
Last Name First Name Middle Initial 

Address Apt. # City 

State Zip Date of Birth  mm/dd/yyyy

Social Security Email Address Telephone # 

- -

DIRECTIONS in order as listed:
• You must Type information in table above it 

will auto fill on the next 47 pages
• Print double sided
• Sign documents in blue ink
• Schedule a meeting with Sondra Christofferson 

or for questions schristofferson@ocesd.net;
530-532-3000 ext. 3002  





• 

OROVILLE CITY ELEMENTARY SCHOOL DISTRICT 
Oath of Allegiance for Persons Employed  

By a School District of the State of California 
(Required by Chapter 8, Division 4, Title I of Government Code) 

This oath must be administered by a notary public or other official authorized by law to administer oaths.  No fee may be charged for administering 
this oath (Section 3104 of Government Code). 

State of California 

County of Butte } SS 

I, _______________________________________________________, do solemnly swear (or affirm) that I 
will support and defend the Constitution of the United States and the Constitution of the United States of 
America 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 I am about to enter. 

And I do further swear (or affirm) that I do not advocate, nor am I a member of any party or organization, 
political or otherwise, that now advocates the overthrow of the Government of the United States or of the 
State of California by force or violence or other unlawful means; that within the five years immediately 
preceding the taking of this oath (or affirmation) I have not been a member of any party or organization, 
political or otherwise, that advocates the overthrow of the Government of the United States or of the State 
of California by force or violence or other unlawful means except as follows: 

(if no affiliations, write in the words “No Exceptions” 
and that during such time as I am a member or employee of the OROVILLE CITY ELEMENTARY 
SCHOOL DISTRICT of Butte County I will not advocate nor become a member of any party or 
organization, political or otherwise, that now advocates the overthrow of the Government of the United 
States or of the State of California by force or violence or other unlawful means 

Signature of Employee 

Taken, subscribed and sworn to before me this Day of , 

Signature of Authorized Official 

Note: A member of the governing board of a school district should not administer the oath to anyone who is not an 
employee of the district. 

OROVILLE CITY ELEMENTARY SCHOOL DISTRICT 





 Name: 

By checking (blue ink) documents read and signing (blue ink) t
and understand the documents provided online:

Employee’s Signature: 
Date:

SH/slc; 

MANDATORY READ RECEIPT

OROVILLE CITY ELEMENTARY SCHOOL DISTRICT

Affordable Care Act 

Bloodborne Pathogens Plan 

Board Policies 

FMLA & CFRA

Disability Insurance (EDD) 

Healthy Families Act

Injury Illness Plan

Report Child Abuse and Neglect 

UCP & IPM

Work Comp

Rights of Victims of Domestic Violence, 
Sexual Assault and Stalking

Post retirement earning limits
his document I verify I have read 

• PERS 960hrs      

• STRS  www.calstrs.com/limits 





   

  

Employment Eligibility Verification 
Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 
Form I-9

OMB No.1615-0047 
Expires 07/31/2026 

START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for 
failing to comply with the requirements for completing this form. See below and the Instructions. 
ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask 
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or 
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration status, or national origin may be illegal. 

Section 1. Employee Information and Attestation: Employees must complete and sign Section 1 of Form I-9 no later than the first 
day of employment, but not before accepting a job offer. 
Last Name (Family Name) First Name (Given Name) Middle Initial (if any) Other Last Names Used (if any) 

Address (Street Number and Name) Apt. Number (if any) City or Town State ZIP Code 

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's Email Address Employee's Telephone Number 

I am aware that federal law 
provides for imprisonment and/or
fines for false statements, or the 
use of false documents, in 
connection with the completion of
this form. I attest, under penalty
of perjury, that this information,
including my selection of the box
attesting to my citizenship or
immigration status, is true and 
correct. 

Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.): 

1. A citizen of the United States 

2. A noncitizen national of the United States (See Instructions.) 

3. A lawful permanent resident (Enter USCIS or A-Number.) 

4. A noncitizen (other than Item Numbers 2. and 3. above) authorized to work until (exp. date, if any) 

If you check Item Number 4., enter one of these: 
USCIS A-Number 

OR 
Form I-94 Admission Number 

OR 
Foreign Passport Number and Country of Issuance 

Signature of Employee Today's Date (mm/dd/yyyy) 

If a preparer and/or translator assisted you in completing Section 1, that person MUST complete the Preparer and/or Translator Certification on Page 3. 

 Section 2. Employer Review and Verification: Employers or their authorized representative must complete and sign Section 2 within three 
business days after the employee's first day of employment, and must physically examine, or examine consistent with an alternative procedure 
authorized by the Secretary of DHS, documentation from List A OR a combination of documentation from List B and List C. Enter any additional 
documentation in the Additional Information box; see Instructions. 

List A OR List B AND List C 

Document Title 1 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Document Title 2 (if any) Additional Information 

Issuing Authority 

Check here if you used an alternative procedure authorized by DHS to examine documents.     

Document Number (if any) 

Expiration Date (if any) 

Document Title 3 (if any) 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Certification: I attest, under penalty of perjury, that (1) I have examined the documentation presented by the above-named 
employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the 
best of my knowledge, the employee is authorized to work in the United States. 

First Day of Employment 
(mm/dd/yyyy): 

Last Name, First Name and Title of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Employer's Business or Organization Name Employer's Business or Organization Address, City or Town, State, ZIP Code 

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4. 

Form I-9 Edition 08/01/23 Page 1 of 4 

http://www.uscis.gov/I-9
https://www.uscis.gov/i-9
https://www.uscis.gov/i-9


 
  

   
 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

LISTS OF ACCEPTABLE DOCUMENTS 
All documents containing an expiration date must be unexpired. 

* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a

combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274). 

LIST A 
Documents that Establish Both Identity 

and Employment Authorization OR 

LIST B 

Documents that Establish Identity 

LIST C 
Documents that Establish Employment

Authorization AND 

1. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a State or
outlying possession of the United States
provided it contains a photograph or
information such as name, date of birth,
gender, height, eye color, and address

1. A Social Security Account Number card,
unless the card includes one of the following
restrictions:

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

2. Permanent Resident Card or Alien
Registration Receipt Card (Form I-551)

3. Foreign passport that contains a
temporary I-551 stamp or temporary
I-551 printed notation on a machine-
readable immigrant visa

2. ID card issued by federal, state or local
government agencies or entities, provided it
contains a photograph or information such as
name, date of birth, gender, height, eye color,
and address

4. Employment Authorization Document
that contains a photograph (Form I-766) 2. Certification of report of birth issued by the

Department of State (Forms DS-1350,
FS-545, FS-240)

3. School ID card with a photograph5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:

a. Foreign passport; and

b. Form I-94 or Form I-94A that has
the following:

(1) The same name as the
passport; and

(2) An endorsement of the
individual's status or parole as
long as that period of
endorsement has not yet
expired and the proposed
employment is not in conflict
with any restrictions or
limitations identified on the form.

4. Voter's registration card 3. Original or certified copy of birth certificate
issued by a State, county, municipal
authority, or territory of the United States
bearing an official seal

5. U.S. Military card or draft record

6. Military dependent's ID card
4. Native American tribal document

7. U.S. Coast Guard Merchant Mariner Card
5. U.S. Citizen ID Card (Form I-197)

8. Native American tribal document
6. Identification Card for Use of Resident

Citizen in the United States (Form I-179)9. Driver's license issued by a Canadian
government authority

7. Employment authorization document
issued by the Department of Homeland
Security

For examples, see Section 7 and
Section 13 of the M-274 on
uscis.gov/i-9-central.

The Form I-766, Employment
Authorization Document, is a List A, Item
Number 4. document, not a List C
document.

For persons under age 18 who are 
unable to present a document 

listed above: 
10. School record or report card

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of the
Marshall Islands (RMI) with Form I-94 or
Form I-94A indicating nonimmigrant
admission under the Compact of Free
Association Between the United States
and the FSM or RMI

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

Acceptable Receipts 
May be presented in lieu of a document listed above for a temporary period. 

For receipt validity dates, see the M-274. 

● Receipt for a replacement of a lost,
stolen, or damaged List A document.

● Form I-94 issued to a lawful
permanent resident that contains an
I-551 stamp and a photograph of the
individual.

● Form I-94 with “RE” notation or
refugee stamp issued to a refugee.

OR 
Receipt for a replacement of a lost, stolen, or 
damaged List B document. 

Receipt for a replacement of a lost, stolen, or 
damaged List C document. 

*Refer to the Employment Authorization Extensions page on I-9 Central for more information.

Form I-9 Edition 08/01/23 Page 2 of 4 

https://www.uscis.gov/i-9-central/handbook-for-employers-m-274/60-evidence-of-status-for-certain-categories
https://www.uscis.gov/i-9-central/form-i-9-resources/handbook-for-employers-m-274/120-acceptable-documents-for-verifying-employment-authorization-and-identity/123-list-c-documents-that-establish-employment-authorization
https://www.uscis.gov/i-9-central
https://www.uscis.gov/i-9-central/form-i-9-acceptable-documents/employment-authorization-extensions


 Supplement A, 
Preparer and/or Translator Certification for Section 1 

 

 

 

 

Department of Homeland Security 
U.S. Citizenship and Immigration Services 

USCIS 
Form I-9 

Supplement A
OMB No. 1615-0047 
Expires 07/31/2026 

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1.  Middle initial (if any) from Section 1.  

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1 
of Form I-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator 
must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's 
completed Form I-9. 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 
Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

Form I-9 Edition 08/01/23 Page 3 of 4 



 Supplement B, 
Reverification and Rehire (formerly Section 3) 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

USCIS 
Form I-9

Supplement B
OMB No. 1615-0047 
Expires 07/31/2026 

Department of Homeland Security 
U.S. Citizenship and Immigration Services 

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1.  Middle initial (if any) from Section 1.  

