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Welcome to Travis Unified School District. We are looking forward to working with you and ensuing
that substituting with TUSD will be a very rewarding and successful experience. There are a number of
things you will be expected to complete as you work through the onboarding process:

e Open and read each document included.
e Complete, save, print and sign each document listed below.

e Request for Live Scan service: https://calendly.com/tusdlivescan/livescan
A scheduled fingerprinting appointment will indicate that you have read and understood all on-
boarding forms included in the orientation packet.

Once your appointment has been scheduled, Elizabeth Chavez in Human Resources will be your
personnel contact at echavez@travisusd.org, or by calling (707) 437-4604 Ext. 1000.

Below is the list of documents that should be signed, printed, and submitted to HR upon your
scheduled meeting with Human Resources.

Application Data Record

Application

Receipt of Annual Notices

Emergency Notification Information

Child Abuse Reporting Requirements

Employee Acknowledgment of Medical Provider Network

Predesignating of Personal Physician

Predesignating of Personal Physician (Spanish)

Oath of Allegiance

Authority of Release of Information

Healthy Workplaces, Healthy Families Act of 2014

DE-4

W-4

Form I-9, page 1

CalPERS Member Information Form

Request of Live Scan  Date of Live Scan / /

Copies include: Driver License/Military ID AND Social Security Number

Credential/Permit

Transcript

Neg TB results*

*Tuberculosis results must have been read within the last four (4) years of applying.


https://calendly.com/tusdhr/15min
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TRAVIS UNIFIED SCHOOL DISTRICT
APPLICANT DATA RECORD

Qualified applicants are considered for all positions without regard to race, color religion, sex , national origin, age, marital

or veteran status, medical condition or handicap.

The Travis Unified School District is an Equal Opportunity Employer.

Solely, to help us comply with government record keeping and other legal requirements, the District requests that you fill
out this Applicant Data Record. It will be kept in a confidential file separate from the application for Employment.

Date:

Position(s) Applied For:

Name: Phone:

Tast First M.L
Address:

Number Street City State Zip code
Gender: Female Male Non-binary Undeclared

African American

Asian Indian

Cambodian

Chinese

Filipino

|:| Guamanian

American Indian /Alaskan

Race/ Ethnic Group:

Hawaiian

Hispanic

Hmong

Japanese

Korean

Laotian

D Other Asian

Other Pacific Islander

Pacific Islander

Samoan

Tahitian

Vietnamese

White

DDecljne to State

Check if any of the following are applicable:

Air Force Marines Active Military Vietnam Era Veteran
p— L
Army Navy Retired Military Disable Veteran
———
Coast Guard Space Force Handicapped
Referral Source: Advertisement Friend EdJoin
University Placement Office Relative Other

In addition to the federal minimum individual categories, California Government Code Section 8310.5 requires state agencies to
collect data for each major Asian and Pacific Islander group, including, but not limited to, Chinese, Japanese, Filipino,
Korean, Vietnamese, Asian Indian, Laotian, Cambodian, Hawaiian, Guamanian, and Samoan.
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TRAVIS UNIFIED
SCHOOL DISTRICT

. CLASSIFIED SUBSTITUTE EMPLOYMENT
APPLICATION 2751 De Ronde Drive, Fairfield, CA
94533-9710 707.437.4604 / 707.437.8122 (Fax)

Reaching beyond the boundaries
to build a community of learners.

Position(s) Applying for:

PERSONAL DATA

Last Name First Middle

Present Address City Zip Email Address

Home Phone Cell Phone Do you have Base Access?
Yes No

Have you ever been employed by Travis Unified School District before? | Yes No

If yes, please provide the dates: -

Do you speak another language besides English? Yes No

If yes, what language(s):

Do you have any friends or relatives working in the district? Yes No

If yes, list the name(s):

Are you legally eligible for employment in the United States? Yes No

(If offered employment, you will be required to provide documentation to verify eligibility.)

Have you ever been involuntarily terminated or asked to resign from the employment of a school district?
Yes No

If yes, attach confidential letter of explanation.

EDUCATION

Name of Institution Location From - To Units/Degree Major

Under

Graduate

College

Graduate

College

Work

Total Semester or Quarter Units After Bachelor’s Degree: Thesis Topic:

EQUAL OPPORTUNITY EMPLOYER lof3 Revised 3.9.16



CLASSIFIED SUBSTITUTE EMPLOYMENT APPLICATION (continued)

EMPLOYMENT - List each job held. Start with your present or last job. Include military service assignments

and volunteer activities. (Exclude groups which indicate race, color, religion, sex or national origin)

Employer Dates Work Performed
From To

Address

Job Title Hourly Rate/Salary

Supervisor Name Telephone Number

Reason for Leaving

Employer Dates Work Performed
From To

Address

Job Title Hourly Rate/Salary

Supervisor Name Telephone Number

Reason for Leaving

Employer Dates Work Performed
From To

Address

Job Title Hourly Rate/Salary

Supervisor Name Telephone Number

Reason for Leaving

Summarize special skills, qualifications, and/or experiences:

EQUAL OPPORTUNITY EMPLOYER

20f3

Revised 3.9.16




CLASSIFIED SUBSTITUTE EMPLOYMENT APPLICATION (continued)

List professional, trade, business, or civic activities and offices held. (Exclude groups which indicate race, color,
religion, sex or national origin)

Give name, address, and phone number of three (3) references not related to you. If you need additional space,
please continue on a separate sheet of paper.

State any additional information you feel may be helpful to us in considering your application. (A resume may be
attached to this application or additional sheets may be used.)

The following information is REQUIRED for your application to be considered. Your answers will not necessarily
disqualify you from consideration, except for affirmative responses to certain enumerated sex and/or drug
convictions and/or convictions for committing serious and/or violent felonies. Explain all “Yes” answers in the
spaces below.

Have you ever been convicted of a felony or misdemeanor, other than a conviction related to marijuana if it is more
than two years after the date of the conviction, or do you currently have a felony or misdemeanor charge pending?
Convictions include a plea of guilty, nolo contendere (no contest) and/or a finding of guilty by a judge or a jury.

Yes No

If “Yes,” list all convictions including, but not limited to convictions for “driving under the influence,” and convictions
for sex and/or drug offenses listed in California Education Code Sections 44010 and 44011, except for convictions
related to marijuana if it is more than two years after the date of the conviction. Include any serious or violent felony
conviction in any state or jurisdiction as enumerated in California Penal Code sections 667.6(c) and 1192.7(c).

Agreement

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

» Tauthorize investigation of all statements in this application for employment as may be necessary in arriving at
an employment decision.

» In the event of employment, I understand that false or misleading information given on my application or
interview(s) may result in discharge. I understand also, that I am required to abide by all rules and regulation
of the school district.

Signature Date

EQUAL OPPORTUNITY EMPLOYER 30f3 Revised 3.9.16
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TRAVIS UNIFIED ] )
SCHOOL DISTRICT Receipt of Annual Notices

I, attest that on (mm/dd/yy), | have read and
understand the Annual Notices. | further understand that failure to comply with the Board
pesching beyend e bouncree. [0OlICIES Will be grounds for discipline up to and including termination. Please initial, sign, and
o budatommunyetisimes—ratyrn this page to your site secretary.

