
NEW SUBSTITUTE PAPERWORK 
Thank you for serving as a substitute for the North County Coastal Substitute Consortium (NCCSC).  We rely heavily on 

our substitute teachers and greatly appreciate the support you provide to our staff at all of the districts and schools within 

the NCCSC. 

Please Note: The employment information you complete on each form will be given to the following districts within the 

NCCSC:  Cardiff School District, Del Mar Union School District, Encinitas Union School District, Rancho Santa Fe 

School District, Solana Beach School District.  Each District maintains their own payroll system and you will be paid by 

each school district you substitute for in the NCCSC.   

Please complete in PEN or via PDF and be sure to use your name exactly as it is listed on your social security card. 

SUBSTITUTE INFORMATION  

Last: First: Mid: 
Signature: Date: 
PLEASE COMPLETE: PLEASE PROVIDE: 

 Substitute Information Form 

W-4 Form*

I-9 Form*

 Social Security Form 

 STRS Permissive Election*__________ 

 Voluntary Employee ID  

 Designation of Beneficiary 

 Oath or Affirmation 

 Workers’ Compensation  

 Notification of Reasonable Assurance 

 Acknowledgements 

 Direct Deposit (Optional)* 

I-30 Form (For Retirees Only)

Please list other languages you speak fluently: 

________________________________________________ 

Have you previously worked for NCCSC or any of its districts? 

________________________________________________ 

Do you have children attending schools within NCCSC? 

________________________________________________ 

Are you a student teacher within NCCSC? 

________________________________________________ 

 Drivers’ License (Original) 

 Social Security Card (Signed Original) 

 TB Test Results (Copy) 

 Completed I-30 Form (Retirees Only) 

DISTRICT USE ONLY 

 San Diego County Clearinghouse Fingerprints 

 Cred/Permit _________ EXP…._____/_____/_____ 

 TB Test Expiration……………._____/_____/_____ 

 Orientation Date...…………….._____/_____/_____ 

 Review & Sign Paperwork 

 Add to Frontline: ________-TBD 

 Add to Master List 

 Scan to Electronic Files 

 MAND & BBP Enrollment 

 Enter in Payroll, 1st Sub Day….._____/_____/_____ 

 Submit STRs or I-30 

 Direct Deposit to Payroll 

 Complete EDD 

 EMPL ID: _____________ 

 Removed from Pool……………_____/_____/_____ 

 Reason: _______________ 

 Last Day Worked………………_____/_____/_____ 
*W-4: The exemptions you complete on this form will be for both Federal & State withholdings.  If you would like different exemptions for State

withholdings, please inform NCCSC and they will provide you with a DE4 State Form.

*I-9: Do NOT list a P.O. Box on this form.

*STRS Permissive Election: As a certificated employee, you have the right of election into STRS even though you do not meet the mandatory

enrollment requirement of 50% FTE or more or are not already a member of STRS. As an employer, we are required to enroll you as an employee

into a retirement system either Social Security or STRS for all Certificated employees. STRS is now offering you the opportunity of electing

membership in their STRS Defined Benefit Plan. If you do not elect membership in STRS, you will automatically be subject to Social Security

coverage until such time that you qualify for mandatory enrollment into STRS.  The election to membership in the STRS Defined Benefit Plan is

irrevocable for all future employment to perform creditable service. This election may be cancelled only by terminating all creditable service and

receiving a refund of accumulated employee’s retirement contribution. For additional information about STRS, you may call STRS directly at 1-800-

228-5453.

*Direct Deposit: If you have multiple direct deposit accounts set up across San Diego County School Districts, the payroll system will look at all

auto-deposits when paying you in any one district.  Please verify all accounts are true & accurate and notify district immediately if account has been

closed.



SUBSTITUTE INFORMATION FORM 

*Please Note, this form will be in place with the following school districts within the North County Coastal Substitute

Consortium: Cardiff School District, Del Mar Union School District, Encinitas Union School District, Rancho Santa Fe

School District, Solana Beach School District.

SUBSTITUTE INFORMATION 

Last: First: Middle: 

Address: City, St: Zip: 

Phone 

(Cell): 

Phone 

(Home): 

Birthdate: 
 Male 

 Female 
Email: 

 Single      

 Married 

Spouse’s 

Name: 

EMERGENCY INFORMATION (In case of emergency, please contact…) 

First Name: Last Name: 

Phone: Relationship: 

Address: City, St: Zip: 

CALIFORNIA PUBLIC RETIREMENT SYSTEM 
Are you currently a member of: 

 STRS – State Teachers Retirement System (Certificated) - Monthly contribution of 10.25% of your salary. 

 PERS – Public Employee Retirement System (Classified) - Monthly contribution of 7% of your salary. 

 N/A – I am not a member of STRS or PERS. 

 N/A – I am Retired. 

IF YES: 

Last Agency 

Served: 
California County: 

Years of Service: 
Were funds 

Withdrawn? 
 No      

 Yes, when? __________ 
The facts you have furnished as to your public agency retirement membership status are to enable the San Diego County Office of 

Education to determine and verify your retirement status with the retirement systems.  Therefore, it is VERY important that you 

accurately complete this form.  If you are a current member of STRS or PERS and have not indicated so on this form, you are 

immediately liable for retirement contributions not deducted from your earnings. 