Instructions: This supplement replaces Section 3 on the previous version of Form I-9. Only use this page if your employee requires 
reverification, is rehired within three years of the date the original Form I-9 was completed, or provides proof of a legal name change.  Enter 
the employee's name in the fields above. Use a new section for each reverification or rehire. Review the Form I-9 instructions before 
completing this page. Keep this page as part of the employee's Form I-9 record. Additional guidance can be found in the 
Handbook for Employers: Guidance for Completing Form I-9 (M-274) 

New Name (if applicable)Date of Rehire (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy) 

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the  
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

Date of Rehire (if applicable) New Name (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy) 

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the  
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

Date of Rehire (if applicable) New Name (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy) 

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the  
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

Form I-9 Edition 08/01/23 Page 4 of 4 

https://www.uscis.gov/i-9-central/form-i-9-resources/handbook-for-employers-m-274


• 

HEPATITIS B IMMUNIZATION CONSENT/WAIVER FORM 

Employee’s Name Social Security # 
Job Classification Work Site 

I attended the hepatitis B education and training class on or viewed the new employee 
Orientation video on  and: 

1. I understand a series of three injections of hepatitis B vaccine is needed to become protected
(occasionally, more vaccine is needed if the first series does not result in immunity).

2. If I do not become protected from receiving the vaccine, or if I choose not to receive the vaccine at
this time, I understand I will need post-exposure treatment if I have direct contact with blood or
other potentially-infectious materials.

3. I understand that due to my occupational exposure to blood or other potentially-infectious materials,
I may be at risk of acquiring hepatitis B virus (HBV) infection.  I have been given the opportunity
to be vaccinated with hepatitis B vaccine at no charge to myself.

I have read and understand the above information and wish to receive the hepatitis B vaccine series (three 
doses). 

Signature: Date 

I decline hep B vaccination at this time.  I understand that by declining this vaccine, I continue to be at risk 
of acquiring hepatitis B, a serious disese.  If in the furutre I continue to have occupational exposure to 
blood or other potentially-infectious materials and I want to be vaccinated with hepatitis B vaccine, I can 
receive the vaccination series at no charge to me. 

I have read and understand the above information and do not wish to receive the hepatitis B vaccine series 
(three doses) at this time. 

Signature: Date 

PCC/slr; 
Hep B Imm Consent Waiver 

OROVILLE CITY ELEMENTARY SCHOOL DISTRICT 



DETERMINATION OF EMPLOYEES AT RISK 

CLASSIFICATION I 

In consultation with Schools Insurance Group, public health officials, and OSHA representatives, the 
District has determined that the following job classifications are the employees who, in the performance of 
their primary job duties, may be exposed to bloodborne pathogens and other potentially-infectious material, 
and considered at risk and therefore vaccine shall be made available: 

ALL of these EMPLOYEES HAVE OCCUPATIONAL EXPOSURE: 

Nurses Special Education Teachers Special Education Instructional Aides 
School Principals Assistant Principals School Secretaries 
Health Aides Custodians and All Substitutes in these groups 

CLASSIFICATION II 

The following job classifications could be at risk and therefore shall receive training on how to avoid 
exposure and have gloves, disinfectants, etc., readily available.  Vaccinations are not normally required. 

SOME of these EMPLOYEES HAVE OCCUPATIONAL EXPOSURE: 

Noon Duty Supervisors Clerks Computer Technicican 
Counselors Referees Food Service Workers 
Librarian/Library Media Aides Grounds Worker Coaches 
Instructional Aides Maintenance Psychologists 
Parent Coordinator Warehouse Worker Child Aides 
Teachers Technology Aides and All Substitutes in these job groups 

CLASSIFICATION III 

Jobs NOT routinely expected to be exposed to blood or OPIM include: 

District Administrators Supervisor of Maintenance & Operations 
Coordinator for Food Services District Administrative Secretaries and Technicians 
and All substitutes in these job groups 

No associated task or procedures involving blood or OPIM 

NOTE:  The District may assign specific employees to task/procedures (i.e. rendering first aid) that may 
create risk for occupational exposure.  These staff would then be re-classified under Job Classification I or 
II. To change or petition for classification:

Any employee not identified as having occupational exposure in the District’s exposure determination may 
petition to be included in the District’s employee inservice and hepatitis B vaccination program.  Any such 
petition should be submitted to the superintendent or designee who shall evaluate the request and notify the 
petitioners of his/her decision.  The superintendent or designee may deny a request when there is no 
reasonable anticipation of contact with infectious material. 

The superintendent or designee shall insure that whenever a new position description is prepared, it is 
reviewed and classified for exposure risk classification prior to being approved.  



OROVILLE CITY ELEMENTARY  HUMAN RESOURCES 

2795 Yard Street         (530) 532-3000 x3002

Oroville, CA 95966 

EMERGENCY CONTACT FORM 

Please complete and return this form for our records or if you would like to update your 

emergency contact information: 

Employee Name Date: 

Name of Spouse Spouse Day Phone # 

Name of Doctor or Medical Facility to contact in case of emergency: 

Name: Phone # 

In case of emergency, please notify (other than spouse): 

Name: Phone # 

Address Relation: 

City, State  
PCC:slc/emergencyform 







Name: 

School: 

Date: 

MANDATED TRAINING: 

Mandated Policies or Handouts: 

Safety 

Right to Know – Hazardous Materials 

Code of Safe Work Practices 

Employee Injury – Workers’ Compensation

Injury & Illness Prevention Program Plan
Additional Policies 

Employee Use of Technology 

Lactation 

Mandated Child Abuse Training: 

Policies & Video 

Mandated Sexual Harassment Training: 

Policies & Video 

Mandated Drug Free Schools Training: 

Policies & Video 

Mandated Blood Borne Pathogens Training: 

Exposure Control Plan, Policies & Video 

Employee’s Signature 

SH/slc; mandated training 

OROVILLE CITY ELEMENTARY SCHOOL DISTRICT 





Ethnicity Data Report Form 12/09 

OROVILLE CITY ELEMENTARY SCHOOL DISTRICT 
EMPLOYEE RACE AND ETHNICITY DATA COLLECTION FORM 

Name: ______________________________________________ 
(Please Print) 

Please complete information in each of the two boxes below: 

1. Please indicate your ethnicity.  (Must check one of the boxes below.)

□ Hispanic or Latino □ Not Hispanic or Latino

2. Please indicate your race.  (The selection in the box above is about ethnicity, not
race.  No matter what you selected in the box above, please continue to answer the
following by marking one or more boxes to indicate what you consider to be your
race.) 

□ American Indian or Alaskan Native

Asian
□ Chinese
□ Japanese
□ Korean
□ Vietnamese
□ Asian Indian
□ Laotian
□ Cambodian
□ Filipino
 Hmong
 Other Asian

Native Hawaiian or Other Pacific Islander
 Hawaiian
 Guamanian

 Samoan
 Tahitian
 Other Pacific Islander

 Black or African American

 White

 Gender: 

 Male

 Female



Ethnicity Data Report Form 12/09 

OROVILLE CITY ELEMENTARY SCHOOL DISTRICT  
EMPLOYEE RACE AND ETHNICITY DATA COLLECTION FORM 

DIRECTIONS 

As a result of the U.S. Department of Education’s decision in October 2007 to 
comply with Federal Office of Management and Budget race and ethnicity 
guidelines, school districts are required to collect race and ethnicity data using a 
two-part question. 

The two-part question separates ethnicity and race.  It includes two categories 
for ethnicity and five for race, and respondents are allowed to choose more than 
one race.  Hispanic/Latino is considered an ethnicity, not a race.  The individual 
data collection format of the two-part federal question is as follows, with the 
ethnicity asked first: 

Ethnicity (select one): 

 Hispanic or Latino
 Not Hispanic or Latino

Race (select one or more, regardless of ethnicity): 

 American Indian or Alaskan Native
 Asian
 Native Hawaiian or Other Pacific Islander
 Black or African American
 White

There are no categories for “Unknown” or “Decline to State”. 



 
    

     

   

   
  

   
 

     
    

 
    
    

  

            
  

 
  

   
 

_________________________________________________________________   
   

  

  

  
_____________________________________________________________________________________________  

 
_____________________________________________________________________________________________  

  

  

 

   

   

 

PREDESIGNATION OF PERSONAL PHYSICIAN  
In the event you sustain an injury or illness related to your employment, you may be treated for such injury or illness 
by your personal medical doctor (M.D.), doctor of osteopathic medicine (D.O.) or medical group if: 

• on the date of your work injury you have health care coverage for injuries or illnesses that are not work
related;

• the doctor is your regular physician, who shall be either a physician who has limited his or her practice of
medicine to general practice or who is a board-certified or board-eligible internist, pediatrician,
obstetrician-gynecologist, or family practitioner, and has previously directed your medical treatment, and
retains your medical records;

• your “personal physician” may be a medical group if it is a single corporation or partnership composed of
licensed doctors of medicine or osteopathy, which operates an integrated multispecialty medical group
providing comprehensive medical services predominantly for nonoccupational illnesses and injuries;

• prior to the injury your doctor agrees to treat you for work injuries or illnesses;
• prior to the injury you provided your employer the following in writing: (1) notice that you want your

personal doctor to treat you for a work-related injury or illness, and (2) your personal doctor's name and
business address.

You may use this form to notify your employer if you wish to have your personal medical doctor or a doctor of 
osteopathic medicine treat you for a work-related injury or illness and the above requirements are met. 

NOTICE OF PREDESIGNATION OF PERSONAL PHYSICIAN 
Employee: Complete this section. 

To: ____________________________ (name of employer) If I have a work-related injury or illness, I choose to be 
treated by: 

(name of doctor)(M.D., D.O., or medical group) 
_________________________________________________________________ (street address, city, state, ZIP) 

__________________________________________________ (telephone number) 

Employee Name (please print): 

Employee's Address: 

Name of Insurance Company, Plan, or Fund providing health coverage for nonoccupational injuries or illnesses: 

Employee's Signature ________________________________Date: __________ 

Physician: I agree to this Predesignation: 

Signature: _____________________________________________Date: __________ 
(Physician or Designated Employee of the Physician or Medical Group) 

The physician is not required to sign this form, however, if the physician or designated employee of the physician or 
medical group does not sign, other documentation of the physician's agreement to be predesignated will be required 
pursuant to Title 8, California Code of Regulations, section 9780.1(a)(3). 

