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INDEFINITE


Attached is the Department of Personnel Administration's memorandum 2002-026 regarding a new Dependent Care Benefit for employees in bargaining units 1, 2,  4,  10, 11, 12, 13, 15 and excluded employees.  
Please share this information with employees in those units and excluded employees.

Questions regarding this memorandum should be directed to your assigned Personnel Transactions staff. 

JINNY MUNRO, Manager

Labor Relations 
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cc:
Personnel Transactions Unit
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M E M O R A N D U M

DATE:
April 29, 2002

TO:

PERSONNEL MANAGEMENT LIAISONS
REFERENCE CODE:
2002-026

THIS MEMORANDUM SHOULD BE DISTRIBUTED TO:
Personnel Officers

Labor Relations Officers

Work and Family Coordinators

FROM:

Department of Personnel Administration



Policy Development Office

SUBJECT:
Work and Family Program - New Dependent Care Benefit

CONTACT:
Syd Perry, Work and Family Coordinator

(916) 324-2763

FAX: (916) 324-0524

E-mail: SydPerry@dpa.ca.gov

This memorandum contains important information regarding a new State-negotiated Dependent Care Benefit for State employees.  The Dependent Care Benefit was designed by the Joint Labor-Management Committee on Work and Family to help State employees deal with the high cost of dependent care.  This new benefit has been negotiated for 2003 and 2004.

Under this program, employees can apply for a $400/year employer contribution to a FlexElect dependent care account to pay for "qualified" dependent care expenses.  Qualified expenses include care for children under age 13, care for a parent, or special care for a disabled dependent.  

ELIGIBILITY REQUIREMENTS

Individuals who meet the following eligibility criteria are eligible to apply for this new benefit:

· The employee's total annual household income is under $42,000 a year;

· The employee qualifies for a dependent care tax credit on his/her federal tax return, even if he/she does not claim it;


To qualify for a dependent care tax credit, all of the following must apply:

· The employee must be able to claim an exemption for his/her dependent (child, disabled spouse, or dependent who was physically or mentally not able to take care of himself or herself).  If divorced or separated, the employee's expenses may qualify if he/she is the custodial parent, even if he/she cannot claim the child's exemption.

· The employee must pay for dependent care expenses so he/she (and his/her spouse, if married) could work or look for work.

· The employee (and his/her spouse, if married) paid over half the cost of keeping up his/her home.

· If the care is for a dependent who is disabled, that person must live in the employee's home.

· The person providing the care was not the employee's spouse or a person whom the employee could claim as a dependent.  If the employee's child provided the care, he/she must have been age 19 or older by the end of 2001.

· The employee identifies and reports the care provider on his/her tax return (Form 2441, "Child and Dependent Care Expenses" or Schedule 2 if filing a Form 1040A).



and

· The employee is in Bargaining Units 1, 2, 3, 4, 6, 8, 11, 12, 13, 15, 16, 17, 18, 19, or 21, or is an excluded employee.

To apply for the employer contribution, employees must also be eligible to participate in a FlexElect dependent care account.  To be eligible to participate in a FlexElect dependent care account, the employee must meet the following criteria:

· The employee must work in a permanent position that is half time or greater or, if the position is temporary, have a right of return to a permanent position.

· The employee must have dependent care expenses in 2003 that qualify for reimbursement from a FlexElect dependent care account.  Employees should refer to the FlexElect Handbook and Internal Revenue Service Publication 503 to ensure they qualify for a FlexElect dependent care account before applying for the employer contribution.

ENROLLMENT PROCEDURE

To apply for this benefit, interested employees must complete, sign (original signature required), and mail the attached Dependent Care Benefit Application (DPA 684) to: 

Department of Personnel Administration

Work and Family Program

1515 "S" Street, Suite 400

Sacramento, CA 95814

The application must be postmarked no later than June 15, 2002.  Faxed, e-mailed, or late applications will not be accepted.

This program has been funded to provide dependent care benefits to 2,500 employees in 2003.  If the number of qualified applicants exceeds available funds, the Department of Personnel Administration (DPA) will hold a drawing to select which applications will be approved.  Employees will be notified by DPA by August 1, 2002, whether or not their application has been approved.  If the application is approved, employees will be required to enroll in a FlexElect dependent care account during the FlexElect open enrollment period (September 1 - October 15, 2002).  The $400 dependent care contribution will be deposited into the employee's FlexElect account on January 1, 2003. 

All eligible State employees will be mailed an information packet containing information on the dependent care benefit, a dependent care benefit application, and a description of the FlexElect Program.  This information is also available online at http://www.dpa.ca.gov, under Work and Family.  

DPA will provide additional marketing and program materials to departmental Work and Family Coordinators in the near future, including posters for the worksite.  If your department has not designated a Work and Family Coordinator, Personnel Offices should ensure that program information and marketing materials are distributed to eligible employees and employee worksites.