Employee’s Signature Date 

FOR DISTRICT USE ONLY 
First Sub 

Day: 
Position: On-Call Substitute 

Site: Various Hr/Wk: On-Call 

Salary 

Placement: 
CERTIFICATED:  $120/Day (Day 1-10) $130/Day (After 10 Consecutive Days) 



Form W-4 (2019) 
Future developments. For the latest 
information about any future developments 
related to Form W-4, such as legislation 
enacted after it was published. go to 
www.irs.gov/ForrnW4. 

Purpose. Complete Form W-4 so that your 
employer can withhold the correct federal 
income tax from your pay. Consider 
completing a new Form W-4 each year and 
when your personal or financial situation 
changes. 
Exemption from withholding. You may 
claim exemption from withholding for 2019 
if both of the following apply. 
• For 2018 you had a right to a refund of all 
federal income tax withheld because you 
had no tax liability, and 
• For 2019 you expect a refund of all 
federal income tax withheld because you 
expect to have no tax liability. 
If you're exempt, complete only lines 1, 2, 
3, 4, and 7 and sign the form to validate it. 
Your exemption for 2019 expires February 
17, 2020. See Pub. 505, Tax Withholding 
and Estimated Tax, to learn more about 
whether you qualify for exemption from 
withholding. 

General Instructions 
If you aren't exempt, follow the rest of 
these instructions to determine the number 
of withholding allowances you should claim 
for withholding for 2019 and any additional 
amount of tax to have withheld. For regular 
wages, withholding must be based on 
allowances you claimed and may not be a 
flat amount or percentage of wages. 

You can also use the calculator at 
www.irs.gov/W4App to determine your 
tax withholding more accurately. Consider 

using this calculator if you have a more 
complicated tax situation, such as if you 
have a working spouse, more than one job, 
or a large amount of nonwage income not 
subject to withholding outside of your job. 
After your Form W-4 takes effect, you can 
also use this calculator to see how the 
amount of tax you're having withheld 
compares to your projected total tax for 
2019. If you use the calculator, you don't 
need to complete any of the worksheets for 
Form W-4. 

Note that if you have too much tax 
withheld, you will receive a refund when you 
file your tax return. If you have too little tax 
withheld, you will owe tax when you file your 
tax return, and you might owe a penalty. 
Filers with multiple jobs or working 
spouses. If you have more than one job at 
a time, or if you're married filing jointly and 
your spouse is also working, read all of the 
instructions Including the instructions for 
the Two-Earners/Multiple Jobs Worksheet 
before beginning. 
Nonwage income. If you have a large 
amount of nonwage income not subject to 
withholding, such as interest or dividends, 
consider making estimated tax payments 
using Form 1040-ES, Estimated Tax for 
Individuals. Otherwise, you might owe 
additional tax. Or, you can use the 
Deductions, Adjustments, and Additional 
Income Worksheet on page 3 or the 
calculator at www.irs.gov/W4App to make 
sure you have enough tax withheld from 
your paycheck. If you have pension or 
annuity income, see Pub. 505 or use the 
calculator at www.irs.gov/W4App to find 
out if you should adjust your withholding 
on Form W-4 or W-4P. 
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 

Personal Allowances Worksheet 

Complete this worksheet on page 3 first to 
determine the number of withholding 
allowances to claim. 
Line C. Head of household please note: 
Generally, you may claim head of household 
filing status on your tax return only if you're 
unmarried and pay more than 50% of the 
costs of keeping up a home for yourself and 
a qualifying individual. See Pub. 501 for 
more information about filing status. 
Line E. Child tax credit. When you file your 
tax return, you may be eligible to claim a 
child tax credit for each of your eligible 
children. To qualify, the child must be under 
age 17 as of December 31, must be your 
dependent who lives with you for more than 
half the year, and must have a valid social 
security number. To learn more about this 
credit, see Pub. 972, Child Tax Credit. To 
reduce the tax withheld from your pay by 
talking this credit into account, follow the 
instructions on line E of the worksheet. On 
the worksheet you will be asked about your 
total income. For this purpose, total income 
includes all of your wages and other 
income, Including income earned by a 
spouse if you are filing a joint return. 
Line F. Credit for other dependents. 
When you file your tax return, you may be 
eligible to claim a credit for other 
dependents for whom a child tax credit 
can't be claimed, such as a qualifying child 
who doesn't meet the age or social 
security number requirement for the child 
tax credit, or a qualifying relative. To learn 
more about this credit, see Pub. 972. To 
reduce the tax withheld from your pay by 
taking this credit into account, follow the 
instructions on line F of the worksheet. On 
the worksheet, you will be asked about 
your total income. For this purpose, total 

-----···--·--··············-- Separate here and give Form W-4 to your employer. Keep the worksheet{sl for your records. -··-····-·-····-····-·----·--

Form W•4 Employee's Withholding Allowance Certificate 0MB No. 1545·0074 

Depar1ment of the Treasury ► Whether you're entitled to claim a certain number of allowances or exemption from withholding Is �@19 Internal Revenue Sefvice subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 

1 Your first name and middle initial 
I 

Last name 12 Your social security number

Home address (number and street or rural route) 3 Osingle □ Ma rried 0 Married. but withhold at higher Single rate. 
Note: If married filing separately. check "'Married, but wilhhold at higher Single rate." 