Title 8, California Code of Regulations, section 9783. 

DWC FORM 9783 (7/2014) 

Oroville City Elementary S.D.





 

ELECTRONIC DIRECT DEPOSIT AUTHORIZATION 

ATTACH A VOIDED CHECK 

NEW REQUEST EFFECTIVE DATE 

NAME CHANGE 

ACCOUNT NUMBER CHANGE 

NET CHECK AUTHORIZATION 

I AUTHORIZE the Oroville Elementary School District and the financial institution listed 

below to deposit my NET pay automatically to the account indicated each payday and, if 

necessary, to adjust or reverse a deposit for any payroll entry made to my account in error. 

Checking Savings 

Transit routing number Account number 

Financial Institution 

Address of Financial Institution 

For checking accounts, please attach a bank print out or voided check to this form. 

For Savings accounts, please contact your financial institution and request the proper 

transit routing numbers and account number. 

Any missing or incorrect information will cause these transactions to be delayed. 

Employee Name Date 

Emp. ID # 

Employee Signature 

OROVILLE CITY ELEMENTARY SCHOOL DISTRICT 

2795 YARD STREET, OROVILLE, CA  95966-5113 

(5 30 ) 53 2- 3 00 0 •  www.o c e sd. org



Electronic Direct Deposit is available to all Employees 

If you want to sign up to have your paycheck deposited directly into your bank account, 

you will need to do the following: 

1. Attach a preprinted check or Form from your bank account to the completed form.

(Deposit slips are not acceptable).

2. Provide the completed form w/voided check to the payroll technician prior to the

15th of the month. (Incomplete or incorrect forms will be returned to you by U.S.

mail which will delay the process)

Once payroll has received your information the process will be: 

1. All pay issued to you will be direct deposited into that account, until you cancel this request

in writing.

****** IMPORTANT* ****** 

Once you have an active direct deposit set up, if you change banks for close your account, 

you need to notify payroll immediately @ 532-3000 ext. 3007. There is a form that must be 

completed in order to stop your direct deposit. 

Payroll has a very small window of opportunity within which payroll can stop a direct 

deposit that is being generated from a payroll. 

If the payroll department is notified too late in the payroll cycle to stop your direct deposit, 

it will TAKE A MINIMUM OF 10 DAYS BEFORE A REPLACEMENT CHECK CAN BE 

ISSUED TO YOU. 

Signature Date 

***Sign below if: 

*** I do not wish to have direct deposit.  My pay checks will arrive via the U.S. Mail. 

Signature Date 

OROVILLE CITY ELEMENTARY SCHOOL DISTRICT 



Form  W-4
Department of the Treasury  
Internal Revenue Service 

Employee’s Withholding Certificate
Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay. 

Give Form W-4 to your employer. 

Your withholding is subject to review by the IRS.

OMB No. 1545-0074

2023
Step 1: 

Enter 

Personal 

Information

(a) First name and middle initial Last name

Address 

City or town, state, and ZIP code

(b) Social security number

Does your name match the 
name on your social security 
card? If not, to ensure you get 
credit for your earnings, 
contact SSA at 800-772-1213 
or go to www.ssa.gov.

(c) Single or Married filing separately

Married filing jointly or Qualifying surviving spouse

Head of household (Check only if you’re unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

Complete Steps 2–4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can 
claim exemption from withholding, other details, and privacy.

Step 2: 

Multiple Jobs 

or Spouse 

Works

Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse 
also works. The correct amount of withholding depends on income earned from all of these jobs.

Do only one of the following.
(a) Reserved for future use.
(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; or

(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This
option is generally more accurate than (b) if pay at the lower paying job is more than half of the pay at the
higher paying job. Otherwise, (b) is more accurate . . . . . . . . . . . . . . . . . .

TIP: If you have self-employment income, see page 2.

Complete Steps 3–4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will 
be most accurate if you complete Steps 3–4(b) on the Form W-4 for the highest paying job.)

Step 3: 

Claim 

Dependent 

and Other 

Credits 

If your total income will be $200,000 or less ($400,000 or less if married filing jointly): 

Multiply the number of qualifying children under age 17 by $2,000 $

Multiply the number of other dependents by $500 . . . . . $

Add the amounts above for qualifying children and other dependents. You may add to 
this the amount of any other credits. Enter the total here . . . . . . . . . . 3 $

Step 4 

(optional): 

Other  

Adjustments

(a) Other income (not from jobs). If you want tax withheld for other income you
expect this year that won’t have withholding, enter the amount of other income here.
This may include interest, dividends, and retirement income . . . . . . . . 4(a) $

(b) Deductions. If you expect to claim deductions other than the standard deduction and
want to reduce your withholding, use the Deductions Worksheet on page 3 and enter
the result here . . . . . . . . . . . . . . . . . . . . . . . 4(b) $

(c) Extra withholding. Enter any additional tax you want withheld each pay period . . 4(c) $

Step 5: 

Sign 

Here

Under penalties of perjury, I declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.

Employee’s signature (This form is not valid unless you sign it.) Date 

Employers 

Only

Employer’s name and address First date of 
employment

Employer identification 
number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2023)

Oroville City Elementary School District
2795 Yard Street, Oroville, CA 95966

-
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General Instructions

Section references are to the Internal Revenue Code. 

Future Developments

For the latest information about developments related to 
Form W-4, such as legislation enacted after it was published, 
go to www.irs.gov/FormW4.

Purpose of Form

Complete Form W-4 so that your employer can withhold the 
correct federal income tax from your pay. If too little is 
withheld, you will generally owe tax when you file your tax 
return and may owe a penalty. If too much is withheld, you 
will generally be due a refund. Complete a new Form W-4 
when changes to your personal or financial situation would 
change the entries on the form. For more information on 
withholding and when you must furnish a new Form W-4, 
see Pub. 505, Tax Withholding and Estimated Tax. 

Exemption from withholding. You may claim exemption 
from withholding for 2023 if you meet both of the following 
conditions: you had no federal income tax liability in 2022 
and you expect to have no federal income tax liability in 
2023. You had no federal income tax liability in 2022 if (1) 
your total tax on line 24 on your 2022 Form 1040 or 1040-SR 
is zero (or less than the sum of lines 27, 28, and 29), or (2) 
you were not required to file a return because your income 
was below the filing threshold for your correct filing status. If 
you claim exemption, you will have no income tax withheld 
from your paycheck and may owe taxes and penalties when 
you file your 2023 tax return. To claim exemption from 
withholding, certify that you meet both of the conditions 
above by writing “Exempt” on Form W-4 in the space below 
Step 4(c). Then, complete Steps 1(a), 1(b), and 5. Do not 
complete any other steps. You will need to submit a new 
Form W-4 by February 15, 2024.

Your privacy. If you have concerns with Step 2(c), you may 
choose Step 2(b); if you have concerns with Step 4(a), you 
may enter an additional amount you want withheld per pay 
period in Step 4(c). 

Self-employment. Generally, you will owe both income and 
self-employment taxes on any self-employment income you 
receive separate from the wages you receive as an 
employee. If you want to pay income and self-employment 
taxes through withholding from your wages, you should 
enter the self-employment income on Step 4(a). Then 
compute your self-employment tax, divide that tax by the 
number of pay periods remaining in the year, and include 
that resulting amount per pay period on Step 4(c). You can 
also add half of the annual amount of self-employment tax to 
Step 4(b) as a deduction. To calculate self-employment tax, 
you generally multiply the self-employment income by 
14.13% (this rate is a quick way to figure your self-
employment tax and equals the sum of the 12.4% social 
security tax and the 2.9% Medicare tax multiplied by 
0.9235). See Pub. 505 for more information, especially if the 
sum of self-employment income multiplied by 0.9235 and 
wages exceeds $160,200 for a given individual.

Nonresident alien. If you’re a nonresident alien, see Notice 
1392, Supplemental Form W-4 Instructions for Nonresident 
Aliens, before completing this form.

Specific Instructions

Step 1(c). Check your anticipated filing status. This will 
determine the standard deduction and tax rates used to 
compute your withholding.

Step 2. Use this step if you (1) have more than one job at the 
same time, or (2) are married filing jointly and you and your 
spouse both work. 

If you (and your spouse) have a total of only two jobs, you 
may check the box in option (c). The box must also be 
checked on the Form W-4 for the other job. If the box is 
checked, the standard deduction and tax brackets will be 
cut in half for each job to calculate withholding. This option 
is roughly accurate for jobs with similar pay; otherwise, more 
tax than necessary may be withheld, and this extra amount 
will be larger the greater the difference in pay is between the 
two jobs.

!
CAUTION

Multiple jobs. Complete Steps 3 through 4(b) on only 
one Form W-4. Withholding will be most accurate if 
you do this on the Form W-4 for the highest paying job.

Step 3. This step provides instructions for determining the 
amount of the child tax credit and the credit for other 
dependents that you may be able to claim when you file your 
tax return. To qualify for the child tax credit, the child must 
be under age 17 as of December 31, must be your 
dependent who generally lives with you for more than half 
the year, and must have the required social security number. 
You may be able to claim a credit for other dependents for 
whom a child tax credit can’t be claimed, such as an older 
child or a qualifying relative. For additional eligibility 
requirements for these credits, see Pub. 501, Dependents, 
Standard Deduction, and Filing Information. You can also 
include other tax credits for which you are eligible in this 
step, such as the foreign tax credit and the education tax 
credits. To do so, add an estimate of the amount for the year 
to your credits for dependents and enter the total amount in 
Step 3. Including these credits will increase your paycheck 
and reduce the amount of any refund you may receive when 
you file your tax return. 