Initial Human Resources Documents

Notice of Receipt of Annual Notices

Personnel Record Update & Emergency Notification Information

Classified Holidays

Company Nurse Information

Workers' Compensation Information

Volunteer Agreement for Training in Administration of Epinephrine Auto-Injector

Initial Board Policy and Administrative Regulations
Tobacco-Free Schools - BP 3513.3 AR 3513.3

Integrated Pest Management - AR 3514.2
Disruptions - AR 3515.2

Drug- and Alcohol-Free Work Place - BP 4020
Nondiscrimination in Employment - BP 4030
Employee Use of Technology - BP 4040 AR 4040

Sexual Harassment - AR 4119.11/4219.11/4319.11

Professional Standards - BP 4119.21 /4219.21 / 4319.21

Dress and Grooming - BP 4119.22 / 4219.22 / 4319.22

Universal Precautions - AR 4119.43 / 4219.43 / 4319.43

Soliciting and Selling - BP 4135/ 4235 / 4335

Non-school Employment - BP 4136 / 4236 / 4336
Complaints - BP 4144 / 4244 | 4344

Employee Assistance Programs- BP 4159 / 4259 / 4359

Child Abuse Prevention and Reporting - BP 5141.4 AR 5141.4

Sexual Harassment - Students - BP 5145.7

Suspension and Expulsion/Due Process - AR 5144.1

Signature Print name


https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=izSZBxWjPM9vxzgfjr023Q%3D%3D&PG=6&st=3513.3&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=WBLBWOinnwb3jUGmLplusK1nA%3D%3D&PG=6&st=3513.3&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=5DhHlO5NjJVMxbGkiplzoA%3D%3D&PG=6&st=3514.2&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=zperxaJOplusMJVgPbjKzwFlQ%3D%3D&PG=6&st=3515.2&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=YgfHjuPxegC4SXyiV33oDw%3D%3D&PG=6&st=4020&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=rVITmJ7NzSCmjY4uRvTAKA%3D%3D&PG=6&st=4030&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=AUPYqgtw9woVSslshvTTZdrsw%3D%3D&PG=6&st=4040&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=plusmZJ6UFcHvpluse1fXpluscD2DaA%3D%3D&PG=6&st=4040&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=4PWX8JH4qfC5VD9b1IHwyQ%3D%3D&PG=6&st=4119.11&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=oe4McYvFqAuIwOKzEVDIIw%3D%3D&PG=6&st=4219.11&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=BLJplusQvCUjLriW0fazK1uIg%3D%3D&PG=6&st=4319.11&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=plusBIlHtCOfB8hFgOhI00M5g%3D%3D&PG=6&st=4119.21&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=NqkBRC83Kplus2lgXqvxMPw9Q%3D%3D&PG=6&st=4219.21&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=KU2lTW2tMdeXshR0x9q3bg%3D%3D&PG=6&st=4319.11&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=slshntankKY38SZplusslsh8sOUjnpg%3D%3D&PG=6&st=4119.22&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=1SK4lZjLbmS7cIslshyslsh2dlXA%3D%3D&PG=6&st=4219.22&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=AymMRKMqHP7eNekkk9Ioiw%3D%3D&PG=6&st=4319.22&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=OyME6IociBMdGbWYerazDA%3D%3D&PG=6&st=4119.43&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=T52QCtYz12GYBto8DGTI9Q%3D%3D&PG=6&st=4219.43&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=FnTYnTplusaNWsGNDW9Qca6XQ%3D%3D&PG=6&st=4319.43&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=hK2WlDI7KrrZYHTs2FB0tQ%3D%3D&PG=6&st=4135&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=B2NJZGN3GX6d3yJtLEplusGVw%3D%3D&PG=6&st=4235&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=WZQM80ggGxgAL4dCgHlzeA%3D%3D&PG=6&st=4335&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=oYjUxbwzs5e7ta05E6AslshWA%3D%3D&PG=6&st=4136&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=Zt6HrV9jCpGNHxwZkYSupw%3D%3D&PG=6&st=4236&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=mpplusi0XWvQBWB011rywTv5A%3D%3D&PG=6&st=4336&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=2icyrp9EydtJzZkofz4A8g%3D%3D&PG=6&st=4144&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=35stplusq8ZnQplusdC9u4kYplusHzA%3D%3D&PG=6&st=4244&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=CTrpblAV7vRvKkxE9vb9wg%3D%3D&PG=6&st=4344&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=tilMtBEXT95RwNpLfk9HpA%3D%3D&PG=6&st=4159&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=avDbknDTN2bA62lss31XXw%3D%3D&PG=6&st=4259&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=s5A4ZTIKykLIjmcWyQyAdQ%3D%3D&PG=6&st=4359&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=IOkFUJkmWOLmiI2G3JF2rA%3D%3D&PG=6&st=5141.4&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=wzdXD49ZbxeOfcqL3xYP0w%3D%3D&PG=6&st=5141.4&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=pluse8Xr1LIKxD1XWcJ22wYGg%3D%3D&PG=6&st=5145.7&mt=Exact
https://simbli.eboardsolutions.com/Policy/ViewPolicy.aspx?S=36030187&revid=x4EBNfQjnU5ESggbKps9Bw%3D%3D&PG=6&st=5144.1&mt=Exact
https://www.travisusd.org/cms/lib/CA01902810/Centricity/Domain/4/Personnel%20Update%2020-21.pdf
https://www.travisusd.org/cms/lib/CA01902810/Centricity/Domain/4/Company%20Nurse%2020.21.pdf
https://www.travisusd.org/cms/lib/CA01902810/Centricity/Domain/4/WorkersComp..pdf
https://www.travisusd.org/cms/lib/CA01902810/Centricity/Domain/4/Volunteer%20Agreement%20for%20Training%20in%20Administration%20of%20Epinephrine%20Auto.Injector.pdf
https://www.travisusd.org/cms/lib/CA01902810/Centricity/Domain/27/Classified%20Holidays_23.24.pdf

TRAVIS UNIFIED
SCHOOL DISTRICT
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Reaching beyond the boundaries
to build 2 community of learners.

Full Name:

PERSONNEL DATA RECORD

PHYSICAL ADDRESS:

Address:

MAILING ADDRESS:

Home Address:

Home Phone:

Cell Phone:

Employee ID #:
Street City State Zip
SAME AS ABOVE:
Street City State Zip

Personal Email:

EMERGENCY NOTIFICATION INFORMATION

Complete information for two people you would to be contacted should you become disabled at
work due to illness or injury.

Spouse Information:

Name of Spouse:

Mailing Address:

Home Phone:

Emergency Contact Name:

Mailing Address

Home Phone:

Signature:

Street City State Zip
Work Phone: Cell Phone:
Relationship:
Street City State
Work Phone: Cell Phone:
Date:



CAviles
Underline


TRAVIS UNIFIED
SCHOOL DISTRICT

Reaching beyond the boundaries
to build a community of learners.

RECEIPT AND ACKNOWLEDGMENT OF
CHILD ABUSE REPORTING REQUIREMENTS
Human Resources

As an employee of Travis Unified School District, I certify that I have been given a copy of Board Policy
relating to Child Abuse Reporting and Penal Code Sections 11164-11174.3. T have read and understand
the requirements for reporting known or suspected instances of child abuse and will comply with these
requirements. I further understand that failure to certify to these requirements constitutes reason for non-

employment.

Employee Name (Please Print)

Employee Signature
Date

Legal Reference:

Board Policies: DO/PERS/0255

California Penal Code Sections 11164- 11174.3 5141.4



EMPLOYEE ACKNOWLEDGEMENT OF THE MEDICAL PROVIDER NETWORK

RECEIPT - PROOF OF SERVICE

In order to provide the most timely and suitable quality medical care in the event of an injury on the job, we have instituted
a Medical Provider Network for Workers” Compensation.

The following procedures must be followed for all work related injuries and illnesses.
=  Report promptly any work related injury to the supervisor.
=  For areferral to the medical provider specialist, contact your employer or Claims Adjuster.
= Ensure all medical treatment is handled only through the MPN (Medical Provider Network) unless otherwise
authorized.
=  Directall questions about the level of care to the PCP (Primary Care Physician), who is the focal point for all medical treatment.
= A directory of medical care providers is available at my request through my employer.

Please sign below to indicate that you have read and understand the procedures to follow in the event of an injury and
your duties under our Medical Provider Network and have received the following workers’ compensation documents:

e  Medical Provider Network (MPN) Notice

Employee Name: Emp. ID#:

Address:

City, State, Zip:

Date of Hire: Date of Birth:

Signature: Date:

A COPY OF THE MPN DIRECTORY IS AVAILABLE FROM YOUR EMPLOYER OR ADJUSTER UPON YOUR
REQUEST.

Please keep copy in personnel file.



Employee Information on the Independent Medical Review (IMR) Process

This notice is to inform you or your rights, responsibilities and process in obtaining an Independent Medical Review (IMR).

