

Para preguntas sobre el uso de la red de proveedores
medicos o para denuncias, la persona a contactar es:
Gale Chmidling, MPN Manager (800) 544-8150.

WellComp tiene personas disponibles para responder
a sus preguntas, proporcionar asistencia con el sitio
web y para generar listas de proveedores. Asistentes
estan disponibles para ayudar a encontrar un médico
de su eleccion dentro de la red de proveedores,
incluyendo programacion y confirmacion de las
citas. Los asistentes estan disponibles de 7am a 8pm
hora del Pacifico, de lunes a sabado. Informacion de
contacto aparece a continuacion:

WellComp
Departamento de Servicios al Paciente
P.O. Box 59914
Riverside, CA 92517
Gratis al (800) 544-8150
fax: (888) 620-6921 o
e-mail: info@WellComp.com
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Notificacién al Empleado
Este folleto contiene informacion importante

para el acceso en la Red de Proveedores
Meédicos WellComp.

v Entérese si esta protegido

v Acceso a cuidado médico

v Aprenda acerca de la continuidad de
su cuidado

v Seleccione su propio doctor

v Transferencia dentro de la Red de
WellComp

v Comunicarse con WellComp

Numero de identificaciéon del MPN:
2387

Este folleto esta disponible en Ingles. Para una copia gratis, por favor
llame la Red de Proveedores Médicos de WellComp.





Pre-designation Of Personal Physiclan

In the event you sustain an mjury or illness related to your employment, you
may be treated for such injuryfiliness by your pertonal medical doctor {M.D)
or doctor of osteopathic medicine (D.0.) or medical group if: You have health
are insurance for injuriesfillness that are not work related, 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 board-
eligible internist, pediatrician, cbstetrician-gynecologist. or mily practitioner,
and has previously directed your medical treatment, and retains your medicl
records; your “personal physician™ may be 2 medical group i it is a single
corporation or partnership composed of licensed doctors of medicine or
osteapathy, which operates an integrated multispecialty medical group provid-
ing comprehensive medical services predominantly for cupational ill-
nesses and injuries; prior to the injury your doctor agrees to treat you for
work injusies or ilinesses; prior to the injury you provided your employer the
following in writing: (1) notice that you want your persanal doctor to treat
you for a work-related injuryliliness, and (2) your personal doctor’s name and
business address.

You may use this form, a form provided by your employer or provide all the
information in writing to notify your employer if you wish to have your per-
sonal medical doctor or a doctor osteopathic medicine oeat you for a work-
related injuryfillness and the above requirements are met.

Notice Of Pre-designation Of Personal Physiclan
Employee: Complete this section

Employer

Hf | have 3 work-related injury or iliness, | choose to be treated by

{Name of doctor) (M.D., D.O., or medical group)

(street address, city, stam, zip)

{telephone number)
Employee Name (please print):
Employee’s Address:

Name of Insurance Company, Plan, or Fund providing heakh coverage for
nonoccupationa] injurres or illnesses:

Employee Signature; Pate,

Note to Employes: Unless you agree in writing, neither your employer or
York may contact your personal physician to confirm a pre-designation, I
your physician does not sign this form, other documencation that they agreed
to be pre-designated prior to the injury will be required. i you agree, your
employer or York may contact your personal physician to confirm this pre-
designation, sign and date below:

Employee Signature,

Employee # Date.

Physician: | agree to this Pre-designation:
Sig (H Drate,
({Phyzician or Dasignated Employee of the Physician)

The physician is not required to sign this form, however, i the physician or
desgnated employee of the physician or medical group does not sign, other
documentation of the physician's agreement to be pre-designated will be
required pursuant to Tide 8, California Code of Regulations, section
9780.1{a)(3). (Optional DWC Form 9781 july 1, 2014)

Notice Of Personal Chiropractic Or Personal Acupuncturist

If your employer or your employer's msurer does not have a Medical Provider
Network (MPN), you may be able to change your treating physician to your
personal chiropractor (D.C.) or acupuncturist (LAC.) following a work-related
injuryfillness. In order to be eligible to make this change, you must give your
employer the name and business address of a personal D.C. or LAC. in writing
prior to the injuryfillness. York generally has the right to select your treating
physician within the first 30 days after your employer knows of your inju-
ryfillness. After your emgloyer or York has initiated your treatment with
another physician during this period, you may then, upon request, have your
treatment translerred to your personal D.C. or LAC. You may wse this form
to notify your employer of your persanal D.C. or LAC, or your employer may
have their own form. The D.C. or LAC. must be your regular D.C. or LAC.
who has directed your treatment and remins your chiropractic records and
history. H your employer has an MPN, you may only switch to a D.C_ or LAC.
within the MPN. A dhiropractor cannot be your wreating physician after 24
visits. If you still require medical treatment thereafter, you will have to select a
physician who is not a cheropractor, This prohibition shall not apply to visits for
postsurgical physical medicine visits prescribed by the surgeon, or physician
designated by the surgeon, under the poscurgical component of the Division of
Workers' Compensation’s Medical Trearment Utilization Schedule.

Name of chiropractor or acupuncarist {D.C., LAC))

{street address, city, sate, zip code)

{telephane number)
Employee Name (Please Pring):

Employee’s Address:

Employes’s Signatre;

Date;
Tide 8, California Code of Regulations, section 9783.1
{Optional DWC Form 9783, Effective date July |, 2014)

WHEN A WORK INJURY OCCURS.,..
*  Quickly seek first ald.

. Call #-1-) for help immediately if emergency medical care Is
needed.

. Immediately report injuries to your supervisor or employer
representative at [ L.

AT 888-375-0280 wirH SUPERVISOR PRESENT,
Information & Assistance omce;_&gu_ﬂggus,_ﬁgggm&_

09- 52 - .

Employer MUST complete this information
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What Is workers’ compensation? o purpose is to insure that an employes who
is found to sustin an induswrial injury or illness will be provided with benefis o
medically cure or refieve them from the eflects of the injuryfillhess, provide tem-
porary compensation when they are mediclly unable to perform any occupational
function, compensation for any residual handicap andlor impairment of bodily
function, benefits for dependents i an employee dies as a result of an inju.
ryfillness, protaction from discrimination by hisfher emplayer because of the
injuryfillness.

Am | Covered? Mearly every person employed in California is protected by
workers’ compensation, however there are a few exceptions. People that are self-
employed or volunteer workers may not be covered. Similar laws cover federal
and maritime workers. York Risk Services Group (York) is your employer's
claims administrator. Your employer or York can answer any guestions you might
have about coverage.

What Does Workers’ Compensation Cover? If you have an injury/iliness due to
your job, it is covered. The cause can be a single event, like a fall or it can be due
1o repeated exposures, such as hearing loss due w constant loud noise. Injuries
ranging from first-aid 1o serious accidents are covered. Even injuries related to a
workplace crime, such as psychological or physical injuries, are covered under
workers” compensation. Some injurkes that resulc from voluntary activity, such as
off duty social or athletic activities may not be covered. Check with your employ-
er or York if you have questions. Coverage begins the moment you start your
job. There is no probationary period or wage rate.

Duty Of The Employee. Immediately notify your employer or York so you can
get the medical help that you need without delay, If your injury is greater than a
first-aid injury, your supervisor will give you a3 Chim Form {Form DWC-I) for
you to describe where, when and how it happened. To submit a claim, fill out the
"Employee” section of the DWC-I, Keep one copy of this form and give the
remaining pages to your supervisor, Your employer will fill out the "Employer™
section and rewrn a signed and dated copy of the form to you. Your employer
will keep a copy of this form and Jorward another to York. York is in charge of
handling your claim and informing you about your eligibility for benefits,

Your claiim benefits do not start until your employer knows about your injury, so
report and file the DWC-| as quickly as possible. California law requires your
employer to authorize medical treatment within one working day of receipt of
your Chim Form. Employers are liable for up to $10,000 in treatment pending a
decision by York for a thim to be accepted or rejected. Waiting to report may
delay workers' compensation benefits. You may not recaive benefits if you fail to
file a claim within one year of the date of injury, the date you know the injury was
work refated, or the date benefirs were last provided.

Duty of the Employer; Provide this form to every employee at the time of hire
or by the end of their first pay peried.

Within one working day, upon knowledge or natice from any scurce of a work
injurylillness greater than ficst-aid, provide the employee with a Chim Form
(DWC-1} and authorize medical wreatment and report the chim to York Risk
Services Group,

What ore the benefits? You may be entitled to various kinds of benefits under
California workers' compensation bw including:

Medical Care: Medical treatment that is reasonably required to cure or relieve
the injured worker from the effects of the injury/illness. There is no deductible or
co-payment. These medical benefits may include kb tests, physical therapy, hospi-
tal services, medication and treatment by a doctor.

Suate law limits certain medical services as of January |, 2004. You should never
receive a medical bill, { additional treatment is necessary, York will coordinate
medical care that meets applicable treatment guidelines for the injury, The doctor
may be a specialist for your specific type of injury, and he or she will be famitiar
with workers' compensation requirements and will report promptly to York so
your benefits can be paid.