City or town, state, and ZIP code 4 If your last name differs from that shown on your social security card, 

check here. You must call 800-772·1213 for a replacement card. ► □

5 Total number of allowances you're claiming (from the applicable worksheet on the following pages) . 5 

6 Additional amount, If any, you want withheld from each paycheck 6 $ 

7 I claim exemption from withholding for 2019, and I certify that I meet both of the following conditions for exemption. 
• Last year I had a right to a refund of all federal income tax withheld because I had no tax liability, and

• This year I expect a refund of all federal income tax withheld because I expect to have no tax liability . 
If you meet both conditions, write "Exempt" here . . ► I 1 I

Under penalties of perjury, I declare that I have examined this certificate and, to the best of my knowledge and belief, it is true, correct, and complete. 
Employee's signature 
(This form is not valid unless you sign it.) ► 

8 Employer's name and address (Employer: Complete boxes 8 and 10 If sending to IRS and complete 
boxes 8. 9. and 10 if sending to State Directory of New Hires.) 

For Privacy Act and Paperwork Reduction Act Notice, see page 4. 

Date ► 

9 First date of 10 Employer identification 
employment number (EIN) 

Cat. No. 102200 Form W-4 (2019) 
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LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A  
or a combination of one selection from List B and one selection from List C.

LIST A

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

1.   U.S. Passport or U.S. Passport Card

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

4.   Employment Authorization Document 
that contains a photograph (Form 
I-766) 

5.   For a nonimmigrant alien authorized  
to work for a specific employer 
because of his or her status:

Documents that Establish 
Both Identity and 

Employment Authorization

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

b. Form I-94 or Form I-94A that has  
the following:
(1) The same name as the passport; 

and
(2) An endorsement of the alien's 

nonimmigrant status as long as 
that period of endorsement has 
not yet expired and the 
proposed employment is not in 
conflict with any restrictions or 
limitations identified on the form.

a. Foreign passport; and

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

listed above:   

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

9.   Driver's license issued by a Canadian 
government authority

3.   School ID card with a photograph

6.   Military dependent's ID card

7.   U.S. Coast Guard Merchant Mariner 
Card

8.   Native American tribal document

10.   School record or report card

11.   Clinic, doctor, or hospital record

12.   Day-care or nursery school record

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

4.   Voter's registration card

5.   U.S. Military card or draft record

Documents that Establish  
Identity 

LIST B

OR AND

LIST C

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

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

2.   Certification of Birth Abroad issued 
by the Department of State (Form 
FS-545)

3.   Certification of Report of Birth 
issued by the Department of State 
(Form DS-1350)

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

5.   Native American tribal document

7.   Identification Card for Use of 
Resident Citizen in the United 
States (Form I-179)

Documents that Establish  
Employment Authorization

6.   U.S. Citizen ID Card (Form I-197)

(2)  VALID FOR WORK ONLY WITH 
INS AUTHORIZATION

(3)  VALID FOR WORK ONLY WITH 
DHS AUTHORIZATION

(1)  NOT VALID FOR EMPLOYMENT

Page 3 of 3Form I-9  11/14/2016 N

Examples of many of these documents appear in Part 8 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.





Form  SSA-1945 (01-2013) 

Information about Social Security Form SSA-1945  Statement Concerning Your 
Employment in a Job Not Covered by Social Security 

New legislation [Section 419(c) of Public Law 108-203, the Social Security Protection Act of 2004] requires 
State  and local government employers to provide a statement to employees hired January 1, 2005 or later in a 
job not covered under Social Security. The statement explains how a pension from that job could affect future 
Social  Security benefits to which they may become entitled. 

Form SSA-1945, Statement Concerning Your Employment in a Job Not Covered by Social Security,  is 
the document that employers should use to meet the requirements of the law. The SSA-1945 explains the 
potential effects of two provisions in the Social Security law for workers who also receive a pension based on 
their work in a job not covered by Social Security. The Windfall Elimination Provision can affect the amount of a 
worker’s Social Security retirement or disability benefit. The Government Pension Offset Provision can affect a 
Social Security benefit received as a spouse, surviving spouse, or an ex-spouse.

Employers must: 

• Give the statement to the employee prior to the start of employment; 

• Get the employee’s signature on the form; and 

• Submit a copy of the signed form to the pension paying agency. 

Social Security will not be setting any additional guidelines for the use of this form. 

Copies of the SSA-1945 are available online at the Social Security website, 
www.socialsecurity.gov/online/ssa-1945.pdf.  Paper copies can be requested by email at 
ofsm.oswm.rqct.orders@ssa.gov or by fax at 410-965-2037.  The  request must include the name, complete 
address and telephone number of the employer.  Forms will not be sent to  a post office box.  Also, if 
appropriate, include the name of the person to whom the forms are to be delivered.  The  forms are available in 
packages of 25.  Please refer to Inventory Control Number (ICN) 276950 when ordering. 



