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~ - ~ APPENDIX N

Acknowledgement ot Receipl of Relirement Informalion
. - H - -

1 received the 13-page information and election package regarding the firsi-tier and second—trer
retirement plans (PERS-MEM -42[A,B.C))

Signature S . : Social Security Number
Printed Name ’ PERS Membership Date
Date — - State Department

This form must be compieted, signed, and left with your personnel clerk who will forward it to PERS.

This is not an election document. The election document for the first-tier retirement plan is at the
back of this miormatmn package

The information and election package was given to the above employee

on by
Date Personnel Office Statf

Public Telephone Number

Member Services Division, Unit 821
P.O. Box 942704
Sacramento, CA 94229-2704

PERS-MEM-42A
(Rev..11-1-88)
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APPENDIX N (continued) ‘/\

Intormiation Practices Statoment -

The Information Practices Act of 1977 and the Federal Privacy Act require the Public Employees’ Retirement System to provide
the foltowing information:

The information requested is collected pursuant to Government Coda sections (20000, el seq)) and wilf be used for
adminisiration of the Board's duties under the retirement law, the Social Security Act, and the Public Employees’ Medical and
Haspital Care Act. Submission of the requested information is mandalory. Faiture fo supply the information may result in PERS )
being unable to perform its functions regarding your status. Portions of this information may be transferred t0; state and public
agency employers, California State Attorney General, Office of the State Controller, Teale Data Center, Franchise TaxBoard,
Internal Revenue Service, Workers' Compensation Appeals Board, State Compensation Insurance Fund, County District
Aftarneys, Soctal Security Administration, beneficlaries of deceased members, physicians, insurance carriers, and various
vendars who prepare microfiche/microfilm for PERS. Disclosure to these entities is done in strict accordance with current
statutes regarding confidentiality. o .

You have the right to review your membership file maintained by PERS. For questions concarning your rights under the
Information Practices Act.of 1977, please contact the Information Coordinator, PERS, 400 P Street, P.O. Box 942702,
Sacramento, CA 94229-2702. -~ - - - -~
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N _ APPENDIX N (continued)

Electibn_Documenf for First-Tier Retirement Plan

o be valid, this document must be complated and forwarded to PERS within one year of your date of membership,

i certify that | have read and understand the mformation that accompanied this document, and | hereby elect to enroll in the first-
tier retirement pian for state miscellaneous and industrial service from my date of membership. | understand that contributions for
future service will be deducted from my payrolt warrants and that | must pay contributions, plus imerest, for service since my date

of membership.

Signature _ | Printed Name

Social Security Numbq Date

Mailing Address . ) o Employer
Y City

State, Zip

Fallure to file this form with PERS within one year of your date of membership will be deemed an irrevocable
election by you to be enrofled in the second-tier retirement plan for ail future Qualilying state miscellaneous and
industrial service. S : :

Mail 1his form 1o: Public Employees Retirement System
Member Services Division, Unit 821

PO Box 442704
Sactamenlo. CA 94229-2704

PERS-MEM-42C
{Rev. 11-1-88)

White Copy: Return To PERS e Yellow: Retain For Your Files

N-3
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N APPENDIX O

CALIFORNIA STATE PERSONNEL BOARD

STATE EMPLOYEE RACE/ETHNICITY QUESTIONNAIRE

(For Al New Hires)
300 1070 51 Empl Rpce/E thaic Quest {8/82) Data

INSTRUCTIONS:

* 1. This setf-identification quesllonmure is part of ﬂ-n new amployee package. Sdf-rdentifwntnon means eldl emplovee has the
apportunity to select which race/ethnic group he/she most closely identifies with. Complete prompllv and return to the
Personnel Office with your other hiring documents,

EMPLOYEE'S NAME fp_liﬂt’ Lo . SOCIAL SECURITY NUMBER SEX
. 0 mace
O remace
2. Please check the one box below which best describes your race/ethnicity and enter the one Jetter chosen (A throughT or X}
on this line: :

¥ Hispanic, check:

A, D) Mexican, Mexican/American, Chicano C. O Cubsn
B. [J Puerto Rican D. 1 Any Other Spanish/H ispanic
If Not Hispanic, check:

E. [I White _ J. O Chinese P. O Hawalian

F. [J Black K. O Korean . Q. ] Samoan

G. [J Filipino ' L. D Vietnamese R. O Guamanian/Chamorro

. H. O American Indian M. Asian Indian S. O Other Asian
r\ N.C Eskimo T. D) Other Pacitic Isiander
{Specify Tribs}
0.0 Aleut
i. O Japanese X. O Other, Not Listed
3. Please check the method of identification

O A. Seif-ldentification [} 8. Department Designation {This is only used if the emptoyee does not

. self-identify.)

PRIVACY STATEMENT
FOR RACE/ETHNICITY QUESTIONNAIRE

AGENCY NAME:; ~ State Personnel Board Public Employment and Affirmative Action Division

UNIT RESPONSIBLE The Personnel Office of the employing State department.
FOR MAINTENANCE:

AUTHORITY/PURPOSE: Government Code Section 19792 states that “The State Personnel Bowrd shall: . . . (h)
Maintain 3 statistical information systam designed to yield the data and the analysis necessary

for the evaluati_on of progress in affirmative action and equal employment opportunity with the
state civil service . , .

