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ENROLLMENT/CHANGE FORM - CA
Delta Dental of California


Primary Enrollee Information
Social Security Number Enrollee ID Number (if applicable) Date of Birth


/       /
Marital Status


Single Married


Gender


Male Female


First Name


Mailing Address (Street)


E-mail Address (internal use only)


Employee Classification


Group No.


/       /
Effective
Date


Division


Name of Employer


FOR GROUP USE ONLY


City State Zip Code


*If a dependent is enrolling under his/her social
security number, the SSN currently enrolled
under must be provided.


Termination


Reduction in Hours


Divorce/Legal Separation*


Widowed/Surviving Dependent*


Dependent Child No Longer Eligible*


COBRA (if applicable)


 Indicate qualifying date: _____________________


/       /
Hire
Date


State


Phone TypePhone Number(           )            -


Relationship


Spouse/Partner


Dependent


Dependent


Dependent


Dependent


Name of School (overage student)**


Please attach a separate sheet for additional dependent information. All dependents listed will be considered enrolled. **Additional documentation will be required for disabled and student status.


Enrollee Classification


Dependent Information


VERY IMPORTANT -  Please Print Legibly


Marital Status Change


Address Change


New Enrollment


Add/Delete Dependent


SSN/Enrollee ID Number Correction or
previous ID under which benefits are received


Terminate Enrollee Coverage


Other __________________


/        /


Last Name Middle Initial


Form 3400 CA


DateSignature of Enrollee


I authorize any payroll deduction that may be required towards the cost of this coverage. I certify that the above information is true and correct to the best of my
knowledge. I understand that changes can only be made if I experience a qualifying family status change, in which case the change must be consistent with that
event, or as may otherwise be provided by the group contract.


/ /


1-11


Dependent First Name (Last only if different from enrollee) Add / Term Social Security Number


/       /


Date of Birth Male / Female Student / Disabled**


/       /
/       /
/       /
/       /


Enrollee/Change Information


I decline coverage at this time.


Pay Code Benefit  Package


Cell Work Home 


Location


Delta Dental of California
P.O. Box 429086
San Francisco, CA  94142-9086 
deltadentalins.com


State Zip CodeCityEffective Date
of Other Policy /       /


Date of Birth


/       /
Name of Other Dental Carrier Policy Holder Name (first/last)


Policy Holder Street Address


Full-Time


Part-Time


Retired


Hourly


Salaried


Member/Other _______________


Certified


Classified





		ID_Number: 

		SSN: 

		FirstName: 

		LastName: 

		MI: 

		MailingAddress: 

		City: 

		State: 

		ZipCode: 

		EmailAddress: 

		Area: 

		prefix#: 

		Ph#: 

		NetworkFacilityName: 

		NetworkFacilityNumber: 

		mo2: 

		day2: 

		yr2: 

		State2: 

		ZipCode2: 

		Spouse_Partner: 

		SSN2: 

		mo3: 

		day3: 

		yr3: 

		School1: 

		Dependent1: 

		SSN3: 

		mo4: 

		day4: 

		yr4: 

		School2: 

		Dependent2: 

		SSN4: 

		mo5: 

		day5: 

		yr5: 

		School3: 

		GroupNumber: 

		GroupDiv: 

		Gp_ST: 

		G_mo1: 

		G-day_1: 

		G-yr1: 

		G-mo2: 

		G-day2: 

		G-yr2: 

		GroupUse_EmployerName: 

		Gp-Location: 

		Gp-PayCode: 

		New Enrollment: Off

		Add/Delete Dependent: Off

		Other: 

		male: Off

		Classified: Off

		Certified: Off

		Hourly: Off

		Salaried: Off

		Member/Other: Off

		Full-Time: Off

		Part-Time: Off

		Retired: Off

		Qualify date month: 

		Qualify date Day: 

		Qualify date year: 

		Enrollee ID: 

		School4: 

		DOB month: 

		DOB day: 

		DOB year: 

		DOB2 month: 

		DOB2 day: 

		DOB2 year: 

		single: Off

		married: Off

		Home: Off

		Work: Off

		Cell: Off

		Termination: Off

		Reduction in hours: Off

		Divorce/Legal Separation: Off

		Widowed/Surviving Dependent: Off

		Dependent child no longer eligible: Off

		mo6: 

		day6: 

		yr6: 

		SSN5: 

		SSN6: 

		Add3: Off

		Add4: Off

		Add5: Off

		Term1: Off

		Term2: Off

		Term3: Off

		Term4: Off

		Term5: Off

		Dependent3: 

		Dependent4: 

		School5: 

		Add1: Off

		Add2: Off

		I authorize: Off

		I decline: Off

		Marital status: Off

		Address Change: Off

		Terminate Enrollee Coverage: Off

		Enrollee Other: Off

		SSN/Enrollee ID: Off

		Female: Off

		Male 1: Off

		Female 1: Off

		Disabled 1: Off

		Student 1: Off

		Female 2: Off

		Male 2: Off

		Student 2: Off

		Disabled 2: Off

		Male 3: Off

		Female 3: Off

		Student 3: Off

		Disabled 3: Off

		Male 4: Off

		Female 4: Off

		Student 4: Off

		Disabled 4: Off

		Male 5: Off

		Female 5: Off

		Student 5: Off

		Disabled 5: Off

		PolicyHolder_Address: 

		PolicyHolder_City: 

		mo7: 

		day7: 

		yr7: 

		Sign date Month: 

		Sign date Day: 

		Sign date year: 

		G-BenePackage: 

		Member: 
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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.


Beginning January 1, 2020, Employee’s Withholding Allowance 
Certificate (Form W-4) from the Internal Revenue Service (IRS) will 
be used for federal income tax withholding only. You must file the 
state form Employee’s Withholding Allowance Certificate (DE 4) to 
determine the appropriate California PIT withholding. 


If you do not provide your employer with a withholding certificate, 
the employer must use Single with Zero withholding allowance.


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


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


1. You did not owe any federal/state income tax last year, and


2. You do not expect to owe any federal/state income tax this
year. The exemption is good for one year.


If you continue to qualify for the exempt filing status, a new DE 4 
designating exempt must be submitted by February 15 each year 
to continue your exemption. If you are not having federal/state 
income tax withheld this year but expect to have a tax liability 
next year, you are required to give your employer a new DE 4 by 
December 1.


Member Service Civil Relief Act: Under this act, as provided by the 
Military Spouses Residency Relief Act and the Veterans Benefits and 
Transition Act of 2018, you may be exempt from California income 
tax withholding on your wages if


(i) Your spouse is a member of the armed forces present in
California in compliance with military orders;


(ii) You are present in California solely to be with your spouse;
and


(iii) You maintain your domicile in another state.


If you claim exemption under this act, check the box on Line 4. 
You may be required to provide proof of exemption upon request.


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


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


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


Exemption from Withholding
3. I claim exemption from withholding for 2022, and I certify I meet both of the conditions for exemption. (Check box here) 


OR
4. I certify under penalty of perjury that I am not subject to California withholding. I meet the conditions set


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


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


Employee’s Signature  Date 


Enter Personal Information


First, Middle, Last Name Social Security Number


Address


City, State, and ZIP Code


Filing Status


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


Employees’s Withholding Allowance Certificate


Complete this form so that your employer can withhold the correct California state income tax from your paycheck.







Page 2 of 4(INTERNET)DE 4 Rev. 51 (12-21) 


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


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


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


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



http://govt.westlaw.com/calregs/Search/Index

http://leginfo.legislature.ca.gov/faces/codes.xhtml

http://leginfo.legislature.ca.gov/faces/codes.xhtml

https://edd.ca.gov/pdf_pub_ctr/de44.pdf

https://edd.ca.gov/Payroll_Taxes/Forms_and_Publications.htm

https://ftb.ca.gov

https://ftb.ca.gov
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Worksheet A 	 Regular Withholding Allowances


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


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


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


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


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


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


Instructions — 2 — (Optional) Additional Withholding Allowances


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


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


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


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


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


2.	 Enter $9,606 if married filing joint with two or more allowances, unmarried head of household, or qualifying widow(er)  


with dependent(s) or $4,803 if single or married filing separately, dual income married, or married with multiple employers	 –   2.  


