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APPOINTMENTS

1 OVERVIEW 

The Appointments chapter will explain the appointment process and your responsibilities.  A brief overview and procedures for processing pre-employment and date of appointment documents are included.  There are samples of each document.

1.1 Icons

The text in outlined boxes is critical information you must be aware of.   It could affect the employee’s appointment and/or effective date of benefits. 

1.2 Where to Order Forms

There is information included with each document sample that will direct you as to where to obtain forms.  If you download a form off one of the following web sites, be sure to print all pages.  Various forms will have guidelines for the employee that will print out on a separate page.
Office of State Publishing

Forms Management Customer Service Center




344 North 7th Street




Sacramento, CA 95814




Phone:
1-800-964-3214






(916) 324-4635




FAX: 

(916) 324-9908




www.osp.dgs.ca.gov.
You may obtain most of the standard (STD) and DGS’ (GS) forms by ordering through OSP’s Forms Management Customer Service Center or downloading off their web site.

Use the Supply Order Form, STD.116, when ordering through the Customer Service Center.  Write “FORMS ORDER” in all caps across the top.

Where to Order Forms (Continue)




State Personnel Board




Attention:  Supply Unit




801 Capitol Mall 




MS-24




Sacramento, CA 95814




Phone:  (916) 653-0537




Web site: www.spb.ca.gov/svcgen/formsrd.cfm
When ordering through the SPB supply unit, you may write your request per a memorandum.




California Public Employees Retirement System

400 P Street

Attention:  Central Supply Unit

Public Agency Request

Sacramento, CA  95814

Phone:  (916) 658-1493

FAX:     (916) 326-3281

www.calpers.ca.gov/about/formsdir/formsdir.htm
Department of Personnel Administration

Attention:  Benefits Division

1515 S Street

Sacramento, CA  95814-7243

Savings Plus Program


PST Retirement Plan


1800 15th Street


Sacramento, CA 95814-6614


Phone:  (916) 322-5070


Fax       (916) 327-1885


Email:  saveplus@dpa.ca.gov

http://www.dpa.ca.gov

1.3 Filing in Official Personnel File

The original or a copy of the various appointment documents will be filed in the employee’s Official Personnel File (OPF).  “Submission” for each form will have guidelines to follow.

2 ACRONYMS IN APPOINTMENTS

The following acronyms will be used in the Appointments chapter.

ABMS


Automated Based Management System

CBID


Collective Bargaining Identification 

CalPERS

California Public Employee’s Retirement System

CLASS

Classification

DGS


Department of General Services

DPA


Department of Personnel Administration

DSA


Division of State Architect

EAR


Employee Action Request

GS


General Services Form

HAM


Hire Above Minimum

LT


Limited term

OHR


Office of Human Resources

OPF


Official Personnel File

OSP


Office of State Publishing

PAL


Project Accounting Leave System

PSS


Personnel Services Specialist

PTU


Personnel Transactions Unit

RPA


Request for Personnel Action

SPB


State Personnel Board

SPP


Savings Plus Program

STD


Standard Form

3 Glossary in APPOINTMENTS

The following words and/or terms will be used throughout the Appointments chapter.

Appointment


The offer of a position and the candidate’s acceptance of the position in the State civil service.

Appointing Power


Appointing power usually refers to the management of a specific department, agency and division who has the right to make appointments.

Bargaining Unit


A group of Rank and File employees aligned together based on classification and levels of responsibility for purposes of union representation.

Civil Service

A system of employment used in State service by which appointments are usually determined through competitive examinations.

Classification


A group of positions (jobs) with duties and responsibilities sufficient in similarity to warrant the same title and salary range.  Also referred to as “class.”

Control Period

The period of time that determines a permanent intermittent eligibility for benefits.

Departmental Policy

The internal decisions and procedures formulated by departments to administer personnel matters within the boundaries of the law.

Entitlement

The constitutional authority and section code authorizing the exempt class.

Health/Dental Benefits

A broad range of health and dental insurance plans are available to covered employees, with the majority of the fees paid by the State employer.  Calpers has the responsibility of administering the health benefit program.

Hire Above Minimum

Appointing new State employees above the minimum rate of the classification based upon the employee’s qualifications, current salary or competing job offer.

“May”




This means a permissive action and is not required.

Non-Represented Employees

Employees not represented by the collective bargaining process.  Managers, supervisors, confidential and excluded employees are non-represented.

Official Personnel File

The Customer Resource Unit (CRU) maintains the Official Personnel File (OPF) for each employee.  The OPF is housed in the Office of Human Resources.  The confidential file contains documents that pertain to the employee’s State service career.  The employee, supervisor and management have access to the employee’s OPF.

Personnel Services Specialist

The Personnel Services Specialist (PSS) processes transactions and documents that affect the employee’s employment history, e.g., appointment, promotions, transfers, leave benefit usage, salary increases, and payroll.  The PSS processes enrollments for the various benefits packages, e.g., health, dental and vision plans.  The Attendance Clerk and the PSS work closely together.

Project Accounting Leave System

The Department of General Services automated time entry system.  Employees are required to record and submit their time to their supervisor for approval once a month on the last day of the pay period.  Some offices within the Department require their employees to submit time more frequently.

Rank and File

Employees represented by exclusive representation on matters pertaining to wages and conditions of employment.

Request for Personnel Action

The method used to fill vacant positions.

“Shall”

This means a mandatory action and is required.

State Service

Credit given for civil service and exempt appointments.  State service is used for seniority and vacation accrual changes. 

4 APPOINTMENT TYPE

State Personnel Board (SPB) Government Code 18525 defines appointment as “the offer to and acceptance by a person of a position in the State civil service.”  The Appointment Type section defines the various types of appointments that are used within the State civil service.

Promotion 


Appointment of an employee to a classification two or more steps higher at the maximum salary rate than the employee’s former class.
Transfer


Transfer means both of the following:

1. The employee is appointed to another position in the same class but under another appointing power.

2. The appointment of an employee to a position in a different class that has substantially the same level of duties, responsibility and salary, and under the same or another appointing power.

Limited Term (LT)

Appointments made as a result of reinstatement, transfer or certification from civil service employment lists.  They are for temporary staffing needs, and shall not exceed two years.

Training and Development (T&D)

Assignments used to broaden an employee’s skills and abilities in their present occupation, prepare them for careers in different occupational fields or improve their advancement potential.  Assignments are not to exceed two years and may be in the same or a different department.

Exempt


Employee is appointed or elected to State government positions without competing in an examination.  The same rules and regulations as civil service employees do not bind exempt appointees.

Career Executive Assignment (CEA)

An appointment to a high administrative and policy influencing position within the State civil service in which the incumbent’s primary responsibility is management.

Reinstatement


There are two types of reinstatements: 

Mandatory:  

The employee has return rights to their former position after accepting another civil service appointment or returns from a mandatory leave or special leave of absence:

A. Appointments:

· Limited term 

· Temporary authorization

· Training and development

B. Absences:

· Leave of absence

· Non-Industrial leave

· Workers’ compensation

· Military leave (long term)

Permissive:  

At the appointing power’s discretion, an employee had probationary or permanent status and separated for one of the following reasons:

· Voluntary resignation

· Service retirement

· Automatic resignation (AWOL)

· Voluntary demotion

· Lay off or demoted in lieu of layoff
Additional Position


A position in addition to the employee’s primary employment.  This additional position may be with the same or different appointing power, and may be appointed to the same or different tenure and time base. 

Temporary Authorization (TAU)
An appointment made in the absence of any appropriate employment list.  TAU appointments can be used to fill limited term or permanent positions.  The candidate must meet the classification’s minimum requirements.  No person may serve in one or more positions under temporary appointment longer than 9 months in 12 consecutive months.

Retired Annuitant

A former employee retired from the State and is receiving a retirement allowance through CalPERS.  Annuitants work a specific amount of hours (960 hours or less) within the calendar year and are not eligible for benefits through the appointment process.  This includes leave credit accrual and usage.   Contact your assigned Personal Analyst to verify eligibility for a retired annuitant.

Limited Exam Appointment Program (LEAP)
The State Personnel Board is responsible for LEAP.  The program provides alternatives to the civil service examination and appointment process.  It facilitates the recruitment of applicants with disabilities where accommodations can be provided.

Emergency


Emergency appointments provide flexibility for responding to staffing needs that are urgent, unusual and/or short term that can not be met through the civil service appointment process.  Emergency appointments may respond to true emergencies such as fire or flood, or fill temporary vacancies in established positions.  They are limited to 60 working days in a 12-month period.

Demotion

Movement of an employee to a classification that has a lower level of duties and responsibilities and salary range two or more steps lower than the class from which the employee is being moved.  It can be either voluntary or involuntary. 

5 tIME BASE


Time base controls the amount of work time to which the employee is appointed and entitled to receive compensation.

Full-Time


Position in which the employee is to work the amount of time required for the employee to be compensated at a full time rate.

Part-Time


Position where the employee works a specific fraction of the full time schedule.  An employee may work 1/8, 5/8, 7/8 or other fractions.

Intermittent


A hourly time base.  Employee’s tenure may be TAU, LT or permanent.   It may occasionally be a daily time base.

6 TENURE


Tenure identifies the length of the contract between the employee and the hiring agency.  Following are tenures used in state service.

· Permanent

· Limited term

· Temporary Appointment Authorization (TAU)

· Career Executive Assignment (CEA)

· Emergency

· Retired annuitant

The APPOINTMENT PROCESS

The Appointment Process is the method used to fill vacant positions.  A Request for Personnel Action (RPA) is initiated by your office’s Personnel Liaison and approved by the Personnel Analyst in the Office of Human Resources assigned to your unit.   

6.1 Attendance Clerk Responsibility

Once approval is received from the Personnel Analyst, your responsibilities will be to coordinate the Pre-Employment and Date of Appointment documents the employee is required to complete.  

You will forward both packages within each of their time frames to your Personnel Services Specialist (PSS) in the Personnel Transactions Unit (PTU) in the Office of Human Resources (OHR).  Refer to Pre-Employment Documents and Date of Appointment Documents for guidelines on completing each required form.

	Pre-Employment 
	Date Of Appointment 

	· Provide the employee with the Pre-Employment documents and advise that the documents must be completed in ink.

· Review all documents for thoroughness, accuracy and clarity.

· If Medical Examination Report is required, make appointment for employee with the designated physician.  (The physician will forward the Medical Examination to your PSS.)

· Submit the Pre-Employment Package with all original documents signed and completed to your PSS prior to the employee’s first day of work.


	· Complete the Appointment Document Checklist (GS-70).

· Provide the employee with the required appointment documents and have her/him complete the documents either in ink or typed.

· Review all documents for thoroughness, accuracy and clarity.

· Before submitting the completed Date of Appointment Package to PTU:

If employee is new to State service, or a transfer from another agency, enter new employee into ABMS through Quick Employee Entry.

If employee transfers within DGS and supervision of employee has changed, enter correct supervisor into PAL.

· Submit the Date of Appointment Package with all original documents signed and completed to your PSS within 5 working days after the effective date of appointment.


7 the PRE-EMPLOYMENT PACKAGE

The Pre-Employment Package must be approved and submitted to PTU prior to the employee’s first day of work.  Failure to obtain the approvals may result in an illegal appointment.

The table lists the documents in the Pre-Employment Package.  Refer to Pre-Employment Document Samples and Guidelines for instructions to complete each document.

YES:  Required
NO: Not Required
Asterisk (*): See Comments

	Appointment Document/

Form Number
	New

To State Service
	Reinstate-Ment
	Transfer From Other State Agency
	Transfer Within Dgs
	Comments

	Employment Eligibility Verification Form   I-9
	YES*
	YES*
	NO
	NO
	*A new employee will not be allowed to work until I-9 has been received.

	Health Questionnaire (STD.610HQ)
	YES*
	YES*
	NO
	NO
	*Employee can not start working until medical is cleared.

	Medical Examination (STD.610)
	YES*
	YES*
	YES*
	YES*
	*Required if new classification requires medical exam.  (Refer to DGS Pay Scales.)  Must be approved by SPB Medical Officer before employee is allowed to work. 

	Hire Above Minimum Request      (OHR-906)
	YES*
	NO
	NO
	NO
	*Required if requested pay exceeds the minimum salary range of the class. Must be approved before the employee starts to work.


8 PRE-EMPLOYMENT DOCUMENT SAMPLES AND guidelines

Employees who are responsible for maintaining records that contain personal information shall take all necessary precautions to protect the confidentiality of records containing personal information and to assure such records are not disclosed to unauthorized individuals or entities.  Refer to Section 6, Introduction to Attendance Clerk Procedure Manual, Information Practices Act. 

The forms are samples only and shall not be reproduced.  It is recommended Attendance Clerks keep a supply of forms.  PTU does not provide copies.

The Pre-Employment Document Samples and Guidelines section includes samples of the documents, an overview of each form, where to obtain the forms and Instructions on completing the required documents needed to appoint the employee.
The guidelines are intended for use under normal operating circumstances.  Other circumstances may arise that, in management’s judgment, require a different approach.  We reserve the right to take a different course when we believe it to be appropriate.

9 Federal Employment Eligibility Verification Form I-9

The US Immigration Reform and Control Act (IRCA) of 1986 states that employers should hire U.S. citizens or aliens authorized to work in the United States.  The law requires employers to verify employment eligibility of all persons hired.  The Form I-9 is a Federal Immigration and Naturalization form.

A new employee will not be allowed to work until PTU has received the completed Form I-9.
9.1 Requirements


IRCA outlines a mandatory procedure the employer must follow.

Form I-9 is required for:

· All new hires to State service

· Permissive reinstatements

· Retired Annuitants

Form I-9 is not required for:

· Transfers from another State agency

· Mandatory reinstatements (e.g., return from NDI leave)

· Promotions

· Demotions

9.2 Submission

The Form I-9 is part of the Pre-Employment Package.  It shall not be completed until after a commitment to the employee has been made, but before the employee’s first day of actual work.   

The original Form I-9 is filed in the employee’s OPF in a sealed envelope.  
9.3 Completing the Form I-9

The Form I-9 contains two sections.  The employee will complete Section 1 and provide required original document(s) to establish identity and employment eligibility.  You may complete Section 2 and verify documents for authenticity and validity.  It may be typed or use a ballpoint pen.  Do not use a pencil.

Refer to List of Acceptable Documents for Form I- 9 Verification, for examples of acceptable documents for I-9 purposes.  The employee must present either:

· One document from List A 

Or

· One document from List B and one document from List C.

	Employee
	Attendance Clerk

	Complete Section 1 and provide: 

· Name

· Maiden Name 

· Address

· Date of Birth

· Social Security Number

· Citizen Information: employee must check one of the three boxes identifying residential status in the United States.

· Employee’s signature
	Complete Section 2, Employer Review and Verification.

· Verify the validity of the document.

· If there are expiration dates on the document, temporary license, or a receipt from Social Security Administration, you shall:

· Make a note to check for renewed identification, original driver’s license or Social Security Card.

· Note on original Form I-9 a corrected I-9 shall be forthcoming.

· Sign and date the certification as the Authorized Representative for the employer.

· Photocopy employee’s identification papers and attach to original Form I-9.

· Submit original Form I-9 with attachments to your PSS with the Pre-Employment Package.


9.4 List of Acceptable Documents for Form I- 9 Verification

	LIST A

Establish Both Identity and Employment Eligibility
	LIST B

Establish Identity
	LIST C

Establish Employment Eligibility

	1. United States Passport (unexpired or expired)

NOTE:  Expired passports must not be used for I-9 purposes if their date of expiration was so far in the past that they do not clearly establish the identity of the employee; e.g., the picture no longer resembles the employee.
	1. State-issued Driver's License or State-issued Identification card containing a photograph or information such as name, date of birth, sex, height, eye color and address.

NOTE:  Temporary licenses may be used; the employee must provide the permanent license upon its arrival (60 days).  A Learners Permit is not acceptable.
	1.  Social Security Card other than one that has printed on its face “not valid for employment purposes.”

Note:  if a receipt from the Social Security Administration is presented in lieu of an actual card, the employee has 21 days to present the original Social Security Card.

	2.  Certificate of United States Citizenship

     (INS Form N-560 or N-561)
	2.  Identification card issued by federal, state, or local government agencies or entities provided it contains a photograph or information such as name, date of birth, sex, height, eye color and address.
	2.  Certification of Birth Abroad by the Department of State (Form FS-545 or Form DS-1350)

	3.  Certificate of Naturalization

     (INS Form N-550 or N-570)
	3.  School Identification card with a photograph
	3.  Original or certified copy of a birth certificate issued by a state, county, municipal authority or outlying possession of the United States bearing an official seal.

	4.  Unexpired foreign passport, with 1-551 stamp or attached INS Form I-94 indicating unexpired employment authorization
	4.  Voter’s registration card
	4.  Native American tribal document

	5.  Alien Registration Receipt Card  with photograph (INS Form   

 I-151 or I-551)
	5.  United States Military card or draft record
	5.  United States Citizen ID Card          (INS Form I-197)

	6.  Unexpired Temporary Resident Card (INS Form I-688)
	6.  Military dependent’s ID card
	6.  ID Card for use of Resident Citizen in the United States      (INS Form I-179)

	7.  Unexpired Employment Authorization Card (INS Form    I-688A)
	7.  United States Coast Guard Merchant Mariner Card
	7.  Unexpired employment authorization document issued by the INS (other than those listed under List A)



	8.  Unexpired Reentry Permit   (INS Form I-327)
	8.  Native American tribal document

	9.  Unexpired Refugee Travel Document (INS Form I-571)
	9.  Driver’s license issued by a Canadian government authority

	10. Unexpired Employment Authorization Document issued by the INS that contains a photograph (INS Form I-688B)
	Persons under age 18 unable to present document listed above:

· School record or report card;

· Clinic, doctor or hospital record;

· Daycare/nursery school record.


9.5 Updating Form I-9

The Form I-9 must be updated whenever:

· Receipt from the Social Security Administration is presented in lieu of an actual Social Security card.  The employee is allowed 21 days to present original Social Security card.  

· Temporary Driver’s License has been used to identify employee.  The employee shall be advised to provide the original upon receipt, usually within 60 days.

· Employment eligibility documents expiration.  Example of such documents: foreign passport, INS employment authorizations and reentry permits.

When the employee has provided the necessary document(s) required for updating the Form I-9, you may review for validity.  If it appears to be genuine, complete a new I-9 noting that it has been updated.  The updated Form I-9 is forwarded to PTU.

9.6 Ordering Form

The Form I-9 may be photocopied provided both sides are copied.  The instructions must be made available to the employee.

You may also order the Form I-9 from the Superintendent of Documents by fax.  They will send 50 copies of the Form I-9 to your office address within 5 working days at no charge.  

FAX Number:  (202) 305-2523

9.7 Sample - Federal Employment Eligibility Verification Form I-9

[image: image1.png]U.S. Department of Justice OMB No. 1115-0136

mmigtation and Naturalization Service Employment Eligibility Verification
W

Please read instructions carefu1l_le1 before completing this form. The instructions must be avallable during completion ot
this form. ANTI-DISCRIMINATION NOTI it is illegal to discriminate against work eligible individuals. Employers
CANNOT specify which document(s) they will accept from an employee. The refusal to hire an individuai because of a
future expiration date may also constitute iliagal discrimination.

Section 1. Employee Information and Verification. To be completed and signed by empioyee at the lime employment begins

Prnt Name:  Last First Middie Initial Maiden Name

Address (Shreel Name and Number) ApL # Date of Birth (monthidayfyear}
City State Zip Code Social Security #

| am aware that federal law provides for ! '""E m&nw ’.”'j"o," ﬁémcslwmm‘ one of the following):
imprisonment and/or fines for false statements or O A Lawlul Permanent Residont (Alion # A

use of false documents in connection with the [0 An alien suthorized 1o work unti / 7
completion of this form. (Alien # or Admission #

Employee's Signature Date (month/daylyear)

Preparer and/or Translator Certification. (To be completed and signed if Section 1 is prepared by & person
other than the employee.) | attest, under penalty of perjury, that | have assisted in the completion of this form and that
to the best of my knowledge the information is true and correct.

Preparer's/Translator's Signature Print Name

Address (Street Name and Number, City, State, Zip Code) Date (month/daylyear)

A
Section 2. Employer Review and Verification. To be completed and signed by empioyer. Examine one document trom List A OR
examine one document from List B and one from List C as ksted on the reverse of this form and record the titie, number and oxpiration date, if any, of
the document(s)

List A OR List B AND ListC
Document title:
Issuing authority:
Document #:
Expiration Date (if any): A I A A -t
Document #:

Exprration Date (ifany): __ /1
CERTIFICATION - | attest, under penalty of perjury, that | have examined the document(s) presented by the above-named
employee, that the above-listed document(s) appear to be genuine and to relate to the employee named, that the
employee began employment on (month/daylyear) / / and that to the best of my knowledge the employee
is eligible to work in the United States. (Stale employment agencies may omit tha date the employee began
empioyment).

Signature of Employer or Authorized Representative Print Name Tite

Business or Organization Name Aodress (Street Name and Number, City, State, Zip Code) Date (month/daylyear)

Section 3. Updating and Reverification. To be compieied and signed by employer
A. New Name (if appiicable) B. Date of rehire (month/daylyear} (if applicable)

C. I employee's previous grant of work authorization has expired, provide the informalion below for the document that establishes current employment
eligibility.
Document Title: Document #: Expiration Date (if any): )

| sttest, under penaity of ury, that to the best of my knowledge, this empioyee is eligible to work in the United States, and if the employee
presented document(s), the document(s) | have examined appear to be genuine and (o reiate to the individual,

Signature ol Employer or Authorized Representative Dale (month/daylyear)

‘orm 1-9 (Rev. 11-21-91) N




10 MEDICAL CLEARANCE

The Attendance Clerk’s role in the Medical Clearance process differs from office to office. 

Government Code Section 18931 authorizes SPB to establish minimum qualifications for each classification to determine the fitness and qualifications of employees.  SPB Rule 172 requires all candidates, appointees and employees in the State civil service to possess a state of health with the ability to perform the duties of the classification.  The Medical Clearance is part of the minimum qualifications for civil service classifications.

The Medical Clearance must be approved in advance of the appointment.  The prospective employee must be advised not to terminate their current employment or make a change in their residence until their Health Questionnaire or Medical Clearance is approved.  

The Medical Clearance consists of either a Health Questionnaire (STD.610HQ) or a Medical Examination Report (STD.610).  The duty of the classification determines the form of medical clearance.   

State law requires all departments to use the Health Questionnaire or the Medical Examination Report.

No additional questions may be added for the applicant or the physician to complete.  

A job offer must be made to the prospective employee prior to the employee completing the required forms for the medical clearance.  

10.1 Requirements


The Medical Clearance is part of the Pre-Employment Package.  All persons who enter State service or return from a break in service
 are required to have an approved Medical Clearance.  There are a few exceptions to this rule, and also circumstances that are optional at the discretion of the appointing power.

Requirements (Continue)

	Exception
	Optional

	· Appointments from departmental reemployment list

· Mandatory reinstatements

· Appointments to another class requiring the same type of Medical Clearance and there is no break in service.
	· Employee moves from a class that required a Medical Examination Report to a class requiring a Health Questionnaire.

· Transfers, permissive reinstatements or voluntary demotion as long as the employee is not moving into a class that requires a Medical Examination Report.


10.2 Access to Medical Records

If a copy is made of the Medical Clearance until approved, the copy MUST be destroyed once approval has been received.  Put in your “Confidential - Destruct” box.  No copies are to be kept in the employee’s working file.

The original Health Questionnaire and Medical Examination are retained in a sealed envelope in the employee’s OPF housed in OHR. 

Supervisors or managers may be informed of work restrictions but may not have access to medical documents.
11 Health Questionnaire (Std.610HQ)

11.1 Requirements


Health Questionnaire (STD.610HQ) is required for:

· New hires to state service unless a Medical Examination Report is required.  Refer to Medical Examination Report.
· Reinstatements with a permanent break in service.

· Emergency appointment.

The Health Questionnaire is part of the Pre-Employment Package.  Do not hold the Health Questionnaire for submission with the Appointment Package.