The data is encoded by the department Personnel Office and becomes part of the Emplayment
History System kept by the State Controiler’s Office. It is shared only with the State Personnei
Board and the employing department. No other disclosures on an individual-identifiable basis

are made,
PROVIDING, it is preferable for each employee to indicate which nmlethmc group they most closeiv
INFORMATION: associate mth
EFFECTS OF NOT Since Government Code Section 19792 requires the collaction of race/ethnic origin from all
PROVIDING- THE emnployees, your Personnel Office will designate a race/etimic code for you should you decline
INFORMATION: to self-identify. -
ACCESS: The individual can access his/her own records through their Personnel Office.
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APPENDIX P

VHA CERTIFICATE Domr | Oowmer | Dvrer

EFF DATE,

(To ba completed by soldiar) PARTY 1 - IDENTIFICATION AND HOUSING INFORMATION

1. SCLDIER 2. SOLDIER'S RESIDENTIAL ADDRESS [Stl'lﬂ Apt No. clh’. County,
a. NAME (Last, First, Middie Initial) nd State)

b, PAY GRADE ©. SOCIAL SECURITY NUMBER

3. DEPFENDENT'S RESIDENTIAL ADDRESS (Streat, Apt No, City,
County, and State) (if other than block 2 above)

d. DUTY LOCATION OR HOMEFORT
(1) DUTY STATION NAME .

4. EFFECTIVE DATE OF LEASE/RENTAL/SALE AGREEMENT{YYMMDI
{2) CITY AND STATE e (3) DUTY PHONE a. MEMBER'S b. DEPENDENT'S (Complate If

block 3 is filled out)

5. To detarmine if you are a *sharar”, enter an X in the appropriate box at the lafl for #ach catsgory of Individoal oecupyln 3 Fou r_sﬂ_r—"'ﬁ'_—_n fence. For eac
catogary you mark with an X, enter the {otat number of individuals In that category In the box at the Haht,
X la. MYSELF NG,
POUSE WhD IS 4150 & SCIdIer. NAME
(Enter 1 and pravida the A . Ssh SERVICE

c. Spoutk or other d-plndlnl who Is 4 Fadural civiilan employas entitiad to & Helng quarters atfowance. (Enter 1)
d. Other Ser 1o bavic for guariers (Eater tolal numbar),
6. Exciuding dependants, any othaers not goversd above who pay a portion of the Rent, Mortgege, and/or utilities (Entar total numbar)

1. Enter the total of 5a through Se above. (©0 not count depsndants uniess covered by catagory c. (f the resuit
Sxouads 1" you yre consldenid 3 “sharer,

6. EXPENSES, IF AUTHORIZED. 1 AM R.EQUES'HNG VHA BASED ON:
O my permanent duty station; [[JMy dependent’s lozation: [ Both my parmanent duty statlon snd dependent's location,

4. Monthly Ownership Expenses: b. Monthly Rental Expensas:

o w : | i (1) Rant I ]

(2} Interest ] | @ ] {

(3) Taxes _ | | (31 Other | |

: : (Spacify)
{4} inurance | I
(5) Other (Specliy} | 1
Totals - I ' Totais I '

Varlable Housing Allowance (VHA) was lmplumlnhd to provide military membaers an altowance bnld on thl differsnce batween a Soidier's BAQ and the
actual rant a Soldier pays, not to exeud the {1 VHA [ 1] acaur in resid . . of haring rant, or
monthly rent, notlfy d/p Aih officer #s soon s ibis, The for 2 t clalm/stat tisa { #ine of

$10,000.00 or maximum lmprllonm-n! of Five ysars, of both (18 U.5. Code, Section 207).

1 eertify that | fully understand the condition of antitiemant to VHA and my rasponsibliity for promptly i\ctifvlng approprista otficlals when changes

sffecting my satitiement occur. | further understand that 1 must recertify my VHA antlt or s
Soldlar's (Slenature) (Date)
¢ AGer/CDR (Sh ) (Date}

PART U] - COMPUTATION

7. VHA ELIGIBILITY COMPUTATION:

{Enter total In Th)

COLLUMN A COLUMNB
. ———
a. BAQ h. Enter amount from 7d.
OR
B, FSATYPE. —— i I Enter amount from g,
& VHA e e——————— . IR Subtract 7) from 7h. Eater
d. TOTAL k. Enter amount from Yo — i .

I Subtract 30% of 7).

m. Subtract 71 from 7k, Enter diftersnca.
This is the soldier's VHA enti

®. HOUSING COSTS

1. UTILITY/MAIN-
TENANCE EXPENSE

9  TOTAL

e B
{Enter total in 70)

It amount in 7g is greater than 7&. STOP HERE,

USAFAG FORM  5274.R

P-1
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-
EMPLOYMENT ELIGIBILITY VERIFICATION (Form 1-9)
El EMPLOYEE INFORMATION AND YERIFICATION: (To be compieted and signed by employes.)
Name: (Print or Type)  Lam Fimst.. . - Middle ’ ~ Birth Name
Address: Sll’l!:t‘ .Num--lnd.Nn‘mberr . Ciy : - State - : ’ B ZIP Code
| "Date of Birlthomh.'Dnyf \‘m] I L Socisl Seourity Number
lmm.mp-dly ulm th(ll-(:loeta be:k
T | Actizen 67 nationat of the United States,
O 2 An alitn lawiully admitted for permanent residence (Alien Number A ).
O 3 An lhen hotized by the Immigration and Naturalization Service to work in the United Statey (Alien Numiber A
or Ad  Numb e+ ERpiration of employment suthorization, if any .
1 aitest, under penaity um.mmulmm-m«mu-ﬁmdﬂ;mwumuu {amawsrethat
f*ulhwwmﬁuluwwuml-wﬂ-muudﬂrhmhmﬂﬁm -
Signature e S S 8 M(Mulhfﬂlyl'lﬂr)
PREPARER/TRANSLATOR CERTIFICATION {Yo bo compisied if rapirnd by porson othes than the m ) sevess, under ponaity of
perjury; |hum:m“mwumhmdﬂnmmm-l-MuﬂMdmlm-ytmm.:
Sn.muue - Nm(l'ﬂnlor'rype)
Address ﬁuut Namé und Number) . Gy Stme . Zip Code. -
/‘\ m EMPLOYER REVIEW AND VEIIIﬂCA‘l‘ION (Te heoonplned snd signed byemployer)
: Instructions.
Examing une ducument from, List.A and check the appropriste box. @R i ine one document from Lin® Hom from List C and check the appropriate boxes.
Provide the Document Idantification Number and Expiration Dats (ot the d aat checkéd
List A List B Lin C
Documents that Establish Documents that Establish Documents that Establish
Identity wnd Employment Eligibility Identity o Ei_lployml Eligibiliay

O 1. A State-issued driver's licewss or & Stati- . ) L

"t istued L. card with w photograph, of a 1. Original Social Security Number Card (other
. infarmation, inciuding anme; ‘son, date of than a l.'_ll'd.'stll!n' it is not valid for

_ birth, height, weight, and color of eyes. ~  ° ~employment}

(Specify State) } a z.Abmhumﬁ:uemwdbySuu.mnly.