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


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


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


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


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


Subtract line 6 from line 5, enter difference	 =   7.  


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


9.	 If line 6 is greater than line 5;  


Enter amount from line 6 (nonwage income)	 9.  


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


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


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


Instructions — 1 — Allowances*


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


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


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


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


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


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


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


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


Worksheets
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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.


If you need information on your last California Resident Income Tax 


Return, FTB Form 540, visit (FTB) (ftb.ca.gov).


Unmarried Head of Household


IF THE TAXABLE INCOME IS COMPUTED TAX IS


OVER BUT NOT 
OVER


OF AMOUNT OVER... PLUS


$0 $18,663 1.100% $0 $0.00
$18,663 $44,217 2.200% $18,663 $205.29
$44,217 $56,999 4.400% $44,217 $767.48
$56,999 $70,542 6.600% $56,999 $1,329.89
$70,542 $83,324 8.800% $70,542 $2,223.73
$83,324 $425,251 10.230% $83,324 $3,348.55


$425,251 $510,303 11.330% $425,251 $38,327.68
$510,303 $850,503 12.430% $510,303 $47,964.07
$850,503 $1,000,000 13.530% $850,503 $90,250.93


$1,000,000  and over 14.630% $1,000,000 $110,477.87


Married Persons


IF THE TAXABLE INCOME IS COMPUTED TAX IS


OVER BUT NOT 
OVER


OF AMOUNT OVER... PLUS


$0 $18,650 1.100% $0 $0.00
$18,650 $44,214 2.200% $18,650 $205.15
$44,214 $69,784 4.400% $44,214 $767.56
$69,784 $96,870 6.600% $69,784 $1,892.64
$96,870 $122,428 8.800% $96,870 $3,680.32


$122,428 $625,372 10.230% $122,428 $5,929.42
$625,372 $750,442 11.330% $625,372 $57,380.59
$750,442 $1,000,000 12.430% $750,442 $71,551.02


$1,000,000 $1,250,738 13.530% $1,000,000 $102,571.08
$1,250,738 and over 14.630% $1,250,738 $136,495.93


Single Persons, Dual Income  
Married With Multiple Employers


IF THE TAXABLE INCOME IS COMPUTED TAX IS


OVER BUT NOT 
OVER


OF AMOUNT OVER... PLUS


$0 $9,325 1.100% $0 $0.00
$9,325 $22,107 2.200% $9,325 $102.58


$22,107 $34,892 4.400% $22,107 $383.78
$34,892 $48,435 6.600% $34,892 $946.32
$48,435 $61,214 8.800% $48,435 $1,840.16
$61,214 $312,686 10.230% $61,214 $2,964.71


$312,686 $375,221 11.330% $312,686 $28,690.30
$375,221 $625,369 12.430% $375,221 $35,775.52
$625,369 $1,000,000 13.530% $625,369 $66,868.92


$1,000,000 and over 14.630% $1,000,000 $117,556.49


Worksheet C 	 Additional Tax Withholding and Estimated Tax


1.	 Enter estimate of total wages for tax year 2022.	 1.  


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


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


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


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


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


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


8.	 Figure your tax liability for the amount on line 7 by using the 2022 tax rate schedules below.	 8.  


9.	 Enter personal exemptions (line F of Worksheet A x $141.90).	 9.  


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


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


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


13.	 Calculate the tax withheld and estimated to be withheld during 2022. 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 2022. Multiply the estimated amount to be withheld by the number of pay  
periods left in the year. Add the total to the amount already withheld for 2022.	 13.  


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


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


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


These Tables Are for Calculating Worksheet C and for 2022 Only



https://ftb.ca.gov
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Point Arena Joint Union High School District 
Arena Union Elementary School District 


P.O. Box 87, Point Arena   CA  95468 


(707)882-2803   *    Fax (707)882-2848 


 


 


 
RETIREMENT SYSTEM QUESTIONNAIRE 


Employee Name _________________________________________________________________________________ 


SS#______________________________________ Birthdate _____________________________________________ 


Full-Time _____________   Part-Time _____________; (Hours per day _____________)   Substitute _____________ 


 


 


Are you currently a member of the: 


Public Employees’ Retirement System (PERS) of California? 


State Teachers’ Retirement System (STRS) of California? 


YES 


 


_______ 


_______ 


NO 


 


_______ 


_______ 


NOT SURE 


 


_______ 


_______ 


 


Were you a member of PERS under any school district in 


California? If “Yes,” please provide name(s) of former PERS 


Employer(s) and date(s) employed: 


________________________________________________ 


 


 


 


_______ 


 


 


 


_______ 


 


 


_______ 


Have you withdrawn funds from either the: 


Public Employees’ Retirement System (PERS) of California? 


State Teachers’ Retirement System (STRS) of California? 


If “Yes,” please provide date of refund: ______________________ 


 


 


_______ 


_______ 


 


_______ 


_______ 


 


_______ 


_______ 


Are you currently employed by another public agency, school or 


College district within California? 


If “Yes,” please provide position title: _______________________ 


Full-Time _______         Part-Time _______  


 


 


_______ 


 


_______ 


 


_______ 


 


Are you currently on leave without pay from another public 


Agency, school or college district within California? 


If “Yes,” please specify leave period:   From _______ To_______ 


 


 


_______ 


 


_______ 


 


_______ 


Are you currently a member of a retirement system other than 


PERS or STRS? If “Yes,” please provide: 


Name of retirement system _____________________________ 


Name of employer ____________________________________ 


Position title _________________________________________ 


 


 


_______ 


 


_______ 


 


_______ 


Have you been a member of a retirement system other than PERS  


Or STRS in the last six months? 


If “Yes,” please provide: 


Name of retirement system _____________________________ 


Name of employer ____________________________________ 


Position title _________________________________________ 


 


 


_______ 


 


_______ 


 


_______ 


Are you a retired member of PERS? 


Are you a retired member of STRS? 


If “Yes,” please provide: 


Date of retirement ____________________________________ 


Name of former employer ______________________________ 


 


_______ 


_______ 


_______ 


_______ 


_______ 


_______ 


Have you ever been employed under any other name? 


If “Yes,” please list: _________________________________ 


__________________________________________________ 


 


_______ _______ _______ 


 


_____________________________________________  _________________________________ 


Signature       Date 








Mendocino County Office of Education 


Automatic Deposit Authorization Agreement 


I, ___________________________________________________________ employee of________________________________________________________ 
       (Print Employee Name)                                             (District Name) 


hereby authorize my employing district through the Mendocino County Office of Education and the financial 


institution(s) indicated below, to deposit payments designated to my account(s).  I shall hold harmless and indemnify 


the Mendocino County Office of Education, herein after referred to as the Superintendent, and its officers and 


employees from any claim or demand of whatever nature; including those based upon negligence of the 


Superintendent, its officers and employees, brought by any person, including any bank institution against the 


Superintendent in its capacity concerning the Payroll/Accounts Payable Reimbursement check disposition provided 


by the Superintendent.  I understand that all advices of deposits are sent to my work email address unless I request a 
printed copy. 


I understand it is my responsibility to ensure that my net check has been properly credited to my account(s) before 


issuing checks against the account(s).  If funds to which I am not entitled are deposited, I hereby authorize the 


Superintendent to direct the financial institution to return such funds or to request a “stop payment” of the Direct 


Deposit and to issue a check for the correct amount.  Electronic fund transfers take effect on the second pay period 


after this form has been processed to allow for a successful prenote test through the banking system.  This completed 


request is effective from the date signed below until I have signed the cancellation section on the reverse of this 


document. 