Step 4 (optional).

Step 4(a). Enter in this step the total of your other 
estimated income for the year, if any. You shouldn’t include 
income from any jobs or self-employment. If you complete 
Step 4(a), you likely won’t have to make estimated tax 
payments for that income. If you prefer to pay estimated tax 
rather than having tax on other income withheld from your 
paycheck, see Form 1040-ES, Estimated Tax for Individuals.

Step 4(b). Enter in this step the amount from the 
Deductions Worksheet, line 5, if you expect to claim 
deductions other than the basic standard deduction on your 
2023 tax return and want to reduce your withholding to 
account for these deductions. This includes both itemized 
deductions and other deductions such as for student loan 
interest and IRAs.

Step 4(c). Enter in this step any additional tax you want 
withheld from your pay each pay period, including any 
amounts from the Multiple Jobs Worksheet, line 4. Entering 
an amount here will reduce your paycheck and will either 
increase your refund or reduce any amount of tax that you 
owe.



Form W-4 (2023) Page 3

Step 2(b)—Multiple Jobs Worksheet  (Keep for your records.)

If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only 

ONE Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest 
paying job. To be accurate, submit a new Form W-4 for all other jobs if you have not updated your withholding since 2019.

Note: If more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional 
tables.

1 

 

 

Two jobs. If you have two jobs or you’re married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 4. Using the “Higher Paying Job” row and the
“Lower Paying Job” column, find the value at the intersection of the two household salaries and enter 
that value on line 1. Then, skip to line 3 . . . . . . . . . . . . . . . . . . . . . 1 $

2 Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and 
2c below. Otherwise, skip to line 3.

a 

 

 

Find the amount from the appropriate table on page 4 using the annual wages from the highest 
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries 
and enter that value on line 2a . . . . . . . . . . . . . . . . . . . . . . . 2a $

b 

 

 

Add the annual wages of the two highest paying jobs from line 2a together and use the total as the 
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower 
Paying Job” column to find the amount from the appropriate table on page 4 and enter this amount 
on line 2b . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2b $

c Add the amounts from lines 2a and 2b and enter the result on line 2c . . . . . . . . . . 2c $

3 Enter the number of pay periods per year for the highest paying job. For example, if that job pays
weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc. . . . . . 3

4 

 

Divide the annual amount on line 1 or line 2c by the number of pay periods on line 3. Enter this
amount here and in Step 4(c) of Form W-4 for the highest paying job (along with any other additional
amount you want withheld) . . . . . . . . . . . . . . . . . . . . . . . . . 4 $

Step 4(b)—Deductions Worksheet  (Keep for your records.)

1 

 

Enter an estimate of your 2023 itemized deductions (from Schedule A (Form 1040)). Such deductions
may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to 
$10,000), and medical expenses in excess of 7.5% of your income . . . . . . . . . . . . 1 $

2 Enter: { • $27,700 if you’re married filing jointly or a qualifying surviving spouse
• $20,800 if you’re head of household
• $13,850 if you’re single or married filing separately

} . . . . . 2 $

3 If line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater 
than line 1, enter “-0-” . . . . . . . . . . . . . . . . . . . . . . . . . . 3 $

4 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other 
adjustments (from Part II of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4 $

5 Add lines 3 and 4. Enter the result here and in Step 4(b) of Form W-4 . . . . . . . . . . . 5 $

Privacy Act and Paperwork Reduction Act Notice. We ask for the information 
on this form to carry out the Internal Revenue laws of the United States. Internal 
Revenue Code sections 3402(f)(2) and 6109 and their regulations require you to 
provide this information; your employer uses it to determine your federal income 
tax withholding. Failure to provide a properly completed form will result in your 
being treated as a single person with no other entries on the form; providing 
fraudulent information may subject you to penalties. Routine uses of this 
information include giving it to the Department of Justice for civil and criminal 
litigation; to cities, states, the District of Columbia, and U.S. commonwealths and 
territories for use in administering their tax laws; and to the Department of Health 
and Human Services for use in the National Directory of New Hires. We may also 
disclose this information to other countries under a tax treaty, to federal and state 
agencies to enforce federal nontax criminal laws, or to federal law enforcement 
and intelligence agencies to combat terrorism.

You are not required to provide the information requested on a form that is 
subject to the Paperwork Reduction Act unless the form displays a valid OMB 
control number. Books or records relating to a form or its instructions must be 
retained as long as their contents may become material in the administration of 
any Internal Revenue law. Generally, tax returns and return information are 
confidential, as required by Code section 6103. 

The average time and expenses required to complete and file this form will vary 
depending on individual circumstances. For estimated averages, see the 
instructions for your income tax return.

If you have suggestions for making this form simpler, we would be happy to hear 
from you. See the instructions for your income tax return.
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Married Filing Jointly or Qualifying Surviving Spouse

Higher Paying Job 

Annual Taxable 

Wage & Salary

Lower Paying Job Annual Taxable Wage & Salary

$0 - 
9,999

$10,000 - 
19,999

$20,000 - 
29,999

$30,000 - 
39,999

$40,000 - 
49,999

$50,000 - 
59,999

$60,000 - 
69,999

$70,000 - 
79,999

$80,000 - 
89,999

$90,000 - 
99,999

$100,000 - 
109,999

$110,000 - 
120,000

$0 -     9,999 $0 $0 $850 $850 $1,000 $1,020 $1,020 $1,020 $1,020 $1,020 $1,020 $1,870

$10,000 -   19,999 0 930 1,850 2,000 2,200 2,220 2,220 2,220 2,220 2,220 3,200 4,070

$20,000 -   29,999 850 1,850 2,920 3,120 3,320 3,340 3,340 3,340 3,340 4,320 5,320 6,190

$30,000 -   39,999 850 2,000 3,120 3,320 3,520 3,540 3,540 3,540 4,520 5,520 6,520 7,390

$40,000 -   49,999 1,000 2,200 3,320 3,520 3,720 3,740 3,740 4,720 5,720 6,720 7,720 8,590

$50,000 -   59,999 1,020 2,220 3,340 3,540 3,740 3,760 4,750 5,750 6,750 7,750 8,750 9,610

$60,000 -   69,999 1,020 2,220 3,340 3,540 3,740 4,750 5,750 6,750 7,750 8,750 9,750 10,610

$70,000 -   79,999 1,020 2,220 3,340 3,540 4,720 5,750 6,750 7,750 8,750 9,750 10,750 11,610

$80,000 -   99,999 1,020 2,220 4,170 5,370 6,570 7,600 8,600 9,600 10,600 11,600 12,600 13,460

$100,000 - 149,999 1,870 4,070 6,190 7,390 8,590 9,610 10,610 11,660 12,860 14,060 15,260 16,330

$150,000 - 239,999 2,040 4,440 6,760 8,160 9,560 10,780 11,980 13,180 14,380 15,580 16,780 17,850

$240,000 - 259,999 2,040 4,440 6,760 8,160 9,560 10,780 11,980 13,180 14,380 15,580 16,780 17,850

$260,000 - 279,999 2,040 4,440 6,760 8,160 9,560 10,780 11,980 13,180 14,380 15,580 16,780 18,140

$280,000 - 299,999 2,040 4,440 6,760 8,160 9,560 10,780 11,980 13,180 14,380 15,870 17,870 19,740

$300,000 - 319,999 2,040 4,440 6,760 8,160 9,560 10,780 11,980 13,470 15,470 17,470 19,470 21,340

$320,000 - 364,999 2,040 4,440 6,760 8,550 10,750 12,770 14,770 16,770 18,770 20,770 22,770 24,640

$365,000 - 524,999 2,970 6,470 9,890 12,390 14,890 17,220 19,520 21,820 24,120 26,420 28,720 30,880

$525,000 and over 3,140 6,840 10,460 13,160 15,860 18,390 20,890 23,390 25,890 28,390 30,890 33,250

Single or Married Filing Separately

Higher Paying Job 

Annual Taxable 

Wage & Salary

Lower Paying Job Annual Taxable Wage & Salary

     $0 - 
9,999

$10,000 - 
19,999

$20,000 - 
29,999

$30,000 - 
39,999

$40,000 - 
49,999

$50,000 - 
59,999

$60,000 - 
69,999

$70,000 - 
79,999

$80,000 - 
89,999

$90,000 - 
99,999

$100,000 - 
109,999

$110,000 - 
120,000

$0 -     9,999 $310 $890 $1,020 $1,020 $1,020 $1,860 $1,870 $1,870 $1,870 $1,870 $2,030 $2,040

$10,000 -   19,999 890 1,630 1,750 1,750 2,600 3,600 3,600 3,600 3,600 3,760 3,960 3,970

$20,000 -   29,999 1,020 1,750 1,880 2,720 3,720 4,720 4,730 4,730 4,890 5,090 5,290 5,300

$30,000 -   39,999 1,020 1,750 2,720 3,720 4,720 5,720 5,730 5,890 6,090 6,290 6,490 6,500

$40,000 -   59,999 1,710 3,450 4,570 5,570 6,570 7,700 7,910 8,110 8,310 8,510 8,710 8,720

$60,000 -   79,999 1,870 3,600 4,730 5,860 7,060 8,260 8,460 8,660 8,860 9,060 9,260 9,280

$80,000 -   99,999 1,870 3,730 5,060 6,260 7,460 8,660 8,860 9,060 9,260 9,460 10,430 11,240

$100,000 - 124,999 2,040 3,970 5,300 6,500 7,700 8,900 9,110 9,610 10,610 11,610 12,610 13,430

$125,000 - 149,999 2,040 3,970 5,300 6,500 7,700 9,610 10,610 11,610 12,610 13,610 14,900 16,020

$150,000 - 174,999 2,040 3,970 5,610 7,610 9,610 11,610 12,610 13,750 15,050 16,350 17,650 18,770

$175,000 - 199,999 2,720 5,450 7,580 9,580 11,580 13,870 15,180 16,480 17,780 19,080 20,380 21,490