11.2 Submission


Prior to the employee effective date of hire, forward the original Health Questionnaire to your PSS within PTU.

Alert your PSS, either by telephone or e-mail, that the Health Questionnaire is being sent.  

11.3 Approval


PTU will review and approve the original Health Questionnaire.  If there are questionable answers, the PSS will forward the Health Questionnaire to the SPB Medical Officer for approval.  

After reviewing the Health Questionnaire, the SPB Medical Officer will respond per memorandum if applicant is medically approved.  The PSS will notify you when the results are received.

The Health Questionnaire is filed in a sealed envelope in the employee’s OPF.

11.4 Where to Order Forms

You may order a supply of the Health Questionnaire (STD.610HQ) from the OSP’s Forms Management Customer Service Center.  Refer to Where to Order Forms for address.  You may download it off their web site:  www.osp.dgs.ca.gov.
11.5 Completing the Health Questionnaire (STD.610HQ)

The Health Questionnaire is to be completed by the Attendance Clerk and 

employee.  It is crucial that the required sections be completed accurately to expedite the Medical Clearance process.   It may be typed or use a ballpoint pen.  Do not use a pencil.

Any “yes” answers must be explained on Page 2 of the Health Questionnaire.

Advise the employee not to terminate their current employment or make a change in residence until PTU receives and approves the original Health Questionnaire.  The employee shall not be allowed to work until approval.  Items in the applicant’s section must have a yes or no box checked.  

	Attendance Clerk
	Employee

	IMPORTANT! Include the RPA number and the Agency/Unit on top of document.

You shall complete the Hiring Agency Section:

· Date job offer made

· Employee Social Security Number

· Applicant name and address

· Class title

· Desired appointment date

· Certification number (the Personnel Liaison in your office will be able to provide from the RPA)

· Current occupation

· Agency name: 

· Department of General Services  (followed by your office or client agency in parentheses)

· Agency address:

· The Ziggurat, 707 Third Street, Suite 7-130

West Sacramento, CA 95605

· ATTENTION:  Enter your PSS’ name

· Telephone number: Enter your PSS' telephone number

· Forward the original with the Pre-Employment Package to your PSS listed under the Hiring Agency address.

· Alert your PSS that the Health Questionnaire is forthcoming, either by telephone message or e-mail.
	Employee shall complete the Applicant’s area:

· Birthdate

· Male/Female

· Height and weight

· Mark boxes 1-43 yes or no

· Complete side two for any yes responses

· Applicant’s signature in the two signatures boxes

· Date signed

· Telephone number




11.6 Sample - Health Questionnaire (STD.610HQ) (Page 1 of 2)

[image: image2.png]STATE OF CALIFORNIA

HEALTHQUESTIONNAIRE

STD.610HQ (REV. 5-96) (Page 10of 2)

STATE LAW AND THE AMERICANS
WITH DISABILITIES ACT REQUIRE APPLICANTS
TOFILL IN QUESTIONS ON BOTH SIDES OF THIS FORM
ONLY AFTER A JOB OFFER HAS BEEN MADE

DATE JOB OFFER MADE

Statement below.}

SOCIAL SECURITY NUMBER (Optional - See Privacy

__THIS AREA TO BE COMPLETED BY HIRING AGENCY - COMPLETED QUESTIONNAIRE WILL BE RETURNED TO HIRING AGENCY

APP

AF;P[REAQT ADDRESS}NumberandSIreer)

LICANT NAME (Last; (First)

(Middle)

AGENCY NAME

(City)

(State)

(ZIP Cods) AGENCY ADDRESS

CLASSTITLE

HIRING MANAGER'S NAME AND TELEPHONE NUMBER

APPOINTMENT TYPE
i | PERMANENT oo

REINSTATEMENT

TAU

D LIMITED TERM

(ifreinstatement, enter dates of previous State employment)

DESIRED APPOINTMENT DATE

CERTIFICATION NUMBER

CURRENT OCCUPATION

THIS AREA TO BE COMPLETED BY THE APPLICANT

BIRTH DATE

DO NOT LEAVE YOUR PRESENT EMPLOYMENT TO ACCEPT A POSITION IN STATE SERVICE UNTIL YOU HAVE BEEN

SPECIFICALLY NOTIFIED TO REPORT FOR WORK. MEDICAL CLEARANCE IS REQUIRED PRIOR TO EMPLOYMENT IN STATE SERVICE.
Your answers to the following questions will be evaluated in conjunction with the essentiat functions of the desired position. In addition, a physical examination

__May be required. "YES" answers to questions 1 - 43 below must be explained in the space provided on the back of this form.

D VALE D FEMALE HEIGHT WEIGHT
, - ITEM 'YES | NO
For gu?sﬂorls 1-317, have you ever had or do you have the following: 27, Gall biadder rouble j
o ) ITEM YES | NO |28. Kidney or bladder trouble
1. Lung or respiratory trouble, including bronchitis, 29. Shortness of breath
_____tuberculosis, or asthma 30. _Any speech impairment
2. Residuals of poliomyelitis 31. History of addiction to drugs or alcohol
3. Hepatitis, jaundice, or other liver ailments
_4. Cancer, malignant tumor, or ¢ysts 32. Do you wear or have you ever worn glasses?
5. Diabetes or sugar in urine 33. Do you or have you ever worn contact lenses?
6. Pernicious anemia, leukemia, or other blood disorder 34. Have you had any eye injury, surgery, or disease? E
or ailment 35. Are you blind in one eye? i
77 Meht'al-illhié;gs or nervous breakdown 36._Are you blind in both eyes?
8. Any disorder of the nervous system 37. Do you wear a hearing aid or have you had at any
9. Seizure disorder or loss of consciousness time a problem with your hearing?
10. Severe headaches or migraine 38. Do you have any existing temporary medical
11. Heart trouble--including circulatory disease condition such as broken bones, recovery from
12. Rheumatic fever surgery, pregnancy, etc.? If yes, list condition and
13. Any detect of bones or joints, including amputations, anticipated date of recovery on Page 2.
_dislocations, or broken bones 39. Are you at present under a doctor's care for any
14. Rheumatism, arthritis, or bursitis condition? Give reason and doctor's full name and 5
15. Back pain or back injury address. i
16. Head injury 40. Are you taking any medication now or in the last 12 ’
17. 7A"H;fproblems with hips, knees, ankles, or feet months? If yes, what?
18. Any problems with hands, elbows, or shoulders 41. Have you ever been hospitalized? If yes, list reason
19. Fainting spells or dizziness and date of hospitalization?
20. Skin trouble 42. a. Have you had an illness or injury which caused
21. Allergies you to lose time from work?
22. Sensitivity to dust or smoke b. Does this iliness or injury continue to limit your
23. High or iow blood pressure ability to perform certain types of work?
24. Varicose veins 43. Have you ever had any other illness, injury or
25. Stomach or duodenal uicer or other bowel problem physical condition not named above (exclude minor
26. Rupture or hernia problems such as colds, flu, etc.)? ‘
(Continue on reverse.)
PRIVACY NOTICE

Official Responsible: Medical Officer, State Personnel Board, P. O. Box 944201, Sacramento, CA94244-2010; Authority: Government
Code Section 18931; Purpose: The information you furnish will be used to evaluate your medical fitness to carry out the duties of the

position applied for without endangering the heaith and safety of yourself or others;

Providing Information: Medical clearance is required

prior to employment in State service; Effects of Not Providing Information: Omission or misrepresentation may result in placement in

Access: Your medical records will be maintained in a confidential
manner and may be reviewed by contacting the employing agency's personnel office.

a position where the duties or work environment could be hazardous;




11.7 Sample - Health Questionnaire (STD.610HQ) (Page 2 of 2)

(Employee/applicant must explain any “yes” answers on Page 2)
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12 Medical Examination Report (STD.610)





The Medical Examination Report (STD.610) is a four-page form completed by the Attendance Clerk, employee and physician designated by the Department who provides the examination.  

12.1 Requirements


Medical Examination Report
 is required for classifications that require an approved medical examination as a condition of employment.  Refer to DGS’ Department Pay Scales to determine if the classification requires a Medical Examination.  The Footnote * (asterisk) will designate those classifications.

The following duties or conditions of employment require a Medical Examination Report:

· Contain specific physical requirements as part of the class specification.

· Performances of tasks near heavy or fast moving machinery.

· Repetitive lifting or carrying 25 pounds or more.

· Functional or environmental factor of high physical, psychological or environmental demand as determined by the appointing power.

12.2 Submission

The designated physician who provides the examination will forward the original Medical Examination Report to your PSS.  The employee is not to return it to you or the hiring supervisor.  It is part of the Pre-Employment package and shall not be held for submission with the Appointment Checklist.

12.3 Where to Order Forms

You may order a supply of the Medical Examination Report (STD.610) from the OSP’s Forms Management Customer Service Center or download it off their web site:  www.osp.dgs.ca.gov.

12.4 Completing the Medical Examination Report (STD.610)

It is crucial that the required sections are completed accurately and deadlines met to expedite the Medical Clearance Process.  The PSS will forward the original Medical Examination to the SPB Medical Officer for approval and will notify you when approval is received.

After examining the employee, the licensed physician will supply mandatory medical information on Page 3 of the Medical Examination Report.  He will forward it to the attention of the PSS listed in the Hiring Agency address.

You may assist the employee with completing the form.  It may be typed or use a ballpoint pen.  Do not use a pencil.

	Attendance Clerk
	Employee

	Schedule medical examination with designated physician.

Advise the employee not to terminate their current employment or make a change in residence until approval is received.

Complete the Hiring Agency Section on Pages 1, 2 & 3

IMPORTANT!  Include the RPA number and the Agency/Unit on top of the document.

· Date job offer made

· Applicant’s Social Security Number

· Applicant’s name and address (also enter on page 3)

· Class title (also enter on page 3 along with the position number)
· Check box for appropriate appointment type (also enter on page 3)

· Desired appointment date (also enter on page 3)

· Certification number (the Personnel Liaison will be able to provide from the RPA)

· Current occupation 

· Agency name: (also enter on page 3)

· Department of General Services (Followed by your office office or client agency in parentheses)

· Agency address: (also enter on page 3)
· The Ziggurat, 707 Third Street, Suite 7-130

West Sacramento, CA 95605

ATTENTION:  Enter your PSS’ name

· 11. Telephone number: Enter your PSS’ phone number
	Employee shall complete the applicant’s area:

· Birthdate

· Male/Female

· Height and weight

· Complete items 1-43

· Any “yes” questions answers must be explained on Page 2.

· Applicant’s signature in the two signature boxes

· Date signed

· Telephone number

Employee will take the Medical Examination Report to the examination. 

	
	Designated Physician

	
	The physician designated by the Department will complete page 3 by: 

· Completing items 1- 19

· Sign name in item 19

· REQUIRED: print name, address, telephone number
· Physician’s taxpayer i.d. number
· Date signed


12.5 Sample - Medical Examination Report (STD.610)(Page 1 of 4)


[image: image4.png]STATE OF CALIFORNIA

HEALTH QUESTIONNAIRE
(With Physician's Report)
STD. 610 (REV. 7-96) (Page 1 of 4)

STATE LAW AND THE AMERICANS
WITH DISABILITIES ACT REQUIRE APPLICANTS
TOFILL IN QUESTIONS ON PAGES 1 AND 2 OF THIS FORM
ONLY AFTER A JOB OFFER HAS BEEN MADE

. DATE JOB OFFER MADE

SOCIAL SECURITY NUMBER (Optional - See Privacy
Statemenl beiow.)

THIS AREA TO BE COMPLETED BY HIRING AGENCY - COMPLETED QUESTIONNAIRE WILL BE RETURNED TO HIRING AGENCY

APPLICANT NAME (Las)) (First) (Middle) HIRING AGENCY NAME

APPLICANT ADDRESS (Number and Street) (City) (State) (ZIP Code) AGENCY ADDRESS

CLASS TITLE AND POSITION NUMBER OF VACANCY HIRING MANAGER'S NAME AND TELEPHONE NUMBER

APPOINTMENT TYPE DESIRED APPOINTMENT DATE [ CERTIFICATION NUMBER
PERMANENT TAU LIMITED TERM

(If reinstatement, enter dates of previous State employment)
REINSTATEMENT

|

CURRENT OCCUPATION

THIS AREA TO BE COMPLETED BY THE APPLICANT

DO NOT LEAVE YOUR PRESENT EMPLOYMENT TO ACCEPT A POSITION IN STATE SERVICE UNTIL YOU HAVE BEEN
SPECIFICALLY NOTIFIED TO REPORT FOR WORK. MEDICAL CLEARANCE IS REQUIRED PRIOR TO EMPLOYMENT IN STATE SERVICE,
Your answers to the following questions will be evaluated in conjunction with the essential functions of the desired position. In addition, a physical examination

__may be required. "YES" answers to questions 1 -

43 below must be explalned in the space provided on the hz.'c of this form.

BIRTH DATE
MALE

HEIGHT T wWEIGHT

FEMALE

For questions‘i-31, have you ever had or do you have the following:

YES NO

. ITEM |YES | NO

1. Lung or respiratory trouble, including bronchitis, i
tuberculosis, or asthma .

2. Residuals of poliomyelitis ] T

3. Hepatitis, jaundice, or other liver ailments :

4. Cancer, malignant tumor, or cysts o |

5. Diabetes or sugar in urine ! |

6. Pernicious anemia, leukz.uc, or other L'ood iscuer !
or ailment

3; Ar.v‘;ee *himpa'rmaent

‘L31

Fis1ory of addr“t|01 to druvgs or alcohol

_| 32, Lo you - vear or have you ever worn glasses?
33.

Du you or have you ever worn contact lenses?

34,

Have you had any eye injury, surgery, or disease?

35.

Are you blind in one eye?

7. Mental iliness or rzivous bretkd kdown
8. Any disorder of t1e ne.voLs systein
9. Seizure disorder 2r loss of corscinusiiess i

36.
37.

Are you blind in both eyes? o
Do you wear a hearing aid or have you had at any
time a problem with your hearing?

10 ‘Severe headaches o migiaine
. Heart trouble--inciuding circulatory disease

12. Rheurmat|c fever !

13. Any defect of bones or joints, incluaing amputations, |
____dislocations, or broken bones :

38.

Do you have any existing temporary medical
condition such as broken bones, recovery from
surgery, pregnancy, etc.? If yes, list condition and
anticipated date of recovery on Page 2.

14. Rheumatism, arthritis, or bursitis

15. Back pain or back injury

39.

Are you at present under a doctor's care for any
condition? Give reason and doctor's full name and
address.

16. Head injury

17. Any problems with hips, knees, ankles, or feet

40.

Are you taking any medication now or in the last 12
months? If yes, what?

18. Any problems with hands, elbows, or shoulders

19. Fainting spells or dizziness

41.

Have you ever been hospitalized? If yes, list reason
and date of hospitalization?

20 Skin trouble

. Allergies

42.

a. Have you had an iliness or injury which
caused you to lose time from work?

22. Sensitivity to dust or smoke

23. High or low blood pressure

b. Does this iliness or injury continue to limit
your ability to perform certain types of work?

24, Varicose veins

25. Stomach or duodenal ulcer or other bowel problem

26. Rupture or hernia

43.

Have you ever had any other iliness, injury or
physical condition not named above (exclude minor
problems such as colds, flu, etc.)?

(Continue on reverse.)

PRIVACY NOTICE
Official Responsible: Medical Officer, State Personnel Board, P. O. Box 944201, Sacramento, CA 94244-2010; Authority: Government
Code Section 18931; Purpose: The information you furnish will be used to evaluate your medical fitness to carry out the duties of the position
applied for without endangering the health and safety of yourself or others; Providing Information: Medical clearance isrequired prior to
employment in State service; Effects of Not Providing Information: Omission or misrepresentation may result in placement in a position
where the duties or work environment could be hazardous; Access: Your medical records will be maintained in a confidential manner and
may be reviewed by contacting the employing agency's personnel office.




12.6 Sample - Medical Examination Report (STD.610)(Page 2 of 4)
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12.7 Sample - Medical Examination Report (STD.610)(Page 3 of 4)

(Completed by the designated physician)
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13 Hire Above Minimum Request (HAM) (OHR-906)

Government Code Section 19836 authorizes DPA to allow payments above the minimum salary rate of a classification for the following reasons:

· To obtain a candidate who has extraordinary qualifications.

· Prospective candidate’s current salary must be above the minimum rate.

· Recruitment difficulty.

The HAM is the responsibility of the Personnel Liaison within your office.  Questions regarding the HAM shall be directed to your Personnel Analyst. 

Your assigned OHR Personnel Analyst must approve the HAM prior to committing to the candidate.  It cannot be requested and approved after a candidate accepts employment.  

The HAM is included in the Pre-Employment Package.

13.1 Sample - Hire Above Minimum Request (HAM) (OHR-906)

[image: image7.png]State of California Department of General Services
OHR 906 (Rev 7/98)

HIRE ABOVE MINIMUM (HAM) FOR EXTRAORDINARY QUALIFICATIONS DOCUMENTATION
Authority: GC 19836

. ATTACH A COPY OF THE CANDIDATE'S SIGNED APPLICATION AND THE DUTY STATEMENT.
« THE PROPOSED SALARY MUST BE APPROVED BY THE PERSONNEL ANALYST PRIOR TO THE APPOINTMENT DATE.
s SEND THIS COMPLETED FORM AND ANY ATTACHMENTS TO:
- OFFICE OF HUMAN RESOURCES
Attn: CLASSIFICATION AND PAY ANALYST'S NAME
1325 J Street, Suite 1714 (IMS C-2)
Sacramento, CA 95814

REQUESTOR: DATE . ] RPA NUMBER: -
BRANCH/OFFICE/CLIENT AGENCY NAME: LOCATION OF POSITION:

1.  NAME OF APPLICANT: 2. CLASS TITLE: -
3. PROPOSED MONTHLY SALARY: ALTERNATE SALARY RANGE:

4 PROPOSED APPOINTMENT DATE:

5. PRESENT EMPLOYER:

6. PRESENT MONTHLY SALARY (Attach copies of current pay statement and prior year W-2):

7. CURRENT COMPETITIVE SALARY OFFER {Attached copy of offer or other confirmation):

8. EXTRAORDINARY QUALIFICATIONS

a. | EXTRAORDINARY EDUCATION:

b. [ EXTRAORDINARY EXPERIENCE:

9 CONTRIBUTION TO DEPARTMENT - How does the employee's extraordinary gualifications contribute to the department?

10. RECRUITMENT DIFFICULTY

a. | SCORE IN EXAMINATION FOR CLASS IN #2 ABOVE: RANK ON CERTIFICATION:

b. | NUMBER OF ELIGIBLES ON CERTIFICATION:

c. | NUMBER OF CANDIDATES INVITED TO BE INTERVIEWED: NUMBER OF CANDIDATES WHO WERE INTERVIEWED:

d. | HOW IS THE PERSON SUPERIOR TO OTHERS INTERVIEWED?

e. | HOW DOES THIS INDIVIDUAL'S EXPERIENCE AND QUALIFICATIONS COMPARE TO EMPLOYEES iN THE SAME CLASS/SAME LOCATION?

RECCOMMENDATION OF PERSONNEL ANALYST

] APPROVED REASON FOR DISAPPROVAL, OR APPROVAL OF RATE DIFFERENT THAN REQUESTED:
] DISAPPROVED
RATE APPROVED: $ STEP ALTERNATE RANGE:

PERSONNEL ANALYST SIGNATURE DATE





14 the APPOINTMENT PACKAGE


The completed Appointment Package must be submitted to PTU within 5 working days after the employee’s date of hire.  A delay in submission may delay the employee receiving a pay warrant.

The Appointment Package consists of an Appointment Document Checklist and the required documents needed to process the employee’s appointment. 

14.1 Appointment Checklist



The Appointment Document Checklist (GS-70) is a two-sided document you may use as a guideline while coordinating required appointment documents for the employee to complete.  Documents the employee will complete depend on the appointment type. 

The Appointment Checklist is required for:

· New hires to State service.

· Reinstatements from permanent separations.

· Transfers from another State agency.  

· Intradepartmental transfer within DGS when there is a position number change.  Review the Appointment Checklist to see what forms might need to be updated.

14.2 Submission

The Appointment Document Checklist must be submitted to PTU with all required appointment documents within 5 working days after the employee’s date of hire.

14.3 List - Date of Appointment Documents

YES: Required    NO: Not required      OPTIONAL: Conditional
   Asterisk (*):See Comments

	Appointment Document/ Form Number
	New

To State Service
	Reinstate-Ment
	Transfer From Another State Agency
	Transfer Within

Dgs
	Comments

(Documents Submitted With The Appointment Checklist On Date Of Appointment)

	Application (STD.678)
	YES
	YES
	YES
	YES
	Required for all  appointments

	Employee Action Request (EAR STD.686)
	YES
	YES
	Optional*
	Optional*
	Required for new hire to State service/reinstatement. *If employee’s information has changed (e.g., home address).

	Oath of Allegiance (STD.689)
	YES*
	YES
	NO
	NO
	Not required for exempt appointment

	Oath of Office (STD.688)
	YES*
	YES*
	YES*
	YES*
	*EXEMPT appointment only

	Disability Questionnaire (SPB.131)
	YES
	NO
	NO
	NO
	

	Race/Ethnicity Questionnaire (SPB.1070)
	YES
	NO
	NO
	NO
	

	Statement of Economic Interests       (Form 700)
	YES*
	YES*
	YES*
	YES*
	*Required only if classification is designated under the DGS Conflict of Interest Code.

	Desig. Persons to Receive Warrants (STD.243)
	YES
	YES
	OptionaL*
	Optional*
	*If employee’s information has changed

	Emerg/Physician Notification     (GS-20)
	YES
	YES
	YES
	Optional*
	*If employee’s information has changed

	Incompatible Activities Statement

(GS-200)
	YES
	YES
	YES
	NO
	

	Military Service Information (STD.912)
	YES
	YES
	NO
	NO
	

	Asbestos Notification (STD.250)
	YES*
	YES*
	YES*
	YES*
	*Required only for employees working in building containing asbestos.

	DGS Sexual Harassment Memo 
	YES
	YES
	YES
	NO
	DGS’ employees only

	Casual Employees Fringe Benefits (DCU-34)
	YES*
	YES*
	OPTIONAL*
	OPTIONAL*
	*DSA only: new casual employees or rehires with a permanent break in service.

	Union Info Package
	YES
	YES
	YES*
	YES*
	Classifications in BUs: 1,2,3,4,11,12,14,15,20;

*If employee CBID changes


14.4 Ordering Forms

You may order the Appointment Document Checklist (GS-70) through OSP’s Forms Management Customer Service.  Refer to Where to Order Forms for address. 

14.5 Completing the Appointment Document Checklist (GS-70)
	Employee Information
	You shall enter employee’s 

· Full name

· Social Security Number

· RPA number (IMPORTANT!)
· Appointment’s effective date

· Position number, Agency, Unit, CBID

· Supervisor’s name

	Checklist
	Check off each form as it is completed.

If the employee is eligible for benefits, but the forms are not being submitted with the Appointment Package, make a notation when the benefit forms were given to the employee. Be sure to follow up on receiving all required forms from the employee. 




14.6 Sample – Appointment Document Checklist (GS-70) (Page 1)
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15 Quick Employee Entry

The ABMS Quick Employee Entry (QEE) is designed to provide DGS’ offices with the capability to enter new employees into ABMS so that the employee may have access to Project Accounting Leave System (PAL).

Before submitting the completed Date of Appointment Package to PTU:

· If the employee is new to State service or transferred from another State agency, enter the employee into ABMS QEE.

· If the employee transfers within DGS and the supervision of employee has changed, enter the correct supervisor into PAL.

15.1 Completing Quick Employee Entry and PAL

For directions on entering the employee in QEE and PAL, refer to your Oracle Human Resources Training Manual.

16 DAY OF Appointment DOCUMENT SAMPLES AND guidelines

Employees who are responsible for maintaining records that contain personal information shall take all necessary precautions to protect the confidentiality of records containing personal information and to assure such records are not disclosed to unauthorized individuals or entities.  Refer to Introduction to Attendance Clerk Procedure Manual, Information Practices Act.

