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Welcome	  to	  INFINITI	  HR.	  
Your	  Employer	  has	  contracted	  with	  INFINITI HR	  to	  provide	  you	  with	  some	  of	  the	  most	  comprehensive	  
and	  flexible	  Payroll,	  Human	  Resource,	  Employee	  Benefits	  and	  Risk	  Management	  services.	  Our	  goal	   is	   
to	  make	  your	  employer’s	  job	  easier	  and	  to	  provide	  you	  with	  extensive	  employee	  benefit	  options.	  

At	   INFINITI	   HR	   we	   have	   several	   different	   service	   models,	   so	   you	   may	   hear	   terms	   like	  
Professional	   Employer	  Organization	  (PEO)	  or	  Administrative	  Service	  Organization	  (ASO).	  

The	   PEO	   model	   establishes	   a	   co employment	   relationship	   with	   your	   present	   employer	   that	   
divides	   the	   duties	   of	   the	   employer	   into	   “Worksite Employer”,	   and	   “Professional	   Employer.”	   This	  
relationship	  allows	   you	   to	   become	   part	   of	   a	   larger	   group	   so	   that	   you	   can	   access	   additional	   
resources	   and	   benefits,	  while	  providing	  administrative	  relief	  to	  your	  current	  employer.	  

The	  ASO	  model	  allows	  INFINITI HR 	  to	  become	  your	  off-site	  Human	  Resources	  Department	  under	  a	  
more	  traditional	  service	  provider	  relationship.	  

We	  hope	  that	  you	  will	  be	  as	  excited	  as	  we	  are	  that	  your	  current	  employer	  has	  decided	  to	  partner	   with	  
INFINITI HR.	  If	  you	  have	  any	  questions	  you	  can	  always	  call	  us	  at	  our	  toll	  free	  number	  listed	  below.	  

1.866.552.6360 
www.infinitihr.com 
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Employee	  Enrollment	  Check	  List	  
Complete	  Employee	  Data	  Form	  
Complete EEO-1	  Voluntary Self-ldentification Form: Read and then complete requested information. 
Direct	  Deposit	  Authorization:	  Complete	  if	  you	  want	  your	  paycheck	  deposited	  directly	   into	   your	   
account(s).	  Attach	  voided	  check(s)	  for	  checking	  account(s).	  Contact	  your	  bank	  for	  the	  necessary	  form	  
for	  direct	  deposit	  to	  a	  savings	  account.	  
Employment	  Policies:	  Read	  and	  keep	  for	  your	  records.	  
Acknowledgment	  Form:	  Sign	  and	  return	  to	  INFINITI HR.	  
Form	  I-9:	  Complete	  and	  sign	  Employment	  Eligibility	  Verification	  form.	  Employers	  must	  complete	  and	  
sign	  Form	  I-9	  Section	  2.	  For	  a	  full	  copy	  of	  the	  I-9,	  containing	  all	  instructions,	  please	  go	  to	  http://
www.uscis.gov/i9	  or	  call	  1-800-375-5283.	  
Form	  W-4:	  Employee’s	  Withholding	  Allowance	  Certificate. Complete	  and	  sign.
Time of Hire, COBRA Rights, Pamphlets: Discrimination, Paid Family Leave, Harrassment, Domestic 
Violence
General Notice of COBRA Continuing Coverage: Complete and sign (if applicable).
Workers' Compensation Notice:  Complete and sign (if applicable).

 3905 National Drive, Suite 400, Burtonsville, MD 20866      I      301-841-6380      I      240-722-0090 (F)
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Employee Enrollment Check List 

Enclosed	  is	  the	  documentation	  required	  to	  transition	  your	  personnel	  file	  to	  INFINITI HR 
and	  process	  your	  paycheck.	  

! Employment	  Application/Employee	  Data	  Form

! EEO-1 Voluntary Self-Identification Form

! Direct	  Deposit	  Authorization

! Employment	  Policies

! Acknowledgment	  Form

! Form	  I-9,	  Employment	  Eligibility	  Verification

! Form	  W-4,	  Employee’s	  Federal	  Withholding	  Allowance	  Certificate

! Applicable	  State	  Tax	  Withholding	  Form.	  Your	  Federal	  withholding	  allowance	  will	  be

used if a state withholding form is not returned.

This completed packet must be received by INFINITI HR no later than 2  days after the  first  day  
worked  to  ensure  the  employee  will  receive  a payroll  check  on  the  next regularly scheduled 
payday. 

! Time of Hire

ADDENDUM:	  

! DWC Form 9783: Personal Physician Designation Form

! DWC Form 9783.1: Personal Chiropractor/Acupuncture Designation Form

! General Notice of COBRA Continuation Coverage Rights (California Employees)

! Discrimination is Against the Law

! Paid Family Leave

! Sexual Harrassment

! Workers' Compensation Notice

! Disability Insurance Provision
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Employee Data Form 

Social	  Security	  Number:	   	  Pay	  Type:	  "	  Hourly	  	  	  	  "	  Salary	  	  	  	  "	  Other	  

Employee	  Name:	  	  
Last	   First	   	  Middle	  

Date	  of	  Birth:	   	  	  	  Email:	  

Address:	  	  

House/Street	   City/State/Zip	  

(	  	   )	  	  	  	  	   	  	  	  	  	  (	  	   )	  	  	  	  
Home	  Telephone	  Number	   	  	  	  	  	  	  Cell	  Telephone	  Number	  

Emergency	  Contact	  

Name:	  	   Telephone:	  

Address:	  	  

Relationship	  to	  Employee:	  

Finally,	  I	  certify	  all	  information	  provided	  by	  me	  is	  true	  and	  correct	  and	  understand	   that	  any	  intentional	  
falsification	  of	  information	  is	  grounds	  for	  termination.	  

Signature	  of	  Applicant	   Date

TO	  BE	  COMPLETED	  BY	  THE	  CLIENT
Client	  Name:	   	  Hire	  Date:	  

Job	  Title:	   Pay	  Rate:	  
$	  _________	  	  	  per	  	  ____________	  

EMPLOYEE	  TYPE:	  

Part-Time

Full-Time
Hourly	   Salary	   Commission Only



EEO-1 Voluntary Self-Identification Form 

It is the policy of INFINITI HR to provide equal employment and advancement opportunities to all 
individuals.  

The following information is used to assist INFINITI HR in maintaining the statistics for the annual 
EEO-1 Report which we are required to submit to the Federal Government each year. Completion 
of this form is voluntary and in no way affects any decision regarding your employment. 

This form is confidential and will be maintained separately from your application. 

Date: Name:  

Position Title: 

GENDER  (Please circle one of the options below) 

MALE  FEMALE    NON BINARY            DECLINE TO STATE

RACE/ETHNICITY  (Please check one of descriptions below corresponding to the ethnic group with which you identify) 

 HISPANIC OR LATINO: a person of Cuban, Mexican, Chicano, Puerto Rican, South or Central American,

or other Spanish culture or origin, regardless of race.

 WHITE: a person having origins in any of the original peoples of Europe, the Middle East, or North Africa.

 BLACK OR AFRICAN AMERICAN: a person having origins in any of the black racial groups of Africa.

 ASIAN: a person having origins in any of the original peoples of the Far East, Southeast Asia, or the

Indian subcontinent including, for example, Cambodia, China, India, Japan, Korea, Malaysia, Pakistan,

the Philippine Islands, Thailand, and Vietnam.

 NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER: a person having origins in any of the original peoples

of Hawaii, Guam, Samoa, or other Pacific Islands.

 AMERICAN INDIAN OR ALASKA NATIVE: a person having origins in any of the original peoples of North

and South America (including Central America), and who maintains tribal affiliation or community

attachment.

 TWO OR MORE RACES: a person who primarily identifies with two or more of the above race/ethnicity

categories.