0 1 tinited States Passpon
D 2 Ceruficate of United States Citizenship

D 3. Centificate of Naturalization lu 2. U.S. Military Card ::lrm‘:‘dm authority bearing & szal or other

O 4. Unexpired Tnveign passpors with O 3. Other (Specity domm:ln wnd ammug Osu - ‘INS‘ ! e
altached I-Zmpl:uyme!u. Alﬂtl!n.nji.'zli.on_ ) suthority) . Smfyrlom ]

D 5 Alien Registrition Card with photogiaph ‘EH - : o

Expiration Dt (§ any) ' Expoation Dete (¥ oy} Expietion Dt (f any)

CERTIFICATION: [ atiest, under peunity of perjury, mu-uw&mmummmuwymuhwuu
umuntbcl-‘widu!nml.u‘ﬁ-t&cw 10 the best of my knowledge, in sligibhe to wark in the United States.

Signature Name (Priat or Type) . ~ Tite
Empioyer Name " Adidress : . . Date
Form 1-9405/07/87) L . . U.S. Depanument of Justice

/\ OMB No 11154136 : : Immigration and Natursiization Service
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APPENDIX @ (continued)

'Employment Eligibility Verification

NOTICE:  Authority lof collecting the information on this form is in Title 8, United States Code, Section 13124A, which
requires employers to verity employment eligibility of individuals on a Tarm approved by the Attoricy |
General. This torm will be used to venfy the individuabs eligibitity for employment 1 the ined Stanes,
Failure 10 present this lorm {or ifispection o officers of the Immigiation and Naturalization Seivie o
Departnient of §ahor wathun the time period specilicd by iegulation, or improper completion i serenten o
tius torm, may be a vielation ol thic above luw and may result in a cvil moncy penaslity

Section 1. lnstnntiols to Ellphyeel Prepam for eompleﬂng this form
Instructions for the employee.

All employees, upon being hn'ed .mus! complete Section § of this form. Any persan hired aficr November 6,
* 1986 must compleie this form, (For the purpose of corapletion ol this form the term “hired™ applies Lo those
employed, recruited or referred for a fee.)’

All employees must print or typc their compicte name, address, dat of birth, and Social Security Number.

The block which correctly indicates Lhe emplo fee’s immigration status must be checked. If the second bluck-is:
checked. the employee's-Alien Registration’ Number must be provided:: If the third ‘block is cheziked. Lhe
employee’s' Alien Regstrauon Number or Adrmssmn Number must be provided, as weil as the dan- of

expiration of that status, il ii-expires.

All employces whose present names differ from bmh names, because of marriage or other reasons, must print
or type their birth names.in the appropriave space of Section 1. Also, emplayees whose numes change after
empioyment verification should report these changes to llu:lr ernptoyer

All employees. must sign and date-1he form. ‘ S . - o /\

Insrmcmms Jor the preparer of the form, if not the ¢nwloyc¢

I a person assists the employee with compleling this form, the preparer must cerul'y the form by ngmng it and e
-printing or-typing his or her compleie name and address. .

' -Section 2. Instructions to Employet for completing this form

(Fur the purpos: ofwmpleuon of this form, the term “employer” applics locmploycrs and those who recruit of reler foratee.)

Empioyers must complete this secuon by examining evidence of identity and employmem eligibility. and:
. checkang the appropriate box in List A or boxes.in both Lists B and C;

® recording lhc;dP ument identification number and expiration date (if any);

® recording the type of form if not specificatly ldentll'led in the list.

0 slgmng the ceru ication seclion.

NOTE: Empbyers are re.wouscbk Jor merq[yug empilayment eligibility of employm whase employment
eligibility documents carry an expiration dut .
Copies of do¢umeniation presented by an mdmdual for the purpose of eslabhshmg idenlity and empio ﬂnem
cligibility may be copied and retained for the purpose of complying with the requirements of this form and no
. other purpose. Ay copies of documentation made for this purpose should be maintaincd with this torm. _
Name changes of employees which oceur aler preparation of this form sitould be recorded on the form by
lining through the old name, printing the new name and the reason (such as :marriage), and duting and
_imialing the changes. Employers should not attempt to delete or erase the old Rame in any fashion.

RE TENTION OF RECORDS.

The compieted form. must be relamed by the cmployer for:
.o @ three years after the date-of hiriiig; or
® one year afler the: date the ernploymem is terminated, whnchever i§ later,

.t

L .. Employers may photocopy or reprint this form as necéssary.