The Day of Appointment Document Samples and Guidelines section includes samples of the appointment documents, along with an overview of each form, where to obtain the form and instructions on completing the required documents needed to appoint the employee.
The forms are samples only and shall not be reproduced.  It is recommended Attendance Clerks keep a supply of forms.  PTU does not provide copies.

The guidelines are intended for use under normal operating circumstances.  Other circumstances may arise that, in management’s judgment, require a different approach.  We reserve the right to take a different course when we believe it to be appropriate.

17 Examination And/Or Employment Application (STD.678)

The Examination and/or Employment Application (STD.678) is required for new appointments and transfers to DGS.  Employees who are promotions in place do not need to submit an application.

The hiring supervisor will have reviewed the application prior to interviewing prospective candidates.

17.1 Submission

The Examination and/or Employment Application is part of the Appointment Package and must be returned with the Appointment Document Checklist.

The original application is filed in the employee’s OPF.  The hiring supervisor may keep a copy for the employee’s working file.

17.2 Ordering Forms

You may order a supply of the Examination and/or Employment Application (STD 678) from the OSP’s Forms Management Customer Service Center.  Refer to Where to Order Forms for address.  You may it off their web site:  www.osp.dgs.ca.gov.  
You may also download it off the SPB web site: www.spb.ca.gov/svcgen/formsrd.cfm.
17.3 Sample – Examination and/or Employment Application (STD.678)

(Page 1 is shown only – this is a multiple page document)
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EMPLOYMENT APPLICATION

STD 678 (REV. 8-97) Page 1

positions where a department requests an application.

PRINT OR TYPE-PLEASE SEE INSTRUCTIONS ON BACK PAGE

APPLICANT'S NAME (Last) (First) (M1) SOCIAL SECURITY NUMBER
MAILING ADDRESS (Number) (Street) WORK TELEPHONE NUMBER
( )
(City) (County) (State) (Zip Code) HOME TELEPHONE NUMBER
(
EXAMINATION(S) OR JOB TITLE(S) FOR WHICH YOU ARE APPLYING PERSONNEL
USE ONLY
FOR SPOT EXAMINATIONS, ENTER THE LOCATION WHERE YOU WISH TO WORK
ANSWER THE FOLLOWING QUESTIONS: (Answer questions 8, 8, 10, and/or 11 only if the examination indi they are required.)
1 Enter the county in which you woutd like to take the
examination if different from the county of your residence:
2 Do you need reasonable accommodation to take an interview or written test? D YES D NO
3. Do your religious beliefs prevent you from taking an examination on Saturday? D YES D NO
4. Are you now employed by the State of California? (if “YES", fill in the information below.) D YES D NO
Department: SubDivision:

5. Have you ever: (If “YES’, give details in Item 12 and refer to the Instructions for further details.)

a.  Been dismissed or fired from a position for any reason?

[]ves

b Resigned from or quit a position while under investigation or after being informed
discipline would be taken against you, or during an appeal from a disciplinary action? D YES

c Been rejected or told you would not receive permanent or continued employment during

any type of probationary or trial period on the job?

[ves

6 In addition to English, list any other languages you speak, read, or write fluently:

7 | certify | can type at a speed of ~ words per minute. (For typing applicants only.)

(Answer Questions 8, 9, 10, and/or 11 ONLY if the examination indicates they are required.)

8 Do your meet the minimum and/or maximum age requirements?

CJves

9. Do you possess a valid California Driver License? (If “YES”. fill in the information D YES
below.}

License# o ~ Class: Restrictions:
10.  Have you ever been convicted by any court of a misdemeanor crime of domestic violence? D YES

11, Have you ever been convicted by any court of a felony?

Jves

(CIno
Ono
Ono

Ono
[CIno

COno
Ono

12.  EXPLANATIONS

CERTIFICATION-IMPORTANT--PLEASE READ BEFORE SIGNING—If not signed, this application may be rejected.

{ certify under penalty of perjury that the information | have entered on this application is true and complete to the best of my knowledge. | further understand that any
false, incomplete, or incorrect statements may result in my disqualification from the examination process or dismissal from employment with the State of California. |
authorize the employers and educational institutions identified on this application to release any information they may have conceming my employment or education

to the State of California.

APPLICANT'S SIGNATURE DATE SIGNED
@4
APPLICANTS--DO NOT USE THE SPACE BELOW-~FOR PERSONNEL USE ONLY

Classes 01]|02|03|04]|05] 06 Flags _____ __ FOR PERSONNEL USE ONLY

WC for Series STATUS

RC/Flag for Series we {1 ACCEPTED O REJECTEDWC ___
EXPERIENCE LICENSE REQUIREMENT

A I | L ] L ] L |

EDUCATION OTHER
STAFF DATE PROCESSED





18 EMPLOYEE ACTION REQUEST (STD.686 - EAR)

The Employee Action Request (STD.686 - EAR) is used by the employee to report information necessary for employment such as name, address and tax allowances.  

This section offers EAR guidelines when used in the appointment process.  

The EAR is subject to yearly revisions due to changes in the tax laws, etc.  The back of the EAR has general information for the employee’s knowledge including taxes, Earned Income Credit and address change. 

18.1 Requirements

The guideline below illustrates an appointment when the employee is required to complete the EAR.  

	Required
	Not Required

	An EAR is required for: 

· New hire to state service

· Reinstatement from permanent separation with a break in service

· Emergency  appointment

· Current employee reporting a change
	Unless the employee has changes to report, an EAR is not required:

· Returning from a temporary separation (e.g., IDL, NDI, and Leave of Absence)

· Transferring between departments

· Appointed to an additional  appointment


18.2 Submission

The EAR is a three-page carbon form.  Copies will not be accepted.

Review the EAR for clarity and that the employee has completed the required sections. The EAR must be returned to the appropriate PSS with the Appointment Document Checklist.  After the PSS has keyed the EAR online, the employee’s copy will be forwarded.  A copy is also filed in the employee’s OPF.

18.3 Ordering Forms

You may order the EAR (STD.686) from OSP’s Forms Management Customer Service Center.  Refer to Where to Order Forms for address.

18.4 Completing the Employee Action Request (STD.686)

The employee shall complete the EAR by following the instructions printed on the form.  The employee must use a ballpoint pen and not a pencil. To avoid typographical errors, it is recommended not to type the information on the EAR.

	section A  (Attendance Clerk)
	You shall enter employee’s :

· 01:  Agency code number.

· 02:  Unit code number.

	section b New Employee 01: (C,E,F,G,H& I)
	Check one or more boxes and complete listed sections:

New and/or reinstatement from permanent separation:

· Check New Employee section and complete required sections.

Employees returning to State service under a new name:

· Check “B-05 Name Change” and complete Section D; substantiation will not be needed in this case.

	section c  
	Enter employee’s:

· 01  Social Security Number

· 02  Last Name

· 03  First Name and Middle Initial

	section d Name change
	Enter employee’s former name when B-05 (Name Change) is checked.

Substantiation must be attached to EAR when reporting a name change unless returning from a permanent break in service.

Attach one of the following:

· Copy of SSN filed with Social Security Administration.

· Copy of SSN form given to employee by the Social Security Administration.

· Copy of correct Social Security Card if employee has received it.

	section e  Withholding Allowance
	If no tax is to be with held, complete Part IV or V only.

I. Check one of the marital status boxes as it applies to tax purposes only.

II. Complete only if the State taxes will differ from Part I.

III. For additional deductions for taxes, enter the specific amount to be deducted in addition to the federal and state allowances in Part I.

IV. Check this box if employee is exempt from having taxes deducted from pay warrant.  Parts I, II, III and V must be left blank.

V. If employee is eligible for Non-Taxable Wages as explained on the back of the EAR, check this box.   Parts I, II, III and IV must be left blank.

	section f

Address
	Advise employee that the W-2 and all other job related documents would be mailed to this address.  Enter:

· 01:  Address

· 02:  City, State

· 03:  Zip Code.

· 04:  Employment List (address change will be forwarded to SPB to correct existing SPB lists employee’s name is on)

	section g
	This information is used for additional State service credits and/or PERS retirement credits.

	section h
	Enter numeric birth date (mm/dd/yy).

	section I
	Employee’s signature 

	section J
	Personnel Services Specialist will sign after entering the information in SCO.


18.5 Sample – Employee Action Request (STD.686 - EAR)
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19 Oath of Allegiance and Declaration of Permission to Work for Persons Employed by the State of California (STD.689)

The Oath of Allegiance (STD.689) is required for new hires to State civil service and reinstatements with a break in service.  

Exempt employees are not required to complete the Oath of Allegiance.  See Oath of Office for exempt appointments.

19.1 Submission

Review the Oath of Allegiance for accuracy and verify all required sections are completed.  The original Oath of Allegiance must be returned to your PSS with the Appointment Document Checklist. The original is filed in the employee’s OPF.

19.2 Ordering Forms

You may order a supply of the Oath of Allegiance (STD.689) from the OSP’s Forms Management Customer Service Center.  Refer to Where to Order Forms for address.  You may download it off their web site:  www.osp.dgs.ca.gov.  
19.3 Completing the Oath of Allegiance (STD.689)

You may assist the employee with completing the Oath of Allegiance.  It may be typed or use a ballpoint pen.  Do not use a pencil.

	part 1 

Oath of Allegiance
	Type or print in ink employee’s name in the space provided.

	PArt 2

Declaration of Permission to Work


	Employee shall:

· “YES”: check if employee is a lawful permanent resident of the United States.

·  “NO”: leave blank.

	part 3

Signature and Certification
	Completed by both you and employee:

· Employee’s signature: employee will sign.

· State Department or agency: Enter DGS or Client Agency name.

· Division/Unit: enter the DGS office name or Client Agency name.

· Taken and subscribed: enter the date signed.

· Authorized official’s signature: you shall sign.

· Authorized official’s title: your title (i.e. Office Technician).


19.4 Sample – Oath of Allegiance and Declaration of Permission to Work for Persons Employed by the State of California (STD.689)

[image: image11.png]STATE OF CALIFO4NIA

OATH OF ALLEGIANCE AND DECLARATION OF PERMISSION TO WORK
FOR PERSONS EMPLOYED BY THE STATE OF CALIFORNIA

STD. 689 (REV. 10-97)

Oath may be administered by a person having general authority by law to administer oaths—or may be
administered by the appointing power, or by a person for whom written authorization to witness oaths has been
executed by the appointing power. The appointing power maintains a file of such authorizations.

PART 1—OATHOF ALLEGIANCE
TOBECOMPLETED BY UNITED STATES CITIZENS ONLY

WHO MUST SIGN OATH--As required in Section 3 of Article XX of the Constitution of California, every State employee except
legally employed noncitizens, must sign the following oath or affirmation before he or she enters upon the duties of his or her State
employment. Noncitizens are required to possess a Declaration of Permission to Work. If an alien employee becomes a naturalized
citizen, an oath must then be obtained and filed.

WHEN OATH MUST BE SIGNED--As required in Government Code Section 3102, all public employees and all volunteers in any
disaster council or emergency organization accredited by the California Emergency Council must sign an oath or affirmation before
entering upon the duties of their employment. For intermittent, temporary or emergency employments, an oath or affirmation may,
at the discretion of the employing agency, be effective for all successive periods of employment which commence within one
calendar year from the date of the oath.

OATH OF ALLEGIANCE (Type or print name of employee)—Then complete Part 3.

1, , 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 T am about to enter.

WHERE OATHS ARE FILED--As required in Government Code Section 3105, all oaths for public employees and all volunteers
in any disaster council or emergency organization accredited by the California Emergency Council, shall be filed in the official
employee file within 30 days of the date the oath is executed. The oath is considered a public record.

FAILURE TO SIGN--As stated in Government Code Section 3107, no compensation or reimbursement for expenses incurred shall
be paid to any public employee or any volunteer in any disaster council or emergency organization accredited by the California
Emergency Council unless such public employee has taken and subscribed to the oath or affirmation.

PENALTIES (Government Code)

"3108. Every person who, while taking and subscribing to the oath or affirmation required by this chapter, states as true
any material matter which he knows to be false, is guilty of perjury, and is punishable by imprisonment in the state prison
not less than one nor more than 14 years.”

PART2—DECLARATION OF PERMISSION TO WORK
TOBE COMPLETED BY LEGALLYEMPLOYED NONCITIZENS ONLY

I am a lawful permanent resident alien of the United States. D YES D NO
If NO, please read the following:

I hereby certify, that I have permission to work in this country and have declared any restrictions placed upon me in this regard
by the United States government to the appointing power.

PART 3—SIGNATURE AND CERTIFICATION (No fee may be charged [ for administering)
TOBE COMPLETED BY UNITED STATES CITIZENSAND LEGALLY EMPLOYED NONCITIZENS

EMPLOYEE'S SIGNATURE

5

STATE DEPARTMENT OR AGENCY

| DIVISION/UNIT

I
I

Taken and subscribed before me this

. Day of

AUTHORIZED OFFICIAL'S SIGNATURE

]

AUTHORIZED OFFICIAL'S TITLE

(SEAL)




20 Oath of Office (STD.688)

All exempt appointments are required to complete the Oath of Office (STD.688).

The Oath of Office must be completed no later than the first date of appointment.  Exempt appointees that are required to complete the Oath of Office by law may not be compensated for time worked prior to the date the Oath is certified.

20.1 Submission

Forward the original Oath of Office and one copy to the PSS within 30 days of the appointment date.  The PSS will mail the original to the Secretary of State, and the copy will be filed in the employee’s OPF.

20.2 Ordering Forms

You may order a supply of the Oath of Office (STD.688) from the OSP’s Forms Management Customer Service Center. Refer to Where to Order Forms for address.  You may download it off their web site:  www.osp.dgs.ca.gov.  
20.3 Completing the Oath of Office (STD.688)

      The date of certification must be the date of appointment.

You may type or use a ballpoint pen to complete the Oath of Office.  Do not use a pencil.

	For the Office of
	Exact title of the position as specified in Departmental Payscales.

	I,
	Appointee’s name. 

	Signature
	Appointee signs the Oath. 

	Term Expires
	Termination date as per entitlement.

	Subscribe and sworn, etc (certification)
	Certified by only one specific employee as listed:

· Notary Public

· Judges

· Justice of the Peace

· Governor’s Appointee

· Agency Secretary

· Director


20.4 Sample – Oath of Office (STD.688) 

[image: image12.png]OATH

Jor the Office of

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
Jfaith 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.

Signature

Term Expires

Subscribed and sworn to before me,
this day of

A. D.

STD. 688 (REV. 11-99) 688PRT.FRP




20.5 Sample – Oath of Office (STD.688) (Reverse)
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21 STATE EMPLOYEE DISABILITY QUESTIONNAIRE (SPB-131)

The Disability Questionnaire (SPB-131) is a two-sided document required for new hires to State civil service.  The employee’s response to the Disability Questionnaire is voluntary.  The disability code will be entered into the employee’s employment history.  

Under Government Code 19233, SPB is required to survey employees to determine the number with disabilities.  The information will be used for statistical purposes only.

Identity of the employee and responses are confidential.

21.1 Submission

The original Disability Questionnaire must be returned to your PSS with the Appointment Document Checklist.  The PSS will forward the Disability Questionnaire to the SPB.  No copy of the form is filed in the employee’s OPF.

21.2 Ordering Forms

The Disability Questionnaire (SPB-131) is a SPB form.  You may order a supply of the questionnaire from SPB.  Refer to Where to Order Forms for address.  You may download it off their web site: www.spb.ca.gov/svcgen/formsrd.cfm
21.3 Completing the Disability Questionnaire (SPB-131)

The employee shall complete the Disability Questionnaire.   Advise the employee to read the information and instructions on Page 1 of the form.  It may be typed or use a ballpoint pen.  Do not use a pencil.

	Employee
	Attendance Clerk

	· Questions 1 – 2: answer “yes” or “no”.

· Provide Social Security Number.

· Primary Disability Code: Enter “X” if there are no disabilities.  If responded “yes” to any of the questions, review the Disability Category on Page 2 and enter that code.  

· Secondary Disability Code: Enter code from Disability Category if there is/are secondary disability (ies).
	· Advise employee responses to the Disability Questionnaire are voluntary.

· If employee refuses to complete the Disability Questionnaire, write “employee did not respond” on the document.

· Forward to your PSS in PTU with the Appointment Checklist.


21.4 Sample – State Employee Disability Questionnaire (SPB-131)(Page 1)

[image: image14.png]CALIFORNIA STATE PERSONNEL BOARD MAIL TO: CALIFORNIA STATE PERSONNEL BOARD

INF ATION SYSTEMS UNIT, M.S. 33
STATE EMPLOYEE DISABILITY QUESTIONNAIRE ORMATION § S

P.O. BOX 944201
SPB-131-NEW EMPLOYEE (1/98)

SACRAMENTO, CA 94244-2010
TO: STATE EMPLOYEES:

Please assist in gathering general statistical information about State employees with
disabilities. The State is required to gather this information under Government code
Section 19233 to monitor the effects of its employment practices on employees with
disabilities and compliance with non-discrimination laws. Your response to this
questionnaire is voluntary. Section 504 of the U.S. Rehabilitation Act of 1973 allows
the gathering of voluntary information about disabilities. The information will only be
used for statistical purposes. Your name will never be identified. The confidentiality
of all information is guaranteed by the Privacy Act of 1974 (PL 93-579). Thank

you for your cooperation. _
INSTRUCTIONS: Please answer the following questions:

1. Are you an individual with a disability according to the following
Americans with Disabilities Act definition? Yes[] No[]

An “Individual with a Disability” is a person who:
(a) has a physical or mental impairment that
substantially limits one or more major life
activities of such individual; or
(b) has arecord of such impairment; or
(c) 1s regarded as having such an impairment.

“Substantially limits” means that an individual with a disability
is: (1) unable to perform a major life activity, such as seeing,
hearing, talking, walking, lifting and working; or (2) significantly
restricted as to the condition, manner or duration under which
the average person in the general population can perform that
same major life activity.

2. Because of a physical or mental impairment which is permanent or
of indeterminate duration...

(@) Do you use aids, such as a hearing aid, cane, crutches, walker,
or wheelchair? Yes[ ] No[]

(b) Do you have difficulty reading a newspaper even with
glasses, hearing a normal conversation, walking a quarter
mile, climbing a flight of stairs without resting, or lifting at
least 10 Ibs? Yes[] No[]

(¢c) Do you have difficulty doing ordinary activities of daily living,
such as moving around the house, getting in or out of a chair
or bed, taking a bath or shower, dressing, eating, or using the
toilet? Yes[ ] No[]

(PLEASE CONTINUE ON THE REVERSE SIDE)





21.5 Sample – State Employee Disability Questionnaire (SPB-131) (Page 2)

[image: image15.png]STATE EMPLOYEE DISABILITY QUESTIONNAIRE ENTERYOURSOCIALSECURITY NUMBER
NEW EMPLOYEE 2 2

bt PRIVARY DISABILITY CODE ~ =

Please continue to answer the questions below... o

@ Do you have difficulty doing such activities as going outside
the home, keeping track of money or bills, preparing meals,
doing housework, or using the telephone? Yes[J No[J

(@ Do you have a physical, mental, or health condition which

limits the kind or amount of work or housework you can do? Yes[J No[J
If you responded “YES” to any of the above questions, please review the disability
categories listed below and circle the appropriate code that identifies your primary and,
if applicable, your secondary disability(ies). Enter these codes in the appropriate.
spaces at the top of the page. Mark an “X” if you have no disability.
DISABILITY CATEGORY

IVISUALS: Difficulty reading a newspaper even with glasses.

HEARING: Inability to hear an ordinary conversation and/or use a telephone without the
laid of an assistive device.

ISPEECH: Difficulty speaking or making oneself understood in person or on the telephone.

OROTHOPEDIC: Amputation, or functional limitation of the upper or lower extremities,
trunk, back or spine.

B B8 BB

OTHER HEALTH CONDITIONS: Impairments caused by discases or other conditions
affecting any of the body organs, or systems, suchas the heart,lungs, or kidneys, e.g.,cancer,
emphysema, diabetes, allergies, etc.

INEUROLOGICAL: Autism, Epilepsy, Cerebral Palsy, Dyslexia and other learning

disabilitis, and other impairments causing limitations in balance, coordination, sensory
and cognitive functions.

E

B

IMENTAL RETARDATION: Limited mental capacity which affects thinking and
functioning and academic achicvement.

|SKIN DISFIGUREMENTS: Bums, scars, acne, or other skin conditions.

ERE]

IMENTAL DISORDERS: Conditions which affect reasoning or the ability to get along with
others, such as psychoses, neuroses, depression, and personality disorders when diagnosed
by a physician or clnical psychologist.

ALCOHOL OR DRUG USE: History of usage which substantially interferred with work

|OTHER: Disabilty not shown on the questionnaire.

ENERE]

NO DISBILITY
DONOT DUPLICATE OR RETAIN THIS FORM AFTER COMPLETION BY THE EMPLOVEE.





22 STATE EMPLOYEE RACE/ETHNICITY QUESTIONNAIRE (SPB 1070)

The Race/Ethnicity Questionnaire (SPB 1070) is required for employees new to State service only. The employee’s response to the Race/Ethnicity Questionnaire is voluntary.  

The questionnaire allows the employee to self identify the race/ethnic group with which he/she most closely identifies.  The Ethnic/Race code will be entered into the employee’s employment history.

22.1 Submission

The original Race/Ethnicity Questionnaire must be returned to your PSS with the Appointment Document Checklist.   The original questionnaire is filed in the employee’s OPF.

22.2 Ordering Form

You may order the Race/Ethnicity Questionnaire (SPB 1070) through SPB.  Refer to Where to Order Forms for address.

22.3 Completing the Race/Ethnicity Questionnaire (SPB 1070)

You may assist the employee with completing the questionnaire.  It may be typed or use a ballpoint pen. Do not use a pencil.  

	PART 1

Personal Information
	Type or print in the spaces provided:

· Department: DGS or client agency, e.g., EMSA

· Employee’s name

· Employee’s social Security Number

· Check the appropriate box for male or female.

	PART 2

Self Identify
	Employee shall:

· Check the ethnicity box that best describes race/ethnicity.

· Write that letter directly under the male/female check boxes.

If employee does not complete the questionnaire, you shall need to mark one of the ethnicity boxes that best describes the employee.

	PART 3

Method of Identification
	Box A, Self-Identification: Employee shall check if he/she has completed the questionnaire.

Box B, Department Designation: You shall check this box if you have completed the questionnaire.

	Certification
	Employee shall:

· Sign name if making a self-identification.

You shall:

· Sign and date under the employee’s signature.


22.4 Sample - State Employee Race/Ethnicity Questionnaire (SPB 1070)

[image: image16.png]CALIFORNIA STATE PERSONNEL BOARD

STATE EMPLOYEE RACE/ETHNICITY QUESTIONNAIRE
{For Al New Hires And Rehires)
SPB 1070 St Empi Raca/Ethnic Quest (11/89)

| DATE:
INSTRUCTIONS:

1. This self-identification questionnaire is part of the new employee package. Self-identification means each employee has the opportunity to select which

race/ethnic group he/she most closely identifies with. Complete promptly and retum to your Department Personnel Office with your other hiring
documents (NOT to the State Personnel Board).

DEPARTMENT NAME EMPLOYEE'S NAME (oring) | 1AL ] U SEX
] maLe
O reEMALE
2.

Please check the one box below which best describes your race/ethnicity and enter the one letter chosenon this line:
If Hispanic, check:

If not Hispanic choose from the following:
(Hispanic does not include persons of

E. [ white If Asian, check: If Pacific Islander, check:
Portuguese or Brazilian origin or persons
who acquired a Spanish surname) F. D Black l. DJapanese P. D Hawaiian
A. [J Mexican, Mexican/American, G. [ Filipino J. [ Chinese Q. [] samoan
Chicano If American Indian, check:
[Member of an American Indian tribe or K. [ Korean R. [0 Guamanian/Chamorro
B. [J Puerto Rican

c. [ cuban

D. [] Any Other Spanish/Hispanic

band recognized by the Federal Bureau
of Indian Affairs; or has at least one-
quarter biood quantum of tribes or bands
indigenous to the United States or
Canada (SPB Rule 547.34 requires
written verification of American Indian
ancestry at time of employment)]

L. [] Vietnamese T. [0 Other Pacific Islander

M. [] Asian Indian
S. [ Other Asian

(Specity )

X. 7] Other, not listed

(Specily)

H. [J American Indian

(Specily )
(Specily Tribe) U. [ Cambodian (Specily )
N. [J Eskimo V. [ Laotian
0. [J Aleut

3. Please check the method of identification

[ A. Self-identification [0 B. Department Designation (This is only used if the

employee does not self-identify.)

e R —
UNDER PENALTIES OF PERJURY, | DECLARE THAT | HAVE EXAMINED THIS STATEMENT AND TO THE BEST OF MY KNOWLEDGE AND
BELIEF, IT IS TRUE, CORRECT, AND COMPLETE.