 I DO NOT WISH TO DISCLOSE

INFINITI HR - CONFIDENTIALL 4
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Direct Deposit Form 

Company	  Name:	  	  

Employee	  Name:	  	  

I	  authorize	  INFINITI HR,	  Nat Pay	  and	  all	  financial	  institution(s)	  involved	  in	  each	  transaction	  to	  deposit	  my	   pay	  
automatically	  to	  the	  indicated	  account(s)	  and	  to	  make	  adjusting	  entries	  including	  the	  removal	  of	  funds	  if	  the	  
employer	  does	  not	  make	  them	  available,	  in	  which	  case,	   I	  waive	  any	  rights	  I	  may	  have	  to	  return	  debit	  entries	  to	   
my	  account	  and	  personally	  guaranty	   the	  return	  of	  the	  funds	  in	  question.	  Funds may be designated to be split 
among accounts by dollar amount or percentage in the amount column. Enter 'Remainder' in that 
column if only using one account or, if splitting deposits, to indicate that the balance of pay should be deposited. 
One account must be listed as "remainder".

BANK	  /	  CREDIT	  UNION	   STATE	   TYPE	   AMOUNT	   ACCOUNT	  NUMBER	  
(Circle	  One)	  

o Checking

o Saving

o Checking
o Saving

o Checking

o Saving

Please	  Check	  One:

New	  or	  Additional	  Direct	  Deposit	  

Change	  the	  Bank	  or	  Account	  Number	  on	  an	  Existing	  Direct	  Deposit	  Account	  

Number	  to	  Be	  Replaced:	   	  

Change	  the	  amount	  of	  an	  existing	  Direct	  Deposit	  
Amount	  was:	  	  	   Amount	  Changed	  to:	  

Other	  (Please	  Explain):	  

Please	  Attach	  a	  Voided	  Check	  for	  the	  Direct	  Deposit	  Bank	  Account	  as	  Verification	  for	  Each	  Request.	  

Deposits	   are	   normally	   available	   two	   (2)	   banking	   days	   after	   payroll	   is	   processed.	   It	   is	   my	   responsibility	   
to	  verify	  deposits	  on	  a	  per	  pay	  period	  basis	  before	  writing	  checks	  against	  these	   funds.	  This	  Authorization	  can	   
take	   up	   to	   three	   (3)	   pay	   periods	   to	   activate.	   I	   understand	   that	   neither	   Infiniti	   HR	   or	   Nat Pay is	   
responsible	   for	   bank	   errors	   or	   bank	   fees.	   Direct	   Deposit	   Financial	   services	   are	   provided	   in	   accordance	   with	   
INFINITI HR’s	   Direct	   Deposit	   Agreement,	   Nat Pay’s	   Power	   of	   Attorney/Guaranty/Terms	   and	   Conditions	   
and	   the	   limitations	   and	   restrictions	   of	   the	   National	   Automated	   Clearing	   House	   Association.	   I	   may	   
cancel	  these	  Direct	   Deposit(s)	  at	  any	  time.	  

Signature	   Date	  

Routing Number	  



NON-DISCRIMINATION AND ANTI-HARASSMENT POLICY 

INFINITI HR and its client companies are committed to a work environment in which all individuals are 
treated with respect and dignity. Each employee has the right to work in a professional atmosphere that 
promotes equal employment opportunities and prohibits discriminatory practices, including 
harassment. INFINITI HR and its client companies expect that all relationships among persons in the 
workplace will be cooperative, business-like, and free of bias, prejudice and harassment. 

INFINITI HR and its client companies have ZERO TOLERANCE for and will not condone or tolerate any 
form of discrimination or harassment in the workplace by any employee or any third-parties over 
which we have control. 

Definitions of Harassment 
a. Sexual harassment constitutes discrimination and is illegal under Federal, state and local laws.

For the purposes of this policy, sexual harassment is defined, as in the Equal Employment
Opportunity Commission Guidelines, as unwelcome sexual advances, requests for sexual favors
and other verbal or physical conduct of a sexual nature when, for example: (i) submission to
such conduct is made either explicitly or implicitly a term or condition of an individual's
employment; (ii) submission to or rejection of such conduct by an individual is used as the basis
for employment decisions affecting such individual; or (iii) such conduct has the purpose or
effect of unreasonably interfering with an individual's work performance or creating an
intimidating, hostile or offensive working environment.

Sexual harassment may include a range of subtle and not so subtle behaviors and may involve 
individuals of the same or different gender. Depending on the circumstances, these PROHIBITED 
BEHAVIORS may include, but are not limited to: unwanted sexual advances or requests for 
sexual favors; sexual jokes and innuendo; verbal abuse of a sexual nature; sex-oriented verbal 
"kidding,” or "teasing,"; commentary about an individual's body, sexual prowess or sexual 
deficiencies; foul or obscene language or gestures; display of foul or obscene printed or visual 
material; physical contact such as patting, pinching, or brushing against another's body; leering, 
catcalls or touching, insulting or obscene comments or gestures, display or circulation in the 
workplace of sexually suggestive objects or pictures (including through email) and other 
physical, verbal or visual conduct of a sexual nature.  

b. Employees should understand that their intentions are irrelevant when evaluating whether their
behavior constitutes harassment. Just because an employee believes that they intend to be
“funny” or inoffensive does not mean that the person’s behavior is acceptable. Instead, the
question is how the behavior is perceived by others.

c. In addition, employees should know that harassing behavior need not be directed at another
employee for the conduct to violate our policy. The behavior need only occur in front of another
employee who is reasonably offended by the behavior. Thus, sexual discussions or comments in
the workplace between two employees still violate this Policy because a third employee could
overhear the conversation.

d. Harassment on the basis of any other protected characteristic is also strictly prohibited. Under
this policy, harassment is verbal or physical conduct that denigrates or shows hostility or
aversion toward an individual because of their race, color, religion, sex, age, sexual orientation,
gender identity, national origin, disability or any other characteristic protected by law or that of
their relatives, friends or associates, and that: (i) has the purpose or effect of creating an
intimidating, hostile or offensive work environment; (ii) has the purpose or effect of



unreasonably interfering with an individual's work performance; or (iii) otherwise adversely 
affects an individual's employment opportunities. 

Harassing conduct that is PROHIBITED includes, but is not limited to epithets, slurs or negative 
stereotyping, threatening, intimidating or hostile acts, denigrating jokes and display or 
circulation in the workplace of written or graphic material that denigrates or shows hostility or 
aversion toward an individual or group (including through e-mail). 

Individuals and Conduct Covered 
These policies apply to all applicants, employees, and persons engaging in business activities with the 
INFINITI HR and its client companies, and prohibit harassment, discrimination and retaliation whether 
engaged in by fellow employees, by a manager or by someone not directly connected to INFINITI HR and 
its client companies (e.g., an outside vendor, consultant or customer). Conduct prohibited by these 
policies is unacceptable in the workplace and in any work-related setting outside the workplace, such as 
during business trips, business meetings and business-related social events.  

Harassing behavior on social media sites based on one’s protected traits listed above, is expressly 
prohibited. 

Retaliation Is Prohibited 
INFINITI HR and its client companies prohibit retaliation against any individual who reports 
discrimination or harassment or participates in an investigation of such reports. Retaliation against an 
individual for reporting harassment or discrimination or for participating in an investigation of a claim of 
harassment or discrimination is a serious violation of this policy and, like harassment or discrimination 
itself, will be subject to corrective action.  

WHAT TO DO IF YOU BELIEVE DISCRIMINATION or HARASSMENT HAS OCCURRED: 

INFINITI HR and its client companies require the reporting of all incidents of discrimination, harassment 
or retaliation, regardless of the offender's identity or position. Any individual who believes they have 
witnessed or been subject to discrimination, including unlawful harassment, regardless of the offender's 
identity or position, must report the circumstances as soon as possible to any one of the following: 
immediate Supervisor or Manager, authorized internal or INFINITI HR assigned Human Resources 
Administrator, Officer of the Company or similar high level Executive, or any person designated in the 
Employee Handbook as a Contact Person. Upon completion of any investigation, Infiniti HR or 
the client company will take appropriate action. 

Our service relationship with Infiniti HR provides our employees access to an HR Hotline, to further 
report incidents such as those listed within this policy. The number to call is 804-715-1920, ext. 9. 
Employees are welcome and encouraged to use this line to report discrimination or harassment, 
particularly when they are not comfortable with any other contact points outlined in this policy.  