If you disagree with your treatment plan or diagnosis that the third opinion physician rendered, you have the right

to request an Independent Medical Review. At the time you request a physician for a third opinion, your MPN contact or Claims
Adjuster will provide you with this form covering the Independent Medical Review process. You will also be provided with an
“Application for Independent Medical Review” form. The MPN Contact or Claims Adjuster will fill out the “MPN Contact section”
for you. You will need to complete the “employee section” of the form, indicate on the form whether you

are requesting an in-person examination or a records review. You may also list an alternative specialty, if any, that is different from the
specialty of the treating physician.

The Administrative Director will select an IMR with an appropriate specialty within ten (10) business days of receiving your
Application for Independent Medical Review form. The Administrative Director’s selection of the IMR will be based on the specialty of
your treating physician, the alternative specialties listed by you and the MPN contact, and the information submitted with the
Application for Independent Medical Review.

If you request an in-person examination, the Administrative Director will randomly select a physician from a list of available
independent medical reviewers, with an appropriate specialty, who has an office located within thirty (30) miles of your residential
address, to be your independent medical reviewer. If there is only one physician with an appropriate specialty within thirty (30) miles of
your residential address, that physician shall be selected to the independent medical reviewer. If there are no physicians with an
appropriate specialty who have offices located within thirty (30) miles of your residential address, the Administrative Director will
search in increasing five (5) mile increments, until one physician is located. If there are no available physicians with this appropriate
specialty, the Administrative Director may choose another specialty based on the information submitted.

If you request a record review, then the Administrative Director will randomly select a physician with an appropriate specialty from the
list of available independent medical reviewers to be the IMR. If there are no physicians with an appropriate specialty, the
Administrative Director may choose another specialty based on the information submitted.

The Administrative Director will send written notification of the name and contact information of the IMR to you, your attorney, if
any, the MPN Contact and the IMR. The Administrative Director will send a copy of the completed Application for
Independent Medical Review to the IMR.

You, the MPN Contact, or the selected IMR can object within ten (10) calendar days of receipt of the name of the IMR to the selection if
there is a conflict of interest as defined by section 9768.2. If the IMR determines that they do not practice the appropriate specialty, the
IMR shall withdraw within ten (10) calendar days of receipt of the notification of selection. If the conflict is verified or the IMR
withdraws, the Administrative Director will select another IMR from the same specialty. If there are no available physicians with the
same specialty, the Administrative Director may select an IMR with another specialty based on the information submitted and in
accordance with the procedure set forth for an in-person examination and for a records review.

If you request an in-person examination, within sixty (60) calendar days of receiving the name of the IMR, you must contact the IMR
to arrange an appointment. If you fail to contact the IMR for an appointment within sixty (60) calendar days of receiving the name
of the IMR, then you will be deemed to have waived the IMR process with regard to this disputed diagnosis or treatment of this
treating physician. The IMR shall schedule an appointment with you within thirty (30) calendar days of the request for an appointment,
unless all parties agree to a later date. The IMR shall notify the MPN contact of the appointment date.

Should you decide to withdraw the request for an Independent Medical Review, you need to provide written notice to the
Administrative Director and the MPN Contact.

During this process, the employee shall remain within the MPN for treatment pursuant to section 9767.6.

The MPN Contact shall send all relevant medical records to the IMR. The MPN Contact shall also send a copy of the documents
to the covered employee. The employee may furnish any relevant medical records or additional materials to the Independent Medical
Reviewer, with a copy to the MPN Contact as set forth in 8 CCR Section 9768.11(a). If you have requested an in-person
examination and a special form of transportation is required because of your medical condition, the MPN Contact will arrange it for
you. The MPN Contact shall furnish transportation and arrange for an interpreter, if necessary, in advance on the in-person
examination. All reasonable expenses of transportation shall be incurred by the insurer or employer pursuant to Labor Code section
4600. Except for the in-person examination itself, the independent medical reviewer shall have no ex parte contact with any party.
Except for matters dealing with scheduling appointments.




scheduling medical tests and obtaining medical records, all communications between the independent medical reviewer and any
party shall be in writing with copies served on all parties.

If the IMR requires further tests, the IMR shall notify the MPN Contact within one (1) working day of the appointment. All tests shall
be consistent with the medical treatment utilization schedule adopted pursuant to Labor Code section 5307.27 or, prior to the adoption
of this schedule, the ACOEM guidelines, and for all injuries not covered by the medical treatment utilization schedule or the ACOEM
guidelines, in accordance with other evidence based medical treatment guidelines generally recognized by the national medical
community and that are scientifically based.



PRINT

PREDESIGNATION OF PERSONAL PHYSICIAN

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

¢ on the date of your work injury you have health care coverage for injuries or illnesses that are not work
related;

e the doctor is your regular physician, who shall be either a physician who has limited his or her practice of
medicine to general practice or who is a board-certified or board-eligible internist, pediatrician,
obstetrician-gynecologist, or family practitioner, and has previously directed your medical treatment, and
retains your medical records;

e  your “personal physician” may be a medical group if it is a single corporation or partnership composed of
licensed doctors of medicine or osteopathy, which operates an integrated multispecialty medical group
providing comprehensive medical services predominantly for nonoccupational illnesses and injuries;

e prior to the injury your doctor agrees to treat you for work injuries or illnesses;

e  prior to the injury you provided your employer the following in writing: (1) notice that you want your
personal doctor to treat you for a work-related injury or illness, and (2) your personal doctor's name and
business address.

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

NOTICE OF PREDESIGNATION OF PERSONAL PHYSICIAN
Employee: Complete this section.

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

(name of doctor)(M.D., D.O., or medical group)
(street address, city, state, ZIP)

(telephone number)

Employee Name (please print):

Employee's Address:

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

Employee's Signature Date:

Physician: I agree to this Predesignation:

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

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

Title 8, California Code of Regulations, section 9783.

DWC FORM 9783 (7/2014)

CLEAR



PRINT
DESIGNACION PREVIA DE MEDICO PERSONAL
En caso de que usted sufra una lesion o enfermedad relacionada a su empleo, usted puede recibir tratamiento
médico por esa lesion o enfermedad de su médico personal (M.D.), médico ostedpata (D.O.) o grupo médico si:

*  Enlafecha de su lesion laboral usted tiene cobertura de atencién médica para lesiones o enfermedades no
laborales;

*  elmédico es sumédico regular, que serd o un médico que ha limitado su practica médica a
medicina general o un internista certificado o elegible para serlo, pediatra, gineco-obstetra, o
médico de medicina familiar y que previamente ha estado a cargo de su tratamiento médico y tiene
su expediente médico;

*  su"médico personal” puede ser un grupo médico si es una corporacién o sociedad o asociacién compuesta
de doctores certificados en medicina u osteopatia, que opera un grupo médico multidisciplinario integrado
que predominantemente proporciona amplios servicios médicos para
lesiones y enfermedades no laborales;

*  antes delalesion su médico esta de acuerdo a proporcionarle tratamiento médico para su lesioén o
enfermedad de trabajo;

*  antes de lalesion usted le proporcioné a su empleador por escrito lo siguiente:

(1) notificacién de que quiere que su médico personal lo trate para una lesién o enfermedad

laboral y (2) el nombre y direccién comercial de su médico personal.
Puede usar este formulario para notificarle a su empleador si usted desea que sumédico personal o
médico ostedpata lo trate para una lesion o enfermedad de trabajo y que los requisitos mencionados arriba
se cumplan.

AVISO DE DESIGNACION PREVIA DE MEDICOPERSONAL

Empleado: Rellene esta seccion.
A: (nombre del empleador) Si sufro una lesioén o enfermedad laboral, yo elijo

recibir tratamiento médico
de:

(nombre del médico)(M.D., D.O., o grupo médico)

(direccion, ciudad, estado, cddigo postal)

(ntimero de teléfono)

Nombre del Empleado (en letras de molde, por favor):

Direccion del Empleado:

Nombre de Compariia de Seguros, Plan o Fondo proporcionando cobertura médica para lesiones o
enfermedades no laborales:

Firma del
Empleado Fecha:

Médico: Estoy de acuerdo con esta Designacion Previa:

Firma: Fecha:
(Médico o Empleado designado por el Médico o Grupo Médico)

El médico no esté obligado a firmar este formulario, sin embargo, si el médico o empleado designado por el médico
o grupo médico no firma, sera necesario presentar documentacién sobre el consentimiento del médico a ser
designado previamente de acuerdo al Cédigo de Reglamentos de California, Titulo 8, secciéon 9780.1(a) (3).