EMPLOYEE SIGNATURE

DATE

SIGNATURE OF DEPARTMENT REPRESENTATIVE WHO REVIEWED

DATE

AND APPROVED THE EMPLOYEE SELF-DESIGNATION.

AGENCY NAME:

UNIT RESPONSIBLE
FOR MAINTENANCE:

AUTHORITY/PURPOSE:

PROVIDING INFORMATION:

EFFECTS OF NOT PROVIDING
THE INFORMATION:

ACCESS:

PRIVACY STATEMENT
State Personnel Board

The Personnel Office of the employing State department.

Government Code Section 19792 states that "The State Personnel Board shall: (h) Maintain a statistical
information system designed to yield the data and the analysis necessary for the evaluation of progress
in affirmative action and equal employment opportunity with the state civil service. . ."

The data is encoded by the department Personne! Office and becomes part of the Employment History System
kept by the State Controller's Office. Itis shared only with the State Personnel Board and the employing
department and may be used for statistical purposes in the selection, layoff, or judicial processes. No other
disclosures on an individual identifiable basis are made.

Each employee should indicate with which race/ethnic group they most closely identity.

If an employee fails to self-identify, another method of identification will be used by the State Personnel Board
since Government Code Section 19792 requires the collection of race/ethnic origin from all employees.

Individuals can access their records through their Personnel Office.




23 statement of economic interests (form 700)

It is the policy of DGS to comply with the requirements of the Fair Political Practices Act that prohibits public officials at all levels from acting on matters in which they have an economic interest.

The Fair Political Practice Commission has the administrative responsibility of the Fair Political Practices Act.

The purpose of the act is to remove from decision-making processes those employees who might profit from a decision they make due to their private interests in investments, business, realty and income.

A Form 700 is required for employees when a transaction moves the employee permanently into or out of a position that is designated as Conflict of Interest. 

Exceptions are employees who transfer from one designated class to another or who return as a Retired Annuitant subsequently after retirement.

Each Office Chief has designated classifications or positions having decision-making capability, which may be influenced by personal financial interests.

The Administrative Assistant in your office should have a list of classifications that are designated Conflict of Interest.  If not, the Conflict of Interest Filing Officer in OHR responsible for the Form 700 filing will be able to provide a list.

Employee’s questions regarding the Statement of Economic Interest must be directed to the Conflict of Interest Filing Officer.

Refer to the Fair Political Practices Commission’s web site for information regarding the Fair Political Practices Act: www.fppc.ca.gov.
23.1 Submission

Notify your PSS either by e-mail or telephone when there is a Conflict of Interest Position appointment.  The PSS will notify the Conflict of Interest Filing Officer in OHR who will forward the appropriate documents.

The complete Form 700 will be forwarded to the Conflict of Interest Filing Officer for review.  The original report will be filed in the employee’s OPF, and a copy in the Conflict of Interest Binder for public inspection.

23.2 Deadlines

The employee has 30 days from the date they assume and/or leave office to complete and return the Form 700.  A maximum fine of $100 may be imposed for late statements.

The PSS is responsible for assuring that the Form 700 is returned timely.

23.3 Ordering Forms

The Form 700 package will be provided by the Conflict of Interest Filing Officer once notified of Conflict of Interest hire.

23.4 Completing the Statement of Economic Interest (Form 700)

You may assist the employee with completing the form.  It may be typed or use a ballpoint pen.  Do not use a pencil.

	Personal Information
	Enter employee’s:

· Full legal name

· Daytime phone number where employee may be reached during the day if the statement is questioned.

· Mailing address: work address is preferred, but home address will be acceptable.

· Fax/e-mail:  optional

	#1 Office, Agency, or Court (Do not use Acronyms)
	· Agency: Department of General Services

· Division, Board, District::  your office’s name (e.g., Office of Procurement)

· Position: position title as per the DGS pay scales

· Expanded Statement: employee shall complete if necessary.

	#2 Office Jurisdiction
	· Check the box “State”



	#3 Type of Statement
	· Assuming Office/Initial: check this box

· Date: employee’s date of appointment



	#4 Schedule Summary
	Employee must complete Section 4.  Do not advise the employee on completing this section.

	#5. Verification
	Employee shall sign the verification.




23.5 Sample – Statement of Economic Interests (Form 700)

[image: image17.png]o 700

STATEMENT OF ECONOMIC INTERESTS
A Public Document

Date Receved

Ploasa tpo or print n ik

e

NovaER

(

ATING ADORESS
oy o usinass

7P CoDE "GPTIONAL: FAX / E-MAL ADDRESS|

COVER PAGE

1. Office, Agency, or Court

Provds peacen nama. 0o no use acroyms.

Division, Board, District, if applicable:

Position:

= Expanded Statement — List agency/position:

(Atach 3 saparae shoe f nscassay. Do o use scronyms)

Agency:

Position Title:

2. Office Jurisdiction (chect ore)
Dstate
0] County of
Ociyof
0] Mutt-County
Clomer

3. Type of Statement (cosc s iss e sox

0 Assuming Offcelnitial Dawis (i

0O Annual
(Chock ons)

O The period covered is January 1, 1999, through
December 31, 1989,

O The period covered is —_/__/___, through
December 31, 1999.

(O Leaving Office Date Left: /1

(Chece one)

O The period covered is January 1, 1999, through
the date of leaving offce.

O The period coveredis |/ through
the date of leaving office.

O Candidate

4. Schedule Summary
(Chck sppicabl scheduies ax No raporiable interests )

= During the reporting period, did you have any reportable.
interests to disclose on:

Schedule A1 [] Yes ~ schedule attached
O —

Schedule A2 [] Yes  schedule attached
Py —

Schedule B[] Yes ~ schedule attached
Real Property
Schedule C ] Yes - schedule attached

Income & Business Posilons (ncoms opes tha osrs. G, nd T

Schedule D[] Yes — schedule attached
Rl L

Schedule E ] Yes — schedule attached
Income - Gits

Schedule F ] Yes ~ schedule aftached

Incoma  Travel Payments

= [ No reportable interests
Total number of pages (including this cover page): —

5. Verification

1 have used all reasonable diligence in preparing this
statement. | have reviewed this statement and 1o the best of
my knowledge the information contained herein and in any
attached schedules is true and complete. | certy under penalty
of perjury under the laws of the State of Calfornia that the
foregoing is true and correct,

Executed on
Tmonth day you]

BIGWATURE St sl o o e
e e ooty e stemant wi our g o]

FPPC Form 700 (1999/2000)
For Technical Assistance: 916/322-5660




24 DESIGNATION OF PERSON AUTHORIZED TO RECEIVE WARRANTS (STD.243)

The Designation of Person Authorized to Receive Warrants (STD.243, Warrant Designee) is required for new employees to State service and reinstatements.   It is optional for transfers from another State agency or promotions.  If the employee has an address change, a Warrant Designee shall need to be completed.

In accordance with Government Code 12479, the person listed as the designee will receive the employee’s final pay warrant upon death.  The designation remains in effect until the employee changes the designation or permanently separates from State service.

The designee must be 18 years of age or older.

24.1 Submission

Review the Warrant Designee for accuracy.  The original Warrant Designee and one copy with original signatures must be returned to your PSS with the Appointment Document Checklist.  

The PSS will sign the agency section and forward the one copy to the employee.  The original will be filed in the employee’s OPF. 

24.2 Ordering Forms

You may order the Warrant Designee (STD.243) from the OSP’s Forms Management Customer Service Center.  Refer to Where to Order Forms for address.  You may download it off their web site: www.osp.dgs.ca.gov.  

If downloaded, you must submit two copies with the employee’s original signature to PTU.

24.3 Completing the Designation of Person Authorized to Receive Warrants (STD.243)

The employee will complete the Warrant Designee.  As it is a legal document, you are responsible that the following criteria is met:

Completing the Designation of Person Authorized to Receive Warrants (STD.243) (Continue)

· Document is completed in ink or typed.

· Original and one copy both must have the employee’s original signature.

· Full legal names for the employee and the designee are used.

· No erasure or corrections are made to the designee section of the Warrant Designee.  If this should happen, the employee needs to fill out a new form.  Destroy the old one.

· Advise the employee that the form will need to be updated as needed.  For example: if the designee is the employee’s spouse, and they divorce. 

Advise the employee to read the instructions and Privacy Notice on the Warrant Designee.  

	Part 1 

Personnel Information
	You shall enter:

· Employee’s full legal name and Social Security Number.

· Department of General Services or Client Agency as the employing state agency. 

· City where employee works.

	Designee
	Employee shall name designee:

· Designee’s full legal name and Social Security Number.

· Age of designee (must be over 18 years of age or older).

· Designee’s telephone number, address, city, state and zip code.

Employee shall then enter:

· Home address

· City, state and zip code

· Signature

· Date signed

	Agency Use
	PSS will complete.


24.4 Sample – Designation of Person Authorized to Receive Warrants (STD.243)


[image: image18.png]STATE OF CALIFORNIA

DESIGNATION OF PERSON AUTHORIZED TO
RECEIVE WARRANTS (Gov. C., Sec. 12479)

STD. 243 (REV. 2-95)

Submit two copies of a completed form
STD. 243 with original signatures to your
personnel/payroll office.

EMPLOYEE NAME (First, Middle, Last)

SOCIAL SECURITY NUMBER

NAME OF EMPLOYING STATEAGENCY

CITY WHERE AGENCY LOCATED

Pursuant to Scction 12479 of the Government Code, I hereby designate the following person who, notwithstanding any other provision
of the law, shall be cntitled upon my death to receive all state warrants that would have been payable to me had I survived. NOTE: Dircct
deposit payments arc not subject to the provisions of this designation.

Important: This is NOT a designation for payment of death benefits and refund of employee retirement contributions. A form STD. 241,
Beneficiary Designation (PERS), must be completed to file a designation with the Public Employees' Retircment System for death benefits.

DESIGNEE (Must be 18 years of age or older)

DESIGNEE NAME (First, Middle, Last)

SOCIAL SECURITY NUMBER TELEPHONE NUMBER

ADDRESS

CITY AND STATE ZIP CODE

I hereby revoke any previous designations filed by me.

I the above-named designee does not file a written r
such warrants within sixty (

This designation will remain in full force and effect during my
cmployment with any California state agency/ campus until re-
voked in writing by me.

est with the personnel/payroll office of my employing state agency/campus for
0) days after the date of my death, this desIl)gnaﬁon SM i

be and become null and void .

FORAGENCY/CAMPUS USEONLY

REVIEWED BY THE PERSONNEL/PAYROLL OFFICE AND FILED

| EMPLOYEE HOME ADDRESS

SIGNATURE OF AUTHORIZED OFFICER

CITY. STATE, 2IP CODE

TYPEDNAME [ pate

l

i

| EMPLOYEE SIGNATURE (Piease sign bofh copies inink)

P>

DATE SIGNED

INSTRUCTIONS

1. Complete this form in duplicate; typewritten or in ink.

2 Showdesignee's full name; for example, "Mary Jane Smith," not Mrs.
John E. Smith.

3 Verifythat the formis complete and correct. No erasures or correc-
tions may be made 1n the name of the designee. Ifany error has been
made, complete a new set of forms.

4 Signbothcopiesinink. Submit both copies toyour personnel/payroll
office. The duplicate copy will be returned to you for your records.

5. Youmay change your designation at any time by filing a new form
STD. 243 with your personnel/payroll office.

6. Youmaycompletely revoke adesignation at any time by submitting
either a new form STD. 243 indicating "NONE" for the designee
nameor aletter toyour employer. Twocopies with original signatures
arerequired.

7. Inform your personnel/payroll office when a change occurs in your
designee's address.

8. You may wish to file a new designation upon any change in your
marital status.

PRIVACY NOTICE

The Information Practices Actof 1977 (Civil Code Section 1798.17) and
the Federal Privacy Act (Public Law 93-579) require that this notice be
provided when collecting personal information from individuals

Information requested on this form is used by the employing personnel/
payroll office for the sole purpose of identifying the designee authorized to
receive warrants payable to the employee had he/she survived.

Legal referencesauthorizing maintenance of this information include the
Government Code Section 12479 and the State Administrative Manual
Section8477.1-8477.27

This formand all personal information contained therein is maintained by
the employing personnel/payroll office. Employees have the right of access
to copies of their Designation of Person Authorized to Receive Warrants
form upon request.





25 Emergency Information/Physician Designation (GS 20)

The Emergency Information/Physician Designation (GS 20) is required for new hires to State service, reinstatements and transfers from another State agency.

The employee should indicate who should be notified in case of an emergency and choice of medical treatment.  It is important that the information is current at all times.

25.1 Submission

Review the Emergency Information for clarity.  The Emergency Information is a three-page, triplicate form.  The white copy must be submitted to the PSS with the Appointment Checklist and filed in the employee’s OPF.  You may distribute the remaining copies: yellow will remain in the office, and the pink copy goes to the employee.

25.2 Ordering Forms

You may order the Emergency Information (GS-20) from OSP’s Forms Management Customer Service Center.  Refer to Where to Order Forms for address.

25.3 Completing the Emergency Information/Physician Designation (GS 20)
The employee shall complete the Emergency Information/Physician Designation.  It may be typed or use a ballpoint pen.  Do not use a pencil.

	Emergency Information
	Employee shall enter:

· Full name

· Home telephone number

· Home address (street, city, zip code)

· Office:  work site.  e.g., Office of Human Resources

· Unit: e.g., Personnel Transaction Unit

· Birthdate: date of birth

	Person To Notify In Case Of Accident
	Employee must designate a person to notify in case of an emergency.  Employee shall enter:

· Name:  designee’s name

· Relationship:  designee’s relationship to employee.

· Address, City, State, Zip: designee’s address

· Telephone Number: designee’s phone number

	Physician Designation
	If employee chooses not to designate a physician, first box needs to be checked.  

If employee chooses to designate a physician, the following must be completed:

· Second box is checked

· Physician name, telephone number, office address: designate physician information
· Hospital preference: hospital where treatment would be administered
· Insurance carrier: employee health coverage
· Employee’s signature: employee shall sign and date form 


25.4 Sample – Emergency Information/Physician Designation (GS 20)

[image: image19.png]STATE OF CALIFORNIA

EMERGENCY INFORMATION/PHYSICIAN DESIGNATION

GS 20 (REV. 3-94)

DEPARTMENT OF GENERAL SERVIC

Completion of this form is VOLUNTARY. The information will be used ONLY in an emergency or as may be required by
law under extraordinary circumstances.

This information should be completed and returned to your supervisor who will forward one copy for inclusion in your

personnel folder. Should any of this information change, please submit a corrected form to your supervisor. It is important
that this data be kept current at all times.

EMERGENCY INFORMATION

PLEASE TYPE OR PRINT
EMPLOYEE NAME (Last) (First) (Middle Initial) HOME TELEPHONE NUMBER
HOME ADDRESS {Number and Street (City) ( ZIIP Code)
OFFICE UNIT BIRTH DATE

NAME RELATIONSHIP
Person to Notify
in Case ADDRESS TELEPHONE NUMBER
of Accident
or lliness cITy STATE ZIP CODE

IF YOU HAVE A CHRONIC MEDICAL PROBLEM (i.e., heart condition, epilepsy, asthma, allergy, etc.)
THAT COULD INCAPACITATE YOU DURING WORKING HOURS, YOU ARE ENCOURAGED TO
DISCUSS SYMPTOMS AND EMERGENCY TREATMENT WITH EACH OF YOUR SUPERVISORS
DURING YOUR EMPLOYMENT WITH THIS DEPARTMENT.

PHYSICIAN DESIGNATION

In case of injury on the job or sudden job-related illness, employees are given the option of choosing their
own personal physician to administer medical treatment or accepting the services provided by the
department. "Personal Physician" means the employee's regular physician and surgeon . . . who has
previously directed the medical treatment of the employee and who retains the employee's medical records,

D I do not wish to designate a personal physician AND will accept medical treatment from the department's designated medical facility.

D | request the services of my personal physician as indicated below.

PHYSICIAN'S NAME TELEPHONE NUMBER
OFFICE ADDRESS

HOSPITAL PREFERENCE INSURANCE CARRIER

EMPLOYEE'S SIGNATURE DATE SIGNED

=

DISTRIBUTION:  WHITE--PERSONNEL YELLOW--OFFICE/UNIT PINK--EMPLOYEE

vyl

s




26 Incompatible Activity Statement (GS-200)

It is DGS’ policy to provide employees and exempt officers with instructions concerning activities that are incompatible with State employment.  The Incompatible Activity Statement (GS-200) provides instructions.

The purpose of the policy is to protect the integrity established by employees in carrying out the Department’s responsibilities to other State agencies and to the public.

It is required for all initial appointments, change in classification, change in duties or circumstances that potentially conflicts with the policy.

26.1 Submission

The original signed “Certification” (the last page of the booklet) must be signed by the employee and returned to the PSS with the Appointment Checklist.  The original will be filed in the employee’s OPF.  The employee will keep the booklet.

26.2 Ordering Forms


You may order the Incompatible Activity Statement (GS-200) booklet from OSP’s Forms Management Customer Service Center.  Refer to Where to Order Forms for address.

26.3 Completing the Incompatible Activity Statement (GS- 200)

Advise the employee to read the statement before signing the certification on the last page of the booklet.  If the signature is not legible, print or type the employee’s name below the signature line. Do not use a pencil.

Forward the signed certification to the PSS; booklet will go to the employee.

26.4 Sample – Incompatible Activity Statement (GS-200)

[image: image20.png]Department of General Services

INCOMPATIBLE
ACTIVITY STATEMENT

GS-200 (REV. /89)





27 Military Service Declaration (STD.912)

The Military Service Declaration (STD.912) is required for new hires to State civil service and reinstatements.  The employee’s response to the Military Service Declaration is voluntary.
The information provided can be used by the Testing Unit to verify veteran’s status for open examinations.

The information provided is confidential.  

27.1 Submission

The original Military Service Declaration must be returned to your PSS with the Appointment Document Checklist.  The original is filed in the employee’s OPF.

27.2 Ordering Forms

You may order the Military Service Declaration (STD.912) from OSP’s Forms Management Customer Service Center.  You may download it off their web site, www.osp.dgs.ca.gov.  Refer to Where to Order Forms for address. 

27.3 Completing the Military Service Declaration (STD.912)

You may assist the employee with completing the declaration.  It can be typed or use a ballpoint pen.  Do not use a pencil.  If the employee does not complete the form, make a notation on the document before submitting it to PTU.

	Part 1
	You shall type or print:

· To:    Employee’s name

· Date: Date completed

	Part 2 

Military Information
	Employee shall:

· 1.        Check “yes” or “no”

· 2 – 6.  Complete if answer to #1 was “yes”

	Signature and Certification
	· Employee shall sign and date.


27.4 Sample – Military Service Declaration (STD.912)

[image: image21.png]STATE OF CALIFORNIA

MILITARY SERVICE DECLARATION

STD 912 (NEW 7-94)
(Formerty DPA 190}

See Privacy Notice Below

TO

FROM: DATE

PERSONNEL OFFICE

Some military service qualifies State employees for certain benefits during their careers with the State of California. In order
for us to determine if you will qualify for any benefits, please complete, sign, and return this Declaration immediately.

1.

Did you serve on ACTIVE duty in the armed forces?

Dves Dm

IF YOUR ANSWER TO #1 1S "YES", PLEASE COMPLETE THE REMAINDER OF THE DECLARATION.
IF YOUR ANSWER TO #1 IS "NO", PLEASE SIGN, DATE, AND RETURN THE DECLARATION.

2. List your Active Duty

ARMED FORCES BRANCH ENTRY DATE

RELEASE TYPE
HONORABLE | DISHONORABLE OTHER

RELEASE DATE

3. List any campaign medals that you received
4. Did you, on, or after the first day of January 1956 voluntarily extend your original term of enlistment,

service, or other tour of duty? D YES D No
5. Were you, on January 1, 1956, on an indefinite tour of duty or tour of duty in excess of four years? D YES D NO
6. Did you, after January 1, 1956, serve a tour of duty in excess of four years? D YES D NO

If the answer to any of Items 4, 5, or 6 is "YES", explain the circumstances.

I hereby certify that, to the best of my knowledge, the above information on this Declaration is true and correct.

SIGNATURE DATE SIGNED
Js)

PRIVACY NOTICE

The Information Practices Act of 1977 (Civil Code Section 1798.17) and the
Federal Privacy Act (Public Law 93-579) require that this notice be provided
when collecting personal information from individuals.

Legal refereances authorizing maintenance of this information include
Government Code Sections 19771-19786, 19815.4, 19816, 19816.2, and
19816.6. Sections 395.1 of the Military and Veterans' Code governs the
rights and benefits of State Civil Service employees.

Information requested on this form is used by Personnel Offices for
benefits due to veterans. There is no disclosure of this Information. It
is voluntary to furnish all information requested on this Declaration.
Failure to provide the information may resuit in certain benefits not being
processed or being processed incorrectly.

Employees have the right of access to copies of their Military Service
Declaration upon request. The official responsible for the maintenance of
this Declaration is your current Personnel Officer




28 Sexual harassment memo (AO 99-04)

It is the policy of the Department of General Services (DGS) that sexual harassment is unacceptable behavior in the workplace and will not be condoned.  Supervisors/managers are responsible for maintaining a favorable working atmosphere free from sexual harassment for all employees.  

New employees to State service, reinstatements and transfers from another State agency are required to read DGS’ Administrative Order 99-04 and sign the Acknowledgement of Receipt.  It is not required for Boards and Commissions. 

28.1 Submission

The original Acknowledgement of Receipt signed by the employee is to be submitted with the Appointment Checklist to the PSS.

The original will be filed in the employee’s OPF.

28.2 Ordering Forms

The Administrative Order 99-04 memo and Acknowledgement of Receipt are on DGS’ Intranet site:

http://hr.dgs.ca.gov/AdminOrders/main.asp
The Acknowledgement of Receipt must be downloaded for the employee to sign.  If the employee does not have access to a personal computer, please download the Administrative Order for the employee.

28.3 Completing the Administrative Order and Acknowledgement of Receipt (A0 99-04)

You may assist the employee with completing the acknowledgement.  The Acknowledgement may be typed or use a ballpoint pen.  Do not use a pencil.  The employee’s signature must be in ink.  Advise the employee to read the Administrative Order and sign the Acknowledgement of Receipt.

	Employee’s Name
	· Full name

	Employee’s Signature
	· Signature in ink

	Office
	· e.g., Office of Human Resources (OHR)

	Date
	· Date signed


28.4 Sample – Sexual Harassment Memo (Page 1)

[image: image22.png]STATE OF CALIFORNIA
DEPARTMENT OF GENERAL SERVICES

DATE ISSUED:.

December 6, 1999

Administrative Order 99-04 | v

Until Rescinded

T0: ALL EMPLOYEES REFERENCES:

susJicT:  SEXUAL HARASSMENT PREVENTION POLICY

SUPERSEDES:

AO 98-01

It is the policy of the Department of General Services (DGS) that sexual harassment is unacceptable
behavior in the workplace and will not be condoned. Supervisors/managers are responsible for
maintaining a favorable working atmosphere free from sexual harassment for all employees.

All conversations, discussions, or meetings by department employees in the conduct of departmental
business are to be free of sexually suggestive comments or gestures.

In order to provide a productive and pleasant working environment, it is important that we at DGS
maintain an atmosphere characterized by mutual respect. Accordingly, the kind of conduct
characterized as harassment below will not be tolerated.