Any reported allegations of harassment, discrimination or retaliation will be investigated and responded 
to promptly. The investigation may include individual interviews with the parties involved and, where 
necessary, with individuals who may have observed the alleged conduct or may have other relevant 
knowledge. 



Confidentiality will be maintained throughout this process whenever possible to the extent consistent 
with adequate investigation and appropriate corrective action, but confidentiality cannot be 
guaranteed. 

1. DISABILITY ACCOMMODATION POLICY

INFINITI HR and its client companies value all employees’ contributions, and wish to create an inclusive 
environment where employees experiencing disabilities can readily and efficiently request and receive 
reasonable accommodations to help them succeed in our organization.  A reasonable accommodation’s 
primary function is to empower those who are experiencing disabilities with the tools that make 
performing the essential functions of their job possible; providing equal employment opportunities to all 
applicants and employees.  

The following policy complies with applicable federal, state, and local disability related regulations. 

INFINITI HR and its client companies are committed to process requests for reasonable accommodations 
in a prompt and efficient manner. Individuals who feel they are in need of an accommodation should 
contact their manager or an authorized Human Resource representative.  

Sometimes an employee or candidate requests an accommodation that is not reasonable or necessary; 
that poses an “undue hardship” (i.e. too costly or disruptive) on the Company or its employees; or that 
might threaten the safety of the individual who has made the request or of others. In those cases, the 
Company will evaluate whether some other form of workplace accommodation may be appropriate. 

An employee or candidate who has questions regarding this policy, or believes that they have been 
discriminated against based on a disability, should consult an authorized Human Resource 
representative. The Company does not tolerate retaliation against any employee for exercising their 
rights under this policy. 
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ACKNOWLEDGEMENT 

I acknowledge that I have received my copy of the INFINITI HR  Employment Policies, 
contained within its New Hire Packet used by worksite employer.

I have read and understand these policies and acknowledge that they outline practices, 
expectations and guidelines set by INFINITI HR , agreed to by my worksite employer, 
that I am required to follow.  I further understand that violations of the policies 
contained within, including but not limited to the anti-harassment policy, could result in 
corrective action, up to and including termination. 

Since the information in these policies is subject to change as situations warrant, it is 
understood that changes in future new hire packets or policies within similar HR 
documents, such as my worksite employer’s Employee Handbook, may supersede, revise, 
or eliminate one or more of the policies. These changes will be identified or 
communicated to me by my supervisor/manager or through similarly responsible 
worksite representatives. I accept responsibility for keeping informed of these changes.

I further acknowledge my understanding that my employment with INFINITI HR is 
considered at will and may be terminated at any time with or without cause. Only 
official executed, legally binding contracts of employment supersede employment at will

Employee’s	  Signature:	   	  Date:	  

Name	  (Please	  Print):	  	  	  



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)



Form W-4 (2023) Page 2

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.
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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



• Temporary disability benefits: Payments if you lose wages because your injury
prevents you from doing your usual job while recovering. The amount you may get is up
to two-thirds of your wages. There are minimum and maximum payment limits set by
state law. You will be paid every two weeks if you are eligible. For most injuries,
payments may not exceed 104 weeks within five years from your date of injury.
Temporary disability (TD) stops when you return to work, or when the doctor releases
you for work, or says your injury has improved as much as it’s going to.

• Permanent disability benefits: Payments if you don’t recover completely. You will be
paid every two weeks if you are eligible. There are minimum and maximum weekly
payment rates established by state law.  The amount of payment is based on:

o Your doctor’s medical reports
o Your age
o Your occupation

• Supplemental job displacement benefits: This is a voucher for up to $6,000 that you
can use for retraining or skill enhancement at an approved school, books, tools, licenses
or certification fees, or other resources to help you find a new job. You are eligible for
this voucher if:

o You have a permanent disability.
o Your employer does not offer regular, modified, or alternative work, within 60

days after the claims administrator receives a doctor’s report saying you have
made a maximum medical recovery.

• Death benefits: Payments to your spouse, children or other dependents if you die from a
job injury or illness. The amount of payment is based on the number of dependents. The
benefit is paid every two weeks at a rate of at least $224 per week. In addition, workers’
compensation provides a burial allowance.

OTHER BENEFITS 

You may file a claim with the Employment Development Department (EDD) to get state 
disability benefits when workers’ compensation benefits are delayed, denied, or have ended.   
There are time restrictions so for more information contact the local office of EDD or go to their 
web site www.edd.ca.gov. 

If your injury results in a permanent disability (PD) and the state determines that your PD benefit 
is disproportionately low compared to your earning loss, you may qualify for additional money 
from the Department of Industrial Relation’s special earnings loss supplement program also 
known as the return to work program.  If you have questions or think you qualify, contact the 
Information & Assistance Unit by going to www.dwc.ca.gov and looking under “Workers’ 
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Compensation programs and units” for the “Information & Assistance Unit” link or visit the DIR 
web site at www.dir.ca.gov. 

Workers’ compensation fraud is a crime 
Any person who makes or causes to be made any knowingly false statement in order to obtain or 
deny workers’ compensation benefits or payments is guilty of a felony. If convicted, the person 
will have to pay fines up to $150,000 and/or serve up to five years in jail.   

WHAT SHOULD I DO IF I HAVE AN INJURY? 

Report your injury to your employer  
Tell your supervisor right away no matter how slight the injury may be. Don’t delay – there are 
time limits. You could lose your right to benefits if your employer does not learn of your injury 
within 30 days. If your injury or illness is one that develops over time, report it as soon as you 
learn it was caused by your job.   

If you cannot report to the employer or don’t hear from the claims administrator after you have 
reported your injury, contact the claims administrator yourself.  

Workers’ compensation insurance company or if employer is self-
insured, person responsible for handling the claim is: 

     __________________________________________________ 

Address: ___________________________________________________ 

Phone:  ____________________________________________________. 

You may be able to find the name of your employer’s workers’ compensation insurer at 
www.caworkcompcoverage.com.   If no coverage exists or coverage has expired, contact the 
Division of Labor Standards Enforcement at www.dir.ca.gov/DLSE as all employees must be 
covered by law. 

Get emergency treatment if needed 
If it’s a medical emergency, go to an emergency room right away. Tell the medical provider who 
treats you that your injury is job related. Your employer may tell you where to go for follow up 
treatment. 
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Emergency telephone number: Call 911 for an ambulance, fire department 
or police. For non-emergency medical care, contact your employer, the 
workers’ compensation claims administrator or go to this facility: 

_________________________________________________________. 

Fill out DWC 1 claim form and give it to your employer 
Your employer must give you a DWC 1 claim form within one working day after learning about 
your injury or illness. Complete the employee portion, sign and give it back to your employer. 
Your employer will then file your claim with the claims administrator. Your employer must 
authorize treatment within one working day of receiving the DWC 1 claim form.   

If the injury is from repeated exposures, you have one year from when you realized your injury 
was job related to file a claim.   

In either case, you may receive up to $10,000 in employer-paid medical care until your claim is 
either accepted or denied. The claims administrator has up to 90 days to decide whether to accept 
or deny your claim. Otherwise your case is presumed payable.  

Your employer or the claims administrator will send you “benefit notices” that will advise you of 
the status of your claim. 

MORE ABOUT MEDICAL CARE 

What is a Primary Treating Physician (PTP)? 
This is the doctor with overall responsibility for treating your injury or illness. He or she may be: 

• The doctor you name in writing before you get hurt on the job
• A doctor from the medical provider network (MPN)
• The doctor chosen by your employer during the first 30 days of injury if your employer

does not have an MPN or
• The doctor you chose after the first 30 days if your employer does not have an MPN.

What is a Medical Provider Network (MPN)? 
An MPN is a select group of health care providers who treat injured workers. Check with your 
employer to see if they are using an MPN. 

If you have not named a doctor before you get hurt and your employer is using an MPN, you will 
see an MPN doctor. After your first visit, you are free to choose another doctor from the MPN 
list.  