U.S, Department of Justice ' . OMBE1IS0130. .
lmmxgrulnon and Naturihzmon Scrvwe L Form 19105 07871 /\
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APPENDIX R
e e Public Employees’ !climrt.'mhm PERS USE OMAY—DOCUMENT REFERENCE NUMBER
...-.EPERS Post Office Box 342714 |
Sacramento, CA  94229-2714
(916) 326-3605
HEALTH BENEFITS PLAN ENROLIMENT FORM
PERS—HBD-12 (Rev. 2/88)
. > PLEASE TYPE 4
T TYPE OF ACTION [ SOCIAL SRCORITY NUMGER A0 st AL PERSONS (incudng sef) T0 DATEOF | Famiy | €
(Chech One) - T8| B enROLED e BRTH | eton-| ©
{1 a. NEW enroliment I T _—ﬁﬁiCP Mo.[Day] ¥r.| Ship | ¢
L7 b. CHANGE of coverage [3. SPOUSE'S SOCIAL SECURITY NUMBER |@wsn ™ re) .
1 ¢. CANGEL aii coverage _ _
SELF
[} j
Name i
No. and {FRST} ™ {LAST)
gtreel
S;tayte 2P
5.0 Ple:s'e :heck_i'ftPeri 6. SEX 7. MARRIED
nen "
E"n:plgyee(napgiz: loea’::- ‘:I Male l—_—l Yes
tive State employees only) D Female D No
§. PLAN CODE
10. GROSS PREMIUM |1, FACILITY (W appiicable)
3
7 T2 PRIOR PLAN CODE |13, PROR WEALTH PO |
¢c[18. SUPPLEMENTAL PLAN DATE OF BRTH| Relation- | §
1 B[ remsm) ) (AAST) | Mo.[Day] Vr.| ship | ¢
14. Permitting Event Code|15. Permitting Event Date |16, EFFECTIVE DATER"— :
Mo. Day Year | Mo. Day Vear
| | i | 01 |
19. CHECK ONE

{J 1 DO NOT wish to enroll in o Health Benefits PlanundermePubthmponaes Medical and Hospital Care Act.

O Iehd'oENROLLIN(OﬂCHANGETO)quHhBeneﬁ'lsPhncsdlawnmhams&md9nhonmdnuﬂmnmdeducﬁomhbemndo|romwwlﬂry
or refiremant ol 1o cover my share of the cost of enrollment as it is row or as it may be in the future. | also certify that the names of all
dependents listed above in Hems l? and/or 18 are eligible family members as defined in the Public Employees’ Medical and Hospnol Care Act.

O 1elact to CANCEL the Health Benefits Plan as shows in hems 12 ond 13 above.

20, EMPLOYEE OR ANNUITANT'S SIGNATURE (see privacy information on reverse of employee copy)’ ZI“ODATE DS:S%NED Y

> - | L

P PLEASE REFER TO THE HEALTH BENEFITS PROCEDURE MANUAL FOR COMPLETION OF ITEMS 22-27

22 DEDUCTON T2 Twedl 1 (3 new  ]24. PAY PERIOD ]25. PARTY CODE | 26. EMPLOYEE ]27. BARGAINING UNIT
PLAN CODE c:t:w 2 O Cancel Morth Year DESIGNATION

et (%) 3.0 change I . -

28. AGENCY NAME (or Retirement System) A, PAYlll_)tI. OFFICE CODE | 30. AGENCY. CODE |31, UMIT CODE

32."Fhereby certify under penalty of perjury as follows: SIGNATURE. OF WEALTH BENEFITS OFFICER ET lzamh;npeiveu&a 34, PHONE NUMBER

Thett | am a duly appointed, quakified ond acting officer Me, wﬂné ¥e.

of the obove named agency, and by the : : | | ( )

et Code s avaby sproned, o Seaomin | 35. REWARKS

ﬁmofahglbihyhrihouwollmmadhnipeuﬁodﬂ
be mods by the Board of Administretion, Pubic’

R e 12 0
the ragulotions implementing the Act,

/—-\ . ‘WHITE~—HBD GREEN-—COMNTROLLER YELLOW—CARRIER GOLD—FPRIOR CARRIER PINK—AGENCY BLUE—EMPLOYEE

k-1
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APPENDIX S

STATE OF CALIFORMIA L - ' '
DENTAL PLAN ENROLLMENT AUTHORIZA
2TD 882 (REV 5-87

PLEASE TYPE OR USE BALL POINT PEN, PRINT CLEARLY—SEND COMPLETED FORM TO PERSONNEL/PAYROLL OFFICE

SECTION A . SEE PRIVACY NOTICE ON REVERSE OF EMPLOYEE COPY

1. TYPE OF ACTION (CHECK QNE]. 2 SOCIAL TY NUMBER 3. MARITAL STATUS 4. SEX )
NEW — ENROLLING IN A PLAN FOR THE FIRST TiME :

5. [COMPLETE SECTIONS A, . AND D) [j MARRIED E] SINGLE D MALE D FEMALE
CAMNCEL —— CANCELLING COVERAGE FOR ALL ENRCLLESS
ICOMPLETE SECTIONS A, C, .

2 NG e ity 5. Name in Full

,’. P+ — HA':'G‘:GC"AI.&N; OR DEPENDENT COVERAGE EiRST MIDDLE LAST)

4, Mailing Address

INUMBER AND STREET ciry COUNTY . arare ZIF CODE)

‘SECTION B (DO NOT COMPLETE THIS SECTION IF THE CANCE, BOX IN SECTION A IS CHECKED)
1. Name of Dental Pian 2. Provider /Facility Number (if applicable}

3. When changing family member enroliment, Fist all family members currently enrolled, as well o fomily members to be added and/or deleted.
Enter the action code A {add) and/or D (delete) beside the names of only thase family members 1o be added or deleted.

Bz| ust au persons 1o g8 enmoLien v | DATE OF BIRTH [ ramuy. Bz CONTINUATION OF NAMES OF OATE OF BETH | ety
g DENTAL FLAN INGLUDE SELF) MO, | DAY | YEAR aHIP g PERSONS TO BE ENROLLEC Mo, | DAY [vEAR SHIP
FIRST MIDDLE LAST) FIRST WICOLE TAST)
SELF
SECTION C

1. Prior Dental Plan Name

SECTION D
t. CHECK APPROPRIATE BOX

a. D | do not wish 10 enroll in o dental plan,

b [:I F alect to enroll in {or change to) a dental plan as shown above and authorize deductions to be made from my salary or retirement
. allowance 1o cover my share of the cost of enrollment as it is now or as it may bein the tuture.