DEFINITION OF SEXUAL HARASSMENT

Sexual harassment is a form of sex discrimination. It is unlawful because it violates the prohibition
against sex discrimination set forth in Title VII of the Civil Rights Act of 1964, and also violates the
provisions of the Fair Employment and Housing Act, specifically Government Code Sections
12940(a), (h), and (i). The Fair Employment and Housing Act defines harassment because of sex as
including sexual harassment, gender harassment, and harassment based on pregnancy, childbirth, or
related medical conditions. The Fair Employment and Housing Commission regulations define sexual
harassment as unwanted sexual advances, or visual, verbal or physical conduct of a sexual nature.
This definition includes many forms of offensive behavior, and includes gender-based harassment of
a person of the same sex as the harasser. The following is a partial list:

Unwanted sexual advances.

Offering employment benefits in exchange for sexual favors.

Making or threatening reprisals after a negative response to sexual advances.

Visual conduct: leering, making sexual gestures, displaying of sexually suggestive objects or

pictures, cartoons, or posters.

Verbal conduct: making or using derogatory comments, epithets, slurs, and jokes.

¢ Verbal sexual advances or propositions.

e \Verbal abuse of a sexual nature, graphic verbal commentaries about an individual's body,
sexually degrading words used to describe an individual, suggestive or obscene letters, notes, or
invitations.

e Physical conduct: touching, assault, impeding or blocking movements.

* Sexual harassment may also exist when such conduct by any other employee unreasonably

interferes with an employee’s work performance, or creates an intimidating work environment.

TYPICAL SEXUAL HARASSMENT CASES





28.5 Sample – Sexual Harassment Memo (Acknowledgement of Receipt)

[image: image23.png]ATTACHMENT

ADMINISTRATIVE ORDER 99-04

SEXUAL HARASSMENT PREVENTION POLICY
December 6, 1999

Employee: Please acknowledge your receipt and review of Administrative Order 99-04 by
signing below. This acknowledgement will be placed in your Official Personnel File.

I acknowledge I have received, read, and understand the Department of General Services' Sexual
Harassment Policy (Administrative Order 99-04). I also understand I, and others, have a right to
work in a favorable work environment, free from sexual harassment from all employees. It is
also my understanding any violation of this policy could subject me to disciplinary action.

Employee's Name (please print or type)

Employee's Signature

Office

Duate




29 EMPLOYEE ASBESTOS NOTIFICATION (STD.250)


The Employee Asbestos Notification (STD.250) is required for an employee new to a building containing asbestos.  Your supervisor can advise you if the building(s) in your unit contain asbestos.

State agencies that occupy buildings constructed prior to 1979, and know of the presence of asbestos materials in the building, are required to provide written notification to employees working in the building.  Notices are required within 15 days of knowledge and then shall be made annually to all employees.

Each office, board or commission shall provide the employee locations of asbestos in the building(s) in which the employee works.

29.1 Submission

The original Employee Asbestos Notification is to be submitted with the Appointment Checklist to the PSS.  The notification must be given to the employee within 15 days of date of appointment.  The original is filed in the employee’s OPF.

29.2 Ordering Forms

You may order the Employee Asbestos Notification (STD.250) from the OSP’s Forms Management Customer Service Center.  Refer to Where to Order Forms for address.  You may download it off their web site: www.osp.dgs.ca.gov.  

29.3 Completing the Employee Asbestos Notification (STD.250)

You may assist the employee with completing the notification.  It may be typed or use a ballpoint pen.  Do not use a pencil.  Advise the employee to read the notification before signing.

	1st Address
	You shall enter:

· Full address of the building where employee works 

	2nd Address
	You shall enter:

· Full address of the building manager maintaining the asbestos information

	I,
	· Type or print employee’s name

	Employee Signature
	· Employee will sign


29.4 Sample – Employee Asbestos Notification (STD.250) Rev 7/97

[image: image24.png]STATE OF CALIFORNIA

EMPLOYEE ASBESTOS NOTIFICATION

§TD. 250 (REV. 7-97)

This is to notify employees working at:

ADDRESS

Effective January 1, 1989, Assembly Bill 3713, Chapter 1502, Statutes of 1988, Health and Safety Code,
Subsection 25915 et seq., requires State agencies which occupy buildings constructed prior to 1979, and know
of the presence of asbestos containing materials (ACM) in the building, to provide written notification to
employees within 15 days of knowledge. New employees to the building shall be provided this information

within 15 days of commencing work in the building. Please refer to the State Administrative Manual Section
2591.

Airborne asbestos levels in buildings are much lower than those in industrial workplaces where serious health
effects such as lung cancer and asbestosis have been observed. However, it is important for employees to follow
proper work practices to minimize the potential for disturbing ACM. Avoid touching asbestos materials on
walls, ceilings, pipes, or boilers. Do not drill holes, hang plants or other objects from walls/ceilings made of
ACM. Do not disturb ACM when replacing light bulbs. If you find ACM that has been damaged, report it
to your supervisor. Do not disturb damaged asbestos material or asbestos debris. Only persons authorized
and properly trained should perform any work which may disturb asbestos materials.

Asbestos containing materials pose no threat to your health unless asbestos fibers become airborne due to
material aging, deterioration, or as the result of some damage. Asbestos conditions may vary, and where ACM
have been identified in State building surveys, they were generally in good condition, enclosed, encapsulated,
or of a type not likely to release fibers unless disturbed.

Any employee may review the asbestos survey report, results of bulk sampling or air monitoring conducted in
this building. All asbestos-related data will be available during normal business hours at the building manager's
office located at:

' ADDRESS

(Piease Print Name)

I, e _,haveread and received a copy of the Employee

Asbestos Notification.

" EMPLOYEE SIGNATURE DATE

Z9

DISTRIBUTION: ORIGINAL - PERSONNEL FILE: COPY - EMPLOYEE




30 CASUAL TRADES EMPLOYEES FRINGE BENEFITS (DCU-34)

Casual Trades Employees Fringe Benefits (DCU-34) is required for new or rehired Division of State Architect (DSA) employee.  

30.1 Submission

The original DCU-34 is forwarded to the PSS with the Appointment Checklist.  It is filed in the employee’s OPF.

If the employee is a member of the Union, a dispatch
 is attached to the original DCU-34.  A copy of the DCU-34 with a dispatch slip attached is forwarded to Capitol Outlay Accounting.

30.2 Ordering Forms

The Casual Trades Employees Fringe (DCU-34) is an “in house” form.  The Division of State Architect keeps a supply for their use.

30.3 Completing Casual Trades Employees Fringe Benefits (DCU-34)

Supervisors in the area offices shall assist the employee with completing the form.  It can be typed or use a ballpoint pen.  Do not use a pencil.

	Employee Will Work In:
	The supervisor will enter the county employee will be working and initial it.

	Union Employees
	If a union member, employee will enter:

· Signature

· Date signed

· Print name

· Union classification

· Local 

· Social Security Number

	Non-Union Employees
	If non-union, employee will enter:

· Sign name

· Date signed

· Print name

· Social Security Number


30.4 Sample – Casual Trades Employees Fringe Benefits (DCU-34)


[image: image25.png]DEPARTMENT OF GENERAL SERVICES
PROFESSIONAL SERVICES BRANCH
DIRECT CONSTRUCTION UNIT

CASUAL TRADES EMPLOYEES FRINGE BENEFITS

Employee will sign the clause that pertains to his/hers individual circumstance.

Employee will work in County.

Supervisor's Imitial.
UNION EMPLOYEES: The State will make payments into a Union Health and Welfare
Fund or Vacation Fund on the employee's behalf. I am not eligible to receive State vacation,

retirement, sick leave or any other related benefits.

Employee Signature: Date

Employee Name (Printed)

Union Classification: Local

Social Security No. - -

NON-UNION EMPLOYEES: I am not a Union member and I request that all payments for
health and welfare and vacation be paid directly to me. I am not eligible to receive State
vacation, retirement, sick leave or other related benefits.

Employee Signature: Date

Employee Name (Printed)

Social Security No. - -

DCU-34 (REV 7/97) Excel




31 union information package

Union Information packages are required for new rank and file (“R”) employees whenever the Memorandum of Understanding (MOU) states the employer is responsible for providing the employee with a union information package.  Employees who move into one of the following Collective Bargaining Id’s must be provided with the Union package: RO1, RO2, RO4, R11, R12, R14 R15, and R20.

Union information may be obtained from the specific union.

31.1 Submission

OHR does not require acknowledgement.  The original is not filed in the employee’s OPF.

31.2 Ordering Forms

You may order the Union Information Package through the appropriate union.

32 Employee Benefits

Benefit forms do not need to be returned with the Appointment Package. The forms must be forwarded to the PTU within each individual grace period.  Late submission of the forms may result in a delayed effective date of the benefits.

The employee must have permanent tenure and work half time or more to be eligible for benefits.  Eligibility for a Permanent Intermittent is determined by working a specific amount of hours in a control period.

32.1 List – Employee Benefit Documents

YES: Required


NO: Not Required

Asterisk (*): See Comments

	Benefit Document/   Form Number
	New To State Service
	Reinstate-ment
	Transfer From Other State Agency
	Transfer Within DGS
	Comments/ Submission Deadlines (From The Date Of Hire)

	Annual Leave Program Election
	YES*
	YES*
	YES*
	YES*
	*60 days for eligible employees; refer to Annual Leave Program for guidelines.

	Retirement Benefit Booklet (1st and 2nd tier)
	YES*
	YES*
	NO
	NO
	*120 days; appointment exceeding 6 months or more.

	Retirement Booklet (PST)
	YES*
	YES*
	NO
	NO
	*120 days;  temp tenures only (e.g., Seasonal Clerk, Student Asst. Youth Aide)

	Health Benefits Program Booklet (PERS HB-100)
	YES
	YES
	NO
	NO
	60 days to choose coverage; permanent tenure

	Health Benefit Plan Enrollment Form (HBD-12)
	YES
	YES
	NO
	NO
	60 days to choose coverage; permanent tenure required to be eligible

	Declaration of Health Coverage (HB-12A)
	YES
	YES
	YES
	YES
	MUST be submitted with    HBD-12

	Dental (STD.692)
	YES
	YES
	NO
	NO
	60 days; eligibility determined by  appointment, time base, tenure

	Vision Care Plan
	YES
	YES
	NO
	NO
	Enrollment for eligible employees automatic;  appointment, time base, and tenure determine eligibility.

	FlexElect (STD.701)
	YES
	YES
	NO
	NO
	60 days; permanent tenure required to be eligible.

	CoBEN

(STD.702)
	YES*
	YES*
	YES*
	YES*
	*Eligible employees only:  BU 7, 19, excluded employees with the designation of C, E, M, or S

	Group Legal Services Plan 
	YES*
	YES*
	YES*
	YES*
	60 days for eligible employees;  PIs are not eligible to enroll.


32.2 Non-Represented Employee Benefits 


Non-Represented employees with permanent tenure are also eligible for the following optional benefits:

32.3 List – Non-Represented Employee Benefit Document

YES: Required


NO: Not Required

Asterisk (*): See comments.  

	Benefit Document/   Form Number
	New To State Service
	Reinstate-Ment
	Transfer From Other State Agency
	Transfer Within DGS
	Comments/       Submission Deadlines 

(from date of hire)

	Election of Optional Membership (PERS-MEM-83)
	YES*
	YES*
	NO
	NO
	Exempt employees appointed directly by the Governor.

	Life Insurance (STD.698)
	YES
	YES
	YES
	YES
	Auto enrollment; if employee does not want benefit, must complete STD.698 to cancel.

	Long Term Disability       (GR-1153-1)
	YES
	YES
	YES
	YES
	60 days


33 employee benefit document samples and guidelines

Employees who are responsible for maintaining records that contain personal information shall take all necessary precautions to protect the confidentiality of records containing personal information and to assure such records are not disclosed to unauthorized individuals or entities.  Refer to Introduction to Attendance Clerk Procedure Manual, Information Practices Act. 

The Employee Benefit Document Samples and Guidelines section 46 through 55.7 includes samples of the employee benefit forms, along with an overview of each form, where to obtain the form and instructions on completing the required documents needed to appoint the employee.

The forms are samples only and shall not be reproduced.  It is recommended Attendance Clerks keep a supply of forms.  PTU does not provide copies.
34 annual leave – Sick Leave/Vacation election form (Attachment – pml 99-070)

Annual leave is an alternative to the traditional sick leave and vacation accrual system.  Under this program eligible employees no longer accrue separate sick leave and vacation credits.  They will accrue annual leave hours that can be used for either sick leave or vacation.

Excluded and newly eligible represented employees in BUs 2, 7, 9, 10, 12, 13, 14, 19 and 20 have the option to choose between the Annual Leave Program and the sick leave/vacation accrual system. 

If the employee is eligible to enroll in annual leave and chooses to do so, the Annual Leave Election Form must be completed.

Refer to your Benefits Administration Manual (BAM) for more information on the Annual Leave Program.

34.1 Submission

The original Annual Leave Election Form must be received by PTU within 60 days of appointment date or the employee will be automatically enrolled in the sick leave/vacation program.  The original election form will be filed in the employee’s OPF.

34.2 Ordering Forms

The Annual Leave Election Form can be found in the BAM, Annual Leave Program, Section 300.  Please make copies for your supply.

34.3 Completing the Annual Leave – Sick Leave/Vacation Election Form 

You may assist the employee with completing the election form.  It may be typed or use a ballpoint pen.  Do not use a pencil.

	Employee Information
	You shall enter the employee’s:

· Name

· Unit number

· Social Security Number

· Department/Location: e.g., DGS or Client Agency Name

· Phone Number:  employee’s work number

	CBID/Excluded
	· Check appropriate box.

	Annual Leave/Sick Leave/Vacation
	· If employee is selecting annual leave, that box needs to be checked.

	Signature/Date
	Employee shall sign and date Annual Leave Election Form.


34.4 Sample – Annual Leave – Sick Leave/Vacation Election Form 

[image: image26.png]Attachment - PML 99-070

ANNUAL LEAVE - SICK LEAVE/VACATION ELECTION FORM

Employee Name ' Unit#

Social Security Number - -

Department/Location

Phone Number ( ) - (Check One) CBID [ ]
Excluded [ ]

| elect to participate in the following leave program effective the first of the month foliowing the
date this election is received by my personnel office.

o Annual Leave
a Sick Leave/Vacation

In Annual Leave, | understand that the accrual rate and usage provisions differ in the Annual
Leave and Sick Leave/Vacation Programs. Further, if | am a current employee, | understand
that when | change from one program to another, all provisions of the program | enter apply
upon the effective date. However, the annual leave, sick leave, or vacation balances that |
have on the date | choose a new program will continue to be available to me to use. If | have a
sick leave balance upon retirement, | may convert it to service credit. | understand that | may
change from Annual Leave to Sick Leave/Vacation or visa versa no more often than every 24
months.

| make this election freely and voluntarily.

Signature

Date

NOTE: New Employees: If this election form is not returned to the Personnel Office, it
will be deemed an election for the sick leave/vacation program.





35 retirement benefit election package (pers-pub-52)

Information Acknowledgment Form

The California Public Employees’ Retirement System (CalPERS) is responsible for administering retirement benefits.

Employees new to State service or who have returned to State employment after a 90-day separation are automatically enrolled in the State Miscellaneous or Industrial 2% at age 55 retirement formula.

The employee has 180 days from their appointment date (membership date) to elect the State Second Tier Retirement Formula.  If CalPERS does not receive an election form within 180 days of appointment date, it will be considered an irrevocable election and the employee will remain in the State Miscellaneous retirement formula.

For exempt employees that have been appointed by the Governor, refer to Election of Optional Membership.

35.1 Submission

The original Information Acknowledgment Form on page 1 must be submitted with the Appointment Document Checklist to the PSS.   The PSS will forward the original to CalPERS.

A copy of the Acknowledgment Form will be filed in the employee’s OPF.

If the employee chooses to enroll into State Second Tier Retirement Formula, the Election Document must be completed.  The employee will forward the original to CalPERS.

35.2 Ordering Forms

It is crucial that the Retirement Benefit Election Package given to new miscellaneous and industrial members is the current benefit package.  Destroy copies of outdated benefit elections.

You may order a supply of Retirement Benefit Election Package through CalPERS.  Refer to Where to Order Forms for address.

35.3 Completing the Information Acknowledgement Form

Do not advise the employee which retirement formula to enroll in.  Refer them to CalPERS for questions regarding the retirement formulas.

You may assist the employee with completing the acknowledgment form.  It may be typed or use a ballpoint pen.  Do not use pencil. 

	Employee
	The employee shall enter:

· Signature

· Print name

· Date: date the form is completed

· Social Security Number

· CalPERS Membership Date:  appointment date

· Employer:  DGS

· Telephone Number: work number

	Attendance Clerk
	You shall complete the remainder of the form by entering:

· On:  date the Retirement Benefit Package was given to employee

· By:  your name

· Phone number: your work number


35.4 Sample –  Information Acknowledgment Form

[image: image27.png]Information Acknowledgment Form

Acknowledgment of Receipt
of Retirement Iriformation

I'have received the information and election package on
the State Miscellaneous or Industrial 2% at age 55 and
State Sccond Tier 1/4% at age 65 retirement formulas (PERS-MSD-350).

Member Signature Social Security Number
Member Printed Name CalPERS Membership Date
Date Employer

On:

Daytime Telephone Number

personnel ‘cleik who will forward it'to CalPERS
THIS 1S NOT AN ELECTION DOCUNIENT ;

This information and election package was given to the above employee.

by:

Date

(

Personnel Office Staff

)

Phone Number

Please return this form to:
California Public Employees’ Retirement System
Member Services Division, Unit 841
P.O. Box 942704 )
Sacramento, CA 94229.2704




36 PST RETIREMENT PLAN BROCHURE (STD.950) – SPP 2009 (Revised 11/99)

Part-time, seasonal and temporary employees (PST) who are not eligible for membership in CalPERS Retirement System due to their time base or length of appointment, and are not covered by Social Security are mandatorily enrolled in the PST Retirement Plan.  

The PST Retirement Plan is administered through DPA’s Savings Plus Program (SPP).

Refer the employee to DPA’s SPP for answers to questions regarding the program.

36.1 Requirements


The following table will help determine the employee’s eligibility.

	Mandatory Coverage
	Exception to Mandatory Coverage



	· Fractional employees who work less than half time

· Seasonal employees

· Temporary and/or permanent intermittent employees who work one of the following in a fiscal year:

1. less than six months

2. 125 days if employed on a Actual Time Worked (TAU) basis

3. 1,000 hours

This includes members of Boards and Commissions who are compensated for services rendered and for meeting attendance.
	· Employees hired on temporary basis to handle disaster emergencies as fires, floods, storms, earthquakes, etc.

· Employees hired through programs designated to relieve unemployment (such as summer youth programs).

· Employees in multiple positions. Both positions must be with the State, and one position must already be covered by:

1. Social Security 

2. CalPERS 

3. State Retirement System (STRS) 

4. Judges Retirement System (JRS)

5. Legislators’ Retirement System (LRS)


36.2 Submission

Enrollment is automatic for employees who meet the required criteria and is effective upon their appointment.

The PST Retirement Plan Brochure shall be given to the eligible employee the date of appointment.  It is informational for the employee.  Make a notation on the Appointment Document Checklist when you gave the information to the employee.

36.3 Ordering Forms

You may order a supply of PST Retirement Plan Brochure (STD.950) through the SPP at DPA.  Refer to Where to Order Forms for address.

36.4 Sample – PST Retirement Plan Brochure (STD.950)
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37 CalPERS HEALTH BENEFITS PROGRAM BOOKLET (PERS HB-100)

CalPERS is responsible for administering the health benefits program.  The CalPERS Health Benefits Program Booklet provides information on CalPERS health program and the health plans available.

A Health Benefits Plan Enrollment Form (PERS HBD-12) and a Declaration of Health Coverage (PERS HB-12A) shall be given to the employee along with the booklet.

Employee’s questions regarding health benefits must be directed to your PSS.

37.1 Eligibility

Eligibility is based on tenure and time base, never on the classification.  Employees whose appointment is at least six months and one day (tenure) and at least half time or more (time base) is eligible to enroll.

The following table will help determine the employee’s eligibility.

	Tenure
	Time Base
	Eligible

	Permanent
	Full-Time

Part-Time:

a) Half time or more

b) Less than half time
	Yes

Yes

No

	Limited Term (appt. less than 6 months)
	N/A
	No

	Limited Term (appt. exceeds 6 months)
	Full-Time

Part-Time:

a) Half time or more

b) Less than half time

Intermittent
	Yes

Yes

No

No  

	Limited Term/TAU appointee
	N/A
	Will continue coverage based on prior continuous coverage (no break in service)


Permanent Intermittent must work a minimum of 480 hours in each control period ending June 30th or December 1st, to be eligible for health coverage.

Eligibility (Continue)

Retired Annuitants are not eligible for benefits as an active State employee. Their eligibility is established and maintained based on their retirement status through CalPERS. 
37.2 Submission

A current plan package shall be given to a permanent full-time employee the day of appointment.  The employee has 60 calendar days from appointment date to enroll in a health plan.

Permanent Intermittent employees have 60 calendar days from the end of the control period in which they qualify to enroll in a health plan.

PTU does not require acknowledgment of receipt from the employee.

37.3 Ordering Forms

You may order the Health Benefits Program Booklet through CalPERS.  Refer to Where to Order Forms for address.

37.4 Miscellaneous

Refer to your Health Benefits Procedure Manual to familiarize yourself with the Health Benefits Program.

38 HEALTH BENEFIT PLAN ENROLLMENT FORM (PERS-HBD-12)

The Health Benefit Plan Enrollment Form (HBD-12) is used to report all enrollment transactions and cancellations.  It must be free of errors, hand or typewritten.  The employee must initial changes that affect the premium costs, dependent or effective date.

If a newly appointed eligible employee does not wish to enroll in a health plan, a Health Benefit Plan Enrollment Form must be completed to document that the employee was given the opportunity to enroll, and voluntarily declined.

38.1 Submission

Do not submit the enrollment form to SCO.  The PSS will forward to SCO. The HBD-12 must be submitted to your PSS within 60 calendar days after the employee’s appointment date.  Late submission affects the employee’s effective date of coverage.

The PSS will review and forward the original (white copy) to SCO and the employee’s copy (blue) to the employee.  The agency copy (pink) is filed in the employee’s OPF.

The employee’s blue copy may be used by the employee and/or dependents to obtain medical services until the permanent membership identification is received from the carrier.

38.2 Effective Dates

The effective date of coverage for a newly eligible employee is the 1st day of the month following the HBD-12 is received in PTU.

38.3 Ordering Forms

You may order the Health Benefit Plan Enrollment Form (HBD-12) through CalPERS.  Refer to Where to Order Forms for address.   

You may download it off their web site: http://www.calpers.ca.gov/about/formsdir/formsdir.htm.

38.4 Completing the Health Benefit Plan Enrollment Form (PERS-HBD-12)

Do not complete Items #22-27.  The PSS will complete those items.

The HBD-12 must be typed.  You may assist the employee with completing Items #1-19.  Refer to your Health Benefits Procedures Manual for completion instructions.  Review the HBD-12 for accuracy and clarity.  Obtain the employee’s signature; attach the HB-12A signed by the employee and forward to PTU.

38.5 Miscellaneous

Refer to your Health Benefits Manual to familiarize yourself with the health benefits program.