What is Predesignation? 
Predesignation is when you name your regular doctor to treat you if you get hurt on the job. The 
doctor must be a medical doctor (M.D.), doctor of osteopathic medicine (D.O.) or a medical 
group with an M.D. or D.O. You must name your doctor in writing before you get hurt or 
become ill.   
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You may predesignate a doctor if you have health care coverage for non-work injuries and 
illnesses. The doctor must have: 

• Treated you
• Maintained your medical history and records before your injury and
• Agreed to treat you for a work-related injury or illness before you get hurt or become ill.

You may use the “predesignation of personal physician” form included with this pamphlet. After 
you fill in the form, be sure to give it to your employer. 

If your employer does not have an approved MPN, you may name your chiropractor or 
acupuncturist to treat you for work related injuries. The notice of personal chiropractor or 
acupuncturist must be in writing before you get hurt. You may use the form included in this 
pamphlet. After you fill in the form, be sure to give it to your employer.  

With some exceptions, state law does not allow a chiropractor to continue as your treating 
physician after 24 visits. Once you have received 24 chiropractic visits, if you still require 
medical treatment, you will have to select a new physician who is not a chiropractor. The term 
“chiropractic visit” means any chiropractic office visit, regardless of whether the services 
performed involve chiropractic manipulation or are limited to evaluation and management. 

Exceptions to the prohibition on a chiropractor continuing as your treating physician after 24 
visits include postsurgical physical medicine visits prescribed by the surgeon, or physician 
designated by the surgeon, under the postsurgical component of the Division of Workers’ 
Compensation’s Medical Treatment Utilization Schedule, or if your employer has authorized 
additional visits in writing.  

WHAT IF THERE IS A PROBLEM? 

If you have a concern, speak up. Talk to your employer or the claims administrator handling your 
claim and try to solve the problem. If this doesn’t work, get help by trying the following: 

Contact the Division of Workers’ Compensation (DWC) Information and Assistance (I&A) Unit 
All 24 DWC offices throughout the state provide information and assistance on rights, benefits and 
obligations under California's workers' compensation laws. I&A officers help resolve disputes 
without formal proceedings. Their goal is to get you full and timely benefits. Their services are 
free.   

To contact the nearest I&A Unit, go to www.dwc.ca.gov and under “Workers’ Compensation 
programs and units”, click on “Information & Assistance Unit.” At this site you will find fact 
sheets, guides and information to help you. 

The nearest I&A Unit is located at:  

Address:  

Phone number: ________________________________________________. 
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Consult with an attorney 
Most attorneys offer one free consultation. If you decide to hire an attorney, his or her fees may 
be taken out of some of your benefits. For names of workers’ compensation attorneys, call the 
State Bar of California at (415) 538-2120 or go to their website at www.californiaspecialist.org. 
You may get a list of attorneys from your local I&A Unit or look in the yellow pages. 

Warning 
Your employer may not pay workers’ compensation benefits if you get hurt in a voluntary off-
duty recreational, social or athletic activity that is not part of your work-related duties. 

Additional rights 
You may also have other rights under the Americans with Disabilities Act (ADA) or the Fair 
Employment and Housing Act (FEHA). For additional information, contact FEHA at (800) 884-
1684 or the Equal Employment Opportunity Commission (EEOC) at (800) 669-4000. 

The information contained in this pamphlet conforms to the informational requirements found in Labor Code 
sections 3551 and 3553 and California Code of Regulation, Title 8, sections 9880 and 9883. This document is 
approved by the Division of Workers’ Compensation administrative director. 

Revised 6/17/14 and effective for dates of injuries on or after 1/1/13 
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General Notice of COBRA Continuation Coverage Rights 
(California Employees) 

(For use by single-employer group health plans for California employees) 

Date:  

Dear:    
Name or Status of Qualified Beneficiary(ies)

Introduction 
You are getting this notice because you recently gained coverage under a group health plan (the Plan). This notice has important 
information about your right to COBRA continuation coverage, which is a temporary extension of coverage under the Plan. This notice 
explains COBRA continuation coverage, when it may become available to you and your family, and what you need to do to protect 
your right to receive it. When you become eligible for COBRA, you may also become eligible for other coverage options that may cost 
less than COBRA continuation coverage.

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget Reconciliation Act of 1985 
(COBRA). COBRA continuation coverage can become available to you and other members of your family when group health coverage 
would otherwise end. For more information about your rights and obligations under the Plan and under federal law, you should review 
the Plan's Summary Plan Description or contact the Plan Administrator. 

You may have other options available to you when you lose group health coverage. For example, you may be eligible to buy an 
individual plan through the Health Insurance Marketplace. By enrolling in coverage through the Marketplace, you may qualify for 
lower costs on your monthly premiums and lower out-of-pocket costs. Additionally, you may qualify for a 30-day special enrollment 
period for another group health plan for which you are eligible (such as a spouse's plan), even if that plan generally doesn't accept late 
enrollees. 

What is COBRA Continuation Coverage? 
COBRA continuation coverage is a continuation of Plan coverage when coverage would otherwise end because of a life event known as a 
"qualifying event." Specific qualifying events are listed later in this notice. After a qualifying event, COBRA continuation coverage must be 
offered to each person who is a "qualified beneficiary." You, your spouse, and your dependent children could become qualified 
beneficiaries if coverage under the Plan is lost because of the qualifying event. 

Under the Plan, qualified beneficiaries who elect COBRA continuation coverage must pay are not required to pay for COBRA 
continuation coverage. 
If you’re an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because of the 
following qualifying events: 

• Your hours of employment are reduced, or
• Your employment ends for any reason other than your gross misconduct.

If  you're the spouse of an employee, you'll become a qualified beneficiary if you lose your coverage under the Plan because of the 
following qualifying events: 

• Your spouse dies;
• Your spouse's hours of employment are reduced;
• Your spouse's employment ends for any reason other than his or her gross misconduct;
• Your spouse becomes entitled to Medicare* benefits (under Part A, Part B, or both); or
• You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because of the following qualifying 
events: 

• The parent-employee dies;
• The parent-employee's hours of employment are reduced;
• The parent-employee's employment ends for any reason other than his or her gross misconduct;
• The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both);
• The parents become divorced or legally separated; or
• The child stops being eligible for coverage under the plan as a "dependent child."

*The interaction of Medicare and receipt of COBRA benefits is a complex   area of the law. Please consult with your legal counsel or benefits specialist
to ensure proper compliance with applicable legal requirements. 



General Notice of COBRA Continuation Coverage Rights 
(California Employees) 

(For use by single-employer group health plans for California employees) 

 (Check if applicable): This Plan provides retiree health coverage, so you should read the following paragraph:
Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can be a qualifying event. If a proceeding in 
bankruptcy is filed with respect to this company, and that bankruptcy results in the loss of coverage of any retired employee
covered under the Plan, the retired employee will become a qualified beneficiary. The retired employee's spouse, surviving spouse,
and dependent children will also become qualified beneficiaries if bankruptcy results in the loss of their coverage under the Plan.

When is COBRA Continuation Coverage Available? 
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has been notified that a 
qualifying event has occurred. The employer must notify the Plan Administrator of the following qualifying events: 

• The end of employment or reduction of hours of employment;
• Death of the employee;
• The Commencement of a proceeding in bankruptcy with respect to the employer; or
• The employee's becoming entitled to Medicare benefits (under Part A, Part B, or both).

You Must Give Notice of Some Qualifying Events 
For all other qualifying events (divorce or legal separation of the employee and spouse or dependent child’s losing eligibility for coverage as a 
dependent child,) you must notify the Plan Administrator ( check on and complete; fill in if longer period permitted under your Plan): 

 Within 60 days after the qualifying event occurs.
  Within  days after the qualifying event occurs. 

You must provide this notice to: 

Name 

Title 

Company 

Address 

City State Zip Code 

 Notice of a qualifying event must include: (Enter any information and/or documentation required by the Plan)

How is COBRA Continuation Coverage Provided? 
Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage will be offered to each of 
the qualified beneficiaries. Each qualified beneficiary will have an independent right to elect COBRA continuation coverage. Covered 
employees may elect COBRA continuation coverage on behalf of their spouses, and parents may elect COBRA continuation coverage on 
behalf of their children.  
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General Notice of COBRA Continuation Coverage Rights 
(California Employees) 
 

(For use by single-employer group health plans for California employees) 

COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due to employment 
termination or reduction of hours of work. Certain qualifying events, or a second qualifying event during the initial period of coverage, 
may permit a beneficiary to receive a maximum of 36 months of coverage. 