Titulo 8, Cédigo de Reglamentos de California, seccion 9783.
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TRAVIS UNIFIED
SCHOOL DISTRICT

Reaching beyond the boundaries
o build a community of learners.

All Personnel

E 4112.3
OATH OR AFFIRMATION OF ALLEGIANCE
4212.3
Human Resources
4312.3
I , do solemnly swear (or affirm) that I will

support and defend the Constitution of the United States and the Constitution of the State of California against
all enemies, foreign and domestic; that I will bear true faith and allegiance to the Constitution of the United
States and the Constitution of the State of California; that I take this obligation freely, without any mental
reservation or purpose of evasion; and that I will well and faithfully discharge the duties upon which I am about

to enter.

I understand that as a public employee I am a disaster service worker pursuant to Government Code 3100 and
3102 and that I am required to take this oath before entering the duties of my employment. In the event of
natural, manmade or war-caused emergencies which result in conditions of disaster or extreme peril to life,

property or resources, I am subject to disaster services activities assigned to me by my supervisor.

Employee Signature Date

Certified by:

(Person who administers oath)



TRAVIS UNIFIED
SCHOOL DISTRICT

Reaching bayond the boundaries
o build a community of learners.

AUTHORITY FOR RELEASE OF INFORMATION
Human Resources

I authorize any hiring official from Travis Unified School District to obtain any information relating to my

employment with past employers listed on my application.

This information may include, but is not limited to, achievement, performance, attendance, personal history,

or disciplinary action.

I direct you to release such information upon request of any designated hiring official from Travis Unified

School District regardless of any agreement I may have made with you previously to the contrary.

I release the Travis Unified School District and any employee of the district, including records custodians, from
any and all liability for damages that may result to me on account of compliance or attempts to comply with

this authorization.

An electronically transmitted copy or a facsimile of this document constitutes the same as possession of the

original document and signature.

Employee Name (Please Print)

Employee Signature Date



TRAVIS UNIFIED
SCHOOL DISTRICT

Reaching beyond the boundaries
o build a community of learners.

HEALTHY WORKPLACES, HEALTHY FAMILIES ACT OF 2014
PAID SICK LEAVE
Human Resources

NOTICE TO TEMPORARY/SUBSTITUTE EMPLOYEE

Employee Name:

Start Date: Position/Assignment:

Entitlement:

e An employee of the Travis Unified School District (“District”) who, on or after July 1 of the current school year, works for 30
or more days within a year from the beginning of employment is entitled to paid sick leave.

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

Usage:

The Travis Unified School District (TUSD) shall annually provide three (3) days of paid leave for all substitute employees who
satisfy the following requirements:

e Been employed as a sub for TUSD in good standing for at least ninety (90) days.
e Have worked at least thirty (30) days for TUSD in the current school year.

The three days of paid leave will be paid on the employee’s next paycheck after they meet the qualifications.

The employee does not need to report the sick days in order to receive the paid leave. They will automatically receive the paid leave as
long as they meet the requirements above.

The leave will not accrue or carry over from year to year. Each year the employee will need to fulfill the 30-day requirement again in
order to qualify for the payment.

Every year the employee meets the requirements they will be paid for three days of leave regardless of whether they take sick days or not.
There is no need to report the sick days in Aesop. If the employee is sick they simply take the day off.

For the purposes of this provision a “day” will be equal to the employee’s normal work day. A 6.5-hour substitute teacher would earn
three 6.5-hour days. A two-hour noon aide would earn three two-hour days. The rate of pay will be equal to the employee’s normal
rate of pay. If an employee works different positions with different hours or rates of pay, the earned rate of pay and hours shall be the
average of all assignments worked during the school year.

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

employee.

ACKNOWLEDGEMENT OF RECEIPT

Employee Signature Date:
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Clear Form

Employee’s Withholding Allowance Certificate

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

Enter Personal Information

First, Middle, Last Name

Social Security Number

Address

City State ZIP Code

Filing Status

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

1. Use Worksheet A for Regular Withholding allowances. Use other worksheets on the following pages as applicable.
1a. Number of Regular Withholding Allowances (Worksheet A) 0
1b. Number of allowances from the Estimated Deductions (Worksheet B, if applicable.) 0

1c. Total Number of Allowances you are claiming

0]

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

OR
Exemption from Withholding

3. I claim exemption from withholding for 2024, and | certify | meet both of the conditions for exemption.

OR

(Check box here)|

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

and the Veterans Benefits and Transition Act of 2018.

(Check box here)|

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

Employee’s Signature

Date

Employer’s Section: Employer’s Name and Address

California Employer Payroll Tax Account Number

Purpose: The Employee’s Withholding Allowance Cetrtificate
(DE 4) is for California Personal Income Tax (PIT) withholding
purposes only. The DE 4 is used to compute the amount of taxes
to be withheld from your wages, by your employer, to accurately
reflect your state tax withholding obligation.

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

If you do not provide your employer with a DE 4, the employer
must use Single with Zero withholding allowance.

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

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

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

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;

(i) 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.
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The California Employer’s Guide (DE 44) (edd.ca.gov/pdf _pub_ctr/de44.pdf) provides the income tax withholding tables.
This publication may be found by visiting Payroll Taxes - Forms and Publications (edd.ca.gov/Payroll_Taxes/Forms_and_

Publications.htm). To assist you in calculating your tax liability, please visit the Franchise Tax Board (FTB) (ftb.ca.gov).

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

Notification: The burden of proof rests with the
employee to show the correct California income

tax withholding. Pursuant to section 4340-1(e) of

Title 22, California Code of Regulations (CCR) (govt.
westlaw.com/calregs/Search/Index), the FTB or the EDD
may, by special direction in writing, require an employer
to submit a Form W-4 or DE 4 when such forms are
necessary for the administration of the withholding tax
programs.

Penalty: You may be fined $500 if you file, with no
reasonable basis, a DE 4 that results in less tax being
withheld than is properly allowable. In addition, criminal
penalties apply for willfully supplying false or fraudulent
information or failing to supply information requiring an
increase in withholding. This is provided by section 13101

of the California Unemployment Insurance Code (leginfo.
legislature.ca.gov/faces/codes.xhtml) and section 19176 of the
Revenue and Taxation Code (leginfo.legislature.ca.gov/faces/
codes.xhtml).
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Worksheets

Instructions — 1 — Allowances*

When determining your withholding allowances, you must consider your Married But Not Living With Your Spouse: You may check the “Head of

personal situation: Household” marital status box if you meet all of the following tests:

— Do you claim allowances for dependents or blindness? (1) Your spouse will not live with you at any time during the year;

—  Will you itemize your deductions? (2) You will furnish over half of the cost of maintaining a home for the

— Do you have more than one income coming into the household? entire year for yourself and your child or stepchild who qualifies as

your dependent; and

Two-Earners/Multiple Incomes: When earnings are derived from more (3) You will file a separate return for the year.

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 Head of Household: To qualify, you must be unmarried or legally

MARRIED (with two or more incomes).” Figure the total number of separated from your spouse and pay more than 50% of the costs of

allowances you are entitled to claim on all jobs using only one DE 4 form. maintaining a home for the entire year for yourself and your dependent(s)

Claim allowances with one employer. or other qualifying individuals. Cost of maintaining the home includes
such items as rent, property insurance, property taxes, mortgage interest,

Do not claim the same allowances with more than one employer. Your repairs, utilities, and cost of food. It does not include the individual's

withholding will usually be most accurate when all allowances are claimed personal expenses or any amount which represents value of services

on the DE 4 filed for the highest paying job and zero allowances are performed by a member of the household of the taxpayer.

claimed for the others.