Permissive Membership-Instructions 

PERMISSIVE MEMBERSHIP INSTRUCTIONS • REV 01/19 • PAGE 1 OF 1 

If you are employed to perform creditable service in a 
position that is excluded from mandatory membership in 
the CalSTRS’ Defined Benefit Program, you may use 
this form to elect membership at any time while 
employed to perform creditable service.  

A permissive election of membership in the Defined 
Benefit Program is irrevocable and applies to all future 
creditable service performed for the same or another 
employer unless an election for coverage by the 
CalSTRS Cash Balance Benefit Program or California 
Public Employees’ Retirement System (CalPERS) is 
made for eligible service as allowed by law.  

Membership may only be cancelled if you terminate all 
employment to perform creditable service and refund 
your accumulated retirement contributions from the 
CalSTRS Defined Benefit Program.  

SECTION 1: EMPLOYEE INFORMATION, ELECTION AND/OR 
CERTIFICATION (TO BE COMPLETED BY EMPLOYEE) 

Provide the following information: 
• Last Name, First Name and Middle Initial
• CalSTRS Client ID or Social Security Number

If you have already been employed to perform creditable 
service you will have a Client ID in the CalSTRS 
system, even if you were not formerly a member. You 
may provide your CalSTRS Client ID, if you have one, 
in lieu of your Social Security Number.  

If you want to elect membership in the CalSTRS 
Defined Benefit Program: 

• Check the appropriate box
• Provide your requested membership date*
• Sign the form and date your signature
• Return the form to your employer

*Your membership date can be no earlier than the first
day of the pay period in which your election is made, or
your first day of employment, whichever is later. Verify
with your employer that you are eligible for your
requested membership date.

If you do not want to elect membership in the Defined 
Benefit Program: 

• Check the appropriate box
• Sign the form and date your signature
• Return the form to your employer

SECTION 3: EMPLOYER INFORMATION AND CERTIFICATION 
(TO BE COMPLETED BY EMPLOYER) 

Provide the following information: 
• The employer (district) name
• County and district code
• Name and title of employer official completing

the form 

Verify the employee is eligible for the requested 
membership date.  

Sign the form and date your signature. 

Submit the form to CalSTRS and retain a copy. 

SUBMITTING THE FORM 

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

Submit the form by mail, fax or the Secure Employer 
Website and retain a copy.  

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

Fax to: 916-414-5476 

Secure 
Employer 
Website: 

Attach the form to a secure message and 
submit via SEW 

QUESTIONS

Employee – contact your employer. 

Employer – contact your CalSTRS Employer Services 
Representative.  



PERMISSIVE MEMBERSHIP • REV 01/19 • PAGE 1 OF 1 

Permissive Membership 
ES 0350 rev 01/19 

PERMISSIVE MEMBERSHIP ELECTION AND/OR ACKNOWLEDGEMENT OF RECEIPT 
OF CALSTRS DEFINED BENEFIT PROGRAM MEMBERSHIP INFORMATION 

California State Teachers’ Retirement System 
P.O. Box 15275, MS 17 

Sacramento, CA 95851-0275 
800-228-5453 
CalSTRS.com 

This form is used to permissively elect membership in the CalSTRS Defined Benefit Program and/or to acknowledge receipt of 
information provided by an employer about the right to elect membership in the CalSTRS Defined Benefit Program. 

Section 1: Employee Information, Election and/or Certification (to be completed by employee) 

NAME (LAST, FIRST, INITIAL) CALSTRS CLIENT ID OR SOCIAL SECURITY NUMBER 

CHECK ONE: 
 I elect membership in the CalSTRS Defined Benefit Program as of:   ___________________________

MEMBERSHIP DATE (MM/DD/YYYY)*** 

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

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

Required Signature 

I certify that I have received information from my employer concerning the CalSTRS Defined Benefit Program and understand the criteria for 
membership in the program.  

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

EMPLOYEE’S SIGNATURE SIGNATURE DATE (MM/DD/YYYY) 

Section 2: Employer Information and Certification (to be completed by employer) 

EMPLOYER NAME COUNTY AND DISTRICT CODE 

EMPLOYER OFFICIAL’S NAME AND TITLE 

Required Signature 

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

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

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

***Membership Date may be no earlier than the first day of the pay period in 
which the election is made, or the first day of employment, whichever is later. 

Cardiff, Del Mar, Encinitas, Solana Beach, and Rancho Santa Fe School Districts San Diego

Substitute Consortium Coordinator for the North County Coastal Substitute Consortium
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VOLUNTARY EMPLOYEE ID FORM 
 

*Please Note, this form will be in place with the following school districts within the North County Coastal Substitute 
Consortium: Cardiff School District, Del Mar Union School District, Encinitas Union School District, Rancho Santa Fe 
School District, Solana Beach School District.   
 

SUBSTITUTE INFORMATION 

Last:  First:  Middle:  

Title: On-Call Substitute 

Gender:  Male     Female 
PART A – ETHNICITY (Select only one) 
Are you Hispanic or Latino?  (The federal government definition of Hispanic/Latino is a person of Cuban, Mexican, Puerto 
Rican, South or Central American, or other Spanish culture or origin, regardless of race.) 