There are also ways in which this 18-month period of COBRA continuation coverage can be extended:

Disability extension of 18-month period of  COBRA  continuation coverage 

If you or anyone in your family covered under the Plan is determined by Social Security to be disabled and you notify the Plan 
Administrator in a timely fashion, you and your entire family may be entitled to get up to an additional 11 months of COBRA 
continuation coverage, for a total maximum of 29 months. The disability would have to have started at some time before the 60th day of 
COBRA continuation coverage and must last at least until the end of the 18-month period of continuation coverage. 

 (Check box if applicable). The Plan has provisions that require you to give notice of a disability determination, including time 

frames and procedures. They are as follows: 

Notice of an SSA disability determination should be given to: 

Name 

Title 

Company 

Address 

City State Zip Code 

Second qualifying event extension of 18-month period of continuation coverage 
If your family experiences another qualifying event while receiving 18 months of COBRA continuation coverage, the spouse and 
dependent children in your family can get up to 18 additional months of COBRA continuation coverage, for a maximum of 36 months, if 
the Plan is properly notified about the second qualifying event. This extension may be available to the spouse and any dependent 
children getting COBRA continuation coverage if the employee or former employee dies, becomes entitled to Medicare benefits (under 
Part A, Part B, or both), or gets divorced or legally separated, or if the dependent child stops being eligible under the Plan as a 
dependent child. This extension is only available if the second qualifying event would have caused the spouse or dependent child to 
lose coverage under the Plan had the first qualifying event not occurred. 



General Notice of COBRA Continuation Coverage Rights 
(California Employees) 
 

(For use by single-employer group health plans for California employees) 

Extended Cal-COBRA Coverage for California Employees 
The Plan must offer any qualified beneficiary who is entitled to less than 36 months of continuation coverage under COBRA and has 
exhausted such coverage the opportunity to extend coverage under Cal-COBRA to a total of 36 months from the date the qualified 
beneficiary's continuation coverage began. A qualified beneficiary electing such further continuation coverage must pay to the 
group plan, on or before the due date of each payment but not more frequently than on a monthly basis, not more than 110 
percent of the applicable rate charged for a covered employee or, in the case of dependent coverage, not more than 110 percent of 
the applicable rate charged to a similarly situated individual under the group benefit plan being continued under the group 
contract. In the case of a qualified beneficiary who is determined to be disabled by SSA (see "Disability" above), the qualified 
beneficiary shall be required to pay to the group health plan an amount no greater than 150 percent of the group rate after the first 
18 months of continuation coverage.

Are there other coverage options besides COBRA Continuation Coverage? 
Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and your family through the 
Health Insurance Marketplace, Medicaid, or other group health plan coverage options (such as a spouse's plan) through what is called 
a "special enrollment period." Some of these options may cost less than COBRA continuation coverage. You can learn more about 
many of these options at www.healthcare.gov.

If  You Have Questions 
Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the contact or contacts 
identified below. For more information about your rights under the Employee Retirement Income Security Act (ERISA), including 
COBRA, the Patient Protection and Affordable Care Act, and other laws affecting group health plans, contact the nearest Regional or 
District Office of the U.S. Department of Labor's Employee Benefits Security Administration (EBSA) in  your area or visit 
www.dol.gov/ebsa. (Addresses and phone numbers of Regional and District EBSA Offices are available through EBSA's website.) For 
more information about the Marketplace, visit www.HealthCare.gov. 

Keep Your Plan Informed of Address Changes 
In order to protect your family's rights, you should keep the Plan Administrator informed of any changes in the addresses of family 
members. You should also keep a copy, for your records, of any notices you send to the Plan Administrator. 

Plan Contact Information 

For information about the Plan, contact: For information about COBRA continuation coverage, contact 

Name Name 

Title Title 

Company  Company 

Address Address 

City State Zip Code City State Zip Code 

Telephone Telephone 

OMB Control Number 1210-0123  (expires 10/31/2016).  Modified for California employers. 





















(Fold) (Fold)

DISABILITY
INSURANCE 
PROVISIONS

DE 2515 Rev. 66 (3-19) (INTERNET) Page 1 of 2 CU

Disability is an illness or injury, either physical 
or mental, which prevents customary work. 
Disability includes elective surgery, pregnancy, 
childbirth, or related medical conditions.

Disability Insurance (DI) is a component of the 
State Disability Insurance (SDI) program, designed 
to partially replace wages lost due to a non-work-
related disability (see “Other Programs,” for job-
related disabilities).

SDI contributions are paid by California workers 
covered by the SDI program. Contribution rates 
may vary from year to year. For current rates, visit 
the DI website at www.edd.ca.gov/disability, 
or contact the Employment Development 
Department (EDD) Disability Insurance customer 
service at 1-800-480-3287 or EDD employment 
tax customer service at 1-888-745-3886.

DI Plans

• State Plan. The DI state plan is covered in this
brochure.

• Voluntary Plan (VP). A private plan, approved
by the Director of the EDD, which may be
substituted for the State Plan. Voluntary Plans
may be established if the employer and
majority of employees agree to do so. VP
information and filing a claim may be done
through your employer. If you are covered by
a VP, the provisions of this brochure may not
apply to you. Obtain information about your
coverage and file a VP claim through your
employer.

• Elective Coverage (EC). Employers and self-
employed persons, including general partners,
may elect coverage. The method of computing
benefits for EC participants is not the same
as for mandatory rate payers. The cost of
participating, which is set annually, can be
obtained from your local EDD Employment Tax
Customer Service Office.

EC claims are filed in the same manner as
State Plan claims; however, there are some
differences in eligibility requirements from
those listed in this pamphlet.

• For additional information or to apply for
coverage, contact EDD DI customer service
at 1-800-480-3287, EDD employment tax
customer service at 1-888-745-3886, or visit
our website at www.edd.ca.gov/disability.

How to Claim State Plan Benefits
1. Use SDI Online to securely file for benefits or

request a paper claim form online.
• By Internet: www.edd.ca.gov/disability.
• By phone: 1-800-480-3287.
• By mail: EDD, Disability Insurance,

PO Box 989777, West Sacramento, CA
95798-9777.

• In person by visiting any of the DI offices listed
under “DI Office Locations.”

• California state government employees 
covered by SDI should call 1-866-352-7675.

2. When filing using SDI Online, complete all 
required fields. A receipt number will be 
generated when your claim is submitted.
If using a paper Claim for Disability Insurance 
(DI) Benefits (DE 2501) form, complete and
sign Part A-Claimant’s Statement. Print clearly,
and verify your answers are complete and
correct as errors delay payment.

3. Have your physician/practitioner complete
the Part B - Physician/Practitioner’s Certificate 
online or use the paper claim form. If filing 
online, your physician/practitioner will need 
your receipt number to complete the Part B - 
Physician/Practitioner’s Certificate.
Usually a claim cannot begin more than 
seven days before you were examined by or 
under the care of a physician/practitioner. 
Certification may be made by a licensed 
medical or osteopathic physician and 
surgeon, nurse practitioner, physician 
assistant, chiropractor, dentist, podiatrist, 
optometrist, designated psychologist, or an 
authorized medical officer of a United States 
government facility. Certification may also be 
made by a licensed nurse-midwife or licensed 
midwife for disabilities related to normal 
pregnancy or childbirth.

4. File online or submit your paper claim form
within 49 days from the date your disability 
begins. If your claim is late, you may lose 
benefits unless your explanation of the delay 
is accepted as reasonable.