The physician with overall responsibility for treatng your injuryfillness is your
primary treating physician (PTP). The PTF decides what kind of medical care you
need and if you have work restrictions, If necessary, the PTP will review your job
description with you and your employer to define any limiation or reswrictions
that you may have. This doctor also is responsible for coordinating care between
other medical providers and will write reports about any permanent impairment
of bodily function(s) or the need for future medical Gre. Generally, your employ-
er selects the PTP you will see for the first 30 days, but i you want to change
doctors for any reason, ask your employer or York. They're as interested as you
are in your prompt recovery and return to work and will select a different doc-
tor for you. If your employer has a Medical Provider Network {(MPN) you will be
directed to treat with a physician within the MPN and different nules apply re-

garding changing your physician.

You can be treated by your personal physician or medical group immediately if
you have health care insurance for inuries or iliness that are not work related,
and your physician agrees in advance to treat you for any work mjuriesfifinesses
and has previously directed your treatment and retams your medical records and
agrees, prior to your injuryfiliness, to weat you for workplace injuriesfillnesses
and you gave your employer your physician’s name and address in writing before
the injury. You may use the form inside of this pamphiet or your employer may
have a form for you to use,

Wi you give the name of your personal chiropractor or acupuncturist, different
rules apply, and you may need to see an employer-selected physician first.

Temporary Disability Benefits: i you are not medically able to work for more
than three days due to your work-related injury, counting weekends, you have a
right w temporary disability (TD) payments to assist substituting your lost wages.
After two weeks from reporting the injury, you will receive a check. M your
employer has a salary continuation phan, your benefit may be included in your
regular paycheck. TD is payable every |4 days until the doctor states you can
return to work {Payments won't be made for the first three days, though, unless
you're hospitatized as an inpatient or unable to work more than [4 dayz). The
amount of the payments will be two-thirds of your average wage, subject to
minimums and maximums set by the state lagislature. Akhough the TD payment
will not be the full amount of your regular paycheck, there are no deductions and
the payments are mx-free. For injuries occurring on or after famuary (|, 2008, TD
payments are limited to 104 compensable weeks within five years of date of
injury. For a few long-term injuries such as chronic lung disease or severe burns,
TD payments @an last up to 240 weeks within five years from the date of injury.
If you reach the maximum TD payment period before you can return to work or
belore your condition becomes permanent and stationary. See the “Other Bene-
fits" section of this pamphlet for additional in information. A timely fling with
Employment Development Department may result in additional State Disability
benefits when TD benefits are delayed, denied, or terminated.

Permanent Disability: If your doctor says your injury will always leave you with
some permanent impairment of bodily function{s), you may receive permanent
disability (PD) payments. The amount depends on the doctor'’s report, how much
of the PD was directly caused by your work, and factors such as your age,
occupation, type of injury, and date of injury. Sate law determines mmimum and
maximum amounts, and they vary by injury date. Il you are entitled to PD, York
will send you a letter explainng how the benefit was caleulated. if the injury

causes PD, the first payment of PD benefits is made within 14 days after the
last payment of TD, unless your employer has offered you a position that pays
at least 85% of your date of Injury wages or if you are returned to a position
that pays you 100X of the wages and. compensation paid to you on the date of
injury, the PD would be paid after an Award issues.

Supph ! Job Disph Benefit {SHDB): f you have a permanent
whole person impairment, the eligibility for S§|DB begins when your employer
does not offer regular work, permanent, madified, or alternative work within
60 days of the receipt of a doctor's Medical Maximum Improvement {(MMJ)
report. This is a nontransferable voucher for education-related retraining
andfor skill development at state-approved schoals, tools, licensing, certifica-
tion fees and other resources as possible benefits. If you qualify for the supple-
mental job displacement benefit, York wilt praovide a voucher up to a maximum

of $6,000.

Deoth Benefits: If the injuryfillness causes death, payments may be made to
your dependents. State law sers these benefits and the toral berefit depends
on the number of dependents. The payments are made at the same rawe as TD
payments. In addition, workers' compensation provides a bural allowance.

Discriminotion: It a viohdon of Labor Code Secoon 132(a) and illegal for
your employer 1o punish or fire you for having 3 workplace mjurylillness, for
filing a elaim or for testifying in another person's workers' compensatien case.
i your employer is found guitty of discrimination, you would be entitled to
increased benefits, reinstatement  and reimbursement for lost wages and
benefits.

Other Benefits: Sometimes people confuse workers' compensation with
State Disability insurance (SDI). Workers' compensation covers on-the-job
injuries/ illnesses and is paid for by your employer or their insurance. On the
other hand, 5DI covers off-thejob injuries or sicknesses, and is paid for by
deductions from your paycheck. If you are not getting workers' compensation
benelits, you may be able to get Smte Disability benefits. Contact the local
office of the Sate Employment Development Deparunent listed in the govern-
ment pages of your phone book for more informavon.

You rmy be eligible 1o access the rewsrn-to-work fund, for the purposes of

suppl | pay to injured worker's whose PD benefits are
dlsprupurhonztlly low in comparison to their earnings loss. If you have gues-
tions or think you qualify, contact the Information & Assistance offlice listed in

this pamphlet or visit the DIR website at www.dir.cagov.

If You Stil Mave Questions.. ask your supervisor or employer represent-
tive, Or contact York at the number indicated on workers’ compensation
posters at work and on this brochure. You can also contact the State Division
of Workers’ Compensation (DWC) and speak with an Information and Assis-
tance Officer. These officers are available wo review problems, answer ques-
tians and provide additional writen information about workers' compensa-
tion at no charge. The local office i kxted below and poswed at your work-
place. You mn alto call 800-736-74D] or visit the DWC website at
hetp:fhwrww dir.ca.govidwe,

'WORKERS! COMPENSATION FRAUD IS A FELONY.
Anyone who makes or, causes to be mada any knawingly false or fraudy- |

lerit material statement:for. the purpose of cbialnieg or denying workers!
coimpention benelits or, payments i guilty of a felony, Fnuanbeup |
1t0'$}50,000 and imprisonment-up to-five years.






OPTIONAL: Only print and complete

N this form if you wish to pre-designate

Chaffey COllege a physician for treatment in the event
of a work-related injury or illness.

PERSONAL PHYSICIAN PRE-DESIGNATION

Date employee was provided Pre-Designation form:

Employee:

Department:

Pursuant to Labor Code 4600(d), the definition of “Personal Physician” means:
v' The employee’s regular physician and surgeon,
v" Who, prior to the injury, has directed medical treatment of the employee, and
v' Retains the medical records and medical history of the employee.

Name of Physician:

Specialty:

Address/City/Zip Code:

Telephone: Fax #:

Employee Name (print):

Employee Signature:

Date of Request:

If this form and the attached Certification is not completed and returned to your
Employer prior to an industrial injury, the employee is to seek medical treatment from
the Employer-designated medical facility as noted on the posted notices regarding
workers’ compensation.

Your personal physician is required to adhere to Title 8, California Code of Regulations
9785, the Reporting Duties of the Primary Treating Physician and Labor Code 4610.
Your personal physician must agree to be your pre-designated physician and that they
will accept payment for service in accordance with the California Official Medical Fee
Schedule.

Please have your personal physician sign and return this form to your Employer
with the attached Certification acknowledging their responsibility as your treating
physician should you sustain an industrial injury.

Submit form to the office of Human Resources
April 15, 2005



david.schlanger

Text Box

OPTIONAL: Only print and complete this form if you wish to pre-designate a physician for treatment in the event of a work-related injury or illness.





OPTIONAL: Only print and complete

Chaffey College this form if you wish to pre-designate

a physician for treatment in the event
of a work-related injury or illness.

CERTIFICATION OF PERSONAL PHYSICIAN

Date:

Name of Physician:
Address:
City/Zip Code:

Name of Employee:

This is to certify that (employee) is a patient of mine.
I have treated him/her for non-work related medical problems and | maintain his/her medical
records in my office.

I am willing to take responsibility for following rules required of a Treating Physician,

pursuant to California Code of Regulations, Title 8, Section 9785, when treating this employee
for work-related injuries or illnesses. | acknowledge all requests for medical care will be
governed by Labor Code 4610 outlining mandatory utilization review under the guidelines of the
American College of Occupational and Environmental Medicine (ACOEM).

Physician’s Signature:

Print Name:

Date:

| decline the request of (employee) to be his/her Treating
Physician for work-related injuries:

Physician’s Signhature:

Print Name:

Date:

Submit form to the office of Human Resources
April 15, 2005



david.schlanger

Text Box

OPTIONAL: Only print and complete this form if you wish to pre-designate a physician for treatment in the event of a work-related injury or illness.





New Health Insurance Marketplace Coverage o Anproved
Options and Your Health Coverage OMB No. 1210-0149

(expires 1-31-2017)

PART A: General Information

When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health
Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic
information about the new Marketplace and employment-based health coverage offered by your employer.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The
Marketplace offers "one—stop shopping" to find and compare private health insurance options. You may also be eligible
for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance
coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1, 201 4.