 YES    NO 
PART B – RACE  
(Regardless of your answer to Part A, you may select one of more of the following categories that apply to you.)

CATEGORY DEFINITION OF CATEGORY 

 American Indian or Alaska Native 
A person having origins in any of the original peoples of North and South 
America (including Central America) who maintains cultural identification 
through tribal affiliation or community attachment. 

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

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. 

 Black or African American A person having origins in any of the black racial groups of Africa. 

Native Hawaiian or Other Pacific Islander 
  Guamanian  Samoan 
  Hawaiian  
  Other Pacific Islander 

A person having origins in any of the original peoples of Hawaii, Guam, 
Guamanian Samoa, or other Pacific Islands. 

 White A person having origins in any of the original people of Europe, the Middle East, 
or North Africa. 

PART C 

Handicapped/Disabled:  YES    NO Indicate type & 
extent of handicap:  

Please check the box(es) which best describe how you received information regarding this position: 
  Employee of NCCSC  Work Site in NCCSC   NCCSC Website  edjoin.org 
  Facebook  Twitter  Other: ___________________________ 
 

The Equal Employment Opportunity Commission (EEOC) required organizations with 100 or more employees to invite applicants to 
self-identify gender and race and complete an EEO-1 report each year.  Completion of this data is voluntary and will not affect your 
opportunity for employment, or terms or conditions of employment.  This form will be used for EEO-1 reporting purposes only and 
will be kept separate from all other personnel records only accessed by the Human Resources department.  Please return complete 
forms to the HR department. 



 

EMPLOYEE’S DESIGNATION OF BENEFICIARY  

UNDER GOVERNMENT CODE SECTION 53245 
 

*Please Note, this form will be in place with the following school districts within the North County Coastal Substitute 

Consortium: Cardiff School District, Del Mar Union School District, Encinitas Union School District, Rancho Santa Fe 

School District, Solana Beach School District.   
 

This is to inform you that in the event of my death, I hereby designate the person listed below as the person 

entitled to receive and negotiate all warrants or checks that will be payable to me from the following districts in 

the North County Coastal Substitute Consortium:  Cardiff School District, Del Mar Union School District, 

Encinitas Union School District, Rancho Santa Fe School District, Solana Beach School District. 

Last:  First:  Middle:  

Address:  City, St:  Zip:  

Phone: 
  Cell  

  Home 
Social 

Security:   

Date of 

Birth: 

  Male 

  Female 
Place of 

Birth:  

Relationship:  Spouse    Parent    Child    Other (Please Specify): ___________________________ 

Email:  

I understand that it is my responsibility to keep this designation current, and further, I understand that this 

designation is in addition to, and separate from the beneficiary designation filed with the State Teachers 

Retirement System, the California Public Employees Retirement System, or any other will, codicils or like 

documents. 

Last:  First:  Middle:  

Signature:  Date:  

 
Government Code Section 53245 States: “Any person now or hereafter employed by a county, city, municipal corporation, district, or 

other public agency may file with his appointing power a designation of a person who, notwithstanding any other provision of law, 

shall, on the death of the employee, be entitled to receive all warrants or checks that would have been payable to the decedent had he 

survived.  The employee may change the designation from time to time.  A person so designated shall claim such warrants or checks 

from the appointing power.  On sufficient proof of identity, the appointing power shall deliver the warrants or checks to the claimant.  

A person who receives a warrant or check pursuant to this section is entitled to negotiate it as if he were the payee.” 



 

OATH OR AFFIRMATION 
 

*Please Note, this form will be in place with the following school districts within the North County Coastal Substitute 

Consortium: Cardiff School District, Del Mar Union School District, Encinitas Union School District, Rancho Santa Fe 

School District, Solana Beach School District.   
 

I, 

Last:  First:  Middle:  

do solemnly swear (or affirm) that I will support and defend the Constitution of the United States and the 

Constitution of the State of California against all enemies, foreign and domestic; that I will bear true faith and 

allegiance to the Constitution of the United States and the Constitution of the State of California; that I take this 

obligation freely, without any mental reservation or purpose of evasion; and that I will well and faithfully 

discharge the duties upon which I am about to enter. 

 

I further swear (or affirm) that I am a citizen of the United States of America. 

 

I understand that as a public employee I am a disaster service worker pursuant to Government Code 3100 and 

3102 and that I am required to take this oath before entering the duties of my employment.  In the event of 

natural, manmade or war-caused emergencies which result in conditions of disaster or extreme peril to life, 

property and resources, I am subject to disaster services activities assigned to me by my supervisor. 

Signature:  Date:  

CERTIFIED BY: 

Name:  Title: 
Substitute Consortium 

Coordinator 

 





JPA Risk Management JPA  
Fringe Benefits Consortium 

SAN DIEGO COUNTY AND IMPERIAL COUNTY SCHOOLS 

EMPLOYEE NOTICE 
WORKERS’ COMPENSATION BENEFITS 

This is to notify you of benefits, available to you through the California Workers’ 
Compensation system. 