_______________________________  _______________________________  ________________________________________________________________ 
 Date                                            Employee ID                                                                Employee Signature 


_______________________________  __________________________________________________________________________________________________ 
 Date                                               Superintendent’s or Designee’s Signature 


Account Information – Payroll Direct Deposit 
The last item must be for the remaining amount owed to you.  To distribute to more accounts, please complete 


another form.  Make sure to indicate what kind of account, along with amount to be deposited, if less than your total 


net pay. 


1. Bank Name/City/State: ____________________________________________________________________________________________________


Routing Transit #:__ __ __ __ __ __ __ __ __     Account Number: ____________________________________________________________


⧠  Checking     ⧠  Savings     I wish to deposit: $__________.______ or   _________________% or  ⧠  Entire Net Amount


2. Bank Name/City/State: ____________________________________________________________________________________________________


Routing Transit #:__ __ __ __ __ __ __ __ __     Account Number: ____________________________________________________________


⧠  Checking     ⧠  Savings     I wish to deposit: $__________.______ or   ________________% or  ⧠  Remaining Net Amount


3. Bank Name/City/State: ____________________________________________________________________________________________________


Routing Transit #:__ __ __ __ __ __ __ __ __     Account Number: ____________________________________________________________


⧠  Checking     ⧠  Savings     I wish to deposit: $__________.______ or   ________________% or  ⧠  Remaining Net Amount


Account Information – Accounts Payable Reimbursement Direct Deposit
Accounts Payable reimbursements will be deposited into the number one (1) bank account as listed above. Unless 
noted otherwise.    


Attach confirming documents on the reverse side. 03/22
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ATTACH INFORMATION HERE


For deposits to checking accounts, ATTACH A VOIDED PREPRINTED CHECK. 
(Deposit slips are NOT acceptable.) 


For deposits to savings accounts, ATTACH A NOTICE OF YOUR ACCOUNT NUMBER 


from your financial institution. 


PLEASE NOTE: For deposits to accounts that do not bear your name, you must also ATTACH AN 


AUTHORIZATION LETTER from your financial institution stating 


they will accept an ACH to the account that does not bear your name. 


DIRECT DEPOSIT CANCELLATION


I, ___________________________________________________________ hereby request that direct deposits to the following account 
  (Print Employee Name) 


number(s) be discontinued effective on pay period after receipt of this request by the Mendocino County Office of 


Education. 


Bank Name/City/State: ____________________________________________________________________________________________________ 


Routing Transit #:__ __ __ __ __ __ __ __ __     Account Number: ____________________________________________________________ 


Bank Name/City/State: ____________________________________________________________________________________________________ 


Routing Transit #:__ __ __ __ __ __ __ __ __     Account Number: ____________________________________________________________ 


Bank Name/City/State: ____________________________________________________________________________________________________ 


Routing Transit #:__ __ __ __ __ __ __ __ __     Account Number: ____________________________________________________________ 


_______________________________  __________________________________________________________________________________________________ 
Date                                                      Employee’s Signature


Stop do not continue. For cancellation of direct deposit only.


03/22
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Warren Galletti, Superintendent


Catherine Chin, Fiscal Resources – Dunnell Daleuski, Human Resources – 

Kelly Piper, Accounting Technician – Lisa Riboli, District Secretary




CONFIDENTIAL

EMPLOYEE EMERGENCY CONTACT INFORMATION

Name (Last, First):______________________________________ DOB: __________________

Physical Address: _______________________________ City & Zip: ______________________

Mailing Address: ________________________________City & Zip: ______________________

Telephone (Home): _______________________________ (Mobile): _______________________

Personal Email Address: __________________________________________________________

EMERGENCY CONTACT: Please list name, relationship, and contact information


Contact Name #1: ___________________________________ Relationship: ____________________

Telephone (Home): ________________________
(Mobile): ______________________


Contact Name #2: ___________________________________ Relationship: ____________________

Telephone (Home): ________________________
(Mobile): ______________________


MEDICAL INFORMATION

Doctor's Name: ______________________________ 

Telephone: _______________________________


Pharmacy: __________________________________

Telephone: _______________________________ 

Medication(s): _______________________________________________________________________________ 

Allergies: ___________________________________________________________________________________


Existing medical condition(s): ___________________________________________________________________ 

Preferred hospital: _______________________________________________________________ 

Insurance Company: ______________________________________ REACH/CALSTAR:    Yes or No


(  I have voluntarily provided the above contact information and authorize Point Arena School District to contact any of the above on my behalf in the event of an emergency.

Employee Signature: _______________________________________
Date: ___________________________



Board of Trustees


Bob Shimon, Board President – Mary Visher, Clerk of the Board 

Sigrid Hillscan - Bob Gardiner – Sal Martinez – Cindy Cione
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Employment Eligibility Verification 
Department of Homeland Security 


U.S. Citizenship and Immigration Services 


USCIS 
Form I-9


OMB No. 1615-0047
Expires 10/31/2022 


►START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically, 
during completion of this form. Employers are liable for errors in the completion of this form. 
ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which document(s) an 
employee may present to establish employment authorization and identity. The refusal to hire or continue to employ an individual because the 
documentation presented has a future expiration date may also constitute illegal discrimination. 


Section 1. Employee Information and Attestation  (Employees must complete and sign Section 1 of Form I-9 no later 
than the first day of employment, but not before accepting a job offer.) 
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any) 


Address (Street Number and Name) Apt. Number City or Town State ZIP Code 


Date of Birth (mm/dd/yyyy) U.S. Social Security Number 


- -


Employee's E-mail Address Employee's Telephone Number  


I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in 
connection with the completion of this form. 
I attest, under penalty of perjury, that I am (check one of the following boxes): 


1. A citizen of the United States 


2. A noncitizen national of the United States (See instructions) 


3. A lawful permanent resident (Alien Registration Number/USCIS Number): 


4. An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy): 
Some aliens may write "N/A" in the expiration date field. (See instructions) 


Aliens authorized to work must provide only one of the following document numbers to complete Form I-9: 
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number. 


1. Alien Registration Number/USCIS Number: 
OR 


2. Form I-94 Admission Number: 
OR 


3. Foreign Passport Number: 


Country of Issuance: 


QR Code - Section 1 
Do Not Write In This Space 


Signature of Employee Today's Date (mm/dd/yyyy) 


Preparer and/or Translator Certification (check one):  
I did not use a preparer or translator.  A preparer(s) and/or translator(s) assisted the employee in completing Section 1. 


(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.) 
I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator Today's Date (mm/dd/yyyy) 


Last Name (Family Name) First Name (Given Name) 


Address (Street Number and Name) City or Town State ZIP Code 


Employer Completes Next Page 







 Employment Eligibility Verification USCIS 
Form I-9Department of Homeland Security 


OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 10/31/2022 


Form I-9 10/21/2019  Page 2 of 3 


Section 2. Employer or Authorized Representative Review and Verification 
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You 
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the "Lists 
of Acceptable Documents.") 