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 (©)
(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) O

Instructions — 2 — (Optional) Additional Withholding Allowances

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

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

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

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

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

2. Enter $10,726 if married filing joint with two or more allowances, unmarried head of household, or qualifying widow(er)

with dependent(s) or $5,363 if single or married filing separately, dual income married, or married with multiple employers - 2.
3. Subtract line 2 from line 1, enter difference = 3. 0.00
4. Enter an estimate of your adjustments to income (alimony payments, IRA deposits) + 4.
5. Add line 4 to line 3, enter sum = 5. 0.00
6. Enter an estimate of your nonwage income (dividends, interest income, alimony receipts) - 6.
7. Ifline 5 is greater than line 6 (if less, see below [go to line 9]);
Subtract line 6 from line 5, enter difference = 7. 0.00
8. Divide the amount on line 7 by $1,000, round any fraction to the nearest whole number 8. 0.00
enter this number on line 1b of the DE 4. Complete Worksheet C, if needed, otherwise stop here.
9. Ifline 6 is greater than line 5;
Enter amount from line 6 (nonwage income) 9.
10. Enter amount from line 5 (deductions) 10. 0.00
11. Subtract line 10 from line 9, enter difference. Then, complete Worksheet C. 1. 0.00

*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.

DE 4 Rev. 53 (12-23)(INTERNET) Page 3 of 4



Worksheet C Additional Tax Withholding and Estimated Tax

1.  Enter estimate of total wages for tax year 2024. 1.
2. Enter estimate of nonwage income (line 6 of Worksheet B). 2.
3. Addline 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. Addline 4 and line 5. Enter sum. 6.
7. Subtract line 6 from line 3. Enter difference. 7. 0.00
8.  Figure your tax liability for the amount on line 7 by using the 2024 tax rate schedules below. 8.
9.  Enter personal exemptions (line F of Worksheet A x $158.40). 9. 0.00
10. Subtract line 9 from line 8. Enter difference. 10. 0.00
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. 0.00

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

periods left in the year. Add the total to the amount already withheld for 2024. 13.
14. Subtract line 13 from line 12. Enter difference. If this is less than zero, you do not need to have additional

taxes withheld. 14. 0.00
15. Divide line 14 by the number of pay periods remaining in the year. Enter this figure on line 2 of the DE 4. 15.

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

These Tables Are for Calculating Worksheet C and for 2024 Only

Single Persons, Dual Income Married

or Married With Multiple Employers Married Persons
IF THE TAXABLE INCOME IS COMPUTED TAX IS IF THE TAXABLE INCOME IS COMPUTED TAX IS
OVER BUT NOT OF AMOUNT OVER... PLUS OVER BUT NOT OF AMOUNT OVER... PLUS
OVER OVER
$0 $10,412 1.100% $0 $0.00 $0 $20,824 1.100% $0 $0.00
$10,412 $24,684 2.200% $10,412 $114.53 $20,824 $49,368 2.200% $20,824 $229.06
$24,684 $38,959 4.400% $24,684 $428.51 $49,368 $77,918 4.400% $49,368 $857.03
$38,959 $54,081 6.600% $38,959 $1,056.61 $77,918 $108,162 6.600% $77,918 $2,113.23
$54,081 $68,350 8.800% $54,081 $2,054.66 $108,162 $136,700 8.800% $108,162 $4,109.33
$68,350 $349,137 10.230% $68,350 $3,310.33 $136,700 $698,274 10.230% $136,700 $6,620.67
$349,137 $418,961 11.330% $349,137 $32,034.84 $698,274 $837,922 11.330% $698,274 $64,069.69
$418,961 $698,271 12.430% $418,961 $39,945.90 $837,922 $1,000,000 12.430% $837,922 $79,891.81
$698,271 $1,000,000 13.530% $698,271 $74,664.13 $1,000,000 $1,396,542 13.530% $1,000,000 $100,038.11
$1,000,000 and over 14.630% $1,000,000 $115,488.06 $1,396,542 and over 14.630% $1,396,542 $153,690.24

Unmarried/Head of Household

IF THE TAXABLE INCOME IS COMPUTED TAX IS
OVER BUT NOT OF AMOUNT OVER... PLUS
OVER

$0 $20,839 1.100% $0 $0.00

$20,839 $49,371 2.200% $20,839 $229.23

$49,371 $63,644 4.400% $49,371 $856.93

$63,644 $78,765 6.600% $63,644 $1,484.94

$78,765 $93,037 8.800% $78,765 $2,482.93

$93,037 $474,824 10.230% $93,037 $3,738.87
$474,824 $569,790 11.330% $474,824  $42,795.68 If you need information on your last California Resident Income Tax

$569,790 $949,649 12.430% $569,790 $53,555.33 Return, FTB Form 540, visit (FTB) (ftb.ca.gov).
$949,649 $1,000,000 13.530% $949,649 $100,771.80
$1,000,000 and over 14.630% $1,000,000 $107,584.29

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

Employee’s Withholding Certificate OMB No. 1545-0074

Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay.

Department of the Treasury, Give Form W-4 to your employer. 2 @24
Internal Revenue Service Your withholding is subject to review by the IRS.

Step 1: (a) First name and m ddle nitial Last name {b) Social security number
Enter Address Does your name match the
Personal name on your social security

Information

card? If not, to ensure you get

City or town, state, and ZIP code credit for your earnings,
contact SSA at 800-772-1213
or go to www.ssa.gov.

(c) [:| Single or Married filing separately
[:] Married filing jointly or Qualifying surviving spouse
E] Head of household (Check only 1f 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 exemptio

n from withholding, and when to use the estimator at www.irs.gov/W4App.

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

or Spouse Do only one of the following.

Works

(a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3-4). If you
or your spouse have self-employment income, use this option; or
(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; 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 generally more accurate than (b) if pay at the lower paying job is more than half of the pay at the
higher paying job. Otherwise, (b) is more accurate

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

Step 3: If your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000 $
Dependent
angOther Multiply the number of other dependentsby $500 . . . . . $
Credits Add the amounts above for qualifying children and other dependents. You may add to
this the amount of any other credits. Enter the totalhere ., . . . . . . . . . 3 |$

Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you
(optional): expect this year that won’t have withholding, enter the amount of other income here.

This may include interest, dividends, and retirementincome . . . . . . . . 4(a)|$
Other f
Adjustments (b) Deductions. If you expect to claim deductions other than the standard deduction and

want to reduce your withholding, use the Deductions Worksheet on page 3 and enter

theresulthere . . . . . . . . . . . . . . . . . . . . . .. lab)S

(c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4(c)|$
Step 5: Under penalties of perjury. | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here
Employee’s signature (This form is not valid unless you sign it.) Date

Employers Employer's name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act

and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2024)
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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/IFormW4.

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 2024 if you meet both of the following
conditions: you had no federal income tax liability in 2023
and you expect to have no federal income tax liability in
2024. You had no federal income tax liability in 2023 if (1)
your total tax on line 24 on your 2023 Form 1040 or 1040-SR
is zero (or less than the sum of lines 27, 28, and 29), 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 2024 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, 2025.

Your privacy. Steps 2(c) and 4(a) ask for information
regarding income you received from sources other than the
job associated with this Form W-4. If you have concerns with
providing the information asked for in Step 2(c), you may
choose Step 2(b) as an alternative; if you have concerns with
providing the information asked for in Step 4(a), you may
enter an additional amount you want withheld per pay period
in Step 4(c) as an alternative.

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. Receive dividends, capital gains, social security, bonuses,
or business income, or are subject to the Additional
Medicare Tax or Net Investment Income Tax; or

3. 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.

Instead, if you (and your spouse) have a total of only two
jobs, you may 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 accurate for jobs with similar pay; otherwise, more tax
than necessary may be withheld, and this extra amount will
be larger the greater the difference in pay is between the two
jobs.

g Muiltiple 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 thatincome. 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
2024 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.

CAUTION

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

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. To be accurate, submit a new Form W-4 for all other jobs if you have not updated your withholding since 2019.