Can | Save Money on my Health Insurance Premiums in the Marketplace?

You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or
offers coverage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on
your household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from vour employer that meets certain standards, you will not be eligible
for a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However, you may be
eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost—sharing if your employer does
not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from your
employer that would cover you {and not any other members of your family) is more than 9.5% of your household
income for the year, or if the coverage your employer provides does not meet the "minimum value" standard set by the
Affordable Care Act, you may be eligible for a tax credit.’

MNote: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your
employer, then you may lose the employer contribution (if any) to the employer—offered coverage. Also, this employer
contribution —as well as vour employee contribution to employer—offered coverage— is often excluded from income for
Federal and State income tax purposes. Your payments for coverage through the Marketplace are made on an after—
tax basis.

How Can | Get More Information?

For more information about your coverage offered by your emplover, please check your summary plan description or
contact Danmni Gilley at 909-652-6524.

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the
Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health
insurance coverage and contact information for a Health Insurance Marketplace in your area.

1 An employer—sponsared health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered
by the planis no less than 60 percent of such costs.





PART B: Information About Health Coverage Offered by Your Employer

This section contains information about any health coverage offered by your employer. If you decide to complete an

application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered
to correspond to the Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)
Chaffey Community College District 95-6000558

5. Employer address 6. Employer phone number
5885 Haven Avenue 909-652-6524

7. City 8. State 9. ZIP code
Rancho Cucamonga CA 91737

10. Who can we contact about employee health coverage at this job?

Danni Gilley, Human Resources Generalist

11. Phone number (if different from above)
009-652-6524

12. Email address

danni.gilley(@chaffey.edu

Here is some basic information about health coverage offered by this employer:
e As your employer, we offer a health plan to:

O  All employees. Eligible employees are:

1 Some employees. Eligible employees are:

- Contract permanent employees, full-time and part-time 1f stated in bargaining unit agreement.
- Temporary employees who work an average of 30 hours per week in a 12 month look back period.

oWith respect to dependents:
1 We do offer coverage. Eligible dependents are:
- Spouses

- Child (natural born child, step child, adopted child, legal guardianship of child)
- Registered domestic partners with the State of California
O We do not offer coverage.

A If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended
to be affordable, based on employee wages.

&

Even if your emplover intends vour coveragde to be affordable, you may still be eligible for a premium
discount through the Marketplace. The Marketplace will use your household income, along with other factors,
to determine whether you may be eligible for a premium discount. If, for example, your wages vary from
week 1o week (perhaps you are an hourly employee or you work on a commisgion basis), if you are newly
employed mid—vyear, or if you have other income lossesg, you may still qualify for a premium discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the

employer information you'll enter when you visit HealthCare.gov to find out if vou can get a tax credit to lower your
monthly premiums.





The information below corresponds to the Marketplace Employer Coverage Tool. Completing this section is optional for
employers, but will help ensure employees understand their coverage choices.

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in
the next 3 months?

O Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the
employee eligible for coverage? (mm/dd/yvyy) (Continue)
O No (STOP and return this form to employee)

14. Does the employer offer a health plan that meets the minimum value standard*?
|:| Yes (Go to question 15) |:| No (STOP and return form to employee)

15. For the lowest-cost plan that meets the minimum value standard™* offered only to the employee (don't include
family plans): If the employer has wellness programs, provide the premium that the employee would pay if he/ she
received the maximum discount for any tobacco cessation programs, and didn’t receive any other discounts based on
wellness programs.

a. How much would the employee have to pay in premiums for this plan? $
b. How often? [ Weekly [] Every 2 weeks [] Twice a month [JMonthly [JQuarterly [] Yearly

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don't
know, STOP and return form to employee.

16. What change will the employer make for the new plan year?
O Emplover won't offer health coverage
O Emplover will start offering health coverage to employees or change the premium for the lowest-cost plan
available only to the employee that meets the minimum value standard.™ (Premium should reflect the
discount for wellness programs. See question 15.)
a. How much would the employee have to pay in premiums for this plan? $
b. How often? [ ] Weekly  [] Every 2 weeks [] Twice a month [JMonthly  [JQuarterly [] Yearly

= An employer—sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by
the plan is no less than 60 percent of such costs (Section 36B(c)(2)(C)(i) of the Internal Revenue Code of 1286)





Division of Labor Standards Enforcement Office of the Labor Commissioner

THIS POSTER MUST BE DISPLAYED WHERE EMPLOYEES CAN EASILY READ IT

(Poster may be printed on 8 %” x 11” letter size paper)

HEALTHY WORKPLACES/HEALTHY FAMILIES ACT OF 2014
PAID SICK LEAVE

Entitlement:

¢ An employee who, on or after July 1, 2015, works in California for 30 or more
days within a year from the beginning of employment is entitled to paid sick
leave.

e Paid sick leave accrues at the rate of one hour per every 30 hours worked, paid
at the employee’s regular wage rate. Accrual shall begin on the first day of
employment or July 1, 2015, whichever is later.

e Accrued paid sick leave shall carry over to the following year of employment and
may be capped at 48 hours or 6 days. However, subject to specified conditions,
if an employer has a paid sick leave, paid leave or paid time off policy (PTO) that
provides no less than 24 hours or three days of paid leave or paid time off, no
accrual or carry over is required if the full amount of leave is received at the
beginning of each year in accordance with the policy.

Usage:

e An employee may use accrued paid sick days beginning on the 90" day of
employment.

e An employer shall provide paid sick days upon the oral or written request of an
employee for themselves or a family member for the diagnosis, care or treatment
of an existing health condition or preventive care, or specified purposes for an
employee who is a victim of domestic violence, sexual assault, or stalking.

e An employer may limit the use of paid sick days to 24 hours or three days in each
year of employment.

Retaliation or discrimination against an employee who requests paid sick days or uses
paid sick days or both is prohibited. An employee can file a complaint with the Labor
Commissioner against an employer who retaliates or discriminates against the
employee.

For additional information you may contact your employer or the local office of the Labor Commissioner. Locate
the office by looking at the list of offices on our website http://www.dir.ca.gov/dise/DistrictOffices.htm using the
alphabetical listing of cities, locations, and communities. Staff is available in person and by telephone.

DLSE Paid Sick Leave Posting 11/2014



http://www.dir.ca.gov/dlse/DistrictOffices.htm

http://www.dir.ca.gov/dlse/Cal-CitiesB.asp



Enroll now for
Electronic W2 & Direct Deposit

Benefits of Electronic W2s

¢ Receive your W2 earlier than traditional paper W2s.

¢ Eliminate the risk that your W2 will be lost, misdirected or delayed during the mail distribu-
tion process.

o Access your W2 at your convenience 24-7 from any computer that has internet access. The
W2s are stored securely on MyChaffeyView and employees can view, print or re-print at a
later date.

To receive your W2 form electronically via MyChaffeyView you must provide consent. Simply log
into MyChaffeyView to review the disclosure statement and provide your consent. If you need
assistance logging into MyChaffeyView there is a login and password help link on the main
MyChaffeyView menu.

Benefits of Direct Deposits

« Eliminate the worry of having to pick up your check, especially if you're not on campus or out
of town.

« If you choose to have your check mailed it stands the chance of getting lost, stolen, destroyed
or delayed in the mail.

¢ The process to replace a check can take up to 3 days.

o With Direct Deposit, your money is electronically transferred into your account and available
to you the morning of the release date.

¢ You have the ability to split your Direct Deposit among different accounts and/or different
banks.

o If the release date of your payroll falls on a day when the campus is closed you will have to
wait until the next college business day to pick up your check. This may occur during our
summer schedule when the campus is closed on Fridays. If your pay date falls on a Friday,
you will have to wait until Monday to pick up your check.

Please call the Payroll Department if you need assistance:
April Winkle — Classified Payroll: (909) 652-6029
Tara Schroeder — Certificated Payroll: (909) 652-6037

Kim Mascarenas — Administrator, Payroll: (909) 652-6030
CHAFFEY COLLEGE





Chaffey Community College

403(b) Tax
Shelter Annuity

Retirement Savings
for your Future!

PARTICIPATION ELIGIBILITY

ALL Chaffey employees are eligible to
participate in_the District’'s 403(b) Tax
Shelter Annuity Plan. :

To participate, please complete a salary
reduction agreement (SRA) and establish
your retirement investment account with one
of our approved 403(b) vendors. Since these
contributions are deducted from your monthly
compensation, please make sure that your
deduction does not exceed your monthly
salary. This especially applies to part-time
College Contacts: employees whose hours and salary fluctuate
from month to month.