Employee Info from Section 1 
Last Name (Family Name) First Name (Given Name) M.I. Citizenship/Immigration Status 


List A 
Identity and Employment Authorization 


Document Title 


Issuing Authority 


Document Number 


Expiration Date (if any) (mm/dd/yyyy) 


Document Title 


Issuing Authority 


Document Number 


Expiration Date (if any) (mm/dd/yyyy) 


Document Title 


Issuing Authority 


Document Number 


Expiration Date (if any) (mm/dd/yyyy) 


OR List B 
Identity 


Document Title 


Issuing Authority 


Document Number 


Expiration Date (if any) (mm/dd/yyyy) 


AND List C 
Employment Authorization 


Document Title 


Issuing Authority 


Document Number 


Expiration Date (if any) (mm/dd/yyyy) 


Additional Information QR Code - Sections 2 & 3 
Do Not Write In This Space 


Certification: I attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee, 
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the 
employee is authorized to work in the United States. 
The employee's first day of employment (mm/dd/yyyy):  (See instructions for exemptions) 


Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Title of Employer or Authorized Representative 


Last Name of Employer or Authorized Representative First Name of Employer or Authorized Representative Employer's Business or Organization Name 


Employer's Business or Organization Address (Street Number and Name) City or Town State ZIP Code 


Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.) 
A. New Name (if applicable) B. Date of Rehire (if applicable) 
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy) 


C. If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes 
continuing employment authorization in the space provided below. 
Document Title Document Number Expiration Date (if any) (mm/dd/yyyy) 


I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if 
the employee presented document(s), the document(s) I have examined appear to be genuine and to relate to the individual. 
Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative 
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LISTS OF ACCEPTABLE DOCUMENTS 
All documents must be UNEXPIRED 


Employees may present one selection from List A 
or a combination of one selection from List B and one selection from List C. 


LIST A 
Documents that Establish 


Both Identity and 
Employment Authorization 


1. U.S. Passport or U.S. Passport Card 


2. Permanent Resident Card or Alien 
Registration Receipt Card (Form I-551) 


3. Foreign passport that contains a 
temporary I-551 stamp or temporary 
I-551 printed notation on a machine-
readable immigrant visa 


4. Employment Authorization Document 
that contains a photograph (Form 
I-766) 


5. For a nonimmigrant alien authorized 
to work for a specific employer 
because of his or her status: 
a. Foreign passport; and 
b. Form I-94 or Form I-94A that has 


the following: 
(1) The same name as the passport; 


and 
(2) An endorsement of the alien's 


nonimmigrant status as long as 
that period of endorsement has 
not yet expired and the 
proposed employment is not in 
conflict with any restrictions or 
limitations identified on the form. 


6. Passport from the Federated States 
of Micronesia (FSM) or the Republic 
of the Marshall Islands (RMI) with 
Form I-94 or Form I-94A indicating 
nonimmigrant admission under the 
Compact of Free Association Between 
the United States and the FSM or RMI 


OR 


LIST B 
Documents that Establish 


Identity 


1. Driver's license or ID card issued by a 
State or outlying possession of the 
United States provided it contains a 
photograph or information such as 
name, date of birth, gender, height, eye 
color, and address 


2. ID card issued by federal, state or local 
government agencies or entities, 
provided it contains a photograph or 
information such as name, date of birth, 
gender, height, eye color, and address 


3. School ID card with a photograph 


4.  Voter's registration card 


5.  U.S. Military card or draft record 


6. Military dependent's ID card 


7. U.S. Coast Guard Merchant Mariner 
Card 


8.  Native American tribal document 


9. Driver's license issued by a Canadian 
government authority 


For persons under age 18 who are 
unable to present a document 


listed above: 


10. School record or report card 


11.  Clinic, doctor, or hospital record 


12. Day-care or nursery school record 


AND 


LIST C 
Documents that Establish 
Employment Authorization 


1. A Social Security Account Number 
card, unless the card includes one of 
the following restrictions: 
(1) NOT VALID FOR EMPLOYMENT 


(2) VALID FOR WORK ONLY WITH 
INS AUTHORIZATION 


(3) VALID FOR WORK ONLY WITH 
DHS AUTHORIZATION 


2. Certification of report of birth issued 
by the Department of State (Forms 
DS-1350, FS-545, FS-240) 


3.  Original or certified copy of birth 
certificate issued by a State, 
county, municipal authority, or 
territory of the United States 
bearing an official seal 


4.  Native American tribal document


5.  U.S. Citizen ID Card (Form I-197) 


6. Identification Card for Use of 
Resident Citizen in the United 
States (Form I-179) 


7. Employment authorization 
document issued by the 
Department of Homeland Security 


Examples of many of these documents appear in the Handbook for Employers (M-274). 


Refer to the instructions for more information about acceptable receipts. 
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INTERNET USE CONTRACT FOR EMPLOYEE





POINT ARENA JOINT UNION HIGH SCHOOL DISTRICT

ARENA UNION ELEMENTARY SCHOOL DISTRICT

ACCEPTABLE USE CONTRACT FOR EMPLOYEE USERS



Network access to the Internet is available to staff in our District who qualify as a result of participating in an orientation or training.  The Point Arena Joint Union High School and Arena Union Elementary School Districts strongly believes in the educational value of Internet resources.  Our goal in providing this access is to support our curriculum and student learning by facilitating resource sharing, research, and communication.

	

With access to computers and people all over the world also comes the potential for access to material that is illegal, defamatory, inaccurate or offensive to some people.  The Point Arena Joint Union High School and Arena Union Elementary School Districts has taken steps to restrict access to inappropriate resources and information on the network and to monitor employee use of the network.  However, on a global network it is impossible to effectively control all employee access to material.  The primary responsibility for access will rest with the employee.  We believe that the benefits to employees from access to the Internet exceed any disadvantages, but ultimately, Point Arena School District Board of Trustees are responsible for setting and conveying the standards that the employees should follow when using networked information sources.  To that end, the Point Arena Joint Union High School and Arena Union Elementary School Districts supports and respects each employee’s right to decide whether or not to apply for independent access.



Employees are only allowed to download multimedia files that are directly related to an assignment or project that is tied to school work that meets the fair educational copyright use law.  Employees who disregard the policy will be subject to disciplinary action.



Terms and Conditions of the Networked Information Resources Acceptable Use Contract



1. 	Personal Responsibility

I understand and take complete responsibility for using the computer network correctly.  I will report activities on the computer network that I know are wrong or that will make me feel uncomfortable to a supervisor.



2. 	Acceptable Use

I will use all school computers for educational purposes and for completing classroom projects, research and assignments.



· I will not share private information about other staff.

· I will not send or display offensive messages, pictures or jokes.

· I will not use obscene language.

· I will not harass, insult or attack others.

· I will not damage or do things that might damage computers, computer systems, computer networks, or data (for example, loading a file that may introduce a virus).

· I will not load software downloaded from the Internet without permission.

· I will follow copyright laws.  I will cite my sources when using material gathered from the network in a project.  I will not post or distribute copyrighted material.  I will not redistribute material gathered from the network without permission of the author.

· I will not use others’ passwords or share my password or anyone else’s with others.

· I will not trespass in others’ folders, work on files.

· I will not attempt unauthorized access to computer systems, networks, or data.

· I will not intentionally waste limited network resources.

· When using other organization’s networks or resources, I will follow their rules.



Employee									E 6163.4(b)



INTERNET USE CONTRACT FOR EMPLOYEE



Employees are only allowed to download multimedia files that are directly related to an assignment or project that is tied to school work that meets the fair educational copyright use law.   Employees who disregard the policy will have their computer accounts suspended after one infraction.



Employees who wish to access the school network through personal laptops or other personal electronic devices must register the devices with the school show evidence that the device has active anti-virus software installed.



I am aware that some inappropriate uses of the network can be a violation of local, state and federal laws and that I can be prosecuted for violating those laws.



3. 	Safety

To protect myself and others I will follow the following safety rules:



· I will never give out my or anyone else’s last name, address, telephone number, or school name to someone I meet online.

· I will not respond to any messages that make me feel uncomfortable.  I will show such messages to my supervisor.

· I will not send my or any other employee’s photo out online or put my or any other employee’s photo on a home page.  I will get written permission before I put out an employee’s photo online or put it on a home page.



4. 	Network Etiquette and Privacy

I understand that information accessed or stored on the network is not guaranteed to be private.  Network administrators may look at files to make sure that the system is working properly and that users are using the system responsibly.  In addition, files are sometimes sent to the wrong place.  Users of the network are part of a global community.  I will follow generally accepted rules of network etiquette.