e. [ 1 elect to cancel the dantal plan shown cbove.
Z EMPLOVEE'S OR ANNUITANT'S SIGNATURE : 3. DATE SIGNED

| 2

SECTION E (FOR AGENCY OR RETIREMENT SYSTEM USE ONLY)
R

B By g N
1. EMPLOYER Z DENTAL PLAN | 3 EMPLOYEE 4. PARTY 8 STATE SHARE &, EFFECTIVE 7 EMPLOYEE [B. BARGAINING] 5. YOTAL
oD, ConE copE DEDUCTION coDE AMOUNT DATE OF DESIGNATION uNIT PREMIUM
OfRG. coox N AMOUNT ACTION . AMOUNT
csy
180 |
NON-CSU ! ! =1-
100 $ 1 $ t $ )
COMPLETE ON CANCELLATIONS ONLY 12. PERMITTING 13. PERMITTING 14. AGENCY 8. UNIT 16, AGENCY NAME OR RETIREMENT
0. PRIGR EMPLOYER] 11, PRIOR CRNTAL EVENT DATE EVENT COOE cooE CORE SYSTEM pe atmaED)
oD, Cone PLAN CODE -
csu ORG. cobe MO, DAY YR
150
I |
100
> A ’ 13.[:} CHEGK F PERMANENT INTERMITTENT EMPLOYEE
18, AUTHORMZED AGENCY SIGNATURE
1 hereby cartly under pawcity of perjury os follows: That | om the duly appoimed, qualifed ond aong
atiicer of the hevein momed agency and ot | om authoriord K muke this cerfification; that the smpkyes
homed harsin is sigible for anvallimert in the Seoh denkol nsurcemce progrom. |
1. DATE RECEWVEC
N EMPLOYING
OFFICE
20. TELEPHONE NUMBER . MO. DAY YR
ONDICATE | ATSS OR GIVE AREA CODE) .
t ) I . l

WHITE--To Controller YELLOW-—To Carrier PINK—To Agency GREEN—To Employee 88 86127

S-1
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i | 'APPENDIX T

STATE OF CALIFORMIA .

VISION PLAN ENROLLMENT AUTHORIZATION

STD. 700 REv. 4.87 . PLEASE TYPE OR USE BALL POINT PEN, PRINT CLEARLY—SEND COMPLETED FORM TO PERSONNEL/PAYROLL OFFICE
SECNON A SEE PRIVACY NOTICE ON REVERSE OF EMPLOVEE COPY ‘

e evere—————— e e— e ——e——————

L. TYBE OF ACTION (GHECK ONE) . 12 SOCIAL SECURITY NUMBER 3. MARITAL STATUS 4. 3&x
D MEW-—ENROLLING !N A PLAN FOR THE FIRST TIME ! N

1. o .

(COMPLETE SECTIONS A, B, AND O D D B D
£ EM,
E:I CANCEL- —CANCELLING COVERAGE FOR ALL ENRQLLEES il = B L
2. ICOMPLETE SECTIONS A, &, AND O} 5. Name in Full
D CHANGE--CHANGING PILLANS QR DEPENDENT COVERAGE (FIRST MIODLE LAST)
a. (COMPLETE SECTIONS A, 8, C, AND D) '

6. Mcili-n_g Address

(NUMBER AND STREET - Ty COUNTY STATE ) ZIP CODE)

SECTION B (DO _NOT COMPLETE THIS SECTION (F THE CANCEL BOX IN SECTION A §i5_CHECKED)
1. Name of Vision Plan ' 2. Provider /Facility Mumber {if applicable)

3. When changing family member enrollment, list all family members currently enrolled, as well as fumily members to be added and/or deleted.
Enter the oction cade A (odd) and/or D (delele) beside the names of only those family members to be added or deleted.

ég LIST ALL PERSONS To ¢ ENROLLED (v | OATE OF BIRTH | BAMUY §g CONTINUATION OF NAMES OF DATE oF mRTH RELATION:
"] VISION PLAN (NCLUDY SELF) " | 'mo. | pay | vear SHIP ] PERSONS TO BE ENROLLED Ma. | oay | year SHIP
(FIRST MIDDLE LaST) FIRST MIDOLE LasT)
SELF

7N SECTION C

1. NAME OF VISION PLAN BEING CANCELLED OR CHANGED

SECTION D
1. CHECK APPROPRIATE BOX

a. D | do not wish to enroll in g vision plan.

| elect to enroll in {or change to) a vision plan as shown above and authorize deductions to be made from fy salary to cover my share of the
b.[1 costeof enrollment as it is now or as it may be in the future, :

3 [:] | elect o cancel the vision plan shown above,

R EMPLOYEE'S SIGNATURE . . 3. DATE SIGNEQ
y .
SECTION E {FOR AGENCY USE ONLY)
‘beo cone | T VTone N | Alam b vesucrion | oampunt s | S oarean | I weowes [o sARaaNNG] 8 TOTAL

ORG. CODE AMOUNT ACTION AMGUNT
[:] csu ’ .
480

I:I NON-CSU t 1 )
475 H H !
$ | $ ! 3 :
COMPLETE ON CANGELLATIONS ONLY *2.-PERMITTING | 13 PERMITTING | 14 AGENCY | 15 UNIT | 18, AGENGY NAME
VENT CO c o
10. PRIOR EMPLOYER| 11, PRIGR VISION GVENT DATE € DE ODE CQODE
PED. CODE PLAN CODE
csu ORG. CODE MO. DAY VA,
450 .
NON-CSU
478

17. REMARKS 18 D CHECK IF PERMANENT |NTERMITTENT" EMPLOYEE

18- AUTHORIZED AGENCY SIGNATURE

I hereby ety wnder penally sl perpuey o doflows Thot | am the doly oppombed, quolified ond oching offes
ot the hevens rinmed onency and al | am uther make this certlication; thor the employee romed
Wriciten s ehgihle: for enrolloed n the Siote vivion

“[’21. DATE RECEWVED

IN EMPLOYING

’ OFFICE

20, 1ELEPHONE NUMBER MO. DAY ¥R
{INDICATE ¥ ATSS OR GIVE AREA CODE

/”-\ WHITE—TQ CONTROLLER  CAMARY— T CARRIER PINK 1O AGENCY GOLDENROD TO EMPLOTVEE

T-1
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27 April 1990 | .-CA ANGR 35-1
APPENDIX U
State Active Duty
Separation Request
1. Name: | 8SN:

2. Position Title/SAD Grade/Number:

3. Employing Activity:

4. Reason for Separation:

Q. Resignation - - - | resign from my position on State Active Duty effective _____  for
the following reasons: ’

Signature of Employee

Signature of Supervisor

.............................................................................................