Your assistance will help ensure that all eligible State employees have an opportunity to enroll in this exciting new benefit program.

Bob Painter, Chief

Policy Development Office

Attachment

Form DPA-684
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	DEPENDENT CARE BENEFIT APPLICATION

FlexElect Employer Contribution For the 2003 Plan Year

	SECTION A

	EMPLOYEE NAME  (Please clearly print in blue or black ink)
	SOCIAL SECURITY #                        

	(Last)                                                                                                        1
	(First)                                                                                       2
	(MI) 3
	                                                                                4

              -       -

	MAILING ADDRESS:                                                                                                                   5
Street 
	                                                                             6

City
	          7

State


	                                                8

Zip

	DAY TELEPHONE #                                                                          9
(         )           
	Ext.         10
	EVENING TELEPHONE #:                                                                                                        11

(        ) 

	DEPARTMENT/AGENCY  (In addition, specify the location where you work if your Dept/Agency has more than one location.)                                      12, 13                                                          
	14     BARGAINING UNIT  #

	
	

	SECTION B

	TOTAL ADJUSTED GROSS INCOME CLAIMED FOR                 15
YOUR HOUSEHOLD FOR TAX YEAR 2001                                                       
	   TAX FILING STATUS FOR 2001                                                                                                     16

     

	    $
	( Single                                             (  Married, Filing Jointly

( Single, Head of Household            (  Married, Filing Separately

	SECTION C

	(
	                                                                                                                                                                                                                                                                                                      17

Check here if you meet the requirements for a federal tax credit for “Child and Dependent Care Expenses,” described in IRS Publication 503. (You must meet these requirements even if you do not claim the credit on your tax return.  The same requirements are used to determine if the daycare expenses you check below will qualify for this State benefit.)


	                                                                                                                                                                                                                                                                                                                                18
TYPE OF DAYCARE EXPENSES THIS BENEFIT WILL PAY FOR:  (Check only one)                                                                                                      

   ( CHILD (child must be under age 13)                                        
  ( ELDER (parent must live with you and be your tax dependent)

  ( DISABLED DEPENDENT

	SECTION D

	I wish to apply for the Dependent Care Benefit for the 2003 Plan Year. I certify under penalty of perjury that the total adjusted gross income for my household in 2001 was less than $42,000.     

I understand that:

· if requested, I must provide a copy of my 2001 federal tax return to the Department of Personnel Administration’s Work and Family 

        Program to verify income information requested on this form;

· if my application is approved, I must enroll in a FlexElect Dependent Care Reimbursement Account for 2003; and

· I am fully responsible for the accuracy and completeness of all information requested on this form.

I have read and agree to all the terms and conditions of the Dependent Care Benefit Program as outlined in the Dependent Care Benefit Program brochure.

 ( Employee Signature: __________________________________
Date:  _____________________



	MAIL this completed form, POSTMARKED NO LATER THAN JUNE 15, 2002 to:

DEPARTMENT OF PERSONNEL ADMINISTRATION

WORK AND FAMILY PROGRAM

1515 S Street, Suite 400, Sacramento, CA  95814
	FAXED, EMAILED, or LATE Applications

WILL NOT BE ACCEPTED.

Additional information and forms are available at
 www.dpa.ca.gov, under Work & Family.


Before You Fill Out This Application…

Make sure you will have daycare expenses in 2003 that qualify for reimbursement from a FlexElect dependent care account.  If you don’t expect to have qualified expenses in 2003, or your expenses in 2003 will total less than $640/year, do not submit this application.

You may submit only one application, even if you have multiple dependents in daycare.

Two eligible employees from the same household may each submit an application if each applicant can claim expenses for a different dependent.  Example: If you and your spouse work for the State, have a combined income under $42,000/year, and have one child in daycare, only one of you may submit this application.  If you and your spouse have two or more dependent children or adults in daycare, you and your spouse may each submit an application.

This application is for the 2003 Dependent Care Employer Contribution.  If it’s approved, you must submit a separate form to enroll in a 2003 FlexElect dependent care account.

Instructions for Completing the Application

Section A:  Fill in your name, Social Security number, address, work and home phone number, agency and/or department where you work, and your bargaining unit number.

Section B:  Fill in your household’s total adjusted gross income for 2001 (Line 33 of Form 1040).  Include your income and spouse’s income (or domestic partner’s, if the partnership is registered with the Secretary of State’s Office).  Check the box next to your tax filing status.

Section C:  Check the box if you’re eligible for a dependent care tax credit on your federal tax return, even if you don’t claim it.  If you are ineligible for the tax credit, do not submit this application.  (This application requires you to be eligible for a FlexElect dependent care account, which uses the same eligibility rules as the federal tax credit.  See IRS Publication 503 for details.)  Check the box by the type of care that makes you eligible to enroll in FlexElect.