Chaffey Community
College

Director of Accounting
Kim Erickson
Ext. 6021

Classified Payroll CONTRIBUTION TYPES

April Winkle
Ext. 6029 « Basic Annual Contribution
Certificated Payroll ¢ Catch-up Contribution, if worked for more than 15
Tara Schroeder years with Chaffey *
Ext. 6037

¢ Catch-up Contribution, if age 50 and older
Payroll Administrator . e ;
Kim Mascarenas ¢ Rollovers, Trahsfers, and Exchanges are permitted

Ext. 6030

* Subject to a calculation to determine eligibility





STATE OF CALIFORNIA DEPARTMENT OF EDUCATION
STATEMENT OF INTENT TO EMPLOY A MINOR AND REQUEST FOR WORK PERMIT-

CERTIFICATE OF AGE
CDE B1-1 (Rev. 07-10)

A “STATEMENT OF INTENT TO EMPLOY A MINOR AND REQUEST FOR WORK PERMIT-CERTIFICATE OF AGE” form
(CDE B1-1) shall be completed in accordance with California Education Code 49162 and 49163 as notification of intent to employ a
minor. This form is also a Certificate of Age pursuant to California Education Code 49114.
(Print Information)

Minor’s Information

Minor’s Name (First and Last) Home Phone
Graduated from HS
Birth Date Social Security Number Grade Age
Home Address City Zip Code
School Information
Chaffey Community College 909-652-6000
School Name School Phone
5885 Haven Avenue Rancho Cucamonga 91737
School Address City Zip Code
To be filled in and signed by employer. (Please review the General Summary of Minors” Work Regulations on reverse.)
Chaffey Community College 909-652-6000
Business Name or Agency of Placement Business Phone Supervisor’s Name
5885 Haven Avenue Rancho Cucamonga 91737
Business Address City Zip Code

Describe nature of work to be performed: Employee will perform the supervised work of a student assistant in support of the

hiring department for the purpose of on-campus general work experience. The nature of the work is not considered hazardous.

In compliance with California labor laws, this employee is covered by worker’s compensation insurance. This business does not
discriminate unlawfully on the basis of race, ethnic background, religion, sex, sexual orientation, color, national origin, ancestry, age,
physical handicap, or medical condition. | hereby certify that, to the best of my knowledge, the information herein is correct and true.

Stephanie Gonzalez
Employer’s Name (Print First and Last) Employer’s Signature Date
To be filled in and signed by parent or legal guardian

This minor is being employed at the place of work described with my full knowledge and consent. I hereby certify that to the best of my
knowledge and belief, the information herein is correct and true. | request that a work permit be issued.

Parent or Legal Guardian’s Name (Print First and Last) Parent or Legal Guardian’s Signature Date

For authorized work permit issuer use ONLY

Maximum number of hours of employment when school is in session:

Mon Tue Wed Thu Fri Sat Sun Total
Check Permit Type:
1 "Full-time 1™ Work Experience

Proof of Minor’s Age (Evidence Type) Education. Vocational

Education, or Personal
Verifying Authority’s Name and Title (Print) [] Restricted Attendant
] General

] “Workability

Verifying Authority’s Signature

“EC 49130 | ““Permit Type defined by local school |*“Special Education Grant
Copy-District or County Superintendent; Employer; Parent or Legal Guardian (Over)






STATE OF CALIFORNIA
STATEMENT OF INTENT TO EMPLOY A MINOR AND REQUEST FOR WORK PERMIT—

CERTIFICATE OF AGE
CDE B1-1 (Rev. 07-10)

DEPARTMENT OF EDUCATION

General Summary of Minors” Work Regulations

FLSA-Federal Labor Standards Act, CDE-California Department of Education, EC-California Education Code, LC-California Labor
Code, CFR-California Federal Regulations

If federal laws, state laws, and school district policies
conflict, the more restrictive law (the one most
protective of the minor) prevails. (FLSA)

Employers of minors required to attend school must
complete a “Statement of Intent to Employ a Minor and
Request for Work Permit” (CDE B1-1) for the school
attendance for each such minor. (EC 49162)

Employers must retain a “Permit to Employ and Work”
(CDE B1-4) for each such minor. (EC 49161)

Work permits (CDE B1-4) must be retained for three years
and be available for inspection by sanctioned authorities at
all times. (EC 49164)

A work permit (CDE B1-4) must be revoked whenever the
issuing authority determines the employment is illegal or is
impairing the health or education of the minor. (EC 49164)

A day of rest from work is required in every seven days,

and shall not exceed six days in seven.
(LC 551, 552)

Minors under the age of 18 may not work in environments
declared hazardous or dangerous for young workers, examples
listed below: (LC 1294.1 and 1294.5, 29 CFR 570 Subpart E)

1.

® Nk~ wN

9.

Explosive exposure

Motor vehicle driving/outside helper

Roofing

Logging and sawmilling

Power-driven woodworking machines

Radiation exposure

Power-driven hoists/forklifts

Power-driven metal forming, punching, and shearing
machines

Power saws and shears

10. Power-driving meat slicing/processing machines

HOURS OF WORK

16 & 17 Year Olds
Must have completed 7" grade to work

while school is in session.
(EC 49112)

14 & 15 Year Olds

Must have completed 7" grade to work
while school is in session
(EC 49112)

12 & 13 Year Olds

Labor laws generally prohibit non-farm
employment of children younger than 14.
Special rules apply to agricultural work,
domestic work, and the entertainment
industry. (LC 1285-1312)

School In Session

4 hours per day on any schoolday
(EC 49112; 49116; LC 1391)

8 hours on any non-schoolday or on any
day preceding a non-schoolday.
(EC 49112; LC 1391)

48 hours per week (LC 1391)
WEE students & personal attendants
may work more than 4 hours on a

schoolday, but never more than 8.
(EC 49116; LC 1391, 1392)

3 hours per schoolday outside of school
hours (EC 49112, 49116; LC 1391)

8 hours on any non-schoolday

No more than 18 hours per week
(EC 49116; LC 1391)

WEE students may work during school
hours & up to 23 hours per week.
(EC 49116; LC 1391)

2 hours per schoolday and a maximum of
4 hours per week.
(EC 49112)

School Not In Session

8 hours per day (LC 1391, 1392)
48 hours per week (LC 1391)

8 hours per day (LC 1391, 1392)
40 hours per week (LC 1391)

8 hours per day (LC 1391, 1392)
40 hours per week (LC 1391)

Spread of Hours

5 a.m.-10 p.m. However, until 12:30
a.m. on any evening preceding a non-
schoolday (LC 1391)

WEE students, with permission, until
12:30 a.m. on any day (LC 1391.1)

Messengers: 6 a.m.—9 p.m.

7 a.m.—7 p.m., except that from June 1
through Labor Day, until 9 p.m.
(LC 1391)

7 a.m.—7 p.m., except that from
June 1 through Labor Day, until 9 p.m.
(LC 1391)

For more information about child labor laws, contact the U.S. Department of Labor at http://www.dol.gov/, and the State of
California Department of Industrial Relations, Division of Labor Standards Enforcement at http://www.dir.ca.gov/DL SE/dlse.html.






Notice 1392

(Rev. December 2010)

Department of the Treasury
Internal Revenue Service

Supplemental Form W-4 Instructions for
Nonresident Aliens

Nonresident aliens must follow special instructions when com-
pleting Form W-4, Employee’s Withholding Allowance Certifi-
cate, available at http://www.irs.gov/pub/irs-pdf/fw4.pdf, for
compensation paid to such individuals as employees perform-
ing dependent personal services in the United States. Com-
pensation for dependent personal services includes amounts
paid as wages, salaries, fees, bonuses, commissions, compen-
satory scholarships, fellowship income, and similar designa-
tions for amounts paid to an employee.

Are you a nonresident alien? If so, these special
instructions apply to you. Resident aliens should
follow the instructions on Form W-4.

If you are an alien individual (that is, an individual who is not a
U.S. citizen), specific rules apply to determine if you are a
resident alien or a nonresident alien for federal income tax
purposes. Generally, you are a resident alien if you meet either
the “green card test,” discussed at http://www.irs.gov/
businesses/small/international/article/0,,id=96314,00.html, or
the “substantial presence test,” discussed at http://www.irs.gov/
businesses/small/international/article/0,,id=96352,00.html, for
the calendar year. Any alien individual not meeting either test
is generally a nonresident alien. Additionally, a dual-resident
alien who applies the so-called “tie-breaker” rules contained
within the Resident (or Residence or Fiscal Residence) article
of an applicable U.S. income tax treaty in favor of the other
Contracting State is treated as a nonresident alien. See
Publication 519, U.S. Tax Guide for Aliens, available at http://
www.irs.gov/publ/irs-pdf/p519.pdf, for more information on the
green card test and the substantial presence test.

What compensation is subject to withholding and
requires a Form W-4?

Compensation paid to a nonresident alien for performing
personal services as an employee in the United States is
subject to graduated withholding. Compensation for personal
services also includes amounts paid as a scholarship or
fellowship grant to the extent it represents payment for past,
present, or future services performed as an employee in the
United States. Nonresident aliens must complete Form W-4
using the modified instructions provided later, so that
employers can withhold the correct amount of federal income
tax from compensation paid for personal services performed in
the United States. This Notice modifies the instructions on
Form W-4 to take into account the restrictions on a nonresident
alien’s filing status, the limited number of personal exemptions
allowed, and the restriction on claiming the standard deduction.