O, Supervisor Initiated Separation - - - 1 request the above named individual be separated from his
State Active Duty position effective ——____ for the following reasons:

Supervisor 2d Level Supervisor

Approved: Date;
AG/Representative

5. Address to which separation documents and warrants for unpaid compenntioﬁ should be mailed:

OTAG Form 900-11 (Apr 89)

U-1
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APPENDIX V

Employee Clearance Form

NAME POSITION NUMBER EFFECTIVE DATE OF CLEARANCE

TYPE OF ACTION

— Transfer Separation — .. Leave of Absence

Listed below are items that must be cleared prior to the release of final payment to the employee. Itis the responsibility of the
supervisor to discuss this with the employee, complete the form, and route it to State Personnel with the sepatation document.

SUPERVISOR
MANUALS/PUBLICATIONS: EQUIPMENT:
Dictionary ' - Badge Tape Recorder
Armory Equipment Keys, Locks

Other

Ihavereveiweddwre&ordsmidhnvedemnﬁngd:heabovehﬁividuallsclmedofallsmmpropertymued.

SUPERVISOR'S SEGNATUHE' DATE
COMPTROLLER
ADVANCES: ' ' CREDIT CARDS:
Salary Airline Gasoline
Travel Car Charge Card ) Telephone

Accounts Receivable

Other

1 certify that records indicate there are no outstanding advances or accounts receivables and that all crédit cards have been
surrendered. . ) .

COMPTROLLER'S OFFICE SIGNATURE DATE

PERSONNEL OFFICE USE ONLY

Accrued Leave

OTAG 900-11 Separation Orders
or ) .
STD 687 COBRA Eligibility Form PERS-ACC-167
REMARKS:

OTAG Form 900-28 (Apr89) CAL ARNGR 600-1/690-3, CA ANGR 36-10/40-03

V-1
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CAL ARNGR 600-1
 CA ANGR 35~1

~ APPENDIX W

ML T e Ay ST T b B E

~ State of California
EMPLOYER'S REPORT

OF OCGUPATIONAL
INJURY DR ILLNESS

Please complete in triplicate, Retain ane copy for
your flles and mail the original and one copy to

STATE COMPENSATION INSURANCE FUND

OSHA Case '
|
‘Refer 1o STATE ADMINISTRATIVE MANUAL, SECTIONS 25812 — 25815 : J

ar File No.

for instruetions on' complehon and routing I
BOTH SIDES OF THIS FORM MUST BE COMPLETED

- nj ToTel
ety eoreld] _
Calformig law requires an employer to report within tive days eveéy mdustrial ingury or occupational disesse which' (a) resuls in lost time beyond the day ol injury.
or(bj requies medical ireatrment other than first aid. PLEASE NOT:
than 24 hours 1or otherthan medi:cal observation; ar (b) results in toss of any member of the body., of (c) pruduces any sencds degree of permanent drshguement,
hen the nearest distnct office of the California Division of Occupational

- . o s . RN }
e e m——— e pic, '
TYHEWRITER ALGNMENT mnns - 7 -.' CA|X X x [ATHAH )‘)‘

:In addition, if death results or il the injury or illness (a) requiles iInpatient hogpitalization of mioe;

afety and Health also must be notiied immediately by letephone or lelegrapn. Tias

aelfieaton is nol required, however, if the'injury o death resiiits from an acciden! on a public street or highway,

1 DEPARTME NT DvVISION 1A, FAC QR SCIF FOLICY NUMBER PLEASE 0O NOT
3 . USE THIS
. . COLUMN
M 2 manG ADDRESS  (NUmbar arid Sireat, City, 2IP) 2A PHONL NUMBER

Ipl CASE NO.
Ll 3 L0cATON. IF CoFFERENT FROM MAIL ADDRESS  (Nunsber and Sirest Cily ZIP) 3A LOSR I COOE C
0

. OWNERSHIP
Y| aa HATURE OF BUSINESS & - pamling camiagiar, whalasals giocst sawnvll el ele, £ RIATE UNEMISLOYME H T INSURANCE AGLT 10 .
£
Al - . : . SEHOOL . — HHDUSTRY
4B TYPE OF EMPLOYER PRIVATE SIATE oy COUNTY STRICT ANMHEA GOVEANMENT - SPFCIEY
6 EMPLOVEF NAME 7 DALE OF BIHTH (MM-DD YY)
: OCCUPATION
E & HOME ADDRESS  Humuer and Strest Cry, 2IP) HAPHONE NUMUER
M SEX
Pl s sex o Famale 10 QCCUPATION (Regulur job hiie. oot specifie am‘lm ot ime ol injury} T BOGUIAL SECURN v'uuuncn
L - .