Section D:  Sign and date your application after you carefully read the text in section D.

Privacy Notice

The Information Practices Act of 1977 (Civil Code Section 1798.17) and the Federal Privacy Act (Public Law 93-578) require that this notice be provided when collecting personal information from individuals.  Information requested on this form is used by the State Controller's Office and the Department of Personnel Administration for the purpose of identification and document processing within the authority of Government Code Sections 19822.7 and 20963.1.

It is mandatory to furnish all information on this form.  Failure to provide the mandatory information may result in your application not being processed.  The State Controller's Office requires your Social Security number and name for identification purposes.  Legal references authorizing maintenance of this information include Government Code Sections 1151 and 1153.

Copies of your Dependent Care Benefit Application form are retained in confidential files of the Department of Personnel Administration Work and Family Program for the duration of the Work and Family Program.  You have the right of access to a copy of your application form upon request.  Send a request in writing to: Department of Personnel Administration, Work and Family Program, 1515 S Street, Suite 400, Sacramento, California 95814-7243.
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	VOLUNTARY DATA COLLECTION FORM

The following information is being requested on a voluntary basis to help determine the effectiveness and success of the Dependent Care Benefit pilot program.  Any information provided by the applicant is confidential, to be used only by the Work and Family Program Committee for evaluation purposes, and will not be used as part of the eligibility determination.  

Please complete & submit this form along with your Dependent Care Benefit Application (Form DPA-684) NO LATER THAN June 15, 2002 to:  DEPARTMENT OF PERSONNEL ADMINISTRATION, WORK AND FAMILY PROGRAM, 1515 S STREET, SUITE 400, SACRAMENTO, CA 95814


	EMPLOYEE NAME  (Please print in blue or black ink)
	SOCIAL SECURITY #
	BARGAINING UNIT #

	(Last)                                                                               1


	(First)                                                                   2
	(MI) 3


	                          4

       -       -
	                  14

	Please check ( all that are appropriate

	ARE YOU CURRENTLY PARTICIPATING IN A FlexElect DEPENDENT CARE REIMBURSEMENT ACCOUNT?

·   NO                19                          ( YES                                      20
TYPE OF DEPENDENT(S):

 ( Child age 2 or under                                                                                 21                     

 ( Child age 2-5 years                                                                                  22

 ( Child age 6-12 years                                                                               23

 ( Grandchild                                                                                                     24

 ( Disabled or ill child                                                                                    25

 ( Disabled or ill adult son/daughter                                                      26

 ( Elderly, disabled or ill adult                                                                   27

WHAT TYPE OF DEPENDENT CARE

WOULD YOU PLAN TO UTILIZE 

IF YOU RECEIVED THE $400 BENEFIT?

 ( Child under age 2                                                                                       28

 ( Child age 2-5                                                                                                 29

 ( Child age 6-12                                                                                             30

 ( Care for children during school breaks & holidays                    31 

 ( Care for child with special needs                                                        32

 ( Care for grandchild                                                                                     33

 ( Care for ill or disabled child or spouse                                             34

 ( Care for adult with special needs                                                        35

 ( Care for elder in my home                                                                      36

 ( Care for elder outside my home                                                           37

 ( Other (specify) ______________________________             38


	TYPE OF FACILITY WHERE CARE WILL BE PROVIDED: 

( CHILD CARE                                                                                                                     39

    (  In-Home Care                                                                                                            40

      ( Another person’s private home                                                                         41

    ( Commercial establishment (outside of home)                                           42

      ( Other (specify) ________________________________                             43

( ADULT CARE                                                                                                                    44

    ( Adult Day Care                                                                                                          45 

    ( In-home care                                                                                                             46

     ( Other (specify)  _____________________________                              47

WHAT IS YOUR HOUSEHOLD ANNUAL INCOME? 

( $12,000 - $17,999           48                         ( $30,000 - $35,999            51

( $18,000 - $23,999           49                         ( $36,000 - $42,000            52

( $24,000 - $29,999           50
WHAT IS YOUR WORK START TIME?

· Between 5 a.m. and 11:59 a.m.                                                                             53
· Between 12 p.m. and 6:59 p.m.                                                                             54
· Between 7 p.m. and 4:59 a.m.                                                                                55


	PRIVACY NOTICE

The Information Practices Act of 1977 (Civil Code Section 1798.17) and the Federal Privacy Act (Public Law 93-578) requires that this notice be provided when collecting personal information from individuals.  While participation in completing this form is voluntary, please be assured that all information requested on this form will remain confidential, and will be retained at the Department of Personnel Administration for the duration of the Work and Family Program.  For further information, please mail your request in writing to: Department of Personnel Administration, Work and Family Program, 1515 S Street, 4th Floor, Suite 400, Sacramento, California 95814-7243. 