Are there any exceptions to this withholding?

Yes. Nonresident aliens may be exempt from wage withholding
on the following amounts.

e Compensation paid to employees of foreign employers if
such pay is not more than $3,000 and the employee is
temporarily present in the United States for not more than a
total of 90 days during the tax year.

e Compensation paid to regular crew members of a foreign
vessel.

e Compensation paid to residents of Canada or Mexico
engaged in transportation-related employment.

e Certain compensation paid to residents of American Samoa,
Puerto Rico, or the U.S. Virgin Islands.

See Publication 519 to see if you qualify for one of these
exemptions.

Nonresident aliens may be exempt from wage withholding
on part or all of their compensation for dependent personal
services under an income tax treaty. If you are claiming a tax
treaty withholding exemption, do not complete Form W-4.
Instead, complete Form 8233, Exemption from Withholding on
Compensation for Independent (and Certain Dependent)
Personal Services of a Nonresident Alien Individual, available
at http://www.irs.gov/publ/irs-pdf/f8233.pdf, and give it to each
withholding agent from whom amounts will be received. Even if
you submit Form 8233, the withholding agent may have to
withhold tax from your income because the factors on which
the treaty exemption is based may not be determinable until
after the close of the tax year. In this case, you must file Form
1040NR, U.S. Nonresident Alien Income Tax Return, available
at http://www.irs.gov/pub/irs-pdf/f1040nr.pdf (or Form
1040NR-EZ, U.S. Income Tax Return for Certain Nonresident
Aliens With No Dependents, available at http://www.irs.gov/
publ/irs-pdf/f1040nre.pdf, if you qualify), to recover any
overwithheld tax and to provide the IRS with proof that you are
entitled to the treaty exemption. See Form 8233 and
Instructions for Form 8233, available at http://www.irs.gov/pub/
irs-pdf/i8233.pdf; Publication 901, U.S. Tax Treaties, available
at http://www.irs.gov/publ/irs-pdf/p901.pdf; and Publication 519
for further information on treaty benefits.

Am | required to file a U.S. tax return even if | am a
nonresident alien?

Yes. Nonresident aliens who perform personal services in the
United States are considered to be engaged in a trade or
business in the United States and generally are required to file
Form 1040NR (or Form 1040NR-EZ). However, if your only
U.S. trade or business was the performance of personal
services and the amount of compensation is less than the
personal exemption amount for the year (listed in Publication
519), then you may not need to file Form 1040NR (or Form
1040NR-EZ). Also, you do need to file Form 1040NR (or Form
1040NR-EZ) to claim a refund of any overwithheld taxes. See
the Instructions for Form 1040NR, available at http://www.irs.
gov/publ/irs-pdf/i1040nr.pdf; or the Instructions for Form
1040NR-EZ, available at http://www.irs.gov/publ/irs-pdf/
i1040nre.pdf, for more information.

Nonresident aliens who are bona fide residents of U.S.
possessions should consult Publication 570, Tax Guide for
Individuals With Income From U.S. Possessions, available at
http://www.irs.gov/pub/irs-pdf/p570.pdf, for information on
whether compensation is subject to wage withholding in the
United States.

Will my withholding amounts be different from
withholding for my U.S. co-workers?

Yes. Nonresident aliens cannot claim the standard deduction.
The benefits of the standard deduction are included in the
existing wage withholding tables published in Publication 15
(Circular E), Employer’s Tax Guide, available at http://www.irs.
gov/publ/irs-pdf/p15.pdf.

Because nonresident aliens do not qualify for the standard
deduction, employers are instructed to withhold an additional
amount from a nonresident alien’s wages. For the specific

WWW.irs.gov
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amounts to be added to wages before application of the wage
tables, see Publication 15.

Note. A special rule applies to students and business
apprentices from India who are eligible for the benefits of
Article 21(2) of the United States-India income tax treaty,
because such individuals may be entitled to claim an additional
withholding allowance for the standard deduction. See
Publication 519 for more information.

What are the special Form W-4 instructions?

Nonresident aliens should pay particular attention to the
following lines when completing Form W-4.

Line 2. You are required to enter a social security number
(SSN) on line 2 of Form W-4. If you do not have an SSN, you
must apply for one on Form SS-5, Application for a Social
Security Card, available at http://www.socialsecurity.gov/
online/ss-5.pdf.

You also may get Form SS-5 from any Social Security
Administration (SSA) office.
Note. You cannot enter an individual taxpayer identification
number (ITIN) on line 2 of Form W-4.
Line 3. Check the single box regardless of your actual marital
status.

Line 5. Generally, you should claim one withholding
allowance. However, if you are a resident of Canada, Mexico,
or South Korea, a student or business apprentice from India, or
a U.S. national, you may be able to claim additional
withholding allowances for your spouse and children. See
Publication 519 for more information.

If you are completing Form W-4 for more than one
withholding agent (for example, you have more than one
employer), figure the total number of allowances you are
entitled to claim and claim no more than that amount on all
Forms W-4 combined. Your withholding usually will be most
accurate when all allowances are claimed on the Form W-4 for
the highest-paying job and zero allowances are claimed on the
others.

Line 6. Write “nonresident alien” or “NRA” on the dotted line.
If you would like to have an additional amount withheld, enter
the amount on line 6.

Line 7. Do not claim that you are exempt from withholding on
line 7 of Form W-4 (even if you meet both of the conditions
listed on that line).

WWW.irs.gov
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Chaﬂ'ey Colle@ 5885 Haven Avenue, Rancho Cucamonga, CA 91737 € www.chaffey.edu YDEKQLL O SPRING T SUMMER

ADMISSIONS AND RECORDS OFFICE

STUDENT UPDATE FORM
Please Print - Use Black or Blue Ink Only (Do not use pencil)
Chaffey ID # Social Security #
Student Name
Last First MI

SOCIAL SECURITY NUMBER, NAME and/or DATE OF BIRTH CHANGE

(Must present Social Security card ALONG WITH CA driver's license, marriage certificate, birth certificate, or other government issued 1.D.)
O PLEASE CHANGE MY SOCIAL SECURITY NUMBER AS FOLLOWS:
Incorrect Number Correct Number

O PLEASE CHANGE MY NAME AS FOLLOWS:

Previous Name

Last First MI

Current Name

Last First MI

O PLEASE CORRECT MY DATE OF BIRTH AS FOLLOWS (MM/DD/YY):  Wrong DOB [ [ Correct DOB [

PRINCIPLE EDUCATIONAL GOAL
O PLEASE CHANGE MY PRINCIPLE EDUCATIONAL GOAL TO: (Check applicable box)

A [0 Obtain Bachelor's degree after completing Associate degree H [ Advance in current job/career (update job skills)
B [ Obtain Bachelor's without completing Associate degree I O Maintain certificate or license (e.g. Nursing)

C [ Obtain two-year Associate degree without transfer J O Educational development (intellectual, cultural)
D [ Obtain two-year vocational degree without transfer K Olmprove basic skills in English, reading, or math
E [ Earn vocational certificate without transfer L [ Complete credits for high school diploma/GED
F O Discover/formulate career interests, plans, goals M [ Undecided goal

G

[ Prepare for new career (acquire job skills)

O OTHER MISCELLANEOUS CHANGES (Please describe):

01 DO NOT WANT MY DIRECTORY INFORMATION RELEASED TO ANYONE.

Student Signature Date

OFFICE USE ONLY
REQUEST SOCIAL SECURITY CARD FOR ALL NAME AND SOCIAL SECURITY NUMBER CHANGES. ATTACH COPY OF SSN CARD AND I.D. CARD TO FORM.

Processed by/Date:

CHANGES COMPLETED (Mark all that apply):
[0 Social Security Number Change [J Name Change [ Date of Birth Change [ Principle Educational Goal Change [0 FERPA Block [ Other Misc. Change

FOR NAME & DOB CHANGES-ONLY
O Name Change - Update User ID on DRUS [ Date of Birth Change — Update field on PPIN and DRUS

(Revised: 03/20/14)
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.: Chaffey Community College District
)  Student Employment Office

Responsibilities of a Chaffey College Student Employee
1. lunderstand that | must read, complete, and sign all required employment documents prior to my
first day of work. | understand that failure to complete these documents and allow them to be
processed by the Student Employment Office will affect my ability to work and/or my ability to
receive a payroll warrant. The documents to be completed include, but may not be limited to:

» Responsibilities of a Chaffey College Student Employee (this page) .........cccoeeeeeieeeeeennnnnn. 1
P 0ath Of AlIeQIaNCe.............oeeiieeee e 2
¥  Employee INTOrmation ... 3
» Student Payroll Information Sheet with Timesheet Example......cccccccovvivviiiiiiiiiiiiiiiiiiinnnn, 4
»  Warrant Beneficiary DeSignation ......cooooeiiiiieiiiieeeeeeeeeeeeee e 5
»  Payroll AdVIice DIiSPOSITION ...ccciiiiiiiiiiiiii 6
» Waiver for Warrant Mailing .....coooooeeeeeeeeeeeeeeeeee e 7
» Supplemental Employment APpliCation ........ooooiiiiiiiiiii 8
» Employee's Withholding Allowance Certificate...............ccccccoooiiii 9-12
» Form I-9, Employment Eligibility Verification (instructions following SE Info. packet) ...13-16
» Form W-4, Employee’s Withholding Certificate ..................cccccoiiii 17-20
» Acknowledgment of Documentation (see Student Employment Information Packet)

2. | agree to arrange a mutually agreed upon work schedule with my immediate supervisor and to
consistently adhere to that schedule. | understand that all changes to my work schedule must be
approved by my immediate supervisor in advance of the date of change.