Almost every employee in California is protected by workers’ compensation laws, 
but there are a few exceptions.  People in business for themselves, independent 
contractors, and unpaid volunteers may not be covered.  Maritime workers and 
federal employees are covered by similar laws.  These benefits are paid for by 
your employer, who is permissibly self-insured.  You may be entitled to workers’ 
compensation benefits if you are injured or become ill because of your job.  
Workers’ compensation covers most work-related physical or mental injuries and 
illnesses.  An injury or illness can be caused by one event (such as hurting your 
back in a fall) or by repeated exposures, such as repetitive motion over time.
Everything from first-aid type injuries to serious accidents are covered.  Some 
injuries from voluntary, off-duty recreational, social or athletic activity may not be 
covered.  There is no qualifying period.  Coverage begins the first minute you are 
on the job. 

What you have to do 

If you have a work injury or illness always report it immediately to your 
supervisor.  Your employer will provide you with a claim form (DWC1).  Complete 
the “Employee” section of the claim form, keep one copy for yourself and give it 
to your employer, who will complete the “Employer” section of the form and give 
you a signed and dated copy as well as provide one copy to the claims 
administrator, who is responsible for handling your claim and notifying you about 
your eligibility for benefits.  State law requires employers to authorize medical 
treatment within one working day of receiving a claim form, and employers may 
be liable for as much as $10,000 in treatment until a claim is accepted or 
rejected.  Delays in reporting may delay workers’ compensation benefits and you 
may not be able to receive benefits if you don’t file a claim within one year of the 
date of injury, the same date you knew the injury was work related, or the date 
benefits were last provided. 

Benefits

The California workers’ compensation law guarantees you three kinds of 
benefits:



 All reasonable and necessary medical care for your injury or illness, with 
no deductibles.  Medical benefits may include treatment by a doctor, 
hospital services, lab test, x-rays, physical therapy, and medication.  State 
law makes non-emergency medical services subject to preauthorization 
and limits some medical services. 

 Tax-free payments to help replace lost wages while you are temporarily 
disabled.  Additional payments are made if the injury causes permanent 
disability or death. 

Medical Care-All medical expenses for reasonable and necessary treatment will 
be paid directly by the claims administrator, so you should never see a bill.  The 
name and address of the claims administrator are at the end of this document 
and are posted at your workplace.  Your employer has a Medical Provider 
Network (MPN), which will be explained further in this document. 
Temporary Disability-If you are unable to work for more than three days, 
including weekends, you are entitled to temporary (TD) payments to help replace 
your lost wages.  However, most of the districts have a return-to-work program, 
so check with your district to see if they have any transitional work that you can 
do with physical restrictions.  Some positions with school districts have an 
industrial leave benefit.  Check with your employer to see if you are entitled to 
those benefits.  If you are entitled to receive TD directly, payments will begin 
approximately 14 days from the reported date of the injury.  Payments won’t be 
made for the first three days unless you are hospitalized or off work more than 14 
days.  The amount of these checks will be two-thirds your average wage, subject 
to minimums and maximums set by the state legislature.  TD payments for a 
single injury may not extend for more than 104 compensable weeks within two 
years from the date of the first payment; or for more than 240 weeks within five 
years from the date of injury for a few long-term injuries such as severe burns or 
chronic lung disease.
Permanent Disability-If your doctor says your injury or illness will always leave 
you somewhat limited in your ability to work, you may receive permanent 
disability payments.  The amount depends on the doctor’s report, how much of 
the permanent disability was directly caused by your work, and factors such as 
your age, occupation, type of injury, and date of injury.  Your benefit payment 
also may be affected by whether or not your employer makes a suitable return-
to-work offer.  The minimum and maximum amounts are set by state law, and 
may vary by injury date, but if you have a permanent disability, your claims 
administrator will send you a letter explaining how the benefit was calculated and 
how it will be paid. 
Death Benefits-If the injury or illness causes death, payments may be made to 
your relatives or household members who were financially dependent on you.
These benefits are set by state law and the amount depends on the number of 
dependents.  The payments are made at the same rate as temporary disability 
payments.  In addition, workers’ compensation provides a burial allowance. 
Supplemental Job Displacement Benefits-If you receive temporary disability 
payments, within 30 days after that benefit ends, your claims administrator will 



send a letter advising whether your employer has a modified job or alternative 
work for you, and explaining your potential rights to a supplemental job 
displacement benefit.  If your employer does not offer modified or alternative 
work, you cannot return to work for the employer within 60 days after your 
temporary disability ends, and it is determined that you have a permanent 
disability, you may choose to receive a nontransferable voucher to use at a state 
accredited school for education-related retraining or skill enhancement.  If you 
qualify for the supplemental job displacement benefit, your claims administrator 
will provide a voucher up to a max set by state law: 

A) Up to $4,000 for permanent disability awards of more than 0 but less 
than 15% 

B) Up to $6,000 for permanent disability awards between 15% and 25% 
C) Up to $8,000 for permanent disability awards between 26% and 49% 
D) Up to $10,000 for permanent disability awards between 50% and 99% 

More about Medical Care 

 If emergency care is needed, call 911 for immediate help. 
 If first-aid is available at your workplace, seek immediate treatment.  
 To make sure your medical bills get paid and you get all of your benefits, 

report the injury immediately. 
 You can be treated by your own personal physician immediately if your 

employer offers group health coverage, you complete a pre-designation 
request form (attached), and have your doctor sign the form, indicating 
he/she agrees to treat you for work related injuries or illnesses and follow 
the state reporting requirements as outlined in Rules and Regulations 
9785 of the California Labor Code.  The physician must have treated you 
previously and have your medical records. 