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 toline3 . . . . . . . . . . . . . . . . . . . . . 19

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 valueonline2a . . . . . . . . . . . . . . . o 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
online2b % : % % & % % & & % ¥ & % 3 & N B & 5 o8 B 5 owow w o w owau 208

¢ Add the amounts from lines 2a and 2b and enter the result on line2c . . . . . . . . . . 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 2¢c by the number of pay periods on line 3. Enter this
amount here and in Step 4(c) of Form W-4 for the hlghest paying ]Ob (anng with any other additional
amount you want withheld) . . . . . i ‘ ¢ W & % u 4 %

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

1 Enter an estimate of your 2024 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 yourincome . . . . . . . . . . . . 13

¢ $29,200 if you're married filing jointly or a qualifying surviving spouse
2 Enter ¢ $21,900 if you're head of household N o T 2 9
¢ $14,600 if you're single or married filing separately

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

thanline1,enter“-0-" & & v = & = s & & & @ ¥ % @ & = & & = ¥ % 4 5 &5 @ 4 3 9§
4 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other
adjustments (from Part Il 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 FormW-4 . . . . . . . . . . . 5 %
Privacy Act and Paperwork Reduction Act Notice. We ask for the informat on You are not required to provide the information requested on a form that 's
on this form to carry out the Internal Revenue laws of the United States. Interna subject to the Paperwork Reduction Act unless the form displays a valid OMB
Revenue Code sections 3402(f)(2) and 6109 and their regulations require you to control number. Books or records relating to a form or its instructions must be
provide this information; your employer uses 't to determine your federal income retained as long as their contents may become matenal in the administration of
tax withholding. Failure to provide a properly completed form will result in your any Internal Revenue law. Generally, tax returns and return information are
being treated as a single person with no other entries on the form; providing confidential. as required by Code section 6103.

fraudulent information may subject you to penalties. Routine uses of this
information include giving it to the Department of Just ce for civil and criminal depending on individual circumstances. For estimated averages. see the
litigation: to cit es. states. the District of Columbia. and U.S. commonwealths and ‘nstructions for your income tax return.

territories for use 1n administering their tax laws: and to the Department of Hea th . i .

and Human Services for use in the National Directory of New Hires. We may a'so If you have suggestions for making this form simpler, we would be happy to hear
disclose this information to other countries under a tax treaty, to federal and state from you. See theinstructions for your income tax return.

agencies to enforce federal nontax criminal laws. or to federal law enforcement

and intelligence agencies to combat terrorism.

The average time and expenses required to complete and file this form w ll vary
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Married Filing Jointly or Qualifying Surviving Spouse

Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- |$10,000 -|$20,000 - |$30,000 - |$40,000 - |$50,000 - | $60,000 - |$70,000 - | $80,000 - [ $30,000 - [$100,000 -|$110,000 -
Wage & Salary | 9999 | 19999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $0 $0 $780 $850 $940 | $1,020 | $1,020 | $1.020 | $1,020 | $1,020 | $1,020 | $1,370
$10,000 - 19,999 0 780 | 1,780 | 1.940 | 2140 | 2220 | 2220 | 2220 | 2220 | 2220| 2570 | 3570
$20,000 - 29,999 780 | 1780 | 2870 | 3140 | 3340 | 3420 | 3420 | 3420 | 3420 | 3770 | 4770 | 5770
$30,000 - 39,999 850 | 1940 | 3140 | 3410 | 3610 | 3690 | 3690 | 3690 | 4040 | 5040 | 6040 | 7,040
$40,000 - 49,999 940 | 2140 | 3340 | 3610 | 3810 | 3890 | 3890 | 4240 | 5240 | 6240 | 7240 | 8240
$50,000 - 59,999| 1,020 | 2,220 | 3420 | 3690 | 3890 | 3970 | 4320 | 5320| 6320 | 7320| 8320 | 9,320
$60,000 - 69,999| 1,020 | 2220 | 3420 | 3690 | 3890 | 4320| 5320 | 6320 7320 8320 9320 | 10.320
$70,000- 79,999| 1,020 | 2220 | 3420 | 3690 | 4240 | 5320| 6320 | 7320| 8320 | 9320 10320 | 11,320
$80,000- 99,999| 1,020 | 2220 | 3620 | 489 | 609 | 7170 | 8170 | 9,170 | 10,170 | 11,170 | 12,170 | 13,170
$100,000 - 149,999| 1870 | 4070 | 6270 [ 7540 | 8740 | 9,820 | 10,820 | 11,820 | 12,830 | 14,030 | 15230 | 16,430
$150,000 - 239,.999| 1,960 | 4,360 | 6,760 | 8230 | 9,630 | 10910 | 12,110 | 13,310 | 14,510 | 15710 | 16,910 | 18,110
$240,000 - 259,999 2,040 | 4,440 | 6840 | 8310 | 9,710 | 10,990 | 12,190 | 13,390 | 14,590 | 15,790 | 16,990 | 18,190
$260,000 - 279,999 2,040 | 4440 | 6840 | 8310 | 9710 | 10,990 | 12,190 | 13,390 | 14,590 | 15,790 | 16,990 | 18.190
$280,000 - 299,999| 2,040 | 4440 | 6,840 | 8310 | 9,710 | 10990 | 12,190 | 13,390 | 14,590 | 15,790 | 16,990 | 18,380
$300,000 - 319.999| 2,040 | 4440 | 6,840 | 8310 | 9710 | 10990 | 12,190 | 13,390 | 14,590 | 15,980 | 17,980 | 19,980
$320,000 - 364,999| 2,040 | 4.440 | 6840 | 8310 | 9,710 | 11,280 | 13,280 | 15280 | 17,280 | 19.280 | 21,280 | 23,280
$365,000 - 524,999| 2,720 | 6010 | 9510 | 12,080 | 14,580 | 16950 | 19,250 | 21,550 | 23,850 | 26,150 | 28,450 | 30.750
$525,000and over | 3,140 | 6,840 | 10,540 | 13,310 | 16,010 | 18590 | 21,090 | 23,590 | 26,090 | 28,590 | 31,090 | 33,590
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable [ g0- [$10,000 -|$20,000 - |$30.000 - |$40,000 - |$50,000 - | $60,000 - [$70,000 - | $80,000 - [$90,000 - |$100,000 -|$110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109999 | 120,000
$0- 9,999 $240 $870 | $1,020 | $1,020 | $1.020 | $1,540 | $1.870 | $1,870 | $1,870 | $1.870 | $1.910 | $2,040
$10,000 - 19,999 g70 | 1680 | 1830 | 1830 | 2350 | 3350 | 3680 | 3680 | 3680 | 3720 | 3920 | 4,050
$20,000 - 29,999| 1020 | 1,830 | 1980 | 2510 | 3510 | 4510 | 4830 | 4830 | 4870 | 5070 | 5270 | 5.400
$30,000- 39,999] 1020 | 183 | 2510 3510| 4510 5510 | 5830 | 5870 | 6,070 | 6270 | 6470 | 6,600
$40,000 - 59,999 1390 | 3200 | 4360 | 5360 | 6360 | 7370 | 7,890 | 8090 | 8290 | 8490 | 8,690 | 8,820
$60,000 - 79,999| 1.870 | 3680 | 4,830 | 5840 | 7040 | 8240 | 8770 | 8970 | 9170 | 9370 | 9570 | 9,700
$80,000- 99,999| 1,870 | 3690 | 5040 | 6240 | 7440 | 8640 | 9170 | 9370 | 9570 | 9770 | 9,970 | 10,810
$100,000 - 124,999 2,040 | 4,050 | 5400 | 6600 | 7.800 | 9000 | 9530 | 9,730 | 10,180 | 11,180 | 12,180 | 13,120
$125,000 - 149,999| 2,040 | 4,050 | 5400 | 6600 | 7.800 | 9,000 | 10,180 | 11,180 | 12,180 | 13,180 | 14,180 | 15,310
$150,000 - 174,999 2,040 | 4050 | 5400 [ 6860 | 8860 | 10,860 | 12,180 | 13,180 | 14,230 | 15530 | 16,830 | 18,060
$175,000 - 199,999| 2040 | 4,710 | 6860 | 8,860 | 10,860 | 12,860 | 14,380 | 15,680 | 16,980 | 18,280 | 19,580 | 20,810
$200,000 - 249,999 2,720 | 5610 | 8,060 | 10,360 | 12,660 | 14,960 | 16,590 | 17,890 | 19,190 | 20.490 | 21,790 | 23,020
$250,000 - 399,999 2970 | 6,080 | 8,540 | 10,840 | 13,140 | 15440 [ 17,060 | 18,360 | 19,660 | 20,960 | 22,260 | 23,500
$400,000 - 449.999| 2970 | 6,080 | 8540 | 10,840 | 13,140 | 15440 | 17,060 | 18,360 | 19,660 | 20,960 | 22,260 | 23,500
$450,000and over | 3,140 | 6450 | 9,110 | 11,610 | 14,110 | 16,610 | 18,430 | 19.930 | 21,430 | 22,930 | 24,430 | 25,870
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- |$10.000 -|$20,000 - [$30,000 - |$40,000 - |$50,000 - |$60,000 - |$70,000 - | $80,000 - [$90.000 - |$100,000 - |$110,000 -
Wage &Salary | 9999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
S0- 9999 $0 $510 $850 | $1.020 | $1,020 | $1.020 | $1.020 | $1.220 | $1.870 | $1.870 | $1.870 | $1.960
$10.000 - 19,999 510 | 1510 | 2020 | 2220 | 2220 | 2220 | 2420 | 3420 | 4070 | 4070 | 4160 | 4.360
$20,000 - 29,999 850 | 2020 | 2560 | 2760 | 2760 | 2960 | 3960 | 4,960 | 5610 | 5700 | 5900 | 6,100
$30,000 - 39,999 1,020 | 2220 | 2760 | 2960 | 3160 | 4160 | 5160 | 6,160 | 6900 | 7,100 | 7.300 [ 7.500
$40,000- 59,999| 1.020 | 2220 | 2810 | 4,010 | 5010 | 6010 | 7070 | 8270 | 9.120| 9320 | 9520 | 9.720
$60,000 - 79,999| 1,070 | 3270 | 4810 | 6,010 | 7070 | 8270 | 9470 | 10,670 | 11.520 | 11,720 | 11,920 | 12,120
$80.000 - 99,999| 1870 | 4.070 | 5670 | 7.070 | 8270 | 9.470 | 10.670 | 11,870 [ 12,720 | 12,920 | 13,120 | 13.450
$100.000 - 124,999 2020 | 4420 | 6160 | 7.560 | 8760 | 9.960 | 11,160 | 12.360 | 13.210 | 13.880 | 14,880 | 15.880
$125,000 - 149,999| 2,040 | 4440 | 6,180 | 7580 | 8780 | 9980 | 11,250 | 13250 | 14.900 | 15.900 | 16,900 | 17,900
$150,000 - 174,999 2,040 | 4440 | 6180 | 7580 | 9250 | 11,250 | 13250 | 15250 | 16,900 | 18,030 | 19,330 | 20,630
$175,000 - 199.999| 2,040 | 4510 | 7,050 | 9250 | 11.250 | 13250 | 15250 | 17.530 | 19.480 | 20.780 | 22,080 | 23,380
$200,000 - 249,999| 2.720 | 5920 | 8,620 | 11,120 | 13420 | 15720 | 18,020 | 20.320 | 22270 | 23,570 | 24,870 | 26,170
$250,000 - 449999 2,970 | 6,470 | 9310 | 11,810 | 14,110 | 16410 | 18710 | 21,010 | 22,960 | 24.260 | 255560 | 26,860
$450,000 and over | 3,140 | 6.840 | 9.880 | 12,580 | 15080 | 17,580 | 20.080 | 22.580 | 24,730 | 26.230 | 27.730 | 29.230