3. | agree to report to work on time and with regularity. | understand that if | am unable to report to
work or if | will be reporting late due to an iliness or other unavoidable reason, | must contact my
immediate supervisor personally prior to my report time or as early in the work day as possible.

4. | understand that my position as a student employee requires that | conduct myself in a
professional manner. Furthermore, | agree to maintain confidentiality regarding any sensitive
information to which | may be privileged by virtue of my student employee position and understand
that a breach of confidentiality or any act of dishonesty is just cause for immediate dismissal.

5. lagree, when circumstances allow, to give my immediate supervisor a minimum two-week notice
of my intention to resign.

6. | understand that whenever possible the proper procedure for discussing work site concerns and
grievances dictates that | discuss them first with my immediate supervisor.

7. lunderstand that it is my responsibility to submit a properly completed timesheet to my immediate
supervisor by the agreed upon date. | understand that my failure to do so may delay my payroll
warrant for that pay period.

I, the undersigned, affirm that | have read the above statements and agree with the terms
therein. | understand that | may seek the assistance of the Student Employment Office when
completing any required employment documents. | understand that a copy of this agreement
will be available to my supervisor. | understand that | must maintain enrollment in at least six
(6) units and a 2.0 cumulative GPA in order to participate in the student employment program.

< snsi)

Student Employee Signature Date (mm/dd/yyyy)

Received by (Student Employment Office Staff) Date
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Chaffey College

OATH OF ALLEGIANCE FOR PERSONS EMPLOYED BY A

SCHOOL DISTRICT OF THE STATE OF CALIFORNIA
(Required by Article 20, Section 3, California Constitution)

State of California ) oS

County of San Bernardino )

, , do
(Type or Print Name)

solemnly swear (or affirm) that | will support and defend the Constitution of the
United States and the Constitution of the State of California against all enemies,
foreign and domestic; that | will bear true faith and allegiance to the Constitution
of the United States and the Constitution of the State of California; that | take this
obligation freely, without any mental reservation or purpose of evasion; and that |

will well and faithfully discharge the duties upon which | am about to enter.

Signature of Employee

Taken, subscribed and sworn to before me this day , 20

Signature of Authorized Official
Human Resources

HRAJOath of Allegiance042100





(Check one)

Chaffey College []New Hire
= Office of Human Resources [ |Name Change
[_]Address Change
EMPLOYEE INFORMATION [[]Other
Date Social Security Number Chaffey ID#
Legal Name (do not use nicknames)
Last Name First Name Middle Name Suffix (Jr., Sr.)

Name Change Information

Former Last Name

Physical Address (do not use a PO Box)

For name change, please check reason below:
[ |Marriage

[IDivorce [ ]Other

Street Apt. # City

State Zip

Email address

Mailing Address (if different)

Home Phone

Cell Phone

Street Apt. # City

Emergency Contact

State Zip

Emergency Contact Name

Relationship Emergency Phone

Street (if different) City

State Zip Home Phone

DEMOGRAPHIC INFORMATION (used for mandated State and Federal reports)

Disability? [ |Yes

No DEFINITION: An individual with a disability is defined by the

DFEH as a person who has a physical or mental impairment that

Date of Birth (based on the definition to the right) il s ola
limits one or more major life activities, or a person who has a
history or record of such impairment, or a person who is perceived
|:| Male |:| Female Over 40 Years Old? I:lYes |:|No by others as having such impairment.
Ethnicity/Race

Are you Hispanic or Latino? [ IYes | _[No
[JMexican, Mexican/American, Chicano (HM)
] Central American (HR)
[] South American (HS)
[ Hispanic Other (HX)

If not Hispanic, what is your race/ethnicity?
[ Chinese (AC)
[ Asian Indian (Al)
[ Japanese (AJ)
[ Korean (AK)
[] Laotian (AL)
[ Cambodian (AM)
[ Vietnamese (AV)
[ Asian Other (AX)
[ Filipino (F)
[ Black or African American (B)
[1 American Indian/Alaskan Native (N)
[0 Guamanian (PG)
[1 Hawaiian (PH)
[ Samoan (PS)
[ Pacific Islander Other (PX)

[] White (W)

(check one or more)

HR/dp 12/15/14
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.: Chaffey Community College District
)  Student Employment Office

Student Payroll Information

1. Student employment is short-term, temporary, and may not exceed 20 hours per
week (or 35 hours per week when school is not it session).

2. Pay periods begin on the 1 of each month and end on the last day of the month.

3. Paychecks are issued on the 15" of each month. If the 15™ falls on a weekend or
holiday, checks will be issued the next business day.

4. Compensation is based on actual time worked; e.g., you will not be compensated for
days off due to illness, vacation, jury duty, holidays, semester breaks, etc...

5. The District has the right to terminate your employment at any time. As an “at will”
employee, you do not have reasonable assurance of continued work. Therefore,
during breaks in employment you may be eligible to apply for unemployment and
may file a claim with the Employment Development Department (EDD). Your
entitlement for benefits will be determined by EDD and not by the District.

Employee Signature Date
MyChaffeyVIEW Webtime Timesheet
e Hours worked should be logged daily.

e Timesheets must be electronically signed before submission each month.

Ay Chaffey College
=] My ChaffeyVIEW,
EMPLOYEES
Time Entry
Mote: Enter Time In and Time Out with either an 'AM’ or PM'
Position Title Pay Period End Date Pay Cycle Department Location Supervisor
[ SWN CAREERCTR RANCHO | 06/30/17 | General, Fifteenth Day Month | Global Career Center | Rancho Campus | Stephanie Gon
Leave Type Leave Balance
[ sick | 2952 |
Date Day TimeIn  Time Out Sick Hours Other Time Hours Other Time Types InsertLine
OB/DIAT |~ Thursday |108:00AM 12:00PM v -
08/0117 Thursday v
06/0217 Friday v ~
/02117 Friday v
06/0317 | Saturday

0640317 Saturday

06/04/17 Sunday
06/04117 Sunday
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.: Chaffey Community College District
)  Student Employment Office

WARRANT(S) BENEFICIARY DESIGNATION

Under the provisions of Section 53245 of the California Government Code, in the event
of my death | hereby designate the following named person to be entitled to receive and
have issued in their name all outstanding pay warrant(s) due to me by Chaffey College
had | survived. (Note, if designated beneficiary is the spouse of employee, Chaffey
College will issue final pay warrant(s) ‘to the estate of’ said employee.)

Print Designee’s Name in Full Relationship to Employee

Designee’s Complete Address (Street, City, State, and Zip)

This designation cancels and replaces any previously signed by me for this purpose and
shall remain in effect until canceled in writing by me.

It is expressly understood and agreed that the Chaffey Community College District is
not obligated to deliver said warrant(s) to the person designated herein above unless
said designated person within two years after the date of said warrant(s) claims from
Chaffey College and provides to Chaffey College sufficient proof of identity pursuant to
the provisions of Section 53245 of the California Government Code.

sl

Employee’s Signature Date

Witness / Student Employment Office Staff
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‘ ATTACH VOIDED CHECK HERE ‘

AN\

Chaffey Community College District

PAYROLL ADVICE DISPOSITION
EFT AUTHORIZATION FORM
NAME: CHAFFEY/DATATEL ID NUMBER:

EMPLOYMENT PAY TYPE: [ Academic Contract [] Classified Contract
] Academic Hourly / Adjunct [ Classified Hourly / Student

| HEREBY REQUEST THAT MY PAY ADVICE BE:
1 MAILED TO ADDRESS ON FILE (Sign Reverse Side)

[1 PICKED UP AT MY AREA OFFICE:

AREA

[1 ELECTRONICALLY TRANSFERRED TO MY BANK (attach voided check)
[1 CHANGE ELECTRONIC DEPOSIT

(1 ADDITIONAL ELECTRONIC DEPOSIT

Bank Name: Amount:
Banking institution 9-digit transit/ABA No: Account No:

[JChecking [ Savings
Bank Name: Amount:
Banking institution 9-digit transit/ABA No: Account No:

[ Checking [ Savings
Bank Name: Amount:
Banking institution 9-digit transit/ABA No: Account No:

[ Checking [ Savings
Bank Name: Amount:
Banking institution 9-digit transit/ABA No: Account No:

[ Checking [ Savings

ELECTRONIC FUND TRANSFER TAKES EFFECT ONLY AFTER A SUCCESSFUL PRENOTE TEST HAS
OCCURRED THROUGH THE BANKING SYSTEM. TYPICALLY THE NEXT PAY PERIOD.

| , shall hold harmless and indemnity Chaffey Community College District herein after referred to as
District, and its officers and employees from any claim or demand of whatever nature of the District and its officers and employees, brought by any person,
including any banking institution against the District in its capacity as an employer concerning the Payroll Warrant Disposition provided by the District.

| hereby authorize the District to initiate credit entries and, if necessary, debit entries and adjustments for any credit entries in error to my account indicated

above. | also authorize the Depository Credit Union/Bank named above, to credit and/or debit the same to such account. The request completed above
is for the monthly disposition of my pay warrant from the first payroll after the date this form is signed until rescinded in writing.