5. 	Services

The Point Arena Joint Union High School and Arena Union Elementary School Districts will not be responsible for any information that may be lost, damaged or unavailable due to technical, or other difficulties.  Point Arena Joint Union High School and Arena Union Elementary School Districts assumes no responsibility for the accuracy of information obtained through the network. I will take responsibility for evaluating my sources of information for accuracy and biases.



Please read this document carefully.  When signed by you it becomes a legally binding contract.  We must have your signature before we can provide you with independent network access.  Listed below are the terms of this contract.  If any user violates these, access to the information service may be denied and you may be subject to disciplinary and/or legal action.



























[bookmark: _GoBack]



RETURN THIS SIGNED CONTRACT TO THE DISTRICT OFFICE BY: AUGUST 31, 2021  FOR INDEPENDENT ACCESS



(If you already received and signed this form from your Site Administrative Assistant, please disregard this request)









Employee									E 6163.4(c)

INTERNET USE CONTRACT FOR EMPLOYEE





Employee:



I have read this contract and agree to promote this agreement.  I understand what is acceptable use of the network, and proper network etiquette.  I also agree to report any misuse of the network to my site administrator.  Misuse can come in many forms, but can be viewed as any messages sent or received that indicate or suggest pornography, unethical or illegal solicitation, racism, sexism, inappropriate language, and other issues described above.





Print Name:____________________________________________





Signature ________________________________________________  Date ________________________









































Exhibit		ARENA UNION ELEMENTARY/POINT ARENA JT. UHSD

Adopted:		April 4, 2012			Point Arena, California




Enrollment Form


Indicate Health Plan below: Indicate reason for application: 


❑ Medical – Active Plan
❑ Medical – Retiree Health - Active Plan
❑ Medical – Retiree Health - Retiree Plan


❑ New enrollment effective_____________
❑ Open enrollment
❑ Add Dependent


Date of Marriage: __________________
Date of Birth:_________________
Date of Adoption:_______________


❑ Plan Change
❑ Terminate Coverage for checked plans on left
❑ Change Address/Name
❑ Delete Dependent (list names below)


Location/District: __________________________________________ 


SOCIAL SECURITY NUMBER LAST NAME  FIRST NAME  MI HOME PHONE 
(   ) 


STREET ADDRESS CITY STATE ZIP COUNTY 


MARRIED SEX BIRTH DATE JOB TITLE DATE EMPLOYED 


❑ YES ❑ NO ❑ M ❑ F
EMPLOYER NAME NO OF HOURS 


WORKED/WEEK 


Are you actively at work? ❑ YES ❑ NO 


Are you covering your dependents? ❑ YES ❑ NO 


Relation To  
Employee 


Last Name First Name Date of Birth     SSN #  SEX (M/F)  


Spouse 


Dependent 
Child 


Dependent 
Child 


Dependent 
Child 


Do you or your dependents have other medical coverage? 
If yes, what was the effective date of the Policy?  ________ 


❑ No ❑ Yes ( ❑ Self ❑ Spouse ❑ Children) 


NAME OF INSURED SOCIAL SECURITY NUMBER NAME OF OTHER INSURANCE COMPANY GROUP NO. 


EMPLOYER OF INSURED EMPLOYER ADDRESS CITY STATE ZIP 


To the best of my knowledge, I believe the above information is true and correct.  I understand that false or inaccurate information may 
result in the termination of coverage or the non-payment of benefits. 


Employee Signature Date Signed 


Waiver of Insurance Coverage 


Rejection of Health Coverage.  After careful consideration, I do not wish to participate in any of the available plans.  I also realize I will NOT be able to re-enroll until next 
open enrollment period and then I may be required to provide Medical Proof of Insurability. 


Employee Signature Date Signed 
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TO:

Point Arena Schools’ Employee

 

FROM:
Dunnell Daleuski, HR Analyst 


SUBJECT:
Workers’ Compensation: Change to Personal Physician Predesignation Rules


To be eligible to predesignate your personal treating physician, in the event of an industrial injury or illness you must meet the following criteria:


1. Your predesignated personal physician must be your primary treating physician that has previously directed your medical care and who retains your medical history and records.

2. Your predesignated personal physician must be your primary treating physician that has limited his or her practice of medicine to general practice or who is board-certified or board eligible internist, pediatrician, obstetrician-gynecology or family practitioner.

3. You must provide the name and address of your predesignated personal physician in writing, prior to being injured and you must provide written documentation that your physician has agreed to be predesignated.


Prior personal physician predesignations are not valid unless all the above criteria are met and have been received, in writing, prior to your industrial injury or illness.  Attached is an optional form you can use to predesignate your personal physician that ensures compliance with the new rule changes. Again, in order for your predesignation to be valid it must meet the above criteria and be received, in writing, prior to your injury or illness.


Please feel free to contact me if you have any questions.

1

( Page 2
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Warren Galletti, Superintendent


Catherine Chin, Fiscal Resources – Dunnell Daleuski, Human Resources – 

Kelly Piper, Accounting Technician – Lisa Riboli, District Secretary




return to the district office


Oath of Allegiance for Persons


Employed by a School District


of the State of California


2022-2023

For Public Officers and Employees


(Required by Chapter 8, Division 4, Title 1 of the Government Code)


STATE OF CALIFORNIA
)


COUNTY OF MENDOCINO 
)


I, 
, do solemnly swear that I will support the Constitution of the United States of America, and the Constitution of the State of California against all enemies, foreign and domestic: that I will bear true faith and allegiance to the Constitution of the United States and Constitution of the State of California: that I take this obligation freely, without any mental reservation or purposeful evasion: and that I will well and faithfully discharge the duties upon which I am about to enter.


I also understand that I am a Disaster Worker and as such understand that I will remain or return to work in the event of a disaster of any kind, including but not limited to:  an earthquake, fire, flood, pandemic, etc.


________________________________________________________


                                Print Your Name



Signature

Date


Important:
Sign in presence of authorized official (Site Administrator, your Supervisor 
HR Analyst, or the Superintendent). 


Subscribed and sworn to before me this 
day of 
, 2022.



Signature of person administering the oath



Position



Board of Trustees


Bob Shimon, Board President – Mary Visher, Clerk of the Board 

Sigrid Hillscan - Bob Gardiner – Sal Martinez – Miquette Thompson – Cindy Cione
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Warren Galletti, Superintendent


Catherine Chin, Fiscal Resources – Dunnell Daleuski, Human Resources – 

Kelly Piper, Accounting Technician – Lisa Riboli, District Secretary




return to the district office


Oath of Allegiance for Persons


Employed by a School District


of the State of California


2022-2023

For Public Officers and Employees


(Required by Chapter 8, Division 4, Title 1 of the Government Code)


STATE OF CALIFORNIA
)


COUNTY OF MENDOCINO 
)


I, 
, do solemnly swear that I will support the Constitution of the United States of America, and the Constitution of the State of California against all enemies, foreign and domestic: that I will bear true faith and allegiance to the Constitution of the United States and Constitution of the State of California: that I take this obligation freely, without any mental reservation or purposeful evasion: and that I will well and faithfully discharge the duties upon which I am about to enter.


I also understand that I am a Disaster Worker and as such understand that I will remain or return to work in the event of a disaster of any kind, including but not limited to:  an earthquake, fire, flood, pandemic, etc.


________________________________________________________


                                Print Your Name



Signature

Date


Important:
Sign in presence of authorized official (Site Administrator, your Supervisor 
HR Analyst, or the Superintendent). 


Subscribed and sworn to before me this 
day of 
, 2022.