$200,000 - 249,999 2,900 5,930 8,360 10,660 12,960 15,260 16,570 17,870 19,170 20,470 21,770 22,880

$250,000 - 399,999 2,970 6,010 8,440 10,740 13,040 15,340 16,640 17,940 19,240 20,540 21,840 22,960

$400,000 - 449,999 2,970 6,010 8,440 10,740 13,040 15,340 16,640 17,940 19,240 20,540 21,840 22,960

$450,000 and over 3,140 6,380 9,010 11,510 14,010 16,510 18,010 19,510 21,010 22,510 24,010 25,330

Head of Household

Higher Paying Job 

Annual Taxable 

Wage & Salary

Lower Paying Job Annual Taxable Wage & Salary

$0 - 
9,999

$10,000 - 
19,999

$20,000 - 
29,999

$30,000 - 
39,999

$40,000 - 
49,999

$50,000 - 
59,999

$60,000 - 
69,999

$70,000 - 
79,999

$80,000 - 
89,999

$90,000 - 
99,999

$100,000 - 
109,999

$110,000 - 
120,000

$0 -     9,999 $0 $620 $860 $1,020 $1,020 $1,020 $1,020 $1,650 $1,870 $1,870 $1,890 $2,040

$10,000 -   19,999 620 1,630 2,060 2,220 2,220 2,220 2,850 3,850 4,070 4,090 4,290 4,440

$20,000 -   29,999 860 2,060 2,490 2,650 2,650 3,280 4,280 5,280 5,520 5,720 5,920 6,070

$30,000 -   39,999 1,020 2,220 2,650 2,810 3,440 4,440 5,440 6,460 6,880 7,080 7,280 7,430

$40,000 -   59,999 1,020 2,220 3,130 4,290 5,290 6,290 7,480 8,680 9,100 9,300 9,500 9,650

$60,000 -   79,999 1,500 3,700 5,130 6,290 7,480 8,680 9,880 11,080 11,500 11,700 11,900 12,050

$80,000 -   99,999 1,870 4,070 5,690 7,050 8,250 9,450 10,650 11,850 12,260 12,460 12,870 13,820

$100,000 - 124,999 2,040 4,440 6,070 7,430 8,630 9,830 11,030 12,230 13,190 14,190 15,190 16,150

$125,000 - 149,999 2,040 4,440 6,070 7,430 8,630 9,980 11,980 13,980 15,190 16,190 17,270 18,530

$150,000 - 174,999 2,040 4,440 6,070 7,980 9,980 11,980 13,980 15,980 17,420 18,720 20,020 21,280

$175,000 - 199,999 2,190 5,390 7,820 9,980 11,980 14,060 16,360 18,660 20,170 21,470 22,770 24,030

$200,000 - 249,999 2,720 6,190 8,920 11,380 13,680 15,980 18,280 20,580 22,090 23,390 24,690 25,950

$250,000 - 449,999 2,970 6,470 9,200 11,660 13,960 16,260 18,560 20,860 22,380 23,680 24,980 26,230

$450,000 and over 3,140 6,840 9,770 12,430 14,930 17,430 19,930 22,430 24,150 25,650 27,150 28,600
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Purpose: This certificate, DE 4, is for California Personal Income 
Tax (PIT) withholding purposes only. The DE 4 is used to 
compute the amount of taxes to be withheld from your wages, 
by your employer, to accurately reflect your state tax withholding 
obligation.

Beginning January 1, 2020, Employee’s Withholding Allowance 
Certificate (Form W-4) from the Internal Revenue Service (IRS) will 
be used for federal income tax withholding only. You must file the 
state form Employee’s Withholding Allowance Certificate (DE 4) to 
determine the appropriate California PIT withholding. 

If you do not provide your employer with a withholding certificate, 
the employer must use Single with Zero withholding allowance.

Check Your Withholding: After your DE 4 takes effect, compare the 
state income tax withheld with your estimated total annual tax. For 
state withholding, use the worksheets on this form.

Exemption From Withholding: If you wish to claim exempt, 
complete the federal Form W-4 and the state DE 4. You may claim 
exempt from withholding California income tax if you meet both of 
the following conditions for exemption:

1. You did not owe any federal/state income tax last year, and

2. You do not expect to owe any federal/state income tax this
year. The exemption is good for one year.

If you continue to qualify for the exempt filing status, a new DE 4 
designating exempt must be submitted by February 15 each year 
to continue your exemption. If you are not having federal/state 
income tax withheld this year but expect to have a tax liability 
next year, you are required to give your employer a new DE 4 by 
December 1.

Member Service Civil Relief Act: Under this act, as provided by the 
Military Spouses Residency Relief Act and the Veterans Benefits and 
Transition Act of 2018, you may be exempt from California income 
tax withholding on your wages if

(i) Your spouse is a member of the armed forces present in
California in compliance with military orders;

(ii) You are present in California solely to be with your spouse;
and

(iii) You maintain your domicile in another state.

If you claim exemption under this act, check the box on Line 4. 
You may be required to provide proof of exemption upon request.

Employer’s Section: Employer’s Name and Address California Employer Payroll Tax Account Number

1. Use Worksheet A for Regular Withholding allowances. Use other worksheets on the following pages as applicable.
1a. Number of Regular Withholding Allowances (Worksheet A)
1b. Number of allowances from the Estimated Deductions (Worksheet B, if applicable.) 
1c. Total Number of Allowances you are claiming 

2. Additional amount, if any, you want withheld each pay period (if employer agrees), (Worksheet C)
OR

Exemption from Withholding
3. I claim exemption from withholding for 2022, and I certify I meet both of the conditions for exemption. (Check box here) 

OR
4. I certify under penalty of perjury that I am not subject to California withholding. I meet the conditions set

forth under the Service Member Civil Relief Act, as amended by the Military Spouses Residency Relief Act
and the Veterans Benefits and Transition Act of 2018. (Check box here) 

Under the penalties of perjury, I certify that the number of withholding allowances claimed on this certificate does not exceed the number 
to which I am entitled or, if claiming exemption from withholding, that I am entitled to claim the exempt status.

Employee’s Signature  Date 

Enter Personal Information

First, Middle, Last Name Social Security Number

Address

City, State, and ZIP Code

Filing Status

Single or Married (with two or more incomes)
Married (one income)
Head of Household

Employee’s Withholding Allowance Certificate

Complete this form so that your employer can withhold the correct California state income tax from your paycheck.

Oroville City Elementary School District
2795 Yard Street, Oroville CA  95966
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Notification: The burden of proof rests with the 
employee to show the correct California income 
tax withholding. Pursuant to section 4340-1(e) of 
Title 22, California Code of Regulations (CCR) (govt.westlaw.
com/calregs/Search/Index), the FTB or the EDD may, by 
special direction in writing, require an employer to submit 
a Form W-4 or DE 4 when such forms are necessary for the 
administration of the withholding tax programs. 

Penalty: You may be fined $500 if you file, with no 
reasonable basis, a DE 4 that results in less tax being withheld 
than is properly allowable. In addition, criminal penalties 
apply for willfully supplying false or fraudulent information 
or failing to supply information requiring an increase in 
withholding. This is provided by section 13101 of the 
California Unemployment Insurance Code (leginfo.legislature.
ca.gov/faces/codes.xhtml) and section 19176 of the  
Revenue and Taxation Code (leginfo.legislature.ca.gov/faces/
codes).xhtml).

The California Employer’s Guide (DE 44) (edd.ca.gov/pdf_pub_ctr/de44.pdf) provides the income tax withholding tables. 
This publication may be found by visiting Payroll Taxes - Forms and Publications (edd.ca.gov/Payroll_Taxes/Forms_and_
Publications.htm). To assist you in calculating your tax liability, please visit the Franchise Tax Board (FTB) (ftb.ca.gov).

If you need information on your last California Resident Income Tax Return (FTB Form 540), visit the FTB (ftb.ca.gov).

http://govt.westlaw.com/calregs/Search/Index
http://leginfo.legislature.ca.gov/faces/codes.xhtml
http://leginfo.legislature.ca.gov/faces/codes.xhtml
https://edd.ca.gov/pdf_pub_ctr/de44.pdf
https://edd.ca.gov/Payroll_Taxes/Forms_and_Publications.htm
https://ftb.ca.gov
https://ftb.ca.gov
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Worksheet A Regular Withholding Allowances

(A) Allowance for yourself — enter 1 (A)  

(B) Allowance for your spouse (if not separately claimed by your spouse) — enter 1 (B)  

(C) Allowance for blindness — yourself — enter 1 (C)  

(D) Allowance for blindness — your spouse (if not separately claimed by your spouse) — enter 1 (D)  

(E) Allowance(s) for dependent(s) — do not include yourself or your spouse (E)  

(F) Total — add lines (A) through (E) above and enter on line 1a of the DE 4 (F)  

Instructions — 2 — (Optional) Additional Withholding Allowances

If you expect to itemize deductions on your California income tax return, you can claim additional withholding allowances. Use Worksheet B to determine 
whether your expected estimated deductions may entitle you to claim one or more additional withholding allowances. Use last year’s FTB Form 540 as a 
model to calculate this year’s withholding amounts.

Do not include deferred compensation, qualified pension payments, or flexible benefits, etc., that are deducted from your gross pay but are not taxed on this 
worksheet.

You may reduce the amount of tax withheld from your wages by claiming one additional withholding allowance for each $1,000, or fraction of $1,000, by 
which you expect your estimated deductions for the year to exceed your allowable standard deduction.

Worksheet B  Estimated Deductions
Use this worksheet only if you plan to itemize deductions, claim certain adjustments to income, or have a large amount of nonwage income not subject to 
withholding.

1. Enter an estimate of your itemized deductions for California taxes for this tax year as listed in the schedules in the FTB Form 540 1.

2. Enter $9,606 if married filing joint with two or more allowances, unmarried head of household, or qualifying widow(er)

with dependent(s) or $4,803 if single or married filing separately, dual income married, or married with multiple employers – 2.