Signature: Date: o)

FOR BUSINESS OFFICE USE ONLY:

Prenote payroll date:

EFT date:
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AN\

Chaffey Community College District
PAYROLL DEPARTMENT
WAIVER FOR WARRANT MAILING

| , shall keep and save free and harmless
the Chaffey Community College District, its officers, agents, and employees for any loss or
delay of my pay warrant due to the deposit of same in the U.S. mail system.

| also understand and agree that per Government Code Section 29853, a warrant cannot
be considered lost until and unless it has not been received by the addressee within twenty
(20) days after date of mailing, unless a shorter period of time is established by the action
of the Board of Supervisors.

By affixing my signature to this waiver, | acknowledge that, in accordance with Ordinance
2210 of the San Bernardino County Board of Supervisors, a warrant lost due to mailing cannot
be replaced until fourteen (14) days have elapsed from the date of mailing. It is known and
understood that this replacement may be further delayed due to payroll schedule conflicts.

Further, | acknowledge that payroll warrants replaced by a District Revolving Cash Fund
check shall be only in the amount not to exceed 80% of the calculated net pay and the balance
to be paid on the next supplemental payroll. If a County warrant is issued to replace the lost
warrant AND the District has issued a revolving fund check as noted above, | will reimburse,
upon receipt of the County warrant, the revolving fund in the amount of the temporary advance.

Signature

Date
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.: Chaffey Community College District
)  Student Employment Office

Supplemental Employment Application

Name: Chaffey ID Number:
Last First MI

Home Phone: Cell Phone: Dept:

RELATIVES

Do you have any relatives, by blood or law, who are currently employed

?
by the Chaffey Community College District? ['ves CiNo If'yes, who?

Name Relationship Work Site / Department

CONVICTIONS

As part of our responsibility to students and to the public, it is important to be extremely careful in screening
applicants with conviction records. You may be disqualified from an examination, or dismissed from
employment with the Chaffey Community College District unless you fill out this form accurately and completely.

A conviction includes a plea of guilty, and/or finding of guilty by a judge or a jury, even if such conviction was
later dismissed pursuant to Penal Code section 1203.4. Convictions that are dismissed under Penal Code
section 1203.4 are not “expunged” for this purpose and must be disclosed. They will appear on the report
prepared by the California Department of Justice and/or Federal Bureau of Investigation.

Have you ever been convicted, fined or placed on probation for any violation of law? ] Yes [J No

You may omit the following:
e Minor traffic infractions and offenses adjudicated in juvenile court;
¢ If you have been convicted of a drug offense in Health and Safety Code sections 11357, 11360, 11364
or 11365, or a statutory predecessor of these statues which is over two years old.

INSTRUCTIONS
In the spaces below, give complete details for every time you have been convicted, fined, placed on probation,
sentenced or given a suspended sentence for any violation of law. If you are in doubt, list the conviction and
explain. If you are a finalist for a position with our District and a conviction
appears on your records which you have not listed, you will be denied

[o]
C
employment. Attach additional sheets if necessary. c | & E S
S| 5|28 |<|%
Offense Offense Date Location g 3B 2 s | 2|38
(Brief Description) Code No.  Mol/Yr (City & State) E|S|EC|E|I|a

DECLARATION
| declare that | have read and understand all of the questions and statements listed above and the answers | have given are

true and correct.

Student Employee Signature Date
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o~ ~ Employment
ED Development
e~ Department

State of California

This form can be used to manually compute your withholding
allowances, or you can electronically compute them at
https://edd.ca.gov/Payroll_Taxes/pdf/de4-online-calculator.pdf.

EMPLOYEE’S WITHHOLDING ALLOWANCE CERTIFICATE

Type or Print Your Full Name

Your Social Security Number

Home Address (Number and Street or Rural Route)

Filing Status Withholding Allowances
O SINGLE or MARRIED (with two or more incomes)

City, State, and ZIP Code

O MARRIED (one income)
O HEAD OF HOUSEHOLD

1. Number of allowances for Regular Withholding Allowances, Worksheet A

Number of allowances from the Estimated Deductions, Worksheet B
Total Number of Allowances (A + B) when using the California
Withholding Schedules for 2018

OR

2. Additional amount of state income tax to be withheld each pay period (if employer agrees), Worksheet C

OR

3. I certify under penalty of perjury that I am not subject to California withholding. | meet the conditions set forth under
the Service Member Civil Relief Act, as amended by the Military Spouses Residency Relief Act.

(Check box here) D

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.

Signature

Date

Employer’s Name and Address

California Employer Payroll Tax Account Number

cut here

Give the top portion of this page to your employer and keep the remainder for your records.

YOUR CALIFORNIA PERSONAL INCOME TAX MAY BE UNDERWITHHELD IF YOU DO NOT FILE THIS DE 4 FORM.

IF YOU RELY ON THE FEDERAL FORM W-4 FOR YOUR CALIFORNIA WITHHOLDING ALLOWANCES, YOUR CALIFORNIA STATE
PERSONAL INCOME TAX MAY BE UNDERWITHHELD AND YOU MAY OWE MONEY AT THE END OF THE YEAR.

PURPOSE: This 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.

You should complete this form if either:

(1) You claim a different marital status, number of regular allowances,
or different additional dollar amount to be withheld for California PIT
withholding than you claim for federal income tax withholding or,

(2) You claim additional allowances for estimated deductions.

THIS FORM WILL NOT CHANGE YOUR FEDERAL
WITHHOLDING ALLOWANCES.

The federal Form W-4 is applicable for California withholding
purposes if you wish to claim the same marital status, number

of regular allowances, and/or the same additional dollar amount
to be withheld for state and federal purposes. However, federal
tax brackets and withholding methods do not reflect state PIT
withholding tables. If you rely on the number of withholding
allowances you claim on your Form W-4 withholding allowance

DE 4 Rev. 46 (12-17) (INTERNET)

certificate for your state income tax withholding, you may
be significantly underwithheld. This is particularly true if your
household income is derived from more than one source.

CHECK YOUR WITHHOLDING: After your Form W-4

and/or 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. You may claim exempt
from withholding California income tax if you did not owe

any federal income tax last year and you do not expect to owe
any federal income tax this year. The exemption is good for

one year. If you continue to qualify for the exempt filing status,

a new Form W-4 designating EXEMPT must be submitted by
February 15 each year to continue your exemption. If you are not
having federal income tax withheld this year but expect to have
a tax liability next year, you are required to give your employer a
new Form W-4 by December 1.
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EXEMPTION FROM WITHHOLDING (continued): Under the Service Member Civil Relief Act, as amended by the Military Spouses
Residency Relief Act, you may be exempt from California income tax 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 3. You may be required to provide
proof of exemption upon request.

IF YOU NEED MORE DETAILED INFORMATION, SEE THE INSTRUCTIONS THAT CAME WITH YOUR LAST CALIFORNIA
RESIDENT INCOME TAX RETURN OR CALL THE FRANCHISE TAX BOARD (FTB).

IFYOU ARE CALLING FROM WITHIN THE UNITED STATES 1-800-852-5711 (voice)
1-800-822-6268 (TTY)

IF YOU ARE CALLING FROM OUTSIDE THE UNITED STATES (Not Toll Free) 1-916-845-6500
The California Employer’s Guide, DE 44, provides the income tax withholding tables. This publication may be found on the

Employment Development Department (EDD) website at www.edd.ca.gov/Payroll_Taxes/Forms_and_Publications.htm. To assist
you in calculating your tax liability, please visit the FTB website at www.ftb.ca.gov/individuals/index.shtml.

NOTIFICATION: If the IRS instructs your employer PENALTY: You may be fined $500 if you file, with no

to withhold federal income tax based on a certain reasonable basis, a DE 4 that results in less tax being

withholding status, your employer is required to use withhgld than is properly aIIowabIg. In addition, criminal

the same withholding status for state income tax penalties apply for willfully supplying false or fraudulent

withholding. information or failing to supply information requiring an
increase in withholding. This is provided by Section 13101

The burden of proof rests with the employee to show of th.e California Unemployment lnsuran.ce Code and

the correct California Income Tax Withholding. Section 19176 of the Revenue and Taxation Code.

