STATE OF CALIFCRNIA-DEPARTMENT OF FINANGE

PAYEE DATA RECORD
{Reguired when receiving payment from the State of California in lieu of IRS W-9)
STC. 204 (Rev. 6-2008)

INSTRUCTIONS: Comp!eie all information on this form. Sign, date, and return to the State agency (deparimentioffice) address shown at
"1 |" " the bottorn of this page. Prompt reilrn of this fully completed form will prevent delays wWhen processing payments. Information providédin | =
this form will be used by State agencies to prepare Information Returns (1099). See reverse side for more information and Prlvacy
Statement.
NOTE: Governmental entities, federal, State, and ocal (mcludmg schoal distrlcts). are not reqmred 1o submit this form
-4 PAYEE'S-LEGAL BUSINESS NANE (Typs or Print) G
—|BLUE.SKY ENVIRONMENTAL, IN C ,
2 SOLE PROPRIETOR —~ ENTER NAME AS SHOWN ON SSN (Last, First, M.L.} E-MAIL ADDRESS
‘| MAILING ADDRESS : . BUSINESS ADDRESS
624 San Gabriel Ave - |same
CITY, STATE, ZIP CODE CITY, STATE, ZIP CODE
Albany CA, 94706 same
ol ENTER FEDERAL EMPLOYER IDENTIFICATION NUMBER (FEIN): ]gQ) | - |oa4q5q0 | | \ | | NOTE:
— Payment will not
] PARTMERSHIP CORPORATION: A : be processed
PAYEE . O MEDICAL {e.g., dentistry, psychotherapy, chiropractic, ete.) withoutan
ENTITY, _| [T] ESTATEORTRUST .. LEGAL(eg atomeysenvicss) - - .- | accompanying
TYPE R © 0 CEXEMPT (Aenproft) o | ey LD
: ‘/ ALL OTHERS '
CHECK ) z
ONE-BO¥—|—=|—INBIVIDUAL-OR SOLE-PROPRIETOR Lt e ] ek T L
ONLY. . .| ... ENTER SOCIAL SECURITY NUMBER: . 3 Y A 1 Y ]
(SSN required by authority of Califonia Revenue and Tax Code Section 18646)
4 . California resident - Qualifled to do busmess in Cahforn:a of maintains a permanent placs ¢ of busmess in Callfomla
. |:| California nonres:dent (see reverse 51de) Payments to nonresudents for serwces rnay be sub_]ect to State i income tax
O M- L I T g ey U —
RESIDENCY s ‘0 NG sewvices pérformed-in-Galifornia - —= - . =
STATUS 0 Copy of Franchise Tax. Bnard waiver of State withholding attached
5 i [ hereby cert:fy under penalty of perjury that the mformatmn provided on this document is true and correct.
Should my residency status change, | will promptly notify the State agency beiow.
s e == = ATHORIZED PAYEE REPRESENTATIVE'S NAME (Typeor Prlnt) et 1 1 = o
Guy Worthu}gton President "
3SIG DATE . . TELEPHONE
Ay 12/12/13 ' 510-508-3469
Piéase return completpd form to: ;
8 DepartmentCffice: Department of General Services / Office of State Publishing
Unit/Section: Office of Business Acquisition Serv:ces / Purchasing Services Section
Mailing Address: 334 North 7t Street
City/State/Zip: Sacramento, CA. 95811
Telephone: {916) 327-1018 _____ Fax:(916)322-3763
E-mail Address: 1RpIE SLUPIEARES 6 COY