3. Subtract line 2 from line 1, enter difference =   3.  

4. Enter an estimate of your adjustments to income (alimony payments, IRA deposits) + 4.

5. Add line 4 to line 3, enter sum =   5.  

6. Enter an estimate of your nonwage income (dividends, interest income, alimony receipts) – 6.

7. If line 5 is greater than line 6 (if less, see below [go to line 9]);

Subtract line 6 from line 5, enter difference =   7.  

8. Divide the amount on line 7 by $1,000, round any fraction to the nearest whole number 8.  

enter this number on line 1b of the DE 4. Complete Worksheet C, if needed, otherwise stop here.

9. If line 6 is greater than line 5;

Enter amount from line 6 (nonwage income) 9.  

10. Enter amount from line 5 (deductions) 10.  

11. Subtract line 10 from line 9, enter difference. Then, complete Worksheet C. 11.  

*Wages paid to registered domestic partners will be treated the same for state income tax purposes as wages paid to spouses for California PIT withholding
and PIT wages. This law does not impact federal income tax law. A registered domestic partner means an individual partner in a domestic partner
relationship within the meaning of section 297 of the Family Code. For more information, please call our Taxpayer Assistance Center at 1-888-745-3886.

Instructions — 1 — Allowances*

When determining your withholding allowances, you must consider your 
personal situation:

 — Do you claim allowances for dependents or blindness?
 — Will you itemize your deductions?
 — Do you have more than one income coming into the household?

Two-Earners/Multiple Incomes: When earnings are derived from more than 
one source, under-withholding may occur. If you have a working spouse or 
more than one job, it is best to check the box “SINGLE or MARRIED (with 
two or more incomes).” Figure the total number of allowances you are 
entitled to claim on all jobs using only one DE 4 form. Claim allowances 
with one employer.

Do not claim the same allowances with more than one employer. Your 
withholding will usually be most accurate when all allowances are claimed 
on the DE 4 filed for the highest paying job and zero allowances are 
claimed for the others.

Married But Not Living With Your Spouse: You may check the “Head of 
Household” marital status box if you meet all of the following tests:
(1) Your spouse will not live with you at any time during the year;
(2) You will furnish over half of the cost of maintaining a home for the

entire year for yourself and your child or stepchild who qualifies as
your dependent; and

(3) You will file a separate return for the year.

Head of Household: To qualify, you must be unmarried or legally separated 
from your spouse and pay more than 50% of the costs of maintaining 
a home for the entire year for yourself and your dependent(s) or other 
qualifying individuals. Cost of maintaining the home includes such items as 
rent, property insurance, property taxes, mortgage interest, repairs, utilities, 
and cost of food. It does not include the individual’s personal expenses or 
any amount which represents value of services performed by a member of 
the household of the taxpayer.

Worksheets
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The DE 4 information is collected for purposes of administering the PIT law and under the authority of Title 22, CCR, section 4340-1, and the California 
Revenue and Taxation Code, including section 18624. The Information Practices Act of 1977 requires that individuals be notified of how information they 
provide may be used. Further information is contained in the instructions that came with your last California resident income tax return.

If you need information on your last California Resident Income Tax 

Return, FTB Form 540, visit (FTB) (ftb.ca.gov).

Unmarried Head of Household

IF THE TAXABLE INCOME IS COMPUTED TAX IS

OVER BUT NOT 
OVER

OF AMOUNT OVER... PLUS

$0 $18,663 1.100% $0 $0.00
$18,663 $44,217 2.200% $18,663 $205.29
$44,217 $56,999 4.400% $44,217 $767.48
$56,999 $70,542 6.600% $56,999 $1,329.89
$70,542 $83,324 8.800% $70,542 $2,223.73
$83,324 $425,251 10.230% $83,324 $3,348.55

$425,251 $510,303 11.330% $425,251 $38,327.68
$510,303 $850,503 12.430% $510,303 $47,964.07
$850,503 $1,000,000 13.530% $850,503 $90,250.93

$1,000,000  and over 14.630% $1,000,000 $110,477.87

Married Persons

IF THE TAXABLE INCOME IS COMPUTED TAX IS

OVER BUT NOT 
OVER

OF AMOUNT OVER... PLUS

$0 $18,650 1.100% $0 $0.00
$18,650 $44,214 2.200% $18,650 $205.15
$44,214 $69,784 4.400% $44,214 $767.56
$69,784 $96,870 6.600% $69,784 $1,892.64
$96,870 $122,428 8.800% $96,870 $3,680.32

$122,428 $625,372 10.230% $122,428 $5,929.42
$625,372 $750,442 11.330% $625,372 $57,380.59
$750,442 $1,000,000 12.430% $750,442 $71,551.02

$1,000,000 $1,250,738 13.530% $1,000,000 $102,571.08
$1,250,738 and over 14.630% $1,250,738 $136,495.93

Single Persons, Dual Income  
Married With Multiple Employers

IF THE TAXABLE INCOME IS COMPUTED TAX IS

OVER BUT NOT 
OVER

OF AMOUNT OVER... PLUS

$0 $9,325 1.100% $0 $0.00
$9,325 $22,107 2.200% $9,325 $102.58

$22,107 $34,892 4.400% $22,107 $383.78
$34,892 $48,435 6.600% $34,892 $946.32
$48,435 $61,214 8.800% $48,435 $1,840.16
$61,214 $312,686 10.230% $61,214 $2,964.71

$312,686 $375,221 11.330% $312,686 $28,690.30
$375,221 $625,369 12.430% $375,221 $35,775.52
$625,369 $1,000,000 13.530% $625,369 $66,868.92

$1,000,000 and over 14.630% $1,000,000 $117,556.49

Worksheet C Additional Tax Withholding and Estimated Tax

1. Enter estimate of total wages for tax year 2022. 1.  

2. Enter estimate of nonwage income (line 6 of Worksheet B). 2.  

3. Add line 1 and line 2. Enter sum. 3.  

4. Enter itemized deductions or standard deduction (line 1 or 2 of Worksheet B, whichever is largest). 4.  

5. Enter adjustments to income (line 4 of Worksheet B). 5.  

6. Add line 4 and line 5. Enter sum. 6.  

7. Subtract line 6 from line 3. Enter difference. 7.  

8. Figure your tax liability for the amount on line 7 by using the 2022 tax rate schedules below. 8.  

9. Enter personal exemptions (line F of Worksheet A x $141.90). 9.  

10. Subtract line 9 from line 8. Enter difference. 10.  

11. Enter any tax credits. (See FTB Form 540). 11.  

12. Subtract line 11 from line 10. Enter difference. This is your total tax liability. 12.  

13. Calculate the tax withheld and estimated to be withheld during 2022. Contact your employer to request
the amount that will be withheld on your wages based on the marital status and number of withholding
allowances you will claim for 2022. Multiply the estimated amount to be withheld by the number of pay
periods left in the year. Add the total to the amount already withheld for 2022. 13.  

14. Subtract line 13 from line 12. Enter difference. If this is less than zero, you do not need to have additional
taxes withheld. 14.  

15. Divide line 14 by the number of pay periods remaining in the year. Enter this figure on line 2 of the DE 4. 15.  

Note: Your employer is not required to withhold the additional amount requested on line 2 of your DE 4. If your employer does not agree to withhold the 
additional amount, you may increase your withholdings as much as possible by using the “single” status with “zero” allowances. If the amount withheld still 
results in an underpayment of state income taxes, you may need to file quarterly estimates on Form 540-ES with the FTB to avoid a penalty.

These Tables Are for Calculating Worksheet C and for 2022 Only

https://ftb.ca.gov
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The following instructions are to assist you and your 
employer in completing the Retirement System Election 
form (ES 0372). Please read the instructions and 
information for retirement system coverage before 
completing the form. Please type or print legibly in dark 
ink. 

INFORMATION 
A member of the CalSTRS Defined Benefit Program who 
becomes employed by a school district, a community 
college district, a county superintendent of schools, 
limited state departments, or the California Community 
Colleges Board of Governors to perform service that 
requires membership in a different public retirement 
system, may elect to receive credit under the CalSTRS 
Defined Benefit Program for such service by completing 
a Retirement System Election form (ES 0372) within 60 
days after the hire date requiring membership in the 
other system, and CalSTRS must receive the completed 
form within 60 days of the signature date. If the 
CalSTRS member does not elect to continue as a 
member of CalSTRS, all service subject to coverage by 
the other public retirement system will be reported to that 
retirement system. (Education Code sections 22508, 
22508.5 and 22509) 

A member of CalPERS who was employed by a school 
employer, Board of Governors of the California 
Community Colleges, or State Department of Education 
within 120 days before the member’s date of hire, or who 
has at least five years of CalPERS credited service, and 
who accepts employment to perform creditable service 
that requires membership by the CalSTRS Defined 
Benefit Program, may elect to receive credit under 
CalPERS for such service by submitting a Retirement 
System Election form (ES 0372) to CalPERS, within 60 
days after the hire date of employment requiring 
membership in CalSTRS. If the CalPERS member does 
not elect to continue as a member of CalPERS, all 
CalSTRS creditable service will be reported to CalSTRS. 
(Government Code section 20309).  

Education Code section 22509 requires that within 10 
working days of hire, an employer must provide all 
employees who have the right to make this election with 
the information regarding their election rights and must 
make available written information about the retirement 
systems to assist the employee in making an election. 

SECTION 1: MEMBER INFORMATION AND ELECTION 
Section 1 must be completed by the employee with 
assistance from the employer. Please complete all 
entries in Section 1.  

EMPLOYEE NAME and SOCIAL SECURITY NUMBER 
– Enter employee’s full name, and full Social Security
Number.

RETIREMENT SYSTEM COVERAGE: 
If you are a member of CalSTRS and have accepted 
employment to perform service that requires 
membership in a different public retirement system, mark 
the box next to the coverage you elect. 