Pursuant to Section 4340-1(e) of Title 22, California
Code of Regulations (CCR), 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.
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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, underwithholding 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 or Form W-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 foryourself —enter1 o« « ¢ « ¢ o o o e e e e e o o oo ooeesssssosscccccoccssss (A
(B) Allowance for your spouse (if not separately claimed by your spouse) —enter 1 « ¢« « « e e e e o o o o o o« (B)
(C) Allowance for blindness — yourself — enter T « ¢« « ¢ e e e s s e e e oo o0 sssssoosossseess (C
(D) Allowance for blindness — your spouse (if not separately claimed by your spouse) —enter 1 o« « « « ¢ « « o« (D)
(E) Allowance(s) for dependent(s) — do not include yourself or your Spouse « « « « ¢ ¢ ¢ ¢ e o o o o o o o oo« (E)

(F) Total — add lines (A) through (E)above ¢ ¢ e ¢ e e e e e e e e e e oeesoocosossososossss (F)

INSTRUCTIONS — 2 — 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

1. Enter an estimate of your itemized deductions for California taxes for this tax year as listed in the
schedules inthe FTB FOrM 540 « ¢ ¢ o ¢ o o o o o s 6 o s s 000 oo ososossscosossssccss 1.

2. Enter $8,472 if married filing joint with two or more allowances, unmarried head of household, or
qualifying widow(er) with dependent(s) or $4,236 if single or married filing separately, dual income

married, or married with multiple employers « « ¢ ¢ e ¢ e ¢ e e e e e e o e eesesoscsoscsoss — 2.
3. Subtract line 2 from line 1, enter differeNCe o « o o e o o o o o o o o ¢ o ¢ 0 ¢ 6 06 060 e oceeoeocaoce = 3.
4. Enter an estimate of your adjustments to income (alimony payments, IRA deposits) e ¢ ¢ e e o o o 0 0 o o+ 4.
5. Add line 4 toline@ 3, €Nter SUM « « o o o o o o o o o o o o o o o o o e 6 060 cooseeososscosssoeese = 5.
6. Enter an estimate of your nonwage income (dividends, interest income, alimony receipts) o« « ¢ e e o 6 o« — 6.
7. If line 5 is greater than line 6 (if less, see below);

Subtract line 6 from line 5, enter differeNCe o « o « o o o o o o e o ¢ o ¢ o ¢ o6 6 6 06 60 coooecoce = 7.
8. Divide the amount on line 7 by $1,000, round any fraction to the nearest whole number « « ¢ ¢ ¢ o ¢ ¢ 8.

Enter this number on line 1 of the DE 4. Complete Worksheet C, if needed.
9. If line 6 is greater than line 5;

Enter amount from line 6 (NONWage iNCOME) '« « o ¢ o o o ¢ o o o 6 o o s 6 0 s oo oososoccocsscos 9.
10. Enter amount from line 5 (dedUctions) '« « « o o o o o o o o o o o o oo oo oooooossssssssscs 10.
11. Subtract line 10 from line 9, enter differeNCe « « « o o o o o o o o o s o 6 6 6 6 e 060 ooososesscaes 11.

Complete Worksheet C

*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.
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WORKSHEET C TAX WITHHOLDING AND ESTIMATED TAX

1. Enter estimate of total wages fortax year2018 « « « ¢ ¢ ¢ ¢ ¢ e o o o s s s s o oo s s oo ooooooooees I
2. Enter estimate of nonwage income (line 6 of WOrksheetB) « « ¢ e o ¢ e ¢ e o o e e e o0 oo oeeooeees 2.
3. AddlineTand line 2. ENtErsuM « « o ¢ o o o o o o o 6 e o o 6 0 0 oo ecoososoossoosssssssss 3.
4. Enter itemized deductions or standard deduction (line 1 or 2 of Worksheet B, whichever is largest) « « « o o o 4
5. Enter adjustments to income (line 4 of Worksheet B) « « e o ¢ ¢ e e o e s oo e s ooesoocsosssoscs Db
6. Addline4and line5. ENtErsum « ¢ « o o o ¢ e e o o e s o s o oo s oossosossoscsssssssccsse O
7. Subtract line 6 from line 3. Enter difference e e o o ¢ e e e e e e e s e oo e o ooeooscsocscsoccs 7.
8. Figure your tax liability for the amount on line 7 by using the 2018 tax rate schedules below « ¢« ¢« ¢ ¢ ¢ ¢« o o 8.
9. Enter personal exemptions (line F of Worksheet A X $125.40) ¢ o ¢ ¢ ¢ ¢ e e e o e o e e oooeessssss 9.
10. Subtract line 9 from line 8. Enter difference « e o o ¢ e e e ¢ e e e s e oo oo osesoscsoscsosses 10.
11. Enter any tax credits. (See FTB FOrm540) « ¢ o o o o o o o o o 0 0 s s s o oooooooossscsocssss 11

12. Subtract line 11 from line 10. Enter difference. This is your total tax liability « « « « ¢ o ¢ o o ¢ 6 o 0 0 0 00 o 12.

13. Calculate the tax withheld and estimated to be withheld during 2018. 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 2018. Mu tiFIy the estimated amount to be withheld by

the number of pay periods left in the year. Add the tota

to the amount already withheld for 2018 « « « « « o « 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 o « « o o o o o o o o o o e o s e o s o6 0o sossossoscsosscssscssscssscssse 14

15. Divide line 14 by the number of pay periods remaining in the year. Enter this figure on line 2 of the DE4 « « . 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 2018 ONLY

SINGLE PERSONS, DUAL INCOME MARRIED WITH MULTIPLE EMPLOYERS

IF THE TAXABLE INCOME IS COMPUTED TAX IS

OVER BUT NOT OF AMOUNT PLUS
OVER OVER . ..

$0 $8,223 ... 1.100% $0 $0.00
$8,223 $19,495 ... 2.200% $8,223 $90.45
$19,495 $30,769 ... 4.400% $19,495 $338.43
$30,769 $42,711 ... 6.600% $30,769 $834.49
$42,711 $53,980 ... 8.800% $42,711 $1,622.66
$53,980 $275,738 ... 10.230% $53,980 $2,614.33
$275,738 $330,884 ... 11.330% $275,738  $25,300.17
$330,884 $551,473 ... 12.430% $330,884 $31,548.21
$551,473 $1,000,000 ... 13.530% $551,473 $58,967.42
$1,000,000 and over... 14.630% $1,000,000 $119,653.12

UNMARRIED HEAD OF HOUSEHOLD

IF THE TAXABLE INCOME IS COMPUTED TAX IS

OVER BUT NOT OF AMOUNT PLUS
OVER OVER.. ..

$0 $16,457 ... 1.100% $0 $0.00
$16,457 $38,991 ... 2.200% $16,457 $181.03
$38,991 $50,264 ... 4.400% $38,991 $676.78
$50,264 $62,206 ... 6.600% $50,264  $1,172.79
$62,206 $73,477 ... 8.800% $62,206  $1,960.96
$73,477 $375,002 ...  10.230% $73,477  $2,952.81
$375,002 $450,003 ...  11.330%  $375,002  $33,798.82
$450,003 $750,003 ...  12.430%  $450,003  $42,296.43
$750,003  $1,000,000... 13.530%  $750,003  $79,586.43
$1,000,000 and over 14.630% $1,000,000 $113,411.02

MARRIED FILING JOINT OR QUALIFYING WIDOW(ER) TAXPAYERS
IF THE TAXABLE INCOME IS COMPUTED TAX IS
OVER BUT NOT OF AMOUNT PLUS
OVER OVER.. ..

$0 $16,446 ... 1.100% $0 $0.00
$16,446 $38,990 ... 2.200% $16,446 $180.91
$38,990 $61,538 ... 4.400% $38,990 $676.88
$61,538 $85,422 ... 6.600% $61,538  $1,668.99
$85,422 $107,960 ... 8.800% $85,422  $3,245.33
$107,960 $551,476 ...  10.230% $107,960  $5,228.67
$551,476 $661,768 ...  11.330% $551,476 $50,600.36
$661,768  $1,000,000 ... 12.430% $661,768 $63,096.44
$1,000,000  $1,102,946 ...  13.530% $1,000,000 $105,138.68
$1,102,946 and over 14.630% $1,102,946 $119,067.26

IF YOU NEED MORE DETAILED INFORMATION, SEE THE INSTRUCTIONS THAT
CAME WITH YOUR LAST CALIFORNIA RESIDENT INCOME TAX RETURN OR
CALL THE FTB:

IF YOU ARE CALLING FROM WITHIN THE UNITED STATES ~ 1-800-852-5711 (voice)
1-800-822-6268 (TTY)

IF YOU ARE CALLING FROM OUTSIDE THE UNITED STATES
(Not Toll Free) 1-916-845-6500

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.
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