. . AGE
0 12. DEFARTHMERT IN WHICH R_EGI_JLARLY EMPLOYED 24 DATE OF HIAE (MM LT vy
¥; . :

El 13 HouRg USUALLY WORKED  neURS PER DAY 134 DAYS PER WEEK 139 TOIAL WEERLY HOURS, I Untes Mt s vude oy DAILY HOURS
E : ) .
14 GROSS WAEESI L AR’\;' PER HOUR WEEK  TWO WEEKY MONTH COTHER - SPECIFY
i . oA DAYS PER WEEK
1% WHEAE DID ACCIDENT R EXPOSURE GCCUR? (Nutnbge and Sirsat, Croy) 158 GOUNTY 158 ON EMPLOYER'S PREMIGES?
. YES o WEEKLY HOURS
16. WHAT WAS EMPLOY EE DOING WHEN IMJURED? (Piausa be specilic. Idantity 1205, squip#isal ur matanal the AMIOPeR Wi uBing | -

" WEEKLY WAGE
N 7. HOW DID THE ACCIDENT OR EXPOSURE OCCUR? (Fioate dicrbe fully (e evarks that regultad i yury o1 Tl whal h, @ and how H b, Pluase uye
J separaie sneol i NECRASATY.) )

COUNTY
R
Y NATURE OF [MJURY
T ¥ N i hch . hal ? ol

L %mgﬁﬂﬂmg}fm :ﬂﬁlﬁﬁﬁ%ﬁ%ﬂﬁmpﬂﬁm the MACNAE emplopss sifpck Sganst o which Bruck im. ING vigor ur powon mhalng ! swalkowrd, Uve charical thal .
0 PART OF BODY
R

9A DESCRIBE THE INAJAY OR ILLNESS o4.. cul, atrain, iraclurg, sk rash. se, 168, PART OF BODY AFFECTFDa g back, 1l wist. nght eye, vl SOURCE
| .
L 20 NAME AND ADDRESS OF PHYSICIAN  {Numbar and Strael, Ciry. 2IP}

. . ACCIDENT TYPE
N| 2 ¥ MOSPITALIZED. NAME AND ADDRESS OF HOSPITAL - (Numbar and Sireen. iy ZP) )
£ 22 DAT) . Y OR ILLNESS . . AQS.
5| (Eo%lﬁ‘% 23 TIME OF DAY -~ - am. p.m 24 Did ampleyna kiae ot as ung Jull usy's woek attes the uyany? IMM-DD-7Y| .

ls i o HO YES --Dale Lasl Workat
26 HAS EMPLOYEE RETURNED TO WORK? " IMM-DDYY) 25 DID EMPLOYEE DIET MWD YY) EXTENT GF INJURY
Na, st ot werk Yon, date returnad; . NG YES- Date of Death .
27, WAS ANOTHER PERSON RESPONSIBLE? 28 PERSISTRE MEMBER 20, ARE LEAVE CREDITS AVAILABLE TO BE USED IN SUPPLEMENTING TEMPGRARY CISARILITY GENEET 8- TOPED BY
NQ YES NO YES NG YES
Corpitten by tupe ar pranl Swnitute, L ] Tule [y

SCIF 3067 STATE (REV 4-87).. FILING OF THIS REPORT IS NOT AN ADMISSIGN OF LIABILITY, NOTICE OF WORKERS' COMPENSATION BENEFITS
: MUST BE GIVEN TO INJURED WORKER WITHIN 5 DAYS OF YOUR KNOWLEDGE OF THIS INJUKY.

FOHM SR R e
Ak sy




CAL ARNGR 600~1
CA 'ANGR 35=1

APPENDIX W (continued)

s

| 1he Supervisor and Manager Fieview portions of this torm carinot be completed ﬂ[m!y_aj@g.df the injury, DO NOT DELAY SUBMISSION OF THE RE-
; VERSE StDE TO STATE FUND. Submii the form campleted in its entirety to the Deparimental Salety Coordinator within ten days of the injury. .

EMPLOYEE 'S NAME

“ UNIT

SOCIAL SECURITY NUMBER

SUPERVISOR'S REVIEW

Facts avarable lead me 1o baliava s work injury
was taused by and happenad durmng Slale work

From Ihe facls | nesd my SUpanior's of & physician’s
advice, The alleged claim of mjury 15 aot clearly \dan-

hfied with Slale employmant

The lacts do pol mdicate this clam
abinury was work connected -

L]

| GIVE YHE FACTS THAT JUSTIFY THE ITEMS CHECKED:

i

wnar CORAECTIVE ACTION I5 BEING TAXEN TO PAEVENT SIMILAR ACCIDENTS? HAVE YOU TAXEN THESE $TEPS? | i vES [ HO  itno piam

T |1 PO NOT HAVE hU‘i’H‘ORlT\‘ TO TAKE THE FOLLOWING ACTION BUT RECOMMEND: - -

AF INJIRED EMPLOYEE IS UNABLE TO PEAFOAM FULL DUTY:

A. THE POSSIRILITY OF MODIFIED WORK WAS DISCUSSED WITH THE ATTENDING DOCTOR: | !ves | ino
B. MODIFIED WORK DECISIOR: || Gondilion praciudes MW | | Apprapnatis MW nol avatabla © + MW, aranged

Signature

Classilication

Date

MANAGER'S REVIEW -

| B0 YO CONGUR WITH 1T LINE SUPERVISOR'S REVIEWT IYES {.iNO 1o, explan

°|. Bignalure ang Daie

., CONTINUATION AND MISCELLANEOUS COMMENTS

#0 BOX 915
ARCADIA, CALIFORNIA $1006

PO BOX 5729
BAKERSFIELD, CALIFORNIA 93389

PO, BOX 6165 )
CERRITOS, CALIFORNIA 90701

N PO. BOX 2518
N CLAVER CITY, CALIFGANIA 90230

PO BOX 4973 :
EUREKA, CALIFORNIA 95502

PO, 80X 40000
FRESNO, CALIFORNIA 93755

STATE COMPENSATION INSURANCE FUND ADUSTING OFFICES

PO. BOX 2134, TERMINAL ANNEX
LOS ANGELES. CALIFORNIA B0DSE

PO.8OX 12971

" OAKLAND, CALIFORNIA $4604

PO. BOX 2077
REDDING, CALIFORNIA 96099

- PO. BOX 254700

SACRAMENTO, CALIFORNIA 95865
PO. BOX 1016

SAN BERNARDING , CALIFORNIA 92402

PO BOX 85488

' SAN D!EGO.'CALIFORNIA 92138

PC. BOX 80?7

SAN FRANCISCO, CALIFORNIA 94101

PO BOX 759
SAN JOSE, CALIFOANIA 95106

PO BOX 119
SANYA ANA, CALIFORNIA 92702

PO. BOX 2407
SANTA ROSA, CALIFORNEA 95405

PO BOX 8000 |
STOCKTON, CALIFORNIA 95208

PO. B ’
VENTURA, GALIFORNIA 93002
FO. BOX 1950

WOQDLAND HILLS, CALIFORNIA 91365

27 April 1990 {,/\
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APPENDIX X

SYAYE OF CALIFORHNIA . .