Signature of person administering the oath



Position



Board of Trustees


Bob Shimon, Board President – Mary Visher, Clerk of the Board 

Sigrid Hillscan - Bob Gardiner – Sal Martinez – Miquette Thompson – Cindy Cione




Form032014												
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compensation: Pre-Designation of Personal Physician 

If you have health insurance and you are injured on the job you have the right to be treated immediately by your personal physician (M.D., D.O), or medical group, if you notify your employer, in writing, prior to the injury.  Per Labor Code 4600 to qualify as the your predesignated, personal physician, the physician must agree, in writing, to treat you for a work related injury, must have previously directed your medical care and must retain your medical history and records.   Your predesignated physician must be a family practitioner, general practitioner, board certified or board eligible internist, obstetrician-gynecologist or pediatrician. Your “personal physician” may be a medical group if it is a single corporation or partnership composed of licensed doctors or medicine or osteopathy, which operates an integrated multi-specialty medical group providing comprehensive medical services predominantly for non-occupational illnesses and injuries.

This is an optional form that can be used to notify your employer of your personal physician.  You may choose to use another form, as long as you notify your employer, in writing, prior to being injured on the job and provide written verification that your personal physician meets the above requirements and agrees to be predesignated.   Otherwise, you will be treated by one of your employers’ designated workers’ compensation medical providers.

EMPLOYEE NAME & ADDRESS: ______________________________________________________________________________



· I acknowledge receipt of this form and elect not to predesignate my personal physician at this time.  I understand that I will receive medical treatment from my employers’ medical provider.   I understand that, at any time in the future, I can change my mind and provide written notification of my personal physician. I understand that the written notification must be on file prior to an industrial injury.                                                                               

  Employee Signature: __________________________________________________________ Date: ______________

· If I am injured on the job, I wish to be treated by my personal physician*: 



Name of Physician or Medical Group ________________________________________   Phone Number  ___________________

Address _________________________________________________________________________

*This physician is my personal primary care physician who has previously directed my medical care and retains my medical history and records. 



 Name of Insurance Company, Plan, or Fund providing health coverage for nonoccupational injuries or illnesses: 



________________________________________________________________________________________________________

  

  Employee Signature: __________________________________________________________ Date: ______________

A Personal Physician must be willing to be predesignated and treat you for a workers’ compensation injury.   The remainder of this form is to be completed by your physician and returned to your Employer.



P E R S O N A L   P H Y S I C I A N   A C K N O W L E D G E M E N T

Per Labor Code 4600 to qualify you must meet the criteria outlined above.  You are not required to sign this form, however, if you or your designated employee, does not sign, other documentation of the physicians’ agreement to be predesignated will be required pursuant to Title 8, California Code of Regulations, section 9780.1(a)(3). 

PERSONAL PHYSICIAN OR MEDICAL GROUP NAME: _________________________________________________________

· I agree to treat the above named employee in the event of an industrial accident or injury. I meet the criteria outlined above. I agree to adhere to the Administrative Director’s Rules and Regulations, Section 9785, regarding the duties of the employee-designated physician. 

       ______________________________________________________			_______________________

      (Physician or Designated Employee of the Physician or Medical  Group)					        Date 



Please return completed form to: 

[enter employer name, address and fax number]      
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GROUP VISION PLAN BENEFITS


Benefits of this plan are limited to the following:


DEDUCTIBLE  

There will be no deductible to be met on any services or products provided under this plan.


ELIGIBILITY


A. 
Any individual (1) who is in full-time employment, (2) who received compensation from the Employer in the form of salary wages or commissions, (3) whose regular work week with the Employer is at least 20 hours, and (4) whose duties in such employment are performed at the Employer’s usual place of business except salesman and others whose duties are of a kind and nature that require them to be performed away from such usual place of business. The date of eligibility shall be determined on the first day of the month following completion of one (1) month of continuous service in the employ of the Employer.


B.  
The date of eligibility for Dependent benefits is the latest to occur of the following; a) The effective date of any part of this agreement providing Dependent benefits, b) the date of eligibility of the subscriber, or c) the date the subscriber acquires a dependent. If a husband and wife are both eligible to be subscribers, their children may be eligible and may be enrolled as a dependent of both subscribers. The dependent will be effective with respect to a newborn child as of such child’s date of birth, with respect to a minor child who is adopted by the employee as of the date that the child is placed in the custody of the employee for adoption.


C.  
Dependents are: a) a subscriber’s spouse or domestic partner who is not legally separated from the subscriber; or b) a subscriber’s unmarried child who is a biological, adopted, or foster child; a stepchild; a legal ward; or a child who is primarily dependent upon the subscriber for support and maintenance, is less than twenty-six (26) years of age, is not covered for benefits as a subscriber, and is not a member of the armed forces.


D.  
Benefits of an employee shall cease on the first to occur of the following dates:  1) the date the employee enters full time military services; and 2) the date the employee is retired (except a retiree under age 65), pensioned, leaves voluntarily or is dismissed from the employ of the Employer. Dependent benefits shall cease on the date of termination of employee benefits or the dependent ceases to qualify as a dependent.


COVERED SERVICES


A. 
A physician’s prevailing or reasonable fee for the professional services of a physician; or the amount calculated under the applicable fee schedule for the professional services of a physician; or the reasonable charges of a licensed optometrist for one complete eye examination for refractive error in each fiscal year (July-June). Coverage will pay up to $200.00 for an eye examination.

B.  
When the eye examination indicates the need for a correction to insure proper visual health and welfare, coverage will pay for the cost of the initial set of frames, lenses, or contact lenses up to $500.00, that would include prescription sunglasses (If the qualified member wishes to purchase two sets of prescription glasses, which could include a pair of prescription sunglasses, the District will only pay up to $500 total ($250 per pair).  

Thereafter, in each Fiscal Year (July-June) each qualified member will be entitled to one set of frames, lenses or contact lenses required for any correction indicated by an eye examination, which will be paid up to $500.00.  

If no correction is needed the qualified member will not qualify for a new pair of frames, lenses or contact lenses until the following Fiscal Year (July-June).

EXCLUSIONS


A.  
Services and materials; (a) in connection with special procedures such as orthoptics 
and visual training, or (b) in connection with medical or surgical treatment. 


B.  
Safety lenses.


C.  
Eye examinations required by an employer as a condition of employment.


D. 
Replacement of lenses or frames which have been lost, stolen or broken (unless two 
(2) contract years have passed).

RECORDS MAINTENANCE AND CONFIDENTIALITY

The District shall maintain adequate records of all transactions between itself, providers, Employer and covered individuals during the period this plan remains in force. The District will keep confidential all information and records it obtains in performing its function under this agreement and to comply with all laws now in effect or which may be hereinafter concerning confidentiality of such information or records to anyone other than specifically authorized persons. 

The District will install and maintain internal control systems on claims processing, fraudulent claims, and claim quality review.

PAYMENT/TIME LIMIT FOR SUBMISSION OF CLAIM

The employee is responsible to provide payment to the provider who has rendered care to covered individual and/or their dependents, and for the purchase of their frames and lenses.  The District will reimburse the employee after the employee, or the provider has submitted an itemized bill (also called a “super bill”) for the eye examination. The District will also reimburse employee after the District has received an original receipt for the purchase of the employee’s corrective wear (lenses, frames, contacts). 


The District shall deny payment of any claim for services under this plan submitted more than one year after the date services were rendered.

COORDINATION OF BENEFITS


If an Eligible Person is entitled to coverage under more than one group vision program, including this Plan, then the benefits of this Plan shall be calculated so that if this Plan is primary, the Plan benefits will be paid.  However, if this Plan is deemed secondary under the rules shown below, benefits will be paid up to the maximum under the Plan, but not to exceed the actual billed amount.


Determination of primary and secondary plans will follow the Department of Insurance COB Birthday Rule.  The Birthday Rule stipulates that the plan of the Eligible Person whose birthday (month and day, not year) falls earlier in the calendar year will pay primary, and the plan of the other person covering the Eligible Dependent will be secondary payer.