 Your employer offers a Medical Provider Network (MPN), therefore, unless 
you pre-designate a treating physician, you must treat with a physician or 
clinic within the network.  You can change doctors at any time upon notice 
to the claims administrator and as long as the new physician is also in the 
network.  You will be provided with separate information regarding your 
rights and how to access the MPN.  Since your employer has an MPN, if 
you have not pre-designated a physician you cannot declare a personal 
Chiropractor or Acupuncturist to change to after treating with the MPN 
physician.

If you have questions 
. . . .ask your supervisor, employer representative or contact the Third Party 
Administrator (TPA) claims administrator directly.

You can also contact the Information and Assistance Officer at the State Division 
of Workers’ Compensation (DWC).  Information and Assistance Officers are 
available at no charge to answer questions, review problems and provide 
additional written information about workers’ compensation.  They can be 
reached at: 800-736-7401. 
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EMPLOYEE MPN INFORMATION 
This information is being provided to you to explain your rights and responsibilities should you have an accident at work.  You
will also receive a copy of this notice at the time of injury.  

The California Workers’ Compensation Regulation requires employees to utilize the Medical Provider Network (doctors, 
hospitals, ancillary services) who are part of a Medical Provider Network or MPN.  The Medical Provider Network has been 
selected for treatment of work related injuries.

Employer Contact: San Diego and Imperial County Schools Risk Management JPA 
Contact Name:  Felicia Amenta, Workers’ Compensation Program Manager 
Telephone Number:  858.571.7221 
Address: 6401 Linda Vista Rd., #505 
City, State, Zip:  San Diego, CA 92111-7399 

If you are injured on the job... 

1. Report your injury to your supervisor/manager immediately.
IN CASE OF EMERGENCY SEEK IMMEDIATE MEDICAL ATTENTION AT THE NEAREST EMERGENCY
FACILITY.

2. You may be asked to provide information such as.... 
Your Name 
Your Home Address, City, State, Zip, County, Telephone Number 
Date of Birth 
Social Security Number 
Date, Time, Location and Nature of Injury 

3. If you require medical treatment, A Medical Provider Network physician (or other health care provider) is available
for you to see.  The MPN network provider will become your primary care physician and will provide the necessary and
appropriate treatment for your work related injury.  Your primary care physician will direct your care overall and refer to
specialists as required within the MPN. A CorVel nurse may be assigned to interact with you, your provider and
employer.  The MPN network, listing of the health care providers, is available from your employer MPN contact person,
your claims adjuster, or online at http://mpn.corvel.com/sdcoejpa/MPNSearch.aspx.  At any time you are choosing a
physician, you have the right to select from the entire MPN.

4. If you are on Business-Related Travel or away from your work site when an injury occurs, call your supervisor/manager
to report your injury immediately.  They will help you in seeking medical attention.  In case of emergency seek
immediate medical attention at the nearest emergency facility.

5. If you are traveling, or now live outside the MPN geographical area, you will be supplied with at least three physicians
within the access standards to choose from for your medical treatment.  If there are not three MPN physicians within the
access standards available to treat you, you may be allowed to use a non-MPN provider.  You have the right to change
physicians and obtain a 2nd or 3rd opinion from among the referred physicians.

6. You may only use physicians within the MPN.  See exceptions in Transfer of Care and Continuity of Care policies.
7. If you are having trouble scheduling an appointment with a provider within the MPN, contact your employer MPN

contact, claims adjuster, or your case manager, if assigned, for assistance in getting an appointment scheduled for you.
8. If you require a referral to a specialist, (orthopedist, dermatologist, etc.), contact your employer MPN contact, claims

adjuster, or your case manager, if assigned, for assistance in selecting and scheduling an appointment with a specialist.
9. Appointments for initial treatment will be available within 3 business days of your request.  Non-emergency

appointments with specialists will be available within 20 business days or receipt of referral.

ADDITIONAL INFORMATION REGARDING YOUR RIGHTS UNDER THE CALIFORNIA MPN. 
You will be provided notification upon transfer into the MPN. You may go to a specialist outside the MPN if your primary 
treating MPN physician refers you to a specialist outside the network.  You may also choose your own specialist from within the
MPN network independent of any referral by your treating physician or provider. 
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EMPLOYEE REQUEST FOR A SECOND/THIRD MEDICAL OPINION 

You have the opportunity to request and obtain a second and a third medical opinion within the provider network if you have a 
disagreement with the treatment or diagnosis. During this process, you must continue to receive your treatment with your current
treating physician, or another provider of your choice within the MPN.  To view the entire list of MPN providers, you may log 
onto www.corvel.com as described in page 1, number 3.  This process is as follows: 

1. If you disagree with the treatment plan or diagnosis you can request a 2nd or 3rd medical opinion.
2. A request is generated from the employee either by phone or in writing to the Claims Adjuster.
3. The request is received by the Claims Adjuster who will provide a regional area listing of providers within the network for

you to choose from.  At any time you have the right to choose a physician from the entire MPN network or from the list
provided.