“ERFLOVERE RAME : 1-oé‘ TAL BECURITY NUMBER —  JUNTY TELFPRONE WG~

UNEMPLOYMENT [NSURANCE CLAIM RECORD

UNIT, POSBITION, AND SERIAL NUMBER DATE LAST WORKED

WEASON = CMECK ONE

D LACK OF WORK [:I MAXIMUM F500 MOURS WORKED [j END OF TEMPORARY AFPOINTMENT

L_J OTHER - EXBLAIN

| CONCUR WITH THE REASON CHECHMED ABOVE
AT GF EMPFLOVER T T e mm e JoATE

2TO 800 (B/E62) FE R e b mn2E
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N APPENDIX Y

STATE OF CALIFORNIA

UNEMPLOYMENT COMPENSATION NOTICE

STD 680 (NEw 11/8%)
This form has besn ginn'oywbecuuu(I)yoolwvoMmmdfmmrhb,a(mmmpwhcmm.

When ployed, State workers may be entitled to Unemployment Insurance (UI) benefits similar to thase of workers in private indusiry, If
you become unemployed or are in o nonpay status and want to FILE A CLAIM, go fo the nearest LOCAL OFFICE of ':o EMPLOYMENT
DEVELOPMENT DEPARTMENT fo register for work and file your claim for UL Your ELIGIBILITY FOR Ul CANNOT be determined until
AFTER you fils a claim. DO NOT DELAY filing a Ul claim; if you wait, your unemployment benafits may be réduced or you may not quality
for any benefits. : :

TAKE WITH YOU—
1. Your SOCIAL SECURITY ACCOUNT NUMBER CARD. (f you do not heve a cord, apply for one, but you do not need to delay filing your claim
pending its receipt.) :

2. 'THIS FORM and all similar forms which you have received. The office where you file your cloimn will obtain infarmation needed for your claim
rom: ) . .

State ogency will insert in the box obove the name of the Skate agency address and ZIP
Molﬁewﬂko!ﬁu&mdmmdmmofywrddmmwwhw.

KEEP THIS FORM with your ather p } ds. It is imp to have it if you file o Ul doim. For mors informotion about Ul, read the
REVERSE side of this form.

Informatien: Ul For State Workers

1. Whe will pay unemployment benefits?

If you are eligible, you will be poid by the Employment Development Department (EDD) under ths provisions of Colifornia Unemployment Insurance Code. The
umoumofyourmoularwnklybemﬂhmdﬂlep-eliodfarwhichbmaﬂnwilbopddwillhdﬂ'«mbﬁdhyibbbusedmhwogumwnpddduﬁngu
mo-yonrperiudbeghinql&!&mﬁsbelomlhaduleymclaimkﬂbd.(lfywhnmduddl&emwhrbuﬂmhrw%mqmdhibh,ywm
vnder certain ci b eligible for additional weeks of ded benafih) .
UIforummphyedealeworknniquidffommim:.Nommmfmmmhfhmﬂmwm.
2. Under what conditians wiff | be figibie? '

a. You must be unemployed or working less than full Hime, olile o work and avoiloble for ey suitable wark;

b. You must register for work and file a claim of o lecal public employment service /Ul claim office;

You must continue to report to the office as directed,; and.
< You musthave had o certain amount of employment/woges within a bass period of 1 year spacified in the low.

You may be deniad benelits for such reasoms os:
a. Quitting your job voluntorily without gead couse or being discharged for miscond d with your work; or

b. Refusing on offet of o witable job without geod cavse.
3. Do | have the right of appeal?
a. Yes. lf ad ination it made o ,',youbmﬂﬁn,youMw!heriohﬂouppoel.ontlhnompby-rhmmcqhdwdm'ouppedinwrﬂmgaﬁer

werithen notice k given.
4. Are there ony penalties?
a. Yes. If you willfully moke o false (fraudulent) cluim, you may be fined or imprisoned, or both. i you made o mistoke in giving information when you filed
your claim(s), notify the local Ul claims office o1 soon as you discover the mistake; prompt notification may avoid o penalty, .

(The above statements are issuad for genaral infermation; they do not heve the effect of low, regulation, or ruling.)

.‘_\/\ STD 660 [New 11 /82} 27385-780 6-a3 0em Do 08P 1178
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APPENDIX Z

REPORT OF DUTY—STATE ACTIVE DUTY _vmzmcz_zm_.. |

NAME:
OO0E
SSN: D - DUTY STATUS
A - ORDINARY LEAVE STATUS
LOCATION: *M - MILITARY IEAVE STATUS
W - LEAVE WITHOUT PAY STATUS
. **5 = SICK LEAVE STATUS
. J - JURY DUTY
FROM: 10: PH ~ PERSONAL HOLIDAY
1{2[3]4[56|7]e [ofio[n|i2h3afis|isli7|18li9d[21 2232 42 5k 62 72 82913031
DUTY DAYS
ENTER
OTHER THAN
DUTY TAYS

I certify that the attendances and absenoes recorded above are correct and that all leave was approved
in accordance with existing laws and requlations and that there has been no change in my dependency
status for the period concermed.

REMARKS:

(EMPLOYEE SIGINTURE}

* Include military orders {COMMANDER/SUPERVISOR SIGNATURE)
** Include OCG Form 600-1

0C6 Form 900-16 {Mar 82)

-1