DI Office Locations and Mailing Addresses

Chico ..................................... 645 Salem Street
(PO Box 8190, Chico, CA 95927-8190)

Chino Hills ...15315 Fairfield Ranch Road, Ste. 100
(PO Box 60006, City of Industry, CA 91716-0006)

Fresno ............................... 2555 S. Elm Avenue
(PO Box 32, Fresno, CA 93707-0032)

Long Beach ... 4300 Long Beach Blvd., Ste. 600
(PO Box 469, Long Beach, CA 90801-0469)

Los Angeles ......888 S. Figueroa Street, Ste. 200
(PO Box 513096, Los Angeles, CA 90051-1096)

Oakland ............  7677 Oakport Street, Ste. 325
(PO Box 1857, Oakland, CA 94606-1857)

Sacramento ..............................5009 Broadway
(PO Box 13140, Sacramento, CA 95813-3140)

San Bernardino  .................  371 West 3rd Street
(PO Box 781, San Bernardino, CA 92402-0781)

San Diego  ...9246 Lightwave Avenue, Bldg. A, Ste. 300
(PO Box 120831, San Diego, CA 92112-0831)

San Francisco ....... 745 Franklin Street, Rm. 300
(PO Box 193534, San Francisco, CA 94119-3534)

San Jose ..................... 297 West Hedding Street
(PO Box 637, San Jose, CA 95106-0637)

Santa Ana ................... 2 MacArthur Place, Suite 400
(PO Box 1466, Santa Ana, CA 92702-1466)

Santa Barbara ................. 128 East Ortega Street
(PO Box 1529, Santa Barbara, CA 93102-1529)

Santa Rosa  .................  606 Healdsburg Avenue
(PO Box 700, Santa Rosa, CA 95402-0700)

Stockton ............. 3127 Transworld Dr., Ste. 150
(PO Box 201006, Stockton, CA 95201-9006)

California State Government Employees
(PO Box 2168, Stockton, CA 95201-2168)

Van Nuys  ..........15400 Sherman Way, Rm. 500
(PO Box 10402, Van Nuys, CA 91410-0402)

This pamphlet is for general information only, 
and does not have the force and effect of the law, 

rule or regulation.

The EDD is an equal opportunity employer/program. 
Auxiliary aids and services are available upon request to 
individuals with disabilities. Requests for services, aids, 
and/or alternate formats need to be made by calling DI at 
1-866-490-8879 (voice), or through the California Relay 
Services at 711.
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How Benefits Are Paid

• You have an option on how you receive
benefit payments. If you are eligible to
receive benefits, the EDD issues benefit
payments by the EDD Debit CardSM through
Bank of America or by check, mailed from
the EDD. You do not have to accept the EDD
Debit Card. Please allow 7 to 10 days for
delivery of checks in the mail.

• Most properly completed claims are
processed within 14 days.

• The first seven days of your DI claim are a
non-payable waiting period. If a claim is filed
for the same or related cause or condition
within 60 days of the initial claim, it will
be processed as a continuation of the initial
claim for which a waiting period was already
served. There will not be a new waiting
period in such cases.

Benefits are paid as quickly as possible after all 
information to determine eligibility is received. 
If you meet all eligibility requirements, benefits 
will be authorized. If you are eligible for further 
benefits, you will be authorized for additional 
benefits electronically or sent a Claim For 
Continued Disability Benefits (DE 2500A) 
certification form for you to complete for the 
next benefit period. Usually these benefit 
periods are for two-week intervals. However, DI 
pays benefits based on daily eligibility within a 
seven-day calendar week. Partial weeks are paid 
at a daily rate. This rate is one-seventh of your 
weekly benefit amount. Please allow 10 days 
from the date you mail or electronically submit 
a certification for receipt of payment.
How Your Benefit Rate is Determined
Benefit amounts are based on wages paid during 
a specific 12-month base period, determined 
by the date your claim begins. Consider when 
to start your claim since this may affect your 
weekly benefit rate, your maximum benefit 
amount, and the period of your benefit eligibility.
Only base period wages subject to the SDI 
contributions can be used in computing your 
benefits. To qualify, you must have earned at 
least $300 during your base period. The month 
your claim begins determines which four 
consecutive quarters are used.

If your claim begins in:
• January, February, or March, your base period

is the 12 months ending last September 30.
(Example: A claim beginning February 14, 2017,
uses a base period of October 1, 2015, through
September 30, 2016.)

• April, May, or June, your base period is the
12 months ending last December 31.
(Example: A claim beginning June 20, 2017,
uses a base period of January 1, 2016, through
December 31, 2016.)

• July, August, or September, your base period is
the 12 months ending last March 31.
(Example: A claim beginning September 27,
2017, uses a base period of April 1, 2016,
through March 31, 2017.)

• October, November, or December, your base
period is the 12 months ending last June 30.
(Example: A claim beginning November 2,
2017, uses a base period of July 1, 2016,
through June 30, 2017.)

Exceptions: If your claim is determined to be 
invalid, but you were unemployed and seeking 
work for 60 days or more in any quarter of your 
base period, you may be able to substitute wages 
paid in prior quarters.

You may be entitled to substitute wages paid in 
prior quarters to either validate your claim or 
increase your benefit amount, if during your base 
period you:
• Were in the military service.
• Received workers’ compensation benefits.
• Did not work because of a labor dispute.

If your situation fits any of the above, include a 
letter and supporting documentation with your 
claim form.

Wage Continuation. If your employer continues 
to pay you wages during your DI claim, your DI 
benefits may be affected. DI benefits plus wages 
cannot exceed your regular weekly wage. DI 
benefits are not affected by vacation pay you may 
receive.

Maximum Benefits. The maximum benefit amount 
is 52 times the weekly rate, but not more than 
your total base period wages. Exception: For 
employers and self-employed individuals who 
elect SDI coverage, the maximum benefit amount 
is 39 times the weekly rate.

Additionally, benefits are payable only for a 
limited period to a resident in an alcoholic 
recovery home or drug-free residential facility that 
is both licensed and certified by the state in which 
the facility is located. However, disabilities related 
to or caused by acute or chronic alcoholism or 
drug abuse, being medically treated, do not have 
this limitation.

Pregnancy. As with any medical condition, your 
disability period begins the first day you are unable 
to do your regular or customary work. DI benefits 
are based on the period of time your physician/
practitioner certifies you are unable to do your 
regular or customary work. Do not send in your 
claim for pregnancy-related DI benefits until the 
date your physician/practitioner certifies you are 
unable to work.

NOTE: For information on Paid Family Leave (PFL) 
bonding benefits, see the “Other Programs” 
section of this brochure.

You May Not be Eligible for Benefits

• If you are receiving Unemployment
Insurance or PFL benefits.

• If you are not working or looking for work at
the time your disability begins.

• If you are in custody due to conviction of a
crime.

• If your full wages are paid.

• If you are receiving workers’ compensation at a
weekly rate equal to or greater than the DI rate.
If workers’ compensation benefits are paid at a
lower rate than your DI rate, you may be paid
the difference.

• For the amount of time a claim is late (without
good cause).

• If you make a false statement or fail to report
a material fact. (A 30 percent penalty may be
assessed if benefits are overpaid because you
willfully withheld a material fact or made a false
statement.)

• If you fail to attend an independent medical
examination when requested. (Fees for such
examinations are paid by the EDD.)

The California Unemployment Insurance 
Code provides for penalties consisting of fines, 
imprisonment, and loss of benefit rights for fraud 
against the SDI program.

Your Rights. You are entitled to:

• Know the reason and basis for any decision
that affects your benefits.

• Appeal any decision about your eligibility for
benefits. (Appeals must be sent to the DI office
in writing.)

• Request an appeal hearing before an
Administrative Law Judge (ALJ). You may further
appeal the ALJ’s decision to the California
Unemployment Insurance Appeals Board and
the courts.

• Privacy – all claim information will be
kept confidential except for the purposes
allowed by law.

Your Obligations. Your responsibilities: 

• Complete your claim and other forms correctly,
completely, and truthfully.

• Submit your claim and other forms according
to time limits on forms. If your claim is
submitted late and you believe you have a
good reason for being late, you should include
a written explanation of the reason(s) with the
form.

• Contact DI if you do not understand a question
or how to answer it.

• Include your name and claim identification
number on letters to DI.

Contact DI

• By email at https://askedd.edd.ca.gov.

• By phone at:
• English 1-800-480-3287
• Spanish 1-866-658-8846

• By U.S. mail addressed to PO Box 13140,
Sacramento, CA 95813-3140. If you do not
have a current claim, you may write to any
DI office. Note: Do not mail claim forms to this
PO Box.