38.6 Sample – Health Benefit Plan Enrollment Form (PERS-HBD-12)
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HEALTH BENEFIT PLAN

ENROLLMENT FORM
PERS—HBD-12 (Rev. 10/93)

Public Employees’ Retirement System

Post Office Box 942714

Sacramento, CA  94229-2714

DO NOT SEND MEDICAL
CLAIMS TO THIS ADDRESS

PERS USE ONLY—DOCUMENT REFERENCE NUMBER

» PLEASE TYPE <«

1. TYPE OF ACTION

2. SOCIAL SECURITY NUMBER 2 c| LIST ALL PERSONS (including seify TO | DATE OF | Family | <
(Check One) 7ol BE ENROLLED IN: BRTH | Relation-|
7 a. NEW enrollment — _ % ¢[17. BASIC PLAN Mo. | Day} Yr.| ship | €
3 b. CHANGE of coverage 3. SPOUSE'S SOCIAL SECURITY NUMBER (FIRST) (M) (tasn SELF
(3 c. CANCEL all coverage — —_
4A. R
Name
Mailing (FIRST) (M) (LAST)
Address
City,
State, ZIP
4B. RESIDENCE ZIP CODE (If different from 4A)
5.0 Please check if {6. SEX 7. MARRIED
Pe t  Intermittent
Emrg?(?yr;in(appliese{:)n ;ctive D Male |:| Yes
State employees only) D Female D No
8. PLAN CODE 9. NAME OF HEALTH PLAN
10. GROSS PREMIUM  11. PRIMARY CARE PHYSICIAN/MEDICAL GROUP
$
12. PRIOR PLAN CODE {13. PRIOR HEALTH PLAN
gg 18. SUPPLEMENTAL PLAN DATE OF BIRTH| Refation-| &
— ] L D| (FIRST (M (LAsT) | Mo. | Day| Yr. | ship °
14. Permitting Event Code|15. Permitting Event Date [16. EFFECTIVE DATER
‘ Mo. Day VYear | Mo. Day VYear
1 I | 01 ]

19. CHECK ONE

0] 1 DO NOT wish to enroll in a Health Benefits Plan under the Public Employees’ Medical and Hospital Care Act.

[0 1 elect to ENROLL IN (OR CHANGE TO) a Health Benefits Plan as shown in ltems 8 and 9 above and authorize deductions to be made from my
salary or retirement allowance to cover my share of the cost of enrollment as it is now or as it may be in the future. | also certify that the names of
all dependents listed above in items 17 and/or 18 are eligible family members as defined in the Public Employees’ Medical and Hospital Care Act.

[] 1 elect to CANCEL the Health Benefits Plan as shown in items 12 and 13 above.

20. EMPLOYEE OR ANNUITANT'S SIGNATURE (see privacy information on reverse of employee copy)

>

21. DATE SIGNED
Mo. Day

| I

Year

D> PLEASE REFER TO THE HEALTH BENEFITS PROCEDURE MANUAL FOR COMPLETION

OF ITEMS 22-27 <«

22. DEDUCTION ~ 123. Type of 1. (7 New 24. PAY PERIOD ]25. PARTY CODE 26. EMPLOYEE 27. BARGAINING UNIT
PLAN CODE accht;tca: 2. 7 Cancel Month Year DESIGNATION

| | | (IOne ) 3. O Change |

28. AGENCY NAME (or Retirement System) 29. PAYROLL OFFICE CODE|30. AGENCY CODE |[31. UNIT CODE

32. | hereby certify under penalty of perjury as foliows:  SIGNATURE OF HEALTH BENEFITS OFFICER 33. Date received in | 34. PHONE NUMBER

That | om a duly appointed, qualifed and acting officer
of the above named agency, and that payment by the
agency as provided by Sections 22825-22832 of the
Government Code is hereby approved. Final determina-
tion of eligibifity for the enrollment action specified will

be made by the Board of Administration, Public |

employing office
Day Yr.

| |

Mo.

()

35. REMARKS
of

Forms





39 DECLARATION OF HEALTH COVERAGE (HB-12A)


The Health Insurance Portability and Accountability Act of 1996 (HIPAA) was enacted in August 1996.  The Act is designed to protect health insurance coverage for workers and their families when they change or lose their jobs.

The HIPAA requirements for CalPERS took effect January 1, 1998.  HIPAA changed enrollment policies for employees and family members eligible to enroll in CalPERS-sponsored health plans.  The provisions did not change current enrollment rules and procedures.

Refer to your Health Benefits Procedures Manual for more information regarding HIPAA.

39.1 Submission

For new enrollments, changes or deletions, the HB-12A must be submitted with the Health Benefit Plan Enrollment HBD-12.  If an employee declines to sign, please make a notation on the        HB-12A, and forward to PTU to be filed in the employee’s OPF.

The PSS will review and sign as the Health Benefits Officer and forward a copy to the employee.  The original will be filed in the employee’s OPF.

39.2 Ordering Forms

You may order the Declaration of Health Coverage (HB-12A) through CalPERS.  Refer to Where to Order Forms for address.

You may download it off their web site: http://www.calpers.ca.gov/about/formsdir/formsdir.htm.  

39.3 Completing the Declaration of Health Coverage (HB 12-A)

Advise the employee to read the instructions on the back of the declaration, or if it has been downloaded, the second page.  It can be either typed or use a ballpoint pen.  Refer to your Health Benefits Procedure Manual for completion directions.  

39.4 Sample - Declaration Of Health Coverage (HB-12A)

[image: image30.png]----------

——
—PERS Califormia Public Employees’ Retirement System
Health Benefit Services Division

Declaration of Health Coverage P.O. Box 942714, Sacramento, CA 94229-2714
HB-12A (01/01/98) (800) 237-3345
(INSTRUCTIONS ON REVERSE)

EMPLOYEE INFORMATION NAME (FIRST) (MIDDLE) (LAST)
SOCIAL SECURITY NUMBER

PART A T

D Telect to enroll myself and all eligible

dependents.

PART B-1 - If you or your dependents lose health insurance
0 Telect to enroll myself. My eligible coverage, you can enroll in the CalPERS Health

dependents have other health insurance coverage. | Benefits Program. You must request enrollment with
60 days from the date you lose coverage.

PART B-2 If you do not request enrollment within 60 days,
0 Telect to enroll myself and eligible you or your dependents must wait at least 90 days
dependents. T also have eligible dependents who or until the next Open Enrollment Period before
have other health insurance coverage. You can enroll in the Program. Your effective
PART C-1 date of coverage will be the first of the month

0 1decline enroliment for myself and my following the 90 day waiting period or the Open

eligible dependents because we have other health Enrollment effective date.
insurance coverage.

PART C-2 You can request enrollment for yourself and/or your
2. 0 1decline enrollment for myself and/or my dependents at any time. You must wait at least 90
eligible family members for reasons other than days after you request enrollment or until the next
having health insurance coverage. Open Enrollment Period before you can enroll in

the Program. Your effective date of coverage will
be the first of the month following the 90 day
waiting period or the Open Enrollment effective
date.

———

PART B: If you are currently enrolled in the Health Benefits Program and you acquire new dependents or if
a court orders health coverage for your dependent, you can add your new dependents. See your Health
Benefits Officer or visit your personnel office for applicable time limits. :

PART C: If you are not currently enrolled in the Health Benefits Program and you acquire new dependents -
as a result of marriage, birth, adoption, or placement for adoption, or if a court orders health coverage for your
dependent, you can enroll yourself and dependents. See your Health Benefits Officer or visit your personnel
office for applicable time limits.

Special rules apply to retirement and death. Please read the back of this form carefully.

Member’s Signature Date Signed Health Benefits Officer’s Signature
HB-12A (01/98) Original: Employee’s Personnel File Copy: Employee




40 DENTAL PLAN ENROLLMENT AUTHORIZATION (STD.692)

DPA Benefits Division has administrative responsibility for the State’s Dental Insurance Program.

The Dental Plan Enrollment Authorization (STD.692) is used to report all enrollment transactions and cancellations.  It must be free of errors, hand or typewritten.  The employee must initial changes that affect the premium costs, dependent or effective date.

If a newly appointed eligible employee does not wish to enroll in the dental program, a Dental Plan Enrollment Authorization must be completed to document that the employee was given the opportunity to enroll, and voluntarily declined.

Employee’s questions regarding dental benefits must be directed to your PSS.  

40.1 Eligibility

Eligibility is based on tenure and time base, never on the classification.  Employees whose appointment is at least six months and one day (tenure) and at least half time or more (time base) is eligible to enroll.

The following table will help determine the employee’s eligibility.

	Tenure
	Time Base
	Eligible

	Permanent
	Full-Time

Part-Time:

a) Half time or more

b) Less than half time
	Yes

Yes

No

	Limited Term (appt. less than 6 months)
	N/A
	No

	Limited Term (appt. exceeds 6 months)
	Full-Time

Part-Time:

a) Half time or more

b) Less than half time

Intermittent
	Yes

Yes

No

No  

	Limited Term/TAU appointee
	N/A
	Will continue coverage based on prior continuous coverage (no break in service)


Eligibility (Continue)

Permanent Intermittent must work a minimum of 480 hours in each control period ending June 30th or December 1st, to be eligible for health coverage.

Retired Annuitants are not eligible for benefits as an active State employee. Their eligibility is established and maintained based on their retirement status through CalPERS. 

40.2 Submission

Do not submit the enrollment form to SCO.  The PSS will forward to SCO. The dental enrollment authorization must be submitted to your PSS within 60 calendar days after the employee’s appointment date.  Late submission affects the employee’s effective date of coverage.

The Dental Plan Enrollment Authorization and current dental plan booklets shall be given to the eligible employee on the first day of appointment.

The PSS will complete Section E, forward the original and the carrier’s copy to SCO, and the employee’s copy (green) to the employee.  The agency copy (pink) is filed in the employee’s OPF.

40.3 Effective Dates

The effective date of coverage for a newly eligible employee is the 1st day of the month following the date the Dental Plan Enrollment Authorization is received in PTU.

40.4 Ordering Forms

You may order the Dental Plan Enrollment Authorization (STD.692) from OSP’s Forms Management Customer Service Center.  Refer to Where to Order Forms for address.  

You may also download if off their web site:  www.osp.dgs.ca.gov.

40.5 Completing the Dental Plan Enrollment Authorization (STD.692)

Do not complete Section E.  The PSS will complete that section.

You may assist the employee with completing Sections A, B, and C.  Refer to your BAM for completion instructions.  It may be typed or use a ballpoint pen.  Do not use a pencil.   Review the enrollment form for accuracy and clarity.  Obtain the employee’s signature and forward to PTU.

40.6 Miscellaneous

Refer to your BAM to familiarize yourself with the State Dental Insurance Plan.

40.7 Sample - Dental Plan Enrollment Authorization (STD.692) 

[image: image31.png]STATE OF CALIFORNIA

DENTAL PLAN ENROLLMENT AUTHORIZATION

STD. 892 (REV. 8-2000)

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

SECTION A

SECTION B

1. TYPE OF ACTION
NEW - ENROLLING IN A PLAN FOR THE FIRST TIME
{Compiete Sections A, 8, and D)

i_\ CANCEL - CANCELLING COVERAGE FOR ALL ENROLLEES
] (Complete Sections A, C, and D)

CHANGE - CHANGING PLANS OR DEPENDENT COVERAGE
{Complste Sections A, 8, C, and D}

1. NAME OF DENTAL PLAN

2. PROVIDER/FACILITY NUMBER (If applicable)

3. WHEN CHANGING FAMILY MEMBER ENROLLMENT, LIST ALL FAMILY MEMBERS CURRENTLY ENROLLED, AS
WELL AS FAMILY MEMBERS TO BE ADDED ANOVYOR DELETED. ENTER THE ACTION CODE A (ADD) ANDYOR D
(DELETE) BESIDE THE NAMES OF ONLY THOSE MEMBERS TO BE ADDED OR DELETED.

2. SOCIAL SECURITY NUMBER 3. SPOUSE'S OR DOMESTIC PARTNER'S SOCIAL SECURITY ¢ UST ALL PERSONS TO BE ENROLLED IN DATE OF BIRTH
NUMBER g DENTAL PLAN (include self) FAMILY
Q€ | (First) (Middie) (Last) wowm| oav} vean| RELATIONSHIP
4. NAME  (First} {Miodile) (Last)

ADDRESS (Number and Street)

(City, State, and Zip)

5. CHECK IF PERMANENT
INTERMITTENT EMPLOYEE

8. MARITAL STATUS

(] wamrieo [] swoie
(] [ ] oomesnc parmien

SECTION C (Complete for Plan changes if different than B-1 and cancellations only)

1. PRIOR DENTAL PLAN NAME

SECTIOND

1. CHECK APPROPRIATE BOX
D 1 00 NOT WISH TO ENROLL IN A DENTAL PLAN (Keep in empioyee’s fie)

1 ELECT TO ENROLL IN (OR CHANGE TO) A DENTAL PLAN AS SHOWN ABOVE AND AUTHORIZE DEDUCTIONS TO BE MADE FROM MY SALARY OR RETIREMENT ALLOWANCE TO
COVER MY SHARE OF COST OF ENROLLMENT AS IT IS NOW OR AS IT MAY BE IN THE FUTURE. | ALSO CERTIFY THAT THE NAMES OF THE PERSONS LISTED IN SECTION B, ITEM 3
ARE ELIGIBLE FAMILY MEMBERS AS DEFINED BY THE STATE OF CALIFORMIA AND ARE NOT ENROLLED IN ANOTHER STATE OF CALIFORNIA DENTAL PLAN.

D | ELECT TO CANCEL THE DENTAL PLAN SHOWN ABOVE

2. EMPLOYEE'S OR ANNUITANT'S SIGNATURE (See Privacy Information on reverse of empioyee copy.) 3. DATE SIGNED
= -
SECTION E (FOR AGENCY OR RETIREMENT SYSTEM USE ONLY)
1. EeMPLOYER DED. COOE 2. DENTAL ORQG. CODE 3. BPLOVEE or COBEN 4. PARTY cooE 5. sTaTE 8. ray rEmOD 7. awwoveE 8. aanassenc 8. TOTA rREMM
DEDUCTION AMOUNT SHARE DESIONATION et AMOUNT
AMOUMT
[ esuiso
D NON-CSU-351 ponm | vean
$ $ $
12. PemaTING 13. remarg 14. EFFECTIVE DATE 15. acency coos | 18. umr cooe 17. AGENCY NAME OR RETIREMENT SYSTEM
COMPLETE ON CHANGES ONLY
10. PRIOR BAPLOYER 0€D. COOE |11, pmon PRIOA :::1 ::' oF Aemo = )
DENTAL PARTY
ona, cooe
[ csvrso o
D NON-CSU-351 uouTH | oav | vea uouTw par v
' ‘ l- 1 J

18. REMARKS

19. AUTHORIZED AGENCY SIGNATURE
1 hereby certify under penally of perjury as follows: That | am the duly appointed, qualified and
acting officer of the hersin named agency and that | am authonized to make this certification; that
the empioyee named hersin is eligible for enroliment in the State Dental insurance Program.

=

20. TELEPHONE NUMBER (Indicate if CALNET or give Area Code} 21. DATE RECEIVED IN

EMPLOYING OFFICE

YEAR

m' DAY

WHITE - To Controller YELLOW - To Carrier

PINK - To Agency GREEN - To Employee




41 VISION CARE PROGRAM- Vision Plan Enrollment Authorization (STD.700) 

DPA administers the State’s Vision Care Program.   

Enrollment into the Vision Care Program is automatic for eligible employees. 

Refer to Vision Care Program, Section 1200, in your BAM for more information on the vision program.

41.1 Eligibility

Eligibility is based on tenure and time base, never on the classification.  Employees whose appointment is at least six months and one day (tenure) and at least half time or more (time base) is eligible to enroll.

The following table will help determine the employee’s eligibility.

	Tenure
	Time Base
	Eligible

	Permanent
	Full-Time

Part-Time:

a) Half time or more

b) Less than half time
	Yes

Yes

No

	Limited Term (appt. less than 6 months)
	N/A
	No

	Limited Term (appt. exceeds 6 months)
	Full-Time

Excluded:

a) Previous legislative employees and designated excluded

Part-Time:
a) Half time or more

b) Less than half time

Intermittent
	Yes

Yes

Yes

No

No (see below)  

	Limited Term/TAU appointee
	N/A
	Will continue coverage based on prior continuous coverage (no break in service)


Permanent Intermittent must work a minimum of 480 hours in each control period ending June 30th or December 31st, to be eligible for the Vision Care Program.

41.2 Effective Date

Late submission of the employee’s appointment documents affects the effective date of enrollment in the Vision Care Program.

Effective date of enrollment is based on when the appointment is entered into SCO by PTU.  If it is keyed prior to the 10th of the month, the effective date will be the first of the following month.  

41.3 Submission

If the employee declines enrollment in the Vision Care Program, a Vision Plan Enrollment Authorization declining coverage must be submitted to PTU.   The PSS will complete Section E, forward the original to SCO, agency copy filed in the OPF and the goldenrod copy to the employee.

41.4 Ordering Forms

You may order the Vision Plan Enrollment Authorization (STD.700) from the OSP’s Forms Management Customer Service Center.  Refer to Where to Order Forms for address.

You may download it off their web site:   www.osp.dgs.ca.gov.

41.5 Completing the Vision Plan Enrollment Authorization (STD.700)

The authorization form must be submitted if the employee is declining coverage.

You may assist the employee in completing the form.  It may be typed or use a ballpoint pen.  Do not use a pencil.

	Section A

Enter Employee’s Information
	· Check cancel box

· Social Security Number

· Martial Status

· Sex

· Full Name

· Mailing Address

	Section C
	· VSP (Vision Services Plan)



	Section D
	· Check Item C

· Employee’s Signature


41.6 Sample – Vision Plan Enrollment Authorization (STD.700)

[image: image32.png]STATE OF CALIFORNIA

VISION PLAN ENROLLMENT AUTHORIZATION

STO. 700 (REV. 8-97)

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

SEE PRIVACY NOTICE ON REVERSE OF EMPLOYEE COPY

SECTION A
1. ACTIONTYPE{(Checkone) 2. SOCIAL SECURITY NUMBER 3. MARITAL STATUS 4. SEX
‘ NEW—ENROLLING IN A PLAN FOR THE FIRST TIME
1. (Complete Sections A, B, and D) D MARRIED D SNGLE D MALE D FEMALE
5. FULLNAME
(First Midde Last)
D CANCEL-CANCELLING COVERAGE FORALL ENROLLEES
2 (Complete Sections A, C. and D)
6. MAILING ADDRESS
(Number and Street city County Staie 2ZIP Code)

SECTION B (Do not complete this Section if the Cancel box in Section A is checked)
1. NAME OF VISION PLAN BEING AUTHORIZED 2. PROVIDERFACILITY NUMBER (¥ applicable) .

SECTIONC
1. NAME OF VISION PLAN BEING CANCELLED

SECTIOND
1. CHECKAPPROPRIATE BOX

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

| elect to enroll in a vision plan as shown above and authorize deductions to be made from my salary to cover my share of the cost of enroliment as it
b. D is now or as it may be in the future. 1 certify that | will only obtain vision services for myseif and eligible dependents as defined by the State
of California. Any unauthorized use of these services by ineligible persons is a misuse of State funds.

c. D | elect to cancel the vision plan shown above.

EMPLOYEE'S SIGNATURE

Jia)
SECTION E (For agency use only) ‘
1. EMPLOYER 2 VISION PLAN CODE 3 PARTY 4. EMPLOYEE 5. STATESHARE 8 EFFECTIVEDATE 7. EMPLOYEE & BARGAIN-
DED. CODE ORG. CODE CODE DEDUCTION AMOUNT OF ACTION DESIGNATION ING UNIT
- AMOUNT
9. TOTAL PREMIUM 10. PERMITTING 11. PERMITTING 12. AGENCY 13. UNIT CODE 14. AGENCY NAME
AMOUNT EVENTOATE EVENTCODE CODE
$ I r }
15. REMARKS

18. D CHECK HERE IF PERMANENT INTERMITTENT EMPLOYEE
17. AUTHORIZED AGENCY SIGNATURE

! hereby certify under penally of perjury as follows: That | am the duly
appointed, qualified and acting officer of the herein named agency and that
1 am authorized to make this certification; that the employee named herein
is eligible for enroliment in the State vision insurance program.

18. DATE RECEIVED

INEMPLOYING
& OFFICE
18. TELEPHONE NUMBER (indicate if CALNET or give area code) (MO. DAY YR)

) |

WHITE-TO CONTROLLER PINK--TO AGENCY GOLDENROD-TO EMPLOYEE




42 FlexElect PLAN


DPA has administrative responsibility for FlexElect.  It is a voluntary program which offers tax advantages and can increase take home pay.  It is available to eligible employees who are paid through the State Uniform Payroll System.

The FlexElect Plan Year brochure provides information on the program and the options that the eligible employee has.  The Enrollment Authorization forms are in the brochure.

FlexElect offers three options: Cash Option (employees with coverage through another source may elect to receive Cash Option in lieu of health and dental), Medical Reimbursement Account and Dependent Care Reimbursement Account.  Refer to FlexElect Program, Section 700, in your BAM for more information regarding each option.

Employee’s questions regarding the FlexElect program must be directed to your PSS.

42.1 Eligibility

Eligibility is based on tenure and time base, never on the classification.  Employees whose appointment is at least 6 months and 1 day (tenure) and at least half time or more (time base) are eligible to enroll.

The following table will help determine the employee’s eligibility.

	Tenure
	Time Base
	Eligible

	Permanent
	Full-Time

Part-Time:

c) Half time or more

d) Less than half time
	Yes

Yes

No

	Limited Term (appt. less than 6 months)
	N/A
	No

	Limited Term (appt. exceeds 6 months)
	Full-Time

Part-Time:

c) Half time or more

d) Less than half time

Intermittent
	Yes

Yes

No

No  

	Limited Term/TAU appointee
	N/A
	Will continue coverage based on prior continuous coverage (no break in service)


Eligibility (Continue)

Permanent Intermittent may enroll, but has limited eligibility.  The only FlexElect option available to PIs is the Cash Option.  Refer to the Permanent Intermittent Enrollment in FlexElect Procedures of the BAM.

Retired Annuitant are not eligible for benefits as an active State employee. 

42.2 Submission

Permanent full-time employees may enroll in FlexElect provided they meet the requirement of having other health and/or dental coverage.  Advise the employee to read the brochure before completing the enrollment authorization forms.  

A current FlexElect brochure shall be given to the employee if he/she meets the eligibility criteria and chooses to enroll.  The FlexElect enrollment authorization form(s) must be submitted to the PSS within 60 calendar days of appointment date.  

The PSS will review and complete the Agency Use Only section.  The original will be forwarded to SCO for processing, a copy will be forwarded to the employee and one copy will be filed in the employee’s OPF.

42.3 Effective Date

Forms that have been completed correctly and submitted to SCO before the 10th of the month will be effective the first of the following month, e.g., SCO receives the enrollment form on or before September 10th; the effective date will be October 1st.

42.4 Ordering Forms

It is advised to order current FlexElect brochure each plan year.  Order in June to ensure you receive your brochures prior to the Open Enrollment period.

Ordering Forms (Continue)

The current FlexElect Plan Year brochures may be ordered through DPA.  Refer to Where to Order Forms for address.   

You may download the Cash Option Enrollment (STD.701C), and Reimbursement Account Enrollment Authorization (STD.701R) off OSP’s Forms Management Customer Service Center web site:  www.osp.dgs.ca.gov.

42.5 Completing the Cash Option Enrollment (STD.701C) and/or the Reimbursement Account Enrollment Authorization (701R)

Do not complete the Agency Use Only Section.  The PSS will complete.

Refer to your BAM for completion instructions.  The two forms can be found in the FlexElect Plan Year brochure.  Completing the two forms is similar.  They may be typed or use a ballpoint pen.  Do not use a pencil.  The employee will complete Items 1-7.  You will review for clarity and obtain the employee’s signature.  Forward the original to PTU.

42.6 Miscellaneous

Refer to FlexElect Program, Section 700, in your BAM to familiarize yourself with the FlexElect Program.

42.7 Sample - Cash Option Enrollment Authorization (STD.701C) 

[image: image33.png]STATE OF CALIFORNIA

CASH OPTION ‘
ENROLLMENT AUTHORIZATION FLEXELECT PROGRAM

STD. 701C (REV 5-94)

Please type or use ball point pen, print clearly. Questions regarding completion of this form
should be directed to your personnel/payroll office. Return completed form to your department's personnel/payroli office

SEE PRIVACY NOTICE ON REVERSE OF EMPLOYEE COPY

1.

ENROLLMENT (Check appropriate box) 2. SOCIAL SECURITY NUMBER

Change Due to
A. D Open Enroliment C. D Permi%ing Event

3. NAME (First, Initial, Last)
B.[ ] NewlyEligible Enroliment D.[] Cancellation

PLAN ELECTIONS - REFER TO THE FLEXELECT ENROLLMENT BROCHURE FOR CASH OPTION ELECTION INFORMATION AND PROCEDURES FOR

COMPLETING THIS FORM

BENEFIT ITEM ENTER MONTHLY CASH OPTION AMOUNT AND TOTAL | & FSt3E0.Uss Only

Cash Option 354-001 A. Medical $

8. Dental $
c. Total Cash Option $

STATEMENT OF OTHER MEDICAL AND/OR DENTAL COVERAGE
| certify that | am covered by another group medical and/or dental insurance plan as indicated below. | certify that | will maintain coverage in this medical and/
or dental insurance plan on an ongoing basis and | agree to notify my Personnel Office within 60 days if | lose coverage.

A.  MEDICAL INSURANCE CARRIER'S NAME C. OTHER COVERAGE THROUGH (Check one)
Spouse |_] otheremployer [ ] Privately maintained

B. DENTAL INSURANCE CARRIER'S NAME D. IF YOUR MEDICAL AND/OR DENTAL INSURANCE IS THROUGH YOUR SPOUSE, COMPLETE THIS ITEM
Spouse’s Employer Spouse’s Social Security Number

[ ] state [] other

. UNDERSTAND THAT MY FLEXELECT CASH OPTION ENROLLMENT IN LIEU OF MEDICAL AND/OR DENTAL COVERAGE WILL CONTINUE

FROM YEAR TO YEAR UNTIL | TAKE ACTION TO CHANGE OR CANCEL MY ENROLLMENT.

IF1 AM A PERMANENT INTERMITTENT EMPLOYEE | UNDERSTAND THAT THIS CONTINUOUS ENROLLMENT DOES NOT APPLY TO ME
AND THAT | MUST REENROLL EACH YEAR AS OUTLINED IN THE FLEXELECT BROCHURE.

I have reviewed the brochure describing the State of California’s optional FiexElect Program, including the legal definitions and change in benefit election limitations
authorized under Section 125 of the Internal Revenue Service (IRS) Code. | understand that regulations under the IRS Code require that my benefit choices
authorized by this election form are irrevocable during my entire period of enroliment unless | have a “Family Status Change” as definedin these regulations or other
permitting events as described in the FlexElect Brochure. | also agree to pay the administrative fee through payroll deduction on a post-tax basis.

IHAVE READ AND AGREE TO THETERMS AND CONDITIONS OF THE FLEXELECT PROGRAM AS OUTLINED ON THIS ENROLLMENT FORM AND
IN THE FLEXELECT BROCHURE.

EMPLOYEE SIGNATURE DATE SIGNED

>

AGENCY USE ONLY

EFFECTIVE DATE OF ACTION 9. EMPLOYEE CBID 10. PERMITTING EVENT DATE 11. PERMITTING EVENT CODE
MO D?Y YEAR MO 1 DAY N YEAR

12. HEALTH FORM ATTACHED (HBD - 12) 13. DENTAL FORM ATTACHED (STD. 692) 14. PERMANENT INTERMITTENT 15. AGENCY CODE 16. UNIT CODE

[Jyes [ NO Jyes [] NO (Jves [ nNo

17. REMARKS 18. AGENCY NAME

19. AUTHORIZED AGENCY SIGNATURE
I hereby certify under penalty of perjury as follows: That!am the duly appointed, qualified and acting
officer of the herein named agency, that | am authorized 1o make this certification, and that the
employee named herain is eligible for enroliment in the State FlexElect Program.

20. DATE RECEIVED IN
EMPLOYING OFFICE
’ (mo day year}

21. TELEPHONE NUMBER (Indicate it CALNET or give area code)

DISTRIBUTION:  Original - State Controller's Office; Pink - Agency; Goldenrod - Employee




42.8 Sample - Reimbursement Account Enrollment Authorization (STD.701R)

[image: image34.png]STATE OF CALIFORNIA

REIMBURSEMENT ACCOUNT
ENROLLMENT AUTHORIZATION

STD.701R (REV. 5-94)

Please type or use ball point pen,
should be directed to your personnel/payroli o

FLEXELECT PROGRAM R

print clearly. Questions regarding compietion of this form
ffice. Return completed form to your department's personnel/payroll office

SEE PRIVACY NOTICE ON REVERSE OF EMPLOYEE COPY

1. ENROLLMENT (Check appropriate box)

Change Due to
A D Open Enroliment C. D PermgtingEvem

B. L] NewyEigibleEnroiment b, [ ] canceliation

2. SOCIAL SECURITY NUMBER

3. NAME (First, Initial, Last)

Toeslablisha Medical and/or a Dependent Care Reimbursement Account enter the amountyou wantto have deducted EACH month from your paycheck and deposited

in your account(s) in item #5 A and/or B.

BENEFIT ITEM 5. TOTAL MONTHLY AMOUNT
s MBI LA TO BE DEDUCTED
Medical Reimbursement Account A
352- $
Dependent Care Reimbursement Account B.
353- $

7. | UNDERSTAND THAT MY ENROLLMENT INTO THE FLEXELECT REIMBURSEMENT ACCOUNT(S) IS FOR THE CURRENT PLAN
YEAR ONLY AND IF | WISH TO HAVE A REIMBURSEMENT ACCOUNT FOR THE NEXT PLAN YEAR | MUST REENROLL DURING THE
SEPTEMBER ANNUAL OPEN ENROLLMENT PERIOD.

I'have reviewed the FlexElect Brochure describing the State of California’s optional FlexElect Program, including the legal definitions and change in
benefit election limitations authorized under Section 125 of the Internal Revenue Service (IRS) Code. | understand that my FlexElect benefit choices
include my existing health and/or dental benefits unless otherwise indicated by new health, dental, or FlexElect Cash Option Enroliment forms submitted
during the FiexElect open enrollment period. | understand that regulations under the IRS Code require that my benefit choices authorized by this election
form are irrevocable during this Plan Year unless | have a “Family Status Change” as defined in these regulations or other permitting events as described
in the FlexElect Brochure.

I hereby agree to have my monthly pay reduced by the amount(s) specified above. This reduction in pay is effective with the December pay period
paycheck and will continue for each succeeding pay period until the end of the Plan Year. My agreement to have my pay reduced is made on the condition
that the State of California contribute the amounts specified on my behalf to the FlexElect Plan, allocated to the various accounts as specified above.
I also agree to pay the administrative fee through payroll deduction on a post-tax basis.

| understand that requests for reimbursement must be for eligible services/supplies incurred between the effective date of my participation in this
Program through the end of my Plan Year. All reimbursement requests for this Plan Year must be postmarked by June 30 of the following Plan Year
inorder to be reimbursed. ! further understand that any unclaimed amount remaining in my Dependent Care and/or Medical Reimbursement Account
after that date will be forfeited.

1 HAVE READ AND AGREE TO THE TERMS AND CONDITIONS OF THE FLEXELECT PROGRAM AS OUTLINED ON THIS ENROLLMENT

AUTHORIZATION AND IN THE FLEXELECT BROCHURE.

EMPLOYEE SIGNATURE

>

DATE SIGNED

I

8. EFFECTIVE DATE OF ACTION
MO DAY YEAR
-

9. EMPLOYEE C8ID . PERMITTING EVENT DATE 11. PERMITTING EVENT CODE
MO | DAY ‘ YEAR
12. HEALTH FORM ATTACHED (HBD - 12) 13. DENTAL FORM ATTACHED (STD. 692) 14. AGENCY CODE 15. UNIT CODE
(] vyes [] NO Oves [JnNo
16. REMARKS 17. AGENCY NAME
18. AUTHORIZED AGENCY SIGNATURE
I hereby certity under penalty of perjury as follows: That | am the duly appointed, qualified and acting
officer of the herein named agency, that | am authorized to make this certification, and that the
employee named herein is eligible for enroliment in the State FlexElect Program.
—— e —— e e —
19. DATE RECEIVED IN
EMPLOYING OFFICE
’ (mo day year)
20. TELEPHONE NUMBER (Indicate it CALNET or give area code)
DISTRIBUTION:  Original - State Controller's Office; Pink - Agency; Goldenrod - Employee




43 CONSOLIDATED BENEFITS (CoBEN) CASH ENROLLMENT ELECTION (STD.702)

DPA has the administrative responsibilities for Consolidated Benefits (CoBen).  It is a part of the State’s FlexElect Program.

Under CoBen, the State will provide one combined employer contribution (benefit allowance) for the eligible employee’s health, dental and vision benefits. The full premium for the benefits is deducted from the benefit allowance.  The benefit allowance is automatic for eligible employees and no enrollment form is required.

As with the State’s FlexElect Program, employees with coverage through another source may elect to receive CoBen Cash in lieu of health and dental plans.  Employees may not receive CoBen Cash for dental only as is permitted in FlexElect.
In order to receive CoBen Cash, the employee must complete a CoBen Cash Enrollment Election Form.

Employee’s questions regarding the CoBen program must be directed to your PSS.  You may also direct the employee to DPA’s web site for information.  Refer to www.dpa.ca.gov.   Click on “Employee Benefits”.

43.1 Eligibility

	Bargaining Units
	Employees in BUs 7,8,16,18,19

	Excluded Employees
	Employees in designations C, E, M, or S


43.2 Effective Date

Forms that have been completed correctly and submitted to SCO before the 10th of the month will be effective the first of the following month, e.g., SCO receives the enrollment form on or before September 10th; the effective date will be October 1st.

43.3 Submission

Newly eligible employees may enroll in CoBen Cash provided they meet the requirement of having other health and/or dental coverage.  Advise the employee to read the brochure before completing the enrollment election forms.  

Submission (Continue)

A current CoBen brochure shall be given to the employee if he/she meets the eligibility criteria and chooses to enroll.  The CoBen Cash Enrollment Election form(s) must be submitted to the PSS within 60 calendar days of appointment date.  

The PSS will review and complete the Agency Use Only section.  The original will be forwarded to SCO for processing, a copy will be forwarded to the employee and one copy will be filed in the employee’s OPF.

43.4 Ordering Forms

CoBen Cash Enrollment Election STD.702 replaces DPA 666.  It is recommended that copies of DPA 666 be destroyed.  SCO will not accept DPA 666.

You may order the CoBen Cash Enrollment Election (STD.702) from OSP’s Forms Management Customer Service Center.  Refer to Where to Order Forms for address.

You may also download it off their web site: www.osp.dgs.ca.gov. 

43.5 Completing the CoBen Cash Enrollment Election (STD.702)

Item #4: The current monthly CoBen Cash Amount:



A.  Health Only:            $130



B:  Health and Dental:  $155

The above amounts are different than the FlexElect.

Completing the CoBen Cash Enrollment is similar to FlexElect forms 701C and 701R, excluding the monthly CoBen cash amount (see above).  Refer to your BAM for instructions.  It may be typed or use a ballpoint pen.  Do not use a pencil.  The employee shall complete Items 1-7.  You may review for clarity and obtain the employee’s signature.  Forward the original to PTU.

43.6 Miscellaneous

Refer to the Consolidated Benefits brochure to familiarize yourself with the CoBen Program.  

The DPA web site also has information regarding the plan:

www.dpa.ca.gov.   Click on “Employee Benefits”.

43.7 Sample - Consolidated Benefits (CoBen) Cash Enrollment Election (STD.702)

[image: image35.png]STATE OF CALIFORNIA

CONSOLIDATED BENEFITS (COBEN) Co B E N
CASH ENROLLMENT ELECTION

STD. 702 (NEW 4-2000)

SEE PRIVACY NOTICE ON REVERSE SIDE

PLEASE TYPE OR USE BALL POINT PEN, PRINT CLEARLY-SEND COMPLETED FORM TO YOUR DEPARTMENT'S PERSONNEL/PAYROLL OFFICE

1. ENROLLMENT (Check appropriate box) i 2. SOCIAL SECURITY NUMBER

A D Open Enrollment C. l:’ g&?ﬂ?%'\?em

3. NAME (First,. MI, Last)

B. | | NewlyEligible Enroliment D. [_] cancetation

COBEN ELECTIONS - QUESTIONS REGARDING THE FOLLOWING PLAN ELECTIONS SHOULD BE DIRECTED TO YOUR PERSONNEL/PAYROLL
OFFICE
BENEFIT ITEM ENTER MONTHLY COBEN CASH AMOUNT

4. CoBen Cash A. Health Only $

354-020

B. Health and Dental $

. STATEMENT OF OTHER HEALTH OR STATEMENT OF OTHER HEALTH AND DENTAL COVERAGE

( certify that | am covered by another health or another health and dental plan as indicated below. | certify that | will maintain coverage in this health or
health and dental plan on an ongoing basis and | agree to notify my Personnel Office within 60 days if | lose coverage.

A.  HEALTH INSURANCE PLAN NAME C. OTHER COVERAGE THROUGH (Check one)
D Spouse D Domestic Partner D Other

B. DENTAL INSURANCE PLAN NAME D. IF YOUR HEALTH/ DENTAL INSURANCE IS THROUGH YOUR SPOUSE OR DOMESTIC PARTNER, COMPLETE THIS ITEM
Spouse's or Domestic Partner's Employer Spouse's or Domestic Partner's Social Security Number
[ ] state [] Other

. | UNDERSTAND THAT MY COBEN CASH ELECTION IN LIEU OF HEALTH OR HEALTH AND DENTAL COVERAGE WILL CONTINUE FROM YEAR

TO YEAR UNTIL | TAKE ACTION TO CHANGE OR CANCEL MY ENROLLMENT.

IF 1 AM A PERMANENT INTERMITTENT EMPLOYEE | UNDERSTAND THAT THIS CONTINUOUS ENROLLMENT DOES NOT APPLY TO ME
AND THAT | MUST REENROLL EACH YEAR DURING THE ANNUAL OPEN ENROLLMENT PERIOD.

| understand that my benefit elections are regulated under Section 125 of the Internal Revenue Service (IRS) Code. | understand that
regulations under the IRS Code require that my benefit choices authorized by this election are irrevocable until the next scheduled open
enroliment uniess | have a valid "Change in Status Event" as defined in IRS Code Section 125 or other permitting events as defined by
the Department of Personnel Administration (DPA).

| HAVE READ AND AGREE TO THE TERMS AND CONDITIONS OF THE COBEN CASH ELECTION AS OUTLINED ON THIS ELECTION FORM AND
BY DPA.

EMPLOYEE SIGNATURE DATE SIGNED

8. EFFECTIVE DATE OF ACTION 9. EMPLOYEE CBID 10. PERMITTING EVENT DATE 11. PERMITTING EVENT CODE
MO i DAY YEAR MO DAY YEAR
R ||
1
12. HEALTH FORM ATTACHED (HBD - 12) 13. DENTAL FORM ATTACHED (STD. 692) 14. PERMANENT INTERMITTENT 15. AGENCY CODE 16. UNIT CODE
"] ves | NO L lves []no [ Jves [ ] no
17. REMARKS 18. AGENCY NAME

19. AUTHORIZED AGENCY SIGNATURE
1 hereby centify under penalty of perjury as follows: That | am the duly appointed, qualified and
acting officer of the herein named agency, that | am authorized to make this certification and that
the employee named herein is eligible tor enroliment in Consolidated Benefits.

20. DATE RECEIVED IN
EMPLOYING OFFICE

(mo day year)

21. TELEPHONE NUMBER (indicate if CALNET or give area code)

DISTRIBUTION:  Original - State Controller's Office; Pink - Agency; Goldenrod - Employee




44 GROUP LEGAL SERVICES PLAN (172-A3164-0100)

The Group Legal Services Plan is a voluntary, employee-paid plan that provides eligible employees comprehensive legal service.  ARAG Group is the carrier’s name.

44.1 Eligibility

Employees who meet the following criteria are eligible to participate in the Plan:

	Employees Excluded From Collective Bargaining (Non-Represented):

	Tenure
	Time Base And Designation
	Eligible

	Permanent/ Probationary 
	Half time or greater with one of the following designations:

Managerial (M, E59, E79)

Supervisory (S, E48, E58, E68 E78)

Confidential (C)

Excluded/Exempt (E88, E89 E97, E98, E99) 
	Yes


	Employees Represented In Collective Bargaining:

	Tenure
	Time Base And Bargaining Units (CBID)
	Eligible

	Permanent/ Probationary 
	Half time or greater in the following bargaining units:
1, 2, 3, 4, 5, 6, 7, 9, 10, 11, 12, 14, 15, 16, 17, 18, 19, 20, 21

Training and Development (T&D) and/or Limited Term Assignments:

Only if their CBID is one of the eligible categories. 
	Yes

Yes


Permanent Intermittent are not eligible to enroll in Group Legal Services.

44.2 Effective Date

Late submission of the employee’s appointment documents affects the effective date of enrollment in the Group Legal Services Plan.

Effective date of enrollment is based on when the appointment is entered into SCO by PTU.  If it is keyed prior to the 10th of the month, the effective date will be the first of the following month.  

44.3 Submission

Please make certain that the Group Legal Services Plan enrollment form you are using reflects ARAG as the carrier and the premium rates are current.  SCO will return incorrectly completed forms to PTU.  This will delay the employee’s effective date

A current Group Legal Services brochure and enrollment authorization form shall be given to the employee on the first date of appointment.  

The enrollment form must be submitted to PTU within 60 days of the employee’s eligibility.  The PSS will complete the agency’s section and forward the original to SCO.  The agency copy will be filed in the employee’s OPF and the employee’s copy will be forwarded.

44.4 Ordering Forms

You may order the Group Legal Services Plan Form and brochures by calling the ARAG Group at 1-800-247-4184.  

44.5 Completing the Group Legal Services Plan 

Do not complete Section C.  The PSS will complete that section.

You may assist the employee with completing Sections A and B.  Refer to your BAM for completion instructions.  It may be typed or use a ballpoint pen.  Do not use a pencil.   Review the enrollment form for accuracy and clarity.  Obtain the employee’s signature and forward to PTU.

44.6 Miscellaneous

Refer to your BAM to familiarize yourself with the Group Legal Services Plan.

44.7 Sample – Group Legal Services Plan (172-A3164-0100)

[image: image36.png]SUBMIT COMPLETED FORM
TO YOUR DEPARTMENT
PERSONNEL/PAYROLL OFFICE.

STATE OF CALIFORNIA
GROUP LEGAL SERVICES PLAN

Underat Cen by GurleOne insurancs, Aest Cos Vones A

Lo ot send 1o DPA or ARAG® Group

SECTION A. Plcase type or complete in ballpoint pen. Sce privacy notice on back side.

1. Type of Action (Check one) 2. Social Security Number 4. Name in Full
a [ NEW - Enrollin? in a plan Pt P ot
for the first time
complete sections

A (1-5} and B {1&3)

b. (] CANCEL - Canceling plan
complete 3ections
A (1-5) and B {2-3)

¢ [J cHANGE - Changing plan
complete sections
A{l-5} and B (1&3}

Mailing Address

3 Number and Street

. Date of Birth
Marih

Zay fest

City State ZIP Code

SECTION B. Picasc check appropriate box, read and sign,

1.D

I authorize deductions to be made from my salary to cover my share of enrollment in the States Group Legal Services plan
as it is now or as it may be in the future with coverage as shown below:

Please check type of coverage to be elected and monthly premium amount {check one only).
a.[] Individual $10.35/month

b. [} Family $18.80/month

If you sefected family coverage, please list spouse and unmarried dependent children below.
Name Date of Birth

Name Date of Birth

2 a. D | elect to cancel the

b. Reason for cancellation:
Group Legal Services Plan

(optional)

3. Please read and sign.

Application is hereby made for coverage as indicated above, for ali persons
tisted hereon,

subject to all terms and conditions of the contract for which
application is made. 1 understand that coverage will not become effective until the date
assigned by GuideOne iInsurance, after approval of this application and that if the
application is not approved, the amount of any premium submitted herewith will be

in connection with my application for beneﬂts thmugh ‘GuideOne lnsurance
lherebyaumonzemyEmployerasmyagenttodeduamecoammformdw
contract as it is now or as it may be in the future, from my wages or salary within
the month prior to my effective date for the coverage | am electing. | further

understand the premiums shown above include an administrative cost mned by the

returned to me. | certify that all information entered is true. | fully unde'mnd the wamng State, wfuch may be increased without prior notice

periods and lcmntanonsofmecoverageforwh:chlamapptylng
R R T P R T AT S R K T

ks

Signature

SECTION C. To be completed b

;agency personncl oifice

Note this o

1. Deduction code 2. Organization code

3. Deduction amount 4. Agency name 5. Effective date
075 081 $ _ 4
6. CBID 7. Agency code 8. Rept. unit code 10. AUTHORIZED AGENCY SIGNATURE
I certify that authorization for payroll deductions signed by this employee and appointing
the above-named company of organization as his/her agent is on file in this office.
9. Remarks 11. Date received in employing office
Include

inning and ending eligibility date for
newly eligible employee/status changels).

12. Telephone number (indicate if CALNET or give area code)

SECTION D. For carricr use only

|

Cate received: Gp. number:

2851779 Effective date:

WHITE AND YELLOW - TO CONTROLLER

PINK -~ RETAINED BY AGENCY
122431440100

GOLDENROD - TO EMPLOYEE




45 ELECTION OF OPTIONAL MEMBERSHIP (PERS-MEM-83)



In accordance with Government Code 20360, a person directly appointed by the Governor’s office is excluded from membership in the CalPERS retirement system unless he/she files an election in writing to become a member.  

The Election of Optional Membership (PERS-MEM-83) is required for exempt appointees to optionally enroll in the CalPERS retirement system.

45.1 Submission

The Election of Optional Membership must be submitted to PTU in a timely manner.  The effective date of CalPERS membership will be the appointment date, which may affect the appointee’s deductions.

A retirement benefit election package shall be given to the appointee if he/she elects to enroll in CalPERS.  The Acknowledgement of Receipt on Page 1 must be completed and attached to the Election of Optional Membership.  

Forward the original Election of Optional Membership and the original Acknowledgment of Receipt to the PSS.  The PSS will forward the original Election of Membership to CalPERS.  A copy will be forwarded to the appointee and a copy will be filed in the appointee’s OPF.

45.2 Ordering Forms

The Election of Optional Membership may be ordered through CalPERS.  Refer to Where to Order Forms for address.
45.3 Completing the Election of Optional Membership (PERS-MEM-83)

The employee shall complete the form.  It may be typed or use a ballpoint pen.  Do not use a pencil.  

	Full Name
	· Full name

	Social Security
	· Social Security Number

	Home Address, City, State, Zip
	· Address

	Employer Name
	· DGS or Client Agency name

	Daytime Phone
	· Work number

	Appointment Date
	· Date of appointment

	Signature/Date
	· Signature and date signed


45.4 Sample – Election of Optional Membership (PERS-MEM-83)

[image: image37.png]Member Services Division

P.O. Box 942704

Sacramento, CA 94229-2704

Telecommunications Device for the Deaf - (916) 326-3240

(916) 326-3141 v Reply to Section 840-OPT

ELECTION OF OPTTONAL MEMBERSHIP

You becomé a member of PERS upon receipt of your signed election. Your decision is [RREVOCABLE,
Membership may be terminated only upon permanent separation from employment covered by PERS and
subsequent withdrawal of retirement contributions.

I was directly appointed by the Governor without nomination of any officer or board, or by the Attorney
General, Lieutenant Governor, Controller, Secretary of State, Treasurer, or Superintendent of Public
Instruction. In accordance with provisions of Government Code Section 20360, 1 HEREBY ELECT
MEMBERSHIP IN THE PUBLIC EMPLOYEES® RETIREMENT SYSTEM.

I UNDERSTAND THIS ELECTION IS JRREVOCABLE AS LONG AS I REMAIN IN AN
APPOINTED POSITION.

P

\ ]
PLEASE PRINT OR TYPE

”~

Full Name: Social Security #:

Home Address: (Number & Street, P.O. Box, or Route & Box Number)

City ' State Zip Code

Employer Name: . Daytime Phone: Appointment Date:
( )
SIGNATURE DATE

PLEASE RETURN THIS FORM TO YOUR PERSONNEL OFFICE SO MEMBERSHIP CAN BE
ESTABLISHED. THIS FORM SHOULD THEN BE FORWARDED TO PERS.

PERS-MEM-83 (Rev. 7/92)
Callfornia Public Employees’ Retirement System
Lincoin Piaza - 400 P Street - Sacramento, CA 95814




46 BASIC GROUP TERM LIFE INSURANCE PROGRAM – Life Insurance Enrollment Authorization (STD.698)

The Basic Group Term Life Insurance Program is a State-paid benefit provided for designated non-represented employees.  DPA has the administrative responsibility for the Basic Term Life Insurance Program.

Enrollment is automatic for eligible employees.  Employees may apply for supplemental coverage for themselves as well as dependent coverage for spouses and/or eligible children.

46.1 Eligibility

Employees who meet the following criteria are eligible to participate in the program:

	Employees Excluded From Collective Bargaining (Non Represented):

	Tenure
	Time Base And Designation
	Eligible

	Permanent 

Limited Term 6 months or more

CEA 

TAU in lieu of Permanent 
	Half time or greater with one of the following designations:

· Managerial (M, E59, E79, E99)

· Supervisory (S, E48, E58, E68, E78)

· Confidential (C)

· Excluded/Exempt (E88, E89)

OR

· E-90 in class codes 2545, 4189, 4232, 5309, 5316, 5319, 5695
OR

· E-91 in class codes 5987, 5988, 5991
OR
· Employees moved to E01 through E-21, E67 or E77 due to middle management reductions
	Yes

	Permanent Intermittent who meets the above criteria may enroll.




46.2 Effective Date

Effective date of enrollment is based on when the appointment is entered into SCO by PTU.  If it is keyed prior to the 17th of the month, the effective date will be the first of the following month.  

46.3 Submission

If the employee declines enrollment in the Life Insurance Program, a Life Insurance Enrollment Authorization must be submitted to PTU.  The PSS will complete Section E, forward the original and the carrier’s copy to SCO.  The agency copy will be filed in the OPF and the green copy forwarded to the employee.

46.4 Ordering Forms

You may order the Life Insurance Enrollment Authorization from the OSP’s Forms Management Customer Service Center.  Refer to Where to Order Forms for address.

46.5 Completing the Life Insurance Enrollment Authorization (STD.698)

The enrollment authorization must be submitted to PTU if the employee is declining coverage.

You may assist the employee in completing the enrollment authorization.  It may be typed or use a ballpoint pen.  Do not use a pencil.

	Section A
	· Check “Cancel” box

· Social Security Number

· Full name

· Date of birth

· Marital status

· Sex

· Mailing address

	Section C
	· Basic Group Term Life (Met Life)



	Section D
	· Check item A

· Employee’s signature

· Date signed


46.6 Miscellaneous

Refer to Life Insurance Program, Section 800, in your BAM to familiarize yourself with the program.

46.7 Sample - Basic Group Term Life Insurance Program – Life Insurance Enrollment Authorization (STD.698)

[image: image38.png]STATE OF CALIFORNIA

LIFE INSURANCE ENROLLMENT AUTHORIZATION

STD 698 INEW 3/97,
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

2. SOCIAL
NUMBE

3. NAME INFULL
FIRST MIDDLE LAST

1. TYPE OF ACTION (CHECK ONE) SECURITY
R

NEW—ENROLLING IN A PLAN
1. FOR THE FIRST TIME

{COMPLETE SECTIONS A, 8. AND D)

5. MARITAL STATUS

YEAR D MARRIED E] SINGLE
7. MAILING ADDRESS

NUMBER AND STREET CITY COUNTY STATE ZIP CODE

4. DATE OF BIRTH

MO. | DAY

D CANCEL—CANCELLING PLAN
2 (COMPLETE SECTIONS A, C, AND D)

CHANGE—CHANGING PLANS
3 D {COMPLETE SECTIONS A, B. C, ANO D)

SECTION B (DO NOT COMPLETE THIS SECTION IF THE CANCEL BOX IN SECTION A IS CHECKED)
1. Name of life insurance plan

SECTION C

1. Name of life insurance plan being cancelled or changed

SECTION D

1. CHECK APPROPRIATE BOX
a. D I do not wish to enroll in a life insurance plan

b D I elect to enroll in (or change to) a life insurance plan as shown above and authorize deductions to be made from my salary to cover my share of
: the cost of enrollment as it is now or as it may be in the future.

c. D I elect to cancel the life insurance plan above.

2 EMPLOYEE'S SIGNATURE 3. DATE SIGNED
SECTION E (FOR AGENCY USE ONL
1. EMPLOYER 2. LIFE INSURANCE | 3. (LEAVE BLANK) 4. EMPLOYEE 5. STATE SHARE 6. TOTAL 7. EMPLOYEE

DED. CODE PLAN CODE DEDUCTION AMOUNT PREMIUM CBID
ORG. CODE AMOUNT AMOUNT

$ $ | $ I
8. EFFECTIVE 8. PERMITTING 10. PERMITTING | 11. AGENCY 12. UNIT 13. CHECK IF 14. AGENCY NAME
DATE OF ACTION EVENT DATE EVENT CODE CODE CODE PERMANENT
INTERMITTENT
EMPLOYEE
MO. DAY YR. D
[
15. REMARKS 168. AUTHORIZED AGENCY SIGNATURE

| hareby certify under penalty of perjury as follows: Thot | am the duly appointed, qualified and
octing officer of the herein named agency and thot | am outhorized to make this certification; thot
the employee named herein is sligible for enroliment in the State life insurance progrom.

18. DATE RECEIVED
IN EMPLOYING
» OFFICE

17. TELEPHONE NUMBER MO. DAY YR

(INDICATE IF ATSS OR GIVE AREA CODE)

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




47 LONG TERM DISABILITY ENROLLMENT AUTHORIZATION (GR-11513-9)

The Long Term Disability (LTD) Insurance Program was implemented in 1988 for active non-represented employees.  DPA Benefits Division has the administrative responsibility for LTD.  

This benefit is intended to provide income protection in the event an employee becomes disabled due to an illness or injury and is unable to work for 6 months or longer.

Employee’s questions regarding the Long Term Disability Program must be directed to your PSS.

47.1 Eligibility

Employees who meet the following criteria are eligible to participate in the Program:

	Employees Excluded From Collective Bargaining (Non-Represented):

	Tenure
	Time Base And Designation
	Eligible

	Permanent 
	Half time or greater with one of the following designations:

· Managerial (M, E59, E79, E99)

· Supervisory (S, E48, E58, E68, E78)

· Confidential (C)

· Excluded/Exempt (E88, E89)

· E01 through E21, E67, E77
	Yes

	
	Permanent Intermittent
	No



	Limited term appointment: employee must have a mandatory right of return to a position and status that also meets the criteria.


47.2 Effective Date

Effective date of enrollment is based on when the enrollment form is received by SCO.  If SCO receives it by the 10th of the month, the effective date will be the first of the following month.

47.3 Submission

Newly eligible employees shall be given the current LTD Program brochures and the enrollment authorization on their date of appointment.  The employee has 60 calendar days from the appointment date to enroll.  

Submit the enrollment authorization to PTU.  The PSS will review and forward the original to SCO, and forward the employee’s copy.  The agency copy will be filed in the employee’s OPF.

47.4 Ordering Forms

You may order the Long Term Disability Enrollment Authorization through DPA Benefits Division.  The contact person to call is:




Desi Rodrigues




Personnel Management Technician




(916) 324-0533




FAX:  (916) 322-3769




E-mail:  DESIRODRIGUES@DPA.CA.GOV
47.5 Completing the Long Term Disability Enrollment Authorization               (GR-11513-9)

Do not complete Section C.  The PSS will complete that section.

You may assist the employee with completing Sections A and B.  Refer to Long Term Disability Program, Section 1900, in your BAM for completion instructions.  It may be typed or use a ballpoint pen.  Do not use a pencil.   Review the enrollment authorization for accuracy and clarity.  Obtain the employee’s signature and forward to PTU.

47.6 Miscellaneous

Refer to Long Term Disability Program, Section 1900, in your BAM to familiarize yourself with the LTD Program.

47.7 Sample – Long Term Disability Enrollment Authorization (GR 11513-9)


[image: image39.png]STATE OF CALIFORNIA
LONG TERM DISABILITY ENROLLMENT AUTHORIZATION

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

SECTION A (SEE PRIVACY NOTICE ON REVERSE OF EMPLOYEE COPY)

1. TYPE OF ACTION (CHECK ONE) 2. SOCIAL SECURITY NUMBER | 3. NAME iN FULL

a. [ NEW — ENROLLING IN A PLAN FIRST MIDDLE LAST
FOR THE FIRST TIME
(COMPLETE SECTIONS A AND B) | 4- DATE OF BIRTH

b. [J CANCEL — CANCELLING PLAN
(COMPLETE SECTION A AND B) MO | DAY | YEAR

c. [J CHANGE - CHANGING PLAN 5. MAILING ADDRESS
(COMPLETE SECTION A AND B) NUMBER AND STREET cIy CNTY. STATE  ZIP CODE

SECTION B (CHECK APPROPRIATE BOX)

1. [] 1 authorize deductions to be made from my salary to cover my share of enroliment in the Long Term Disability plan

as it is now or as it may be in the future.

LTD BENEFIT OF 65%; NOT TO EXCEED A MAXIMUM BENEFIT OF $6,000 PER MONTH.

Employee group {check one box only and compute premium):

a.[.] MISCELLANEOQUS/NON-SAFETY/OASDI Employees
ORG. CODE 111
Your age Under 30 30 -39 40 - 49 50 - 59 60+
CHECK ONE [].0009 0 .0022 [].0050 [].0107 [1.0145
PREMIUM COMPUTATION
X +.80 =

Monthly Base Salary Factor for Your Age Monthly LTD Premium

b.[] PEACE OFFICERS/FIREFIGHTERS/SAFETY/NON-OASDI Employees

ORG. CODE 112

Your age Under 30 30 -39 40 - 49 50 - 59 60+
CHECK ONE (]1.0013 (] .0031 [1.0072 [1.0154 [1.0207
PREMIUM COMPUTATION
X +.80 =

Monthly Base Salary Factor for Your Age Monthly LTD Premium

2. [] 1elect to cancel the Long Term Disability plan.

3. [0 EMPLOYEE SIGNATURE

4. DATE SIGNED

SECTION C (FOR AGENCY USE ONLY)

075

|

1. DEDUCTION | 2. ORGANIZATION | 3. DEDUCTION AMOUNT | 4. AGENCY NAME 5. MO. DAY YEAR
CODE CODE EFFECTIVE DATE
6. CBID 7. AGENCY CODE | 8. REPT. UNIT 10. AUTHORIZED AGENCY SIGNATURE

in this office.

1 certify that authorization for payroll dedtictions signed by this employee and
appointing the above-named company or organization as his/her agent is on file

9. REMARKS / ELIGIBILITY DATE FOR
“NEWLY ELIGIBLE EMPLOYEES”
(BEGINNING AND ENDING DATE)

>

12.

TELEPHONE NUMBER
(INDICATE IF CALNET OR GIVE AREA CODE)
()

11.DATE RECEIVED
IN EMPLOYING
OFFICE

DAY

MO. YEAR

Form GR-11513-9 Printed in U.S.A.
18000148814(0298)

WHITE - To Controller

PINK — To Agency YELLOW - To Dept. of Personnel Admin. GREEN — To Employee




� A break in service is defined as a separation of more than eleven working days in a pay period, or a separation of more than eleven working days between two consecutive pay periods.


� The title shown on the STD.610 is Health Questionnaire (with Physician’s Report).  It is referred to as the Medical Examination Report.


� The union gives the casual employee the dispatch slip.  It states the hourly rate per hour that the employee is to be paid by DSA. 
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[image: image1.png]STATE OF CALIFORNIA

HEALTH QUESTIONNAIRE
(With Physician's Report)
STD. 610 (REV. 7-96) (Page 1 of 4)

STATE LAW AND THE AMERICANS
WITH DISABILITIES ACT REQUIRE APPLICANTS
TOFILL IN QUESTIONS ON PAGES 1 AND 2 OF THIS FORM
ONLY AFTER A JOB OFFER HAS BEEN MADE

. DATE JOB OFFER MADE

SOCIAL SECURITY NUMBER (Optional - See Privacy
Statemenl beiow.)

THIS AREA TO BE COMPLETED BY HIRING AGENCY - COMPLETED QUESTIONNAIRE WILL BE RETURNED TO HIRING AGENCY

APPLICANT NAME (Las)) (First) (Middle) HIRING AGENCY NAME

APPLICANT ADDRESS (Number and Street) (City) (State) (ZIP Code) AGENCY ADDRESS

CLASS TITLE AND POSITION NUMBER OF VACANCY HIRING MANAGER'S NAME AND TELEPHONE NUMBER

APPOINTMENT TYPE DESIRED APPOINTMENT DATE [ CERTIFICATION NUMBER
PERMANENT TAU LIMITED TERM

(If reinstatement, enter dates of previous State employment)
REINSTATEMENT

|

CURRENT OCCUPATION

THIS AREA TO BE COMPLETED BY THE APPLICANT

DO NOT LEAVE YOUR PRESENT EMPLOYMENT TO ACCEPT A POSITION IN STATE SERVICE UNTIL YOU HAVE BEEN
SPECIFICALLY NOTIFIED TO REPORT FOR WORK. MEDICAL CLEARANCE IS REQUIRED PRIOR TO EMPLOYMENT IN STATE SERVICE,
Your answers to the following questions will be evaluated in conjunction with the essential functions of the desired position. In addition, a physical examination

__may be required. "YES" answers to questions 1 -

43 below must be explalned in the space provided on the hz.'c of this form.

BIRTH DATE
MALE

HEIGHT T wWEIGHT

FEMALE

For questions‘i-31, have you ever had or do you have the following:

YES NO

. ITEM |YES | NO

1. Lung or respiratory trouble, including bronchitis, i
tuberculosis, or asthma .

2. Residuals of poliomyelitis ] T

3. Hepatitis, jaundice, or other liver ailments :

4. Cancer, malignant tumor, or cysts o |

5. Diabetes or sugar in urine ! |

6. Pernicious anemia, leukz.uc, or other L'ood iscuer !
or ailment

3; Ar.v‘;ee *himpa'rmaent

‘L31

Fis1ory of addr“t|01 to druvgs or alcohol

_| 32, Lo you - vear or have you ever worn glasses?
33.

Du you or have you ever worn contact lenses?

34,

Have you had any eye injury, surgery, or disease?

35.

Are you blind in one eye?

7. Mental iliness or rzivous bretkd kdown
8. Any disorder of t1e ne.voLs systein
9. Seizure disorder 2r loss of corscinusiiess i

36.
37.

Are you blind in both eyes? o
Do you wear a hearing aid or have you had at any
time a problem with your hearing?

10 ‘Severe headaches o migiaine
. Heart trouble--inciuding circulatory disease

12. Rheurmat|c fever !

13. Any defect of bones or joints, incluaing amputations, |
____dislocations, or broken bones :

38.

Do you have any existing temporary medical
condition such as broken bones, recovery from
surgery, pregnancy, etc.? If yes, list condition and
anticipated date of recovery on Page 2.

14. Rheumatism, arthritis, or bursitis

15. Back pain or back injury

39.

Are you at present under a doctor's care for any
condition? Give reason and doctor's full name and
address.

16. Head injury

17. Any problems with hips, knees, ankles, or feet

40.

Are you taking any medication now or in the last 12
months? If yes, what?

18. Any problems with hands, elbows, or shoulders

19. Fainting spells or dizziness

41.

Have you ever been hospitalized? If yes, list reason
and date of hospitalization?

20 Skin trouble

. Allergies

42.

a. Have you had an iliness or injury which
caused you to lose time from work?

22. Sensitivity to dust or smoke

23. High or low blood pressure

b. Does this iliness or injury continue to limit
your ability to perform certain types of work?

24, Varicose veins

25. Stomach or duodenal ulcer or other bowel problem

26. Rupture or hernia

43.

Have you ever had any other iliness, injury or
physical condition not named above (exclude minor
problems such as colds, flu, etc.)?

(Continue on reverse.)

PRIVACY NOTICE
Official Responsible: Medical Officer, State Personnel Board, P. O. Box 944201, Sacramento, CA 94244-2010; Authority: Government
Code Section 18931; Purpose: The information you furnish will be used to evaluate your medical fitness to carry out the duties of the position
applied for without endangering the health and safety of yourself or others; Providing Information: Medical clearance isrequired prior to
employment in State service; Effects of Not Providing Information: Omission or misrepresentation may result in placement in a position
where the duties or work environment could be hazardous; Access: Your medical records will be maintained in a confidential manner and
may be reviewed by contacting the employing agency's personnel office.
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[image: image1.png]DEPARTMENT OF GENERAL SERVICES
PROFESSIONAL SERVICES BRANCH
DIRECT CONSTRUCTION UNIT

CASUAL TRADES EMPLOYEES FRINGE BENEFITS

Employee will sign the clause that pertains to his/hers individual circumstance.

Employee will work in County.

Supervisor's Imitial.
UNION EMPLOYEES: The State will make payments into a Union Health and Welfare
Fund or Vacation Fund on the employee's behalf. I am not eligible to receive State vacation,

retirement, sick leave or any other related benefits.

Employee Signature: Date

Employee Name (Printed)

Union Classification: Local

Social Security No. - -

NON-UNION EMPLOYEES: I am not a Union member and I request that all payments for
health and welfare and vacation be paid directly to me. I am not eligible to receive State
vacation, retirement, sick leave or other related benefits.

Employee Signature: Date

Employee Name (Printed)

Social Security No. - -

DCU-34 (REV 7/97) Excel
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[image: image1.png]STATE OF CALIFORNIA
LONG TERM DISABILITY ENROLLMENT AUTHORIZATION

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

SECTION A (SEE PRIVACY NOTICE ON REVERSE OF EMPLOYEE COPY)

1. TYPE OF ACTION (CHECK ONE) 2. SOCIAL SECURITY NUMBER | 3. NAME iN FULL

a. [ NEW — ENROLLING IN A PLAN FIRST MIDDLE LAST
FOR THE FIRST TIME
(COMPLETE SECTIONS A AND B) | 4- DATE OF BIRTH

b. [J CANCEL — CANCELLING PLAN
(COMPLETE SECTION A AND B) MO | DAY | YEAR

c. [J CHANGE - CHANGING PLAN 5. MAILING ADDRESS
(COMPLETE SECTION A AND B) NUMBER AND STREET cIy CNTY. STATE  ZIP CODE

SECTION B (CHECK APPROPRIATE BOX)

1. [] 1 authorize deductions to be made from my salary to cover my share of enroliment in the Long Term Disability plan

as it is now or as it may be in the future.

LTD BENEFIT OF 65%; NOT TO EXCEED A MAXIMUM BENEFIT OF $6,000 PER MONTH.

Employee group {check one box only and compute premium):

a.[.] MISCELLANEOQUS/NON-SAFETY/OASDI Employees
ORG. CODE 111
Your age Under 30 30 -39 40 - 49 50 - 59 60+
CHECK ONE [].0009 0 .0022 [].0050 [].0107 [1.0145
PREMIUM COMPUTATION
X +.80 =

Monthly Base Salary Factor for Your Age Monthly LTD Premium

b.[] PEACE OFFICERS/FIREFIGHTERS/SAFETY/NON-OASDI Employees

ORG. CODE 112

Your age Under 30 30 -39 40 - 49 50 - 59 60+
CHECK ONE (]1.0013 (] .0031 [1.0072 [1.0154 [1.0207
PREMIUM COMPUTATION
X +.80 =

Monthly Base Salary Factor for Your Age Monthly LTD Premium

2. [] 1elect to cancel the Long Term Disability plan.

3. [0 EMPLOYEE SIGNATURE

4. DATE SIGNED

SECTION C (FOR AGENCY USE ONLY)

075

|

1. DEDUCTION | 2. ORGANIZATION | 3. DEDUCTION AMOUNT | 4. AGENCY NAME 5. MO. DAY YEAR
CODE CODE EFFECTIVE DATE
6. CBID 7. AGENCY CODE | 8. REPT. UNIT 10. AUTHORIZED AGENCY SIGNATURE

in this office.

1 certify that authorization for payroll dedtictions signed by this employee and
appointing the above-named company or organization as his/her agent is on file

9. REMARKS / ELIGIBILITY DATE FOR
“NEWLY ELIGIBLE EMPLOYEES”
(BEGINNING AND ENDING DATE)

>

12.

TELEPHONE NUMBER
(INDICATE IF CALNET OR GIVE AREA CODE)
()

11.DATE RECEIVED
IN EMPLOYING
OFFICE

DAY

MO. YEAR

Form GR-11513-9 Printed in U.S.A.
18000148814(0298)

WHITE - To Controller

PINK — To Agency YELLOW - To Dept. of Personnel Admin. GREEN — To Employee
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DESIGNATION OF PERSON AUTHORIZED TO
RECEIVE WARRANTS (Gov. C., Sec. 12479)

STD. 243 (REV. 2-95)

Submit two copies of a completed form
STD. 243 with original signatures to your
personnel/payroll office.

EMPLOYEE NAME (First, Middle, Last)

SOCIAL SECURITY NUMBER

NAME OF EMPLOYING STATEAGENCY

CITY WHERE AGENCY LOCATED

Pursuant to Scction 12479 of the Government Code, I hereby designate the following person who, notwithstanding any other provision
of the law, shall be cntitled upon my death to receive all state warrants that would have been payable to me had I survived. NOTE: Dircct
deposit payments arc not subject to the provisions of this designation.

Important: This is NOT a designation for payment of death benefits and refund of employee retirement contributions. A form STD. 241,
Beneficiary Designation (PERS), must be completed to file a designation with the Public Employees' Retircment System for death benefits.

DESIGNEE (Must be 18 years of age or older)

DESIGNEE NAME (First, Middle, Last)

SOCIAL SECURITY NUMBER TELEPHONE NUMBER

ADDRESS

CITY AND STATE ZIP CODE

I hereby revoke any previous designations filed by me.

I the above-named designee does not file a written r
such warrants within sixty (

This designation will remain in full force and effect during my
cmployment with any California state agency/ campus until re-
voked in writing by me.

est with the personnel/payroll office of my employing state agency/campus for
0) days after the date of my death, this desIl)gnaﬁon SM i

be and become null and void .

FORAGENCY/CAMPUS USEONLY

REVIEWED BY THE PERSONNEL/PAYROLL OFFICE AND FILED

| EMPLOYEE HOME ADDRESS

SIGNATURE OF AUTHORIZED OFFICER

CITY. STATE, 2IP CODE

TYPEDNAME [ pate

l

i

| EMPLOYEE SIGNATURE (Piease sign bofh copies inink)

P>

DATE SIGNED

INSTRUCTIONS

1. Complete this form in duplicate; typewritten or in ink.

2 Showdesignee's full name; for example, "Mary Jane Smith," not Mrs.
John E. Smith.

3 Verifythat the formis complete and correct. No erasures or correc-
tions may be made 1n the name of the designee. Ifany error has been
made, complete a new set of forms.

4 Signbothcopiesinink. Submit both copies toyour personnel/payroll
office. The duplicate copy will be returned to you for your records.

5. Youmay change your designation at any time by filing a new form
STD. 243 with your personnel/payroll office.

6. Youmaycompletely revoke adesignation at any time by submitting
either a new form STD. 243 indicating "NONE" for the designee
nameor aletter toyour employer. Twocopies with original signatures
arerequired.

7. Inform your personnel/payroll office when a change occurs in your
designee's address.

8. You may wish to file a new designation upon any change in your
marital status.

PRIVACY NOTICE

The Information Practices Actof 1977 (Civil Code Section 1798.17) and
the Federal Privacy Act (Public Law 93-579) require that this notice be
provided when collecting personal information from individuals

Information requested on this form is used by the employing personnel/
payroll office for the sole purpose of identifying the designee authorized to
receive warrants payable to the employee had he/she survived.

Legal referencesauthorizing maintenance of this information include the
Government Code Section 12479 and the State Administrative Manual
Section8477.1-8477.27

This formand all personal information contained therein is maintained by
the employing personnel/payroll office. Employees have the right of access
to copies of their Designation of Person Authorized to Receive Warrants
form upon request.