In cases of dependent children of divorced or separated parents, the rule specifies that the plan of the parent with court-ordered financial responsibility for dependent child is the primary payer.  If financial responsibility is not established, the plan of the parent with custody is the primary payer.  If one plan has not adopted the Birthday Rule (such as an out of state plan) the rules of the plan without the Birthday Rule will determine which plan is primary.


CLAIMS APPEAL AND COMPLAINT PROCEDURES


The District shall notify each claimant who submits a claim, if such claim is denied, in whole or in part, stating the reason or reasons for the denial. Within sixty (60) days after receipt of such notice a claimant may make a written request for review of such denial, by addressing such request to the Superintendent stating the reason the claimant believes that the denial of the claim was in error and requesting any pertinent documents which the claimant wishes to review. The Superintendent will review the claim.


If the matter cannot be resolved by the Superintendent to the satisfaction of the claimant, it will be referred to the Board of Trustees who will have make the final determination.


A decision on a request for review shall be provided and communicated to the claimant in writing as soon as possible after a final decision is determined.


RETIREES


Vision coverage for retirees shall cease when the retiree becomes eligible for Medicare.


Dependents

The dependent of a retiree who is Medicare eligible shall be eligible to continue with the Vision Plan consistent with the benefits required under COBRA (Up to 36 months).


CONTINUATION OF GROUP COVERAGE 


A.
In accordance with the Consolidated Omnibus Budget Reconciliation Act (COBRA), a Person will be entitled to continue group coverage under this contract if he/she would lose coverage otherwise because of a Qualifying Event that occurs while the Contract holder is subject to the continuation of group coverage provisions of COBRA. The benefits under the group continuation coverage will be identical to the benefits that would be provided to the Person if the Qualifying Event had not occurred.


Qualifying Event


Qualifying Event is defined as any one of the following occurrences.



(1)  With respect to the subscriber:



a.
the termination of employment (other than by reason of such Subscriber’s gross 


misconduct); or 




b.  
the reduction of hours of employment to less than the number of hours 



required for eligibility



(2)  With respect to the Dependent spouse and Dependent children:



a.  
the death of the Subscriber; or



b.  
the termination of the Subscriber’s employment (other than by reason of such    


Subscriber’s gross misconduct); or



c.  
the reduction of the Subscriber’s hours of employment to less than the number 


of hours required for eligibility; or 



d.  
the divorce or legal separation of the Subscriber from the Dependent spouse; or 


the Subscriber’s entitlement to benefits under Title XVIII of the Social Security 


Act (“Medicare”); or



e.  
Dependent child’s loss of Dependent status under this plan



(3)  With respect to any of the above, such other Qualifying Event as may be added to Title X of COBRA.


Notification of Qualifying Event


The Member is responsible for notifying the Employer of divorce, legal separation, or a child’s loss of Dependent status under this Plan, within 60 days of the date of the later of the Qualifying Event or the date on which coverage would otherwise terminate under this Plan because of a Qualifying Event.  


When the COBRA administrator is notified that a Qualifying Event has occurred, the COBRA administrator will, within 14 days, provide written notice to the Member by


first class mail of the Member’s right to continue group coverage under this Plan. The Member must then notify the COBRA administrator within 60 days of the later of (1) the date of the notice of the Member’s right to continue group coverage or (2) the date coverage terminates due to the Qualifying Event.


If the Member does not notify the COBRA administrator within 60 days, the Member’s coverage will terminate on the date the Member would have lost coverage because of the Qualifying Event.


Duration And Extension Of Continuation Of Group Coverage.

In no event will continuation of group coverage under COBRA be extended for more than 18 or 36 months, depending on the Qualifying Event, from the date the Qualifying Event has occurred which originally entitled the Member to continue group coverage under this Plan.


Note: Domestic Partners and Dependent children of Domestic Partners cannot elect COBRA on their own, and are only eligible for COBRA if the Participant elects to enroll.

Effective Date of the Continuation of Coverage


The continuation of coverage will begin on the date the Member’s coverage under this Plan would otherwise terminate due to the occurrence of a Qualifying Event and it will continue for up to the applicable period, provided that coverage is timely elected and so long as dues are timely paid.
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Form  W-4
Department of the Treasury  
Internal Revenue Service 


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.


OMB No. 1545-0074


2022
Step 1: 
Enter 
Personal 
Information


(a)   First name and middle initial Last name


Address 


City or town, state, and ZIP code


(b)   Social security number


▶ Does your name match the 
name on your social security 
card? If not, to ensure you get 
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 estimator at www.irs.gov/W4App, 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 2022 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: 


Claim 
Dependents 


If your total income will be $200,000 or less ($400,000 or less if married filing jointly): 


Multiply the number of qualifying children under age 17 by $2,000 ▶ $


Multiply the number of other dependents by $500 . . . .   ▶ $


Add the amounts above and enter the total here . . . . . . . . . . . . . 3 $


Step 4 
(optional): 


Other  
Adjustments


(a) 
 


Other income (not from jobs). If you want tax withheld for other income you 
expect this year that won’t have withholding, enter the amount of other income here. 
This may include interest, dividends, and retirement income . . . . . . . . 4(a) $


(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: 


Sign 
Here


Under penalties of perjury, I declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.


▲


Employee’s signature (This form is not valid unless you sign it.)


▲


Date 


Employers 
Only


Employer’s name and address First date of 
employment


Employer identification 
number (EIN)


For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2022) 







Form W-4 (2022) Page 2


General Instructions
Section references are to the Internal Revenue Code. 


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, Tax Withholding and Estimated Tax. 


Exemption from withholding. You may claim exemption 
from withholding for 2022 if you meet both of the following 
conditions: you had no federal income tax liability in 2021 
and you expect to have no federal income tax liability in 
2022. You had no federal income tax liability in 2021 if (1) 
your total tax on line 24 on your 2021 Form 1040 or 1040-SR 
is zero (or less than the sum of lines 27a, 28, 29, and 30), 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 2022 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 1(a), 1(b), 
and 5. Do not complete any other steps. You will need to 
submit a new Form W-4 by February 15, 2023.


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 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.


▲!
CAUTION


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. This step 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. 501, Dependents, 
Standard Deduction, and Filing Information. You can also 
include other tax credits for which you are eligible in this 
step, such as the foreign tax credit and the education tax 
credits. 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 
2022 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.







Form W-4 (2022) Page 3


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 . . . . . . . . . . . . . . . . . . . . . 1 $


2 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 $


c Add the amounts from lines 2a and 2b and enter the result on line 2c . . . . . . . . . . 2c $


3 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. . . . . . 3


4 
 


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 highest paying job (along with any other additional
amount you want withheld) . . . . . . . . . . . . . . . . . . . . . . . . . 4 $


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


1 
 


Enter an estimate of your 2022 itemized deductions (from Schedule A (Form 1040)). Such deductions
may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to 
$10,000), and medical expenses in excess of 7.5% of your income . . . . . . . . . . . . 1 $


2 Enter: { • $25,900 if you’re married filing jointly or qualifying widow(er)
• $19,400 if you’re head of household
• $12,950 if you’re single or married filing separately


} . . . . . . . . 2 $


3 If line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. 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 Part II of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4 $


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







Form W-4 (2022) Page 4
Married Filing Jointly or Qualifying Widow(er)


Higher Paying Job 
Annual Taxable 
Wage & Salary


Lower Paying Job Annual Taxable Wage & Salary


    $0 - 
9,999


$10,000 - 
19,999


$20,000 - 
29,999


$30,000 - 
39,999


$40,000 - 
49,999


$50,000 - 
59,999


$60,000 - 
69,999


$70,000 - 
79,999


$80,000 - 
89,999


$90,000 - 
99,999


$100,000 - 
109,999


$110,000 - 
120,000


$0 -     9,999 $0 $110 $850 $860 $1,020 $1,020 $1,020 $1,020 $1,020 $1,020 $1,770 $1,870