• By TTY (teletypewriter for deaf, hearing-
impaired, and speech-impaired persons only)
at 1-800-563-2441.

• In person by visiting any of the DI offices listed
under “DI Office Locations.”

Other Programs

If you are injured on the job or become ill as a 
result of your occupation, notify your employer.

If you are able and available to work but 
unemployed, contact the Unemployment 
Insurance program of the EDD through the 
website at www.edd.ca.gov/unemployment, 
or by phone at 1-800-300-5616  
(TTY 1-800-815-9387).

If you need help in finding work, job training, 
retraining, or other services in order to return to 
work, visit your local America’s Job Center of 
CaliforniaSM formerly known as One-Stop Career 
Centers listed at www.servicelocator.org, or in 
the white pages of your phone directory.

If your disability is permanent or is expected to 
continue for a year or more, contact the U.S. 
Social Security Administration at www.ssa.gov, 
or by phone at 1-800-772-1213  
(TTY 1-800-325-0778).

If you take time off work to care for a family 
member or if you take time off from work 
to bond with a new child, including newly 
adopted, newly placed foster children, or  
those of your registered domestic partner, 
contact the EDD PFL program at  
www.edd.ca.gov/disability, or by phone at 
1-877-238-4373, or through the California
Relay Service at 711.

Note: A PFL bonding claim form will be sent 
automatically with the final benefit payment to 
new mothers receiving DI benefits.

If you are a victim of a crime, contact the 
California Victim Compensation program at 
1-800-777-9229 (TTY 1-800-735-2929). You
may also contact your county Victim/Witness
Assistance Center.

Questions about spousal or parental support 
obligations should be directed to the district 
attorney’s office for the county that issued the 
court order.

Questions about child support obligations 
should be directed to the Department of Child 
Support Services at 1-866-901-3212  
(TTY 1-866-399-4096).
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How to Claim State Plan Benefi ts
1. Use SDI Online to securely fi le for benefi ts or


to request a paper claim form.
• By Internet: www.edd.ca.gov/disability.
• By phone: 1-800-480-3287.
• By TTY (teletypewriter for deaf, hearing-


impaired, and speech-impaired persons only)
at: 1-800-563-2441 for DI or 1-800-445-1312
for PFL.


• By mail: EDD, Disability Insurance, PO Box
13140, Sacramento, CA 95813-3140.


• In person by visiting any of the DI offi ces listed
under “DI Offi ce Locations.”


• California State government employees
covered by SDI should call 1-866-352-7675.


2. When fi ling SDI Online, complete all
required fi elds. A receipt number will be
generated when your claim is submitted.
If using a paper claim form, complete and
sign the “Claim Statement of Employee.” Print
clearly, and verify your answers are complete
and correct as errors delay payments.


3. Have your physician/practitioner complete
the “Physician/Practitioner Certifi cation”
online or use the paper claim form. If fi ling
online, your physician/practitioner will
need your receipt number to complete the
“Physician/Practitioner Certifi cation.”
Usually a claim cannot begin more than
seven days before you were examined by or
under the care of a physician/practitioner.
Certifi cation may be made by a licensed
medical or osteopathic physician and
surgeon, nurse practitioner, chiropractor,
dentist, podiatrist, optometrist, designated
psychologist, or an authorized medical
offi cer of a United States Government facility.
Certifi cation may also be made by a licensed
nurse-midwife or licensed midwife for
disabilities related to normal pregnancy or
childbirth.


4. File online or submit your paper claim form
within 49 days from the fi rst day you were
disabled. If your claim is late, you may lose
benefi ts unless your explanation of the delay
is accepted as reasonable.


The EDD is an equal opportunity employer/program. 
Auxiliary aids and services are available upon request to 
individuals with disabilities. Requests for services, aids, 
and/or alternate formats need to be made by calling DI at 
1-800-480-3287 (voice), or TTY 1-800-563-2441, or PFL 
at 1-877-238-4373 or TTY 1-800-445-1312.


This pamphlet is for general information only, 
and does not have the force and effect of the law, 


rule or regulation.


Disability is an illness or injury, either physical 
or mental, which prevents customary work. 
Disability includes elective surgery, pregnancy, 
childbirth, or related medical conditions.


Disability Insurance (DI) is a component of the 
State Disability Insurance (SDI) program, designed 
to partially replace wages lost due to a non-work-
related disability (see “Other Programs,” for job-
related disabilities.)


SDI contributions are paid by California workers 
covered by the SDI program. Contribution rates 
may vary from year to year. For current rates, visit 
the DI website at www.edd.ca.gov/disability, 
or contact the Employment Development 
Department (EDD) Disability Insurance Customer 
Service at 1-800-480-3287 or EDD Employment 
Tax Customer Service at 1-888-745-3886.


DI Plans


• State Plan. DI’s state plan is covered in this
brochure.


• Voluntary Plan (VP). A private plan, approved
by the Director of EDD, which may be
substituted for the State Plan. Voluntary plans
may be established if the employer and
majority of employees agree to do so. VP
information and fi ling a claim may be done
through your employer. If you are covered by
a VP, the provisions of the brochure may not
apply to you. Obtain information about your
coverage and fi le a VP claim through your
employer.


• Elective Coverage (EC). Employers and self-
employed persons, including general partners,
may elect coverage. The method of computing
benefi ts for EC participants is not the same
as for mandatory rate payers. The cost of
participating, which is set annually, can be
obtained from your local EDD Employment Tax
Customer Service Offi ce.


EC claims are fi led in the same manner as
State Plan claims; however, there are some
differences in eligibility requirements from
those listed in this pamphlet.


• For additional information or to apply for
coverage, contact EDD DI Customer Service
at 1-800-480-3287, EDD Employment Tax
Customer Service at 1-888-745-3886, or visit
our website at www.edd.ca.gov/disability.
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DI Offi ce Locations


Chico ..................................... 645 Salem Street
(write to: PO Box 8190, Chico, CA 95927-8190)


Chino Hills .. 15315 Fairfi eld Ranch Road, Ste. 100
(write to: PO Box 60006, City of Industry, CA 91716-0006)


Fresno ........... 2550 Mariposa Mall, Rm. 1080A
(write to: PO Box 32, Fresno, CA 93707-0032)


Long Beach ... 4300 Long Beach Blvd., Ste. 600
(write to: PO Box 469, Long Beach, CA 90801-0469)


Los Angeles ......888 S. Figueroa Street, Ste. 200
(write to: PO Box 513096, Los Angeles, CA 90051-1096)


Oakland ............................7677 Oakport Street
(write to: PO Box 1857, Oakland, CA 94606-1857)


San Bernardino ...................371 West 3rd Street
(write to: PO Box 781, San Bernardino, CA 92402-0781)


San Diego .. 9246 Lightwave Avenue, Bldg. A, Ste. 300
(write to: PO Box 120831, San Diego, CA 92112-0831)


San Francisco ....... 745 Franklin Street, Rm. 300
(write to: PO Box 193534, San Francisco, CA 94119-3534)


San Jose ..................... 297 West Hedding Street
(write to: PO Box 637, San Jose, CA 95106-0637)


Santa Ana . 605 West Santa Ana Blvd., Bldg. 28, Rm. 735
(write to: PO Box 1466, Santa Ana, CA 92702-1466)


Santa Barbara ................. 128 East Ortega Street
(write to: PO Box 1529, Santa Barbara, CA 93102-1529)


Santa Rosa ................... 606 Healdsburg Avenue
(write to: PO Box 700, Santa Rosa, CA 95402-0700)


Stockton ................... 528 North Madison Street
(write to: PO Box 201006, Stockton, CA 95201-9006)


California State Government Employees
(write to: PO Box 2168, Stockton, CA 95201-2168)


Van Nuys ...........15400 Sherman Way, Rm. 500
(write to: PO Box 10402, Van Nuys, CA 91410-0402)
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How Benefi ts Are Paid


• The SDI program serves you electronically or 
by mail. You do not need to appear in person 
to apply or receive benefi ts.