If you are a member of CalPERS and have accepted 
employment to perform service that requires 
membership in CalSTRS, mark the box next to the 
coverage you elect. 

EMPLOYEE SIGNATURE – Sign and date the form. By 
signing this document, you certify that you have received 
information from your employer regarding your right to 
the Retirement System Election. You also certify that 
you understand this election is irrevocable, and that it is 
a crime to fail to disclose a material fact or to make any 
knowingly false material statements for the purpose of 
altering a benefit administered by CalSTRS which may 
result in up to one year in jail and a fine of up to $5,000. 
(Education Code section 22010) 

Submit the signed and dated Retirement System 
Election form (ES 0372) to your employer. Retain a copy 
for your records. 

For general membership information, contact CalSTRS 
by calling 800-228-5453, or write to CalSTRS at P.O. 
Box 15275, MS 17, Sacramento, CA 95851-0275. 

SECTION 2: EMPLOYER CERTIFICATION 
Section 2 must be completed by the employer and the 
County Office of Education. Please complete the 
employer certification only after the employee has 
completed Section 1. Employees must qualify for 
membership before they can retirement system elect. 

EMPLOYER: 

POSITION HIRE DATE – Enter the date the employee 
was hired in the position. 

POSITION EFFECTIVE DATE – Enter the first date that 
service was/will be performed by the employee in the 
new position. 

POSITION TITLE – Enter employee’s new position title 
and check the box next to the applicable position type. 

CO/DIST CODE/STATE DEPARTMENT – Enter the 
appropriate county and district codes. Example: Kern 
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County, Edison Elementary would be 15-012, and CA 
Department of Education would be 59-174. 

EMPLOYER CERTIFICATION – Print school or state 
official’s name, title and phone number, and sign and 
date the form. 

Submit the completed form to the County Office of 
Education. 

If you represent a state department, submit the form 
directly to CalSTRS and retain a copy of the employee's 
signed election form. 

COUNTY OFFICE OF EDUCATION: 
Print the County official’s name, title and phone number, 
and sign and date the form. 

Retain a copy for your and the employee’s files. 

SUBMIT 
The Retirement System Election form (ES 0372) must 
be submitted to the retirement system elected by the 
employee. For additional requirements, please see the 
Information section. 

Secure 
Employer 
Website: 

Send the completed form to the ES 
Forms Queue found in the Business 
Areas dropdown of the Recipient via 
SEW. 

Email to: Submit this form via email to the 
esforms@calstrs.com mailbox unless 
otherwise instructed by your CalSTRS 
representative. If sending forms to the 
esforms@calstrs.com mailbox, please 
remove all Social Security numbers and 
only provide the Client ID where 
applicable. 

Mail to: CalSTRS 
P.O. Box 15275, MS 17 
Sacramento, CA 95851-0275 
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Please read the attached information and instructions before completing this form. Please type or 
print legibly in dark ink. 
SECTION 1:  Member Information and Election (to be completed by employee) 

NAME (LAST, FIRST, MIDDLE INITIAL) SOCIAL SECURITY NUMBER 

A member of CalSTRS who becomes 
employed in a new position by the same or a 
different school district, a community college 
district, a county superintendent of schools, 
limited state employment or the Board of 
Governors of the California Community 
Colleges, as defined in Education Code 
sections 22508 and 22508.5, to perform 
service that requires membership in a different 
public retirement system will have that service 
credited with that other public retirement 
system unless the member files a written 
election (within 60 days after the date of hire) 
to have that service covered by CalSTRS, 
pursuant to Education Code section 22508(a) 
or 22508.5(a). 

I am a member of CalSTRS who has 
accepted employment to perform service that 
requires membership in a different public 
retirement system and am eligible to elect to 
continue retirement system coverage under 
CalSTRS. 

I elect coverage in: (please choose one) 
  CA State Teachers’ Retirement System 

(CalSTRS) 
  CA Public Employee’s Retirement System 

(CalPERS) * 
  A Different Public Retirement System 

identified here:  
___________________________________ 

OR 

A member of CalPERS who was employed by 
a school employer, Board of Governors of the 
California Community Colleges or State 
Department of Education within 120 days 
before the member’s date of hire, or who has 
at least five years of CalPERS credited service, 
as defined in Government Code section 20309, 
and who is subsequently employed to perform 
creditable service that requires membership in 
the Defined Benefit Program of CalSTRS, will 
have that service credited with CalSTRS 
unless the member files a written election 
(within 60 days after the date of hire) to have 
the service credited with CalPERS, pursuant to 
Government Code section 20309.  

I am a member of CalPERS who has 
accepted employment to perform service that 
requires membership in the CalSTRS Defined 
Benefit Program and am eligible to elect to 
continue coverage under CalPERS. 

I elect coverage in: (please choose one) 
  CA State Teachers’ Retirement System 

(CalSTRS) 
  CA Public Employee’s Retirement System 

(CalPERS) * 
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With my signature below, I certify that I have received information from my employer regarding my 
eligibility to elect membership for this position as described on this form. I fully understand that this 
election is irrevocable. I understand it is a crime to fail to disclose a material fact or to make any 
knowingly false material statements for the purpose of altering or receiving a benefit administered by 
CalSTRS and it may result in up to one year in jail and/or a fine of up to $5,000 pursuant to Education 
Code section 22010. 
EMPLOYEE SIGNATURE DATE 

SECTION 2:  Employer Certification (to be completed by employer and County 
Office of Education) 
With my signature below, I certify that I have provided information to the above employee regarding 
his/her eligibility to elect membership for this position, pursuant to Education Code section 22509. I 
certify the employee meets the qualifications to make a retirement system election, pursuant to 
Education Code sections 22508 or 22508.5, or Government Code section 20309. 
EMPLOYEE POSITION INFORMATION: 
POSITION HIRE DATE       POSITION EFFECTIVE DATE POSITION TITLE 

SELECT ONE: CREDENTIALED CLASSIFIED STATE SERVICE 

EMPLOYER INFORMATION: 
CO/DIST/STATE DEPT NAME        CALSTRS REPORT UNIT CODE 

SCHOOL/STATE OFFICIAL'S NAME                   TITLE PHONE  NUMBER 

SIGNATURE OF SCHOOL/STATE OFFICIAL DATE 

COUNTY OFFICIAL'S NAME    TITLE PHONE  NUMBER 

SIGNATURE OF COUNTY OFFICIAL *CALPERS EMPLOYER CODE
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County, Edison Elementary would be 15-012, and CA 
Department of Education would be 59-174. 

EMPLOYER CERTIFICATION – Print school or state 
official’s name, title and phone number, and sign and 
date the form. 

Submit the completed form to the County Office of 
Education. 

If you represent a state department, submit the form 
directly to CalSTRS and retain a copy of the employee's 
signed election form. 

COUNTY OFFICE OF EDUCATION: 
Print the County official’s name, title and phone number, 
and sign and date the form. 

Retain a copy for your and the employee’s files. 

SUBMIT THE FORM: 
The Retirement System Election form (ES 0372) must 
be submitted to the retirement system elected by the 
employee. For additional requirements, please see the 
Information section. 

Mail completed forms to: 
CalSTRS 
P.O. Box 15275, MS 17 
Sacramento, CA 95851-0275 

CalPERS 
P.O. Box 942709 Sacramento, CA 94229-2709 

CalSTRS also accepts the form by secure messaging 
via the Secure Employer Website. 
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If you are employed to perform creditable service in a 
position that is excluded from mandatory membership in 
the CalSTRS’ Defined Benefit (DB) Program, you may 
use this form to elect DB Program membership at any 
time while employed to perform creditable service.  
 
A permissive election of membership in the DB Program 
applies to all future creditable service performed for the 
same or another employer, including any non-member or 
CalSTRS Cash Balance Benefit (CB) Program service 
you are currently performing. You may be entitled to 
elect coverage by the CB Program or California Public 
Employees’ Retirement System (CalPERS) for future 
eligible service as allowed by law. Please work with your 
employer if you believe you are entitled to make one of 
these elections. 
 
A permissive election of membership in the DB Program 
is irrevocable. Membership may only be cancelled if you 
terminate all employment to perform creditable service 
and refund your accumulated retirement contributions 
from the CalSTRS DB Program. 
 
SECTION 1: EMPLOYEE INFORMATION 
(TO BE COMPLETED BY EMPLOYEE) 
Provide the following information: 

• CalSTRS Client ID* or Social Security Number 
• Last Name, First Name and Middle Initial 
• Mailing Address**, City, State and Zip Code 
• Date of Birth 
• Email Address 
• Telephone Number 

*If you have already been employed to perform 
creditable service you will have a CalSTRS Client ID, 
even if you were not formerly a member. Please provide 
your CalSTRS Client ID, if you have one, in lieu of your 
Social Security Number. 
 
**To establish residency for tax purposes, we ask that 
you provide a street address. Be sure to include any 
street, apartment or suite number. If your post office 
does not deliver mail to your street address, you may 
enter your box number instead. If you reside outside the 
United States, use the CITY – STATE – ZIP field to 
provide your foreign address. If you receive your mail in 
care of a third party, enter “c/o” followed by the third 
party’s name and address. 
 

SECTION 2: EMPLOYEE ELECTION 
(TO BE COMPLETED BY EMPLOYEE) 
If you want to elect membership in the CalSTRS DB 
Program: 

• Check the appropriate box 
• Provide your requested membership date*** 

 
***You will begin contributing to the DB Program as of 
your membership date. Your membership date can be 
no earlier than the first day of the pay period in which 
your election is made, or your first day of employment, 
whichever is later. Work with your employer to select the 
most beneficial, valid membership date you are eligible 
for. Electing an invalid membership date will require a 
revision to your election form and may result in delayed 
contributions to CalSTRS.  
 
If you do not want to elect membership in the CalSTRS 
DB Program at this time, check the appropriate box. 
 