Employment Eligibility Verification USCIS

. Form I-9
Depgrtmeqt of Homel.and .Securlt}.f OMB No.1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026

START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for
failing to comply with the requirements for completing this form. See below and the Instructions.

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration status, or national origin may be illegal.

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 (if any) | Other Last Names Used (if any)

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

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's Email Address Employee's Telephone Number
| |

| am aware that federal law Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.):

provides for imprisonment and/or
fines for false statements, or the
use of false documents, in
connection with the completion of
this form. | attest, under penalty
of perjury, that this information,
including my selection of the box
attesting to my citizenship or

A citizen of the United States
A noncitizen national of the United States (See Instructions.)

A lawful permanent resident (Enter USCIS or A-Number.) |

I

Eall Rl S

A noncitizen (other than Item Numbers 2. and 3. above) authorized to work until (exp. date, if any)

If you check Item Number 4., enter one of these:

immigration status, is true and USCIS A-Number R Form 1-94 Admission Number R Foreign Passport Number and Country of Issuance
correct. o o
Signature of Employee Today's Date (mm/dd/yyyy)

If a preparer and/or translator assisted you in completing Section 1, that person MUST complete the Preparer and/or Translator Certification on Page 3.

Section 2. Employer Review and Verification: Employers or their authorized representative must complete and sign Section 2 within three
business days after the employee's first day of employment, and must physically examine, or examine consistent with an alternative procedure
authorized by the Secretary of DHS, documentation from List A OR a combination of documentation from List B and List C. Enter any additional
documentation in the Additional Information box; see Instructions.

List A OR List B AND List C
Document Title 1
Issuing Authority
Document Number (if any)
Expiration Date (if any)
Document Title 2 (if any) Additional Information

Issuing Authority

Document Number (if any)

Expiration Date (if any)

Document Title 3 (if any)

Issuing Authority

Document Number (if any)

Expiration Date (if any)

D Check here if you used an alternative procedure authorized by DHS to examine documents.

Certification: | attest, under penalty of perjury, that (1) | have examined the documentation presented by the above-named F|rst/3:/y of Employment
employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the (mm/ddlyyyy):
best of my knowledge, the employee is authorized to work in the United States.

Last Name, First Name and Title of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy)

Employer's Business or Organization Name Employer's Business or Organization Address, City or Town, State, ZIP Code

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4.
Form I-9 Edition 08/01/23 Page 1 of 4
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LISTS OF ACCEPTABLE DOCUMENTS

All documents containing an expiration date must be unexpired.
* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a
combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274).

LISTA

Documents that Establish Both Identity
and Employment Authorization

OR

LISTB

Documents that Establish Identity

AND

LISTC

Documents that Establish Employment
Authorization

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

2. Permanent Resident Card or Alien
Registration Receipt Card (Form 1-551)

3. Foreign passport that contains a
temporary |1-551 stamp or temporary
1-551 printed notation on a machine-
readable immigrant visa

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

5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:

a. Foreign passport; and

b. Form 1-94 or Form I-94A that has
the following:

(1) The same name as the
passport; and

(2) An endorsement of the
individual's status or parole 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 1-94 or
Form I-94A indicating nonimmigrant
admission under the Compact of Free
Association Between the United States
and the FSM or RMI

. 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

. 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,

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

and address

3. School ID card with a photograph

4. Voter's registration card

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

5. U.S. Military card or draft record

6. Military dependent's ID card

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

7. U.S. Coast Guard Merchant Mariner Card

4. Native American tribal document

8. Native American tribal document

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

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

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

unable to present a document
listed above:

For persons under age 18 who are

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

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

For examples, see Section 7 and
Section 13 of the M-274 on
uscis.gov/i-9-central.

The Form I-766, Employment
Authorization Document, is a List A, ltem
Number 4. document, not a List C
document.

Acceptable Receipts

For receipt validity dates, see the M-274.

May be presented in lieu of a document listed above for a temporary period.

e Receipt for a replacement of a lost,
stolen, or damaged List A document.

e Form I-94 issued to a lawful
permanent resident that contains an
1-5651 stamp and a photograph of the
individual.

e Form I-94 with “RE” notation or
refugee stamp issued to a refugee.

OR

Receipt for a replacement of a lost, stolen, or
damaged List B document.

Receipt for a replacement of a lost, stolen, or
damaged List C document.

*Refer to the Employment Authorization Extensions page on 1-9 Central for more information.

Form I-9 Edition 08/01/23

Page 2 of 4
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https://www.uscis.gov/i-9-central/form-i-9-resources/handbook-for-employers-m-274/120-acceptable-documents-for-verifying-employment-authorization-and-identity/123-list-c-documents-that-establish-employment-authorization
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https://www.uscis.gov/i-9-central/form-i-9-acceptable-documents/employment-authorization-extensions

Supplement A, USCIS

Preparer and/or Translator Certification for Section 1 Form I-9
. Supplement A
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026
Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1.