• Benefi ts are paid via the EDD Debit CardSM. 
The EDD Debit CardSM works like other debit 
cards with access to funds 24 hours a day, 
7 days a week and can be used everywhere 
Visa debit cards are accepted. When your 
claim is received, you may be contacted 
through SDI Online, by phone, or by mail 
for additional information. Most properly 
completed claims are processed within 14 
days.


• The fi rst seven days of your DI claim are a 
non-payable waiting period.


Benefi ts are paid as quickly as possible after all 
information to determine eligibility is received. 
If you meet all eligibility requirements, benefi ts 
will be authorized. If you are eligible for further 
benefi ts, you will be sent additional benefi ts 
electronically or sent a “continued claim” 
certifi cation form for you to complete for the 
next benefi t period. Usually these benefi t 
periods will be in two week intervals. However, 
DI pays benefi ts based on daily eligibility within 
a seven-day calendar week. Partial weeks are 
paid at a daily rate. This rate is one-seventh of 
your weekly benefi t amount. Please allow 10 
days from the date you mail a certifi cation for 
receipt of payment.
How Your Benefi t Rate is Determined
Benefi t amounts are based on wages paid during 
a specifi c 12-month base period, determined 
by the date your claim begins. Consider when 
to start your claim since this may affect your 
weekly benefi t rate, your maximum benefi t 
amount, and the period of your benefi t 
eligibility.
Only base period wages subject to the SDI 
contributions can be used in computing your 
benefi ts. To qualify, you must have earned at 
least $300 during your base period. The month 
your claim begins determines which four 
consecutive quarters are used.
If your claim begins in:
• January, February, or March, your base 


period is the 12 months ending last 
September 30. (Example: A claim beginning 


February 14, 2014, uses a base period of 
October 1, 2012, through September 30, 
2013.)


• April, May, or June, your base period is the 
12 months ending last December 31.
(Example: A claim beginning June 20, 2014, 
uses a base period of January 1, 2013, through 
December 31, 2013.)


• July, August, or September, your base period is 
the 12 months ending last March 31. 


 (Example: A claim beginning September 27, 
2014, uses a base period of April 1, 2013, 
through March 31, 2014.)


• October, November, or December, your base 
period is the 12 months ending last June 
30. (Example: A claim beginning November 
2, 2014, uses a base period of July 1, 2013, 
through June 30, 2014.)


Exceptions: If your claim is determined to be 
invalid, but you were unemployed and seeking 
work for 60 days or more in any quarter of your 
base period, you may be able to substitute wages 
paid in prior quarters.


You may be entitled to substitute wages paid in 
prior quarters to either validate your claim or 
increase your benefi t amount, if during your base 
period you:


• were in the military service.


• received Workers’ Compensation benefi ts.


• did not work because of a labor dispute.


If your situation fi ts any of the above, include a 
note with your claim form.


Wage Continuation. If your employer continues 
to pay you wages while you are disabled, your DI 
benefi ts may be affected. DI benefi ts plus wages 
cannot exceed your regular weekly wage. DI 
benefi ts are not affected by vacation pay you may 
receive.


Maximum Benefi ts. The maximum benefi t amount 
is 52 times the weekly rate, but not more than 
your total base period wages. Exception: For 
employers and self-employed individuals who 
elect SDI coverage, the maximum benefi t amount 
is 39 times the weekly rate.


Additionally, benefi ts are payable only for a 
limited period to a resident in an alcoholic 


recovery home or drug-free residential facility that 
is both licensed and certifi ed by the state in which 
the facility is located. However, disabilities related 
to or caused by acute or chronic alcoholism or 
drug abuse, being medically treated, do not have 
this limitation.


Pregnancy. As with any medical condition, your 
disability period begins the fi rst day you are unable 
to do your regular or customary work. DI benefi ts 
are based on the period of time your physician/
practitioner certifi es you are unable to do your 
regular or customary work. Do not send in your 
claim for pregnancy-related DI benefi ts until the 
date your physician/practitioner certifi es you are 
disabled.


NOTE: For information on Paid Family Leave (PFL) 
bonding benefi ts, see the “Other Programs” 
section of this brochure.


You May Not be Eligible for Benefi ts


• If you are receiving Unemployment
Insurance or PFL benefi ts.


• If you are not working or looking for work at 
the time you become disabled.


• If you are in custody due to conviction of a 
crime.


• If your full wages are paid.


• If you are receiving Workers’ Compensation 
at a weekly rate equal to or greater than the 
DI rate. If Workers’ Compensation benefi ts are 
paid at a lower rate than your DI rate, you may 
be paid the difference.


• For the amount of time a claim is late (without 
good cause).


• If you make a false statement or fail to report 
a material fact. (A 30 percent penalty may be 
assessed if benefi ts are overpaid because you 
willfully withheld a material fact or made a false 
statement.)


• If you fail to attend an independent medical 
examination when requested. (Fees for such 
examinations are paid by the EDD.)


The California Unemployment Insurance 
Code provides for penalties consisting of fi nes, 
imprisonment, and loss of benefi t rights for fraud 
against the SDI program.


Your Rights. You are entitled to:


• Know the reason and basis for any decision 
that affects your benefi ts.


• Appeal any decision about your eligibility for 
benefi ts. (Appeals must be sent to the DI offi ce 
in writing.)


• Request an appeal hearing before an 
Administrative Law Judge (ALJ). You may further 
appeal the ALJ’s decision to the California 
Unemployment Insurance Appeals Board and 
the courts.


• Privacy – all claim information will be 
kept confi dential except for the purposes 
allowed by law.


Your Obligations. Your responsibilities: 


• Complete your claim and other forms correctly, 
completely, and truthfully.


• Submit your claim and other forms according 
to time limits on forms. If your claim is 
submitted late and you believe you have a 
good reason for being late, you should include 
a written explanation of the reason(s) with the 
form.


• Contact DI if you do not understand a question 
or how to answer it.


• Include your name and Social Security number 
on letters to DI.


Contact DI


• By e-mail at https://ask.edd.ca.gov


• By phone at: 1-800-480-3287 (English) or
1-866-658-8846 (Spanish).


• By U.S. mail addressed to PO Box 13140, 
Sacramento, CA 95813-3140. If you do not 
have a current claim, you may write to any DI 
Offi ce.


• By TTY (teletypewriter for deaf, hearing-
impaired, and speech-impaired persons only) 
at 1-800-563-2441.


• In person by visiting any of the DI offi ces listed 
under “DI Offi ce Locations.”


Other Programs


If you are injured on the job or become ill as a 
result of your occupation, notify your employer.


If you are able and available to work but 
unemployed, contact the Unemployment 
Insurance program of the EDD through the 
website at www.edd.ca.gov/unemployment, or 
by phone at 1-800-300-5616 
(TTY 1-800-815-9387).


If you need help in fi nding work, job training, 
retraining, or other services in order to return 
to work, visit your local America’s Job Center 
of CaliforniaSM formerly known as One-Stop 
Career Centers listed through the website at 
www.servicelocator.org, or in the white pages 
of your phone directory.


If your disability is permanent or is expected 
to continue for a year or more, contact the 
U.S. Social Security Administration through 
the website at www.ssa.gov, or by phone at 
1-800-772-1213 (TTY 1-800-325-0778).


If you take time off work to care for a family 
member or if you take time off from work 
to bond with a new child, including newly 
adopted, newly placed foster children, or 
those of your registered domestic partner, 
contact the EDD’s PFL through the website at 
www.edd.ca.gov/disability, or by phone at 
1-877-238-4373 (TTY 1-800-445-1312).


For questions relating to DI, contact the EDD 
through the website at 
www.edd.ca.gov/disability, or by phone at 
1-800-480-3287 (TTY 1-800-563-2441).


Note: A PFL bonding claim form will be sent 
automatically with the fi nal benefi t payment to 
new mothers receiving DI benefi ts.


If you are a victim of a crime, contact the 
California Victim Compensation program at 
1-800-777-9229 (TTY 1-800-735-2929). You 
may also contact your county Victim/Witness 
Assistance Center.


Questions about spousal or parental support 
obligations should be directed to the District 
Attorney’s Offi ce for the county that issued the 
court order.


Questions about child support obligations 
should be directed to the Department of Child 
Support Services at 1-866-901-3212 
(TTY 1-866-399-4096).
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