SECTION 3: REQUIRED SIGNATURE 
(TO BE COMPLETED BY EMPLOYEE) 
Sign the form and date your signature. 
Return the form to your employer. 
 
SECTION 4: EMPLOYEE POSITION INFORMATION 
(TO BE COMPLETED BY EMPLOYER) 
Provide the position hire date – the date in which the 
employee was hired to perform creditable service in the 
position they are making this election for. CalSTRS 
defers to the employer as to the date in which you 
consider an employee to be hired. Provide the position 
title – the title of the position the employee is performing 
creditable service in. 
 
SECTION 5: EMPLOYER INFORMATION AND 
CERTIFICATION (TO BE COMPLETED BY EMPLOYER) 
Verify the employee is eligible for the requested 
membership date. 
 
Provide the following information: 

• The employer (county or district) name 
• County and district code 
• Name and title of employer official completing 

the form 

Sign the form and date your signature. 
Submit the form to CalSTRS and retain a copy. 
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SUBMIT 
This form should be submitted to CalSTRS by the 
employer. CalSTRS must receive this form within 60 
days after the employee’s signature date and, if 
applicable, prior to the submission of contributions. 
 

Secure 
Employer 
Website: 

Send the completed form to the ES 
Forms Queue found in the Business 
Areas dropdown of the Recipient via 
SEW. 

Email to: Submit this form via email to the 
esforms@calstrs.com mailbox unless 
otherwise instructed by your CalSTRS 
representative. If sending forms to the 
esforms@calstrs.com mailbox, please 
remove all Social Security numbers 
and only provide the Client ID where 
applicable. 

Mail to: CalSTRS 
P.O. Box 15275, MS 17 
Sacramento, CA 95851-0275 

 
QUESTIONS 
Employee – contact your employer 
 
Employer – contact CalSTRS Employer Help 
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This form is used to permissively elect membership in the CalSTRS Defined Benefit Program and/or 
to acknowledge receipt of information provided by an employer about the right to elect membership 
in the CalSTRS Defined Benefit Program. Please read all instructions before completing the form. 

Section 1: Employee Information (to be completed by employee)  
Provide either your CalSTRS Client ID or Social Security number. 
CLIENT ID SOCIAL SECURITY NUMBER 
   

 
LAST NAME 
 

 
FIRST NAME MI 
   

 
ADDRESS (number, street, apt or suite no.) 
 
 
CITY STATE ZIP CODE DATE OF BIRTH (MM/DD/YYYY) 
   
 
EMAIL ADDRESS  TELEPHONE 
   
 

Section 2: Employee Election (to be completed by employee) 
Check One: 

 I elect membership in the CalSTRS Defined Benefit Program as of: ________________________ 
MEMBERSHIP DATE (MM/DD/YYYY)** 

I understand this election applies to all future creditable service performed for any current or 
future employer unless another election is made as allowed by law. I understand my membership 
is irrevocable and may only be cancelled by terminating all employment to perform creditable 
service and receiving a refund of my accumulated retirement contributions from the CalSTRS 
Defined Benefit Program.  

**Membership Date may be no earlier than the first day of the pay period in which the election is 
made, or the first day of employment, whichever is later. Please work with your employer to select 
the most beneficial, valid membership date. 

 I decline membership in the CalSTRS Defined Benefit Program at this time 
I understand that I can elect membership in the CalSTRS Defined Benefit Program at any time 
while I am employed to perform creditable service.  



Client ID: OR SSN: 
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Section 3: Required Signature (to be completed by employee) 
I certify that I have received information from my employer concerning the CalSTRS Defined Benefit 
Program and understand the criteria for membership in the program. 

I understand it is a crime to fail to disclose a material fact or to make any knowingly false material 
statement, including a false statement regarding my marital status, for the purpose of using it, or allowing 
it to be used, to obtain, receive, continue, increase, deny or reduce any benefit administered by CalSTRS 
and it may result in penalties, including restitution, of up to one year in jail and/or a fine of up to $5,000 
(Education Code section 22010). It may also result in any document containing such false representation 
being voided. I certify under penalty of perjury under the laws of the State of California that the foregoing 
is true and correct. I understand that perjury is punishable by imprisonment for up to four years (Penal 
Code section 126). 

EMPLOYEE SIGNATURE DATE (MM/DD/YYYY) 

Section 4: Employee Position Information (to be completed by employer) 
POSITION TITLE POSITION HIRE DATE 

Section 5: Employer Information and Certification (to be completed by employer) 
Required Signature 

I certify that the above-named employee was provided information about their right to elect membership 
in the CalSTRS Defined Benefit Program and, if electing membership, is eligible to elect membership in 
the CalSTRS Defined Benefit Program as of the membership date provided. 

I understand it is a crime to fail to disclose a material fact or to make any knowingly false material 
statement for the purpose of using it, or allowing it to be used, to obtain, receive, continue, increase, deny 
or reduce any benefit administered by CalSTRS and it may result in penalties, including restitution, of up 
to one year in jail and/or a fine of up to $5,000 (Education Code section 22010). It may also result in any 
document containing such false representation being voided. I certify under penalty of perjury under the 
laws of the State of California that the foregoing is true and correct. I understand that perjury is 
punishable by imprisonment for up to four years (Penal Code section 126). 

EMPLOYER OFFICIAL’S SIGNATURE DATE (MM/DD/YYYY) 

EMPLOYER NAME COUNTY AND DISTRICT CODE 

EMPLOYER OFFICIAL’S NAME AND TITLE 
Oroville City Elementary School District         04-61507

Angelina Flager, Senior Payroll Technician







OROVILLE CITY ELEMENTARY SCHOOL DISTRICT 

PAYROLL    ELECTION 
(Substitutes NON-eligible)

TRADITIONAL SCHOOL WORK YEAR 

_______Twelve month (August – June) pay choice, a % of each pay 

check will be withheld and paid on July 31st of the following school year. 

If you are electing DEFERRED pay after August 15th, the Deferred Pay 

released to you next July will be short by the total of the number of 

month’s deductions that were missed.  To receive a check in July that is 

comparable to other months’ net pay, deductions must total eleven and 

start in August, continuing through June. If any of the 11 months of 

deductions are missed due to your not receiving a paycheck, the July 

check will be short. 

I understand and agree to this being the outcome in my case as a late 

hire for this first year.  _______(initials) 

OR 

________ Eleven Month Pay (August – June)  NO paycheck will be 

issued in July. 

______________________________  _______________ 

 (Employee signature)  ( Date) 

__________________________  _______________ 

(Printed Name)         (OCESD ID #) 
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VERIFICATION OF EMPLOYMENT 
 & SICK LEAVE TRANSFER 

(Substitutes NON-eligible)

This is to certify that    has   been employed by the Oroville 

City Elementary School District.  Please supply the following verification of remaining sick leave 

benefits, which are transferable for this employee and years of service. 

District: 

Address: 

Hours of remaining sick leave benefits 

Years employed as full-time certificated teacher ______________________________________ 

Employment other than as full-time certificated teacher  

(specify position and years of service):______________________________________________ 

Verified by: Date: 

Phone Number 

I hereby give my permission to have the above information supplied to the Oroville City Elementary 

School District. 

New Employee’s Signature 

Date 

Please return to: 

Oroville City Elementary School District 

Sondra Christofferson, Executive Assistant, Human Resources

2795 Yard Street 

Oroville, CA  95966 

530-532-3000 ext. 3002, 530-532-3050f

SHslc; 

Sick Leave Transfer Request 

OROVILLE CITY ELEMENTARY SCHOOL DISTRICT 

schristo
Highlight




	New Hire docs
	Hep B Imm Consent Waiver.pdf
	UHEPATITIS B IMMUNIZATION CONSENT/WAIVER FORM
	1.  I understand a series of three injections of hepatitis B vaccine is needed to become protected (occasionally, more vaccine is needed if the first series does not result in immunity).
	2. If I do not become protected from receiving the vaccine, or if I choose not to receive the vaccine at this time, I understand I will need post-exposure treatment if I have direct contact with blood or other potentially-infectious materials.
	3. I understand that due to my occupational exposure to blood or other potentially-infectious materials, I may be at risk of acquiring hepatitis B virus (HBV) infection.  I have been given the opportunity to be vaccinated with hepatitis B vaccine at n...
	I have read and understand the above information and Uwish to receiveU the hepatitis B vaccine series (three doses).
	I decline hep B vaccination at this time.  I understand that by declining this vaccine, I continue to be at risk of acquiring hepatitis B, a serious disese.  If in the furutre I continue to have occupational exposure to blood or other potentially-infe...
	I have read and understand the above information and Udo not wishU to receive the hepatitis B vaccine series (three doses) at this time.
	PCC/slr;
	Hep B Imm Consent Waiver
	DETERMINATION OF EMPLOYEES AT RISK
	UCLASSIFICATION I
	In consultation with Schools Insurance Group, public health officials, and OSHA representatives, the District has determined that the following job classifications are the employees who, in the performance of their primary job duties, may be exposed t...
	UALLU of these EMPLOYEES HAVE OCCUPATIONAL EXPOSURE:
	UCLASSIFICATION II
	The following job classifications could be at risk and therefore shall receive training on how to avoid exposure and have gloves, disinfectants, etc., readily available.  Vaccinations are not normally required.
	USOMEU of these EMPLOYEES HAVE OCCUPATIONAL EXPOSURE:
	UCLASSIFICATION III
	Jobs UNOTU routinely expected to be exposed to blood or OPIM include:
	No associated task or procedures involving blood or OPIM
	NOTE:  The District may assign specific employees to task/procedures (i.e. rendering first aid) that may create risk for occupational exposure.  These staff would then be re-classified under Job Classification I or II.  To change or petition for class...
	Any employee not identified as having occupational exposure in the District’s exposure determination may petition to be included in the District’s employee inservice and hepatitis B vaccination program.  Any such petition should be submitted to the su...
	The superintendent or designee shall insure that whenever a new position description is prepared, it is reviewed and classified for exposure risk classification prior to being approved.
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