$10,000 -   19,999 110 1,110 1,860 2,060 2,220 2,220 2,220 2,220 2,220 2,970 3,970 4,070


$20,000 -   29,999 850 1,860 2,800 3,000 3,160 3,160 3,160 3,160 3,910 4,910 5,910 6,010


$30,000 -   39,999 860 2,060 3,000 3,200 3,360 3,360 3,360 4,110 5,110 6,110 7,110 7,210


$40,000 -   49,999 1,020 2,220 3,160 3,360 3,520 3,520 4,270 5,270 6,270 7,270 8,270 8,370


$50,000 -   59,999 1,020 2,220 3,160 3,360 3,520 4,270 5,270 6,270 7,270 8,270 9,270 9,370


$60,000 -   69,999 1,020 2,220 3,160 3,360 4,270 5,270 6,270 7,270 8,270 9,270 10,270 10,370


$70,000 -   79,999 1,020 2,220 3,160 4,110 5,270 6,270 7,270 8,270 9,270 10,270 11,270 11,370


$80,000 -   99,999 1,020 2,820 4,760 5,960 7,120 8,120 9,120 10,120 11,120 12,120 13,150 13,450


$100,000 - 149,999 1,870 4,070 6,010 7,210 8,370 9,370 10,510 11,710 12,910 14,110 15,310 15,600


$150,000 - 239,999 2,040 4,440 6,580 7,980 9,340 10,540 11,740 12,940 14,140 15,340 16,540 16,830


$240,000 - 259,999 2,040 4,440 6,580 7,980 9,340 10,540 11,740 12,940 14,140 15,340 16,540 17,590


$260,000 - 279,999 2,040 4,440 6,580 7,980 9,340 10,540 11,740 12,940 14,140 16,100 18,100 19,190


$280,000 - 299,999 2,040 4,440 6,580 7,980 9,340 10,540 11,740 13,700 15,700 17,700 19,700 20,790


$300,000 - 319,999 2,040 4,440 6,580 7,980 9,340 11,300 13,300 15,300 17,300 19,300 21,300 22,390


$320,000 - 364,999 2,100 5,300 8,240 10,440 12,600 14,600 16,600 18,600 20,600 22,600 24,870 26,260


$365,000 - 524,999 2,970 6,470 9,710 12,210 14,670 16,970 19,270 21,570 23,870 26,170 28,470 29,870


$525,000 and over 3,140 6,840 10,280 12,980 15,640 18,140 20,640 23,140 25,640 28,140 30,640 32,240


Single or Married Filing Separately
Higher Paying Job 


Annual Taxable 
Wage & Salary


Lower Paying Job Annual Taxable Wage & Salary


     $0 - 
9,999


$10,000 - 
19,999


$20,000 - 
29,999


$30,000 - 
39,999


$40,000 - 
49,999


$50,000 - 
59,999


$60,000 - 
69,999


$70,000 - 
79,999


$80,000 - 
89,999


$90,000 - 
99,999


$100,000 - 
109,999


$110,000 - 
120,000


$0 -     9,999 $400 $930 $1,020 $1,020 $1,250 $1,870 $1,870 $1,870 $1,870 $1,970 $2,040 $2,040


$10,000 -   19,999 930 1,570 1,660 1,890 2,890 3,510 3,510 3,510 3,610 3,810 3,880 3,880


$20,000 -   29,999 1,020 1,660 1,990 2,990 3,990 4,610 4,610 4,710 4,910 5,110 5,180 5,180


$30,000 -   39,999 1,020 1,890 2,990 3,990 4,990 5,610 5,710 5,910 6,110 6,310 6,380 6,380


$40,000 -   59,999 1,870 3,510 4,610 5,610 6,680 7,500 7,700 7,900 8,100 8,300 8,370 8,370


$60,000 -   79,999 1,870 3,510 4,680 5,880 7,080 7,900 8,100 8,300 8,500 8,700 8,970 9,770


$80,000 -   99,999 1,940 3,780 5,080 6,280 7,480 8,300 8,500 8,700 9,100 10,100 10,970 11,770


$100,000 - 124,999 2,040 3,880 5,180 6,380 7,580 8,400 9,140 10,140 11,140 12,140 13,040 14,140


$125,000 - 149,999 2,040 3,880 5,180 6,520 8,520 10,140 11,140 12,140 13,320 14,620 15,790 16,890


$150,000 - 174,999 2,040 4,420 6,520 8,520 10,520 12,170 13,470 14,770 16,070 17,370 18,540 19,640


$175,000 - 199,999 2,720 5,360 7,460 9,630 11,930 13,860 15,160 16,460 17,760 19,060 20,230 21,330


$200,000 - 249,999 2,970 5,920 8,310 10,610 12,910 14,840 16,140 17,440 18,740 20,040 21,210 22,310


$250,000 - 399,999 2,970 5,920 8,310 10,610 12,910 14,840 16,140 17,440 18,740 20,040 21,210 22,310


$400,000 - 449,999 2,970 5,920 8,310 10,610 12,910 14,840 16,140 17,440 18,740 20,040 21,210 22,470


$450,000 and over 3,140 6,290 8,880 11,380 13,880 16,010 17,510 19,010 20,510 22,010 23,380 24,680


Head of Household
Higher Paying Job 


Annual Taxable 
Wage & Salary


Lower Paying Job Annual Taxable Wage & Salary


      $0 - 
9,999


$10,000 - 
19,999


$20,000 - 
29,999


$30,000 - 
39,999


$40,000 - 
49,999


$50,000 - 
59,999


$60,000 - 
69,999


$70,000 - 
79,999


$80,000 - 
89,999


$90,000 - 
99,999


$100,000 - 
109,999


$110,000 - 
120,000


$0 -     9,999 $0 $760 $910 $1,020 $1,020 $1,020 $1,190 $1,870 $1,870 $1,870 $2,040 $2,040


$10,000 -   19,999 760 1,820 2,110 2,220 2,220 2,390 3,390 4,070 4,070 4,240 4,440 4,440


$20,000 -   29,999 910 2,110 2,400 2,510 2,680 3,680 4,680 5,360 5,530 5,730 5,930 5,930


$30,000 -   39,999 1,020 2,220 2,510 2,790 3,790 4,790 5,790 6,640 6,840 7,040 7,240 7,240


$40,000 -   59,999 1,020 2,240 3,530 4,640 5,640 6,780 7,980 8,860 9,060 9,260 9,460 9,460


$60,000 -   79,999 1,870 4,070 5,360 6,610 7,810 9,010 10,210 11,090 11,290 11,490 11,690 12,170


$80,000 -   99,999 1,870 4,210 5,700 7,010 8,210 9,410 10,610 11,490 11,690 12,380 13,370 14,170


$100,000 - 124,999 2,040 4,440 5,930 7,240 8,440 9,640 10,860 12,540 13,540 14,540 15,540 16,480


$125,000 - 149,999 2,040 4,440 5,930 7,240 8,860 10,860 12,860 14,540 15,540 16,830 18,130 19,230


$150,000 - 174,999 2,040 4,460 6,750 8,860 10,860 12,860 15,000 16,980 18,280 19,580 20,880 21,980


$175,000 - 199,999 2,720 5,920 8,210 10,320 12,600 14,900 17,200 19,180 20,480 21,780 23,080 24,180


$200,000 - 449,999 2,970 6,470 9,060 11,480 13,780 16,080 18,380 20,360 21,660 22,960 24,250 25,360


$450,000 and over 3,140 6,840 9,630 12,250 14,750 17,250 19,750 21,930 23,430 24,930 26,420 27,730