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1
of Form I-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator

must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's
completed Form 1-9.

| attest, under penalty of perjury, that | 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 Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

| attest, under penalty of perjury, that | 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 Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

| attest, under penalty of perjury, that | 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 Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

| attest, under penalty of perjury, that | 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 Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code
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Supplement B, USCIS

Reverification and Rehire (formerly Section 3) Form 1-9
Supplement B
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026
Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1.

Instructions: This supplement replaces Section 3 on the previous version of Form 1-9. Only use this page if your employee requires
reverification, is rehired within three years of the date the original Form I-9 was completed, or provides proof of a legal name change. Enter
the employee's name in the fields above. Use a new section for each reverification or rehire. Review the Form I-9 instructions before
completing this page. Keep this page as part of the employee’s Form I-9 record. Additional guidance can be found in the_

Handbook for Employers: Guidance for Completing Form I-9 (M-274)

Date of Rehire (if applicable) |New Name (if applicable)

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
icontinued employment authorization. Enter the document information in the spaces below.

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy)

| 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 documentation, the documentation | examined appears to be genuine and to relate to the individual who presented it.

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

Additional Information (Initial and date each notation.) Check here if you used an

[] atternative procedure authorized
by DHS to examine documents.

Date of Rehire (if applicable) |New Name (if applicable)

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
icontinued employment authorization. Enter the document information in the spaces below.

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy)

| 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 documentation, the documentation | examined appears to be genuine and to relate to the individual who presented it.

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

Additional Information (Initial and date each notation.) Check here if you used an

D alternative procedure authorized
by DHS to examine documents.

Date of Rehire (if applicable) |New Name (if applicable)

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
icontinued employment authorization. Enter the document information in the spaces below.

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy)

| 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 documentation, the documentation | examined appears to be genuine and to relate to the individual who presented it.

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

Additional Information (Initial and date each notation.) Check here if you used an

|:| alternative procedure authorized
by DHS to examine documents.
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California Public Employees’ Retirement System
P.O. Box 942709 Sacramento, CA 94229-2709
888 CalPERS (or 888-225-7377)

A\\\"”//,,, CaIPERS TTY: (877) 249-7442 | Fax: (916) 795-4166

www.calpers.ca.gov

Employer Account Management Division

Dear Member,

The California Public Employees’ Retirement System (CalPERS) requires all members hired after
January 1, 2013 complete the Reciprocal Self-Certification Form (PERS-EAMD-801) to provide essential
information that will be used by your employer to enroll you in CalPERS membership.

This form obtains information regarding your membership in other qualifying public retirement systems
and must be returned to your employer within 10 business days of receipt. Use the instructions provided
on the back of the form and reference the List of Qualifying Public Retirement Systems for assistance.
Information regarding your membership in a defined benefit plan for any of the listed qualifying public
retirement system must be provided. However, information related to CalPERS membership should
not be included when completing this form, as this data is already stored in the CalPERS system.

It is your responsibility to ensure the accuracy and completeness of the information you provide.
Inaccurate information may result in adjustments to your account which could lead to adverse impacts
such as incurring financial obligations that you and your employer will be responsible to fulfill.

For more information regarding the Reciprocal Self-Certification Form, please visit our website at
www.calpers.ca.gov.

Please note: The completion of the Reciprocal Self-Certification Form does not establish reciprocity, nor
is it a request to establish reciprocity. To request that reciprocity be established, download the When
You Change Retirement Systems (PUB 16) publication to obtain the Confirmation of Intent to Establish
Reciprocity When Changing Retirement Systems (PERS-CASD-255) form. This publication is available at
www.calpers.ca.gov.

Sincerely,

Membership Services

Enclosures: List of Qualifying Public Retirement Systems in California, Reciprocal Self-Certification
Form, and Directions for Completing Reciprocal Self-Certification Form
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https://www.calpers.ca.gov/page/active-members/retirement-benefits/refunds-reciprocity

California Public Employees’ Retirement System

A\\"’,}// CaIPERS P.O. Box 942709 Sacramento, CA 94229-2709

888 CalPERS (or 888-225-7377)

TTY: (877) 249-7442 | Fax: (916) 795-4166
www.calpers.ca.gov

Reciprocal Self-Certification Form

Complete the following information and return this form to your personnel office within 10 business days. To ensure this form is completed
correctly, please reference the enclosed List of Qualifying Public Retirement Systems and instructions.

Section 1. Member Information

Member Name: (Last) (First) (Middle)

Date of Birth: CalPERS ID:

Membership Status in Qualifying Public Retirement Systems:
|:| I have not been a member of a qualifying public retirement system in California. (skip to section 3)

|:| I have membership in a defined benefit plan under a qualifying public retirement system in California other than CalPERS.
(complete section 2 with membership information for each qualifying public retirement system)

| Section 2. Qualifying Reciprocal Membership Information

Name of Most Recent Public Retirement System: Membership Date: Separation Date*: [Retired* or [_]Refunded*
/ / / / Date: / /

Name of Prior Public Retirement System: Membership Date: Separation Date*: CRetired* or []Refunded*
/ / / / Date: / /

Name of Prior Public Retirement System: Membership Date: Separation Date*: [JRetired* or L] Refunded*
/ / / / Date: / /

*Please provide dates, if applicable. Not all sections may be applicable for each Public Retirement System.

Section 3. Sign and Certify

| understand that by accepting employment in a qualified public retirement system, | am subject to the applicable laws and
regulations of that system. I also understand that completing this form is not a request to establish reciprocity.

| hereby certify that the foregoing information has been verified with the qualifying public retirement system as true and correct
and any information found to be incorrect may require corrections to my CalPERS account including, but not limited to, my
retirement enrollment level and adjustments to my member contributions. CalPERS may make any necessary corrections to my
account to ensure | am properly enrolled and eligible to receive the correct retirement benefits.

Member Signature: Date:

Section 4. To Be Completed by Employer Only

Name of CalPERS Agency:

CalPERS Business Partner ID: Member’s Enrollment Eligibility Date:
Designee of Employer: (print name) Designees’ Title:
Designee Signature: Date:

The employer must retain this form in the member’s file for auditing purposes.

For more direction regarding how to process the Reciprocal Self-Certification Form, please refer to our employer reference guides.
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STATE OF CALIFORNIA . DEPARTMENT OF JUSTICE
BCIA 8016 Print Form Reset Form PAGE 1 0f 4
(Rev. 04/2020)

REQUEST FOR LIVE SCAN SERVICE

Applicant Submission

AE996
ORI (code assigned by DOJ) Authorized Applicant Type

Type of License/Certification/Permit OR Working Title (Maximum 30 characters - if assigned by DOJ, use exact title assigned)

Contributing Agency Information:

Travis Unified School District 15993

Agency Authorized to Receive Criminal Record Information Mail Code (five-digit code assigned by DOJ)

2751 De Ronde Dr. Cara Aviles

Street Address or P.O. Box Contact Name (mandatory for all school submissions)
Fairfield CA 94533 (707) 437-4604

City State ZIP Code Contact Telephone Number

Applicant Information:

Last Name First Name Middle Initial Suffix

Other Name: (AKA or Alias)

Last Name First Name Suffix
Sex [] Male [ ] Female
Date of Birth Driver's License Number
Billing
Height Weight Eye Color Hair Color Number
(Agency Billing Number)
Misc.
Place of Birth (State or Country) Social Security Number Number
(Other Identification Number)
Home
Address Street Address or P.O. Box City State ZIP Code
| have received and read the included Privacy Notice, Privacy Act Statement, and Applicant's Privacy Rights.
Applicant Signature Date
Your Number: Level of Service: DOJ [] FBI
OCA Number (Agency Identifying Number) (If the Level of Service indicates FBI, the fingerprints will be used to check the

criminal history record information of the FBI.)

If re-submission, list original ATl number:
(Must provide proof of rejection) Original ATI Number

Employer (Additional response for agencies specified by statute):

Employer Name

Street Address or P.O. Box Telephone Number (optional)

City State ZIP Code Mail Code (five digit code assigned by DOJ)
Live Scan Transaction Completed By:

Name of Operator Date

Transmitting Agency LSID ATI Number Amount Collected/Billed
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