4. You must schedule an appointment with one of the physicians from the supplied list or from the entire MPN within (60) sixty
days, or it shall be deemed that you have waived your right to the second opinion process with regard to this disputed
diagnosis or treatment.  At any time you are choosing a physician, you have the right to select from the entire MPN.

5. Once you have obtained an appointment, you must notify your claims adjuster of the physician, the appointment date and
time.

6. If the appointment is not made within 60 days of receipt of the list of available MPN providers, then you shall be deemed to
have waived the second and/or third opinion process.

7. During this process, you are required to continue your treatment with the treating physician or a physician of your choice
within the MPN.

8. If the 2nd or 3rd opinion physician determines that your injury is outside the scope of their practice, you will be provided with
a new list of MPN providers and/or specialists.

9. If you disagree with the 2nd opinion, then you can request a 3rd opinion and follow Steps 2-5 as above.
10. If you disagree with the diagnosis or treatment of the third opinion physician, you may request an Independent Medical

Review.  At the time you request a third opinion, your employer, MPN contact or adjuster will give you information on
requesting an Independent Medical Review and the form.

11. At the time of your selection of your third opinion physician, you will be supplied with information on how to request an
independent medical review, along with an application for Independent Medical Review for you to complete, should you
disagree with the third opinion.

12. The claims adjuster will contact the treating physician, provide a copy of the medical records or send the necessary records to
the second and/or third opinion physician prior to the appointment date.  Upon your request, you can receive a copy of the
medical records from your claims adjuster.

13. The second/third opinion physician will be notified in writing that he or she has been selected to provide a second/third
opinion and the nature of the dispute with a copy to you.

14. A copy of the written report shall be provided to the employee, the person designated by the employer or insurer, and the
treating physician within 20 days of the date of the appointment or receipt of the results of the diagnostic tests, whichever is
later.

15. You may obtain the recommended treatment within the MPN.  If you choose you may obtain the recommended treatment by
changing physicians to the second opinion physician, third opinion physician, or another MPN physician.

CHANGING YOUR PHYSICIAN 
You are allowed to change to another provider if you would like to change providers for any other reason than listed above under
Employee Request for a Second/Third Opinion.  Your request may be directed to your Nurse case Manager or your Claims 
Adjuster.  The provider must be within the Medical Provider Network.  If you require a referral to a specialist, (orthopedist, 
dermatologist, etc.), contact your employer MPN contact, claims adjuster, or your case manager, if assigned, for assistance in 
selecting and scheduling an appointment with a specialist.  The specialist you choose can be from the entire MPN. 
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TRANSFER OF ONGOING CARE INTO MPN 

If you are being treated for an occupational injury or illness by a physician or provider prior to your enrollment into your 
employer’s medical provider network (MPN), and your physician or provider becomes a provider or already is an MPN provider, 
the MPN/employer will notify you that your treatment is being provided by your physician or provider under the provisions of the
MPN.  You may request a complete copy of the Transfer of Ongoing Care policy from your employer or MPN.  Some 
circumstances that may allow continued treatment with the terminated provider include an acute condition, a serious chronic 
condition, a terminal illness, or performance of a surgery or other procedure that is authorized by the insurer or employer as part 
of a documented course of treatment and has been recommended and documented by the provider to occur within 180 days of the 
MPN coverage effective date.   

A dispute resolution policy is included in the Transfer of Ongoing Care policy.  You may request a complete copy of the Transfer
of Ongoing Care policy from your employer or MPN. 

ACCESS STANDARDS 
You have a right to access to MPN providers that are located within reasonable distances of your residence or workplace. The 
MPN must have a primary care physician and a hospital for emergency care within 30 minutes or 15 miles of your residence or 
workplace and providers of occupational health services and specialists within 60 minutes or 30 miles of your residence or 
workplace.  If at any time you reside or work in a portion of the service area in which health care facilities are located outside the 
MPN access standards, the employer or MPN treating physician will assist the you in identifying a minimum of three (3) non-
MPN providers in the specialty needed and within the access standard distance.”  If there are not three (3) providers in the needed 
specialty within the access standard distance you may choose a non-MPN provider. 

CONTINUITY OF CARE 
If you are treating in a medical provider network and the provider is terminated from participation in the MPN network, you have
certain rights to continue your treatment with this terminated provider subject to the conditions set forth in your employer’s 
Continuity of Care policy.  Some circumstances that may allow continued treatment with the terminated provider include an acute
condition, a serious chronic condition, a terminal illness, or performance of a surgery or other procedure that is authorized by the 
insurer or employer as part of a documented course of treatment and has been recommended and documented by the provider to 
occur within 180 days of the contract's termination date.  

A dispute resolution policy is included in the Continuity of Care policy.  You may request a complete copy of the Continuity of
Care policy from your employer or MPN. 
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EