Corborate Payment Systems 858384758 p.2

STATE OF CALIFORNA-DEPARTMENT OF FINANCE

PAYEE DATA RECORD :
{Required when recelving payment from the State of California In lieu of IRS W-9)

STD. 204 (Rev. 8-2003)

INSTRUCTIONS: Compiete all Information o (his form. Sign, date, and retum (o the State agency (depadment/ofiice} address shawn at

1 the bottom of this page. Prompt retuen of iniis fully completed form wi prevent delays when processing payments. Information provided in
this form will be used by Stale agencies to prepare Information Retums (1099). See reverse side for more information and Privacy
Statement.
NOTE: Governmenial entities, federal, State, and locat (including school districts), are not required {o Submil this.form.
PAYEE'S LEGAL BUSINESS NAME (Type or Prin)
U.S. Bank National Association
2 SOLE PROPRIETOR — ENTER NAME AS SHOWN ON SSN (Last First, ML) E-MAIL ADDRESS
MAILING ADDRESS BUSINESS ADDRESS
800 Nicollet Mall
CITY, STATE, ZIP CODE CITY, STATE, ZIP CODE
Mimeapolis, MN 55402
3 ENTER FEDERAL EMPLOYER IDENTIFICATION NUMBER (FEIN::  [3]1]-]618]4]1]3 l6]18] | norE:
: Payment will nol
[[] PARTNERSHIP . CORPORATION: be processed
PAYEE " _ & MEDICAL (e.g. dentistry, psychalherapy, chiropraciic, elc) - without an .
ENTITY 1 ESTATEORTRUST 0O LEGAL (eg., attomey sesvices) i’t:umpa%hg
TYPE 0, EXEMPT (ronprofi) i
{ ALL OTHERS
CHECK
ONEBOX | [J INDIVIDUAL OR SOLE PROPRIETOR i I ' E - I | i - I I | ] I
CONLY ENTER SOCIAL SECURITY NUMBER:
{SSN rexquired by euthority of California Revenue and Tax Code Section 18646
4 California resident - Qualified to do business in Califomnia or maintains a permanent place of business in Californla.
[T California nonresident (see reverse side) - Payments 10 nonrasidents for sesvices may be subject to State income tax
PAYEE withholding. . .
RESIDENCY O No services performed in California.
STATUS Q Copy of Franchise Tax Board waiver of State withholding attached.
5 t hereby certify under penalty of perjury that the Information provided on thls qpcumené is true and correct.
Should my residency status change, | will promptly notify the State agency below.
AUTHORIZED PAYEE REPRESENTATIVE'S NAME (Type or Print) TITLE
Kelly M. Caspers Vice President
A DATE TELEPHONE
( yalw C
Pleasarsixirn completed form to:
6 DepartmentiCffice:
Unit/Section: .
Matiling Address:
CityiState/Zip:
Telephone: () Faxa(___)

E-mail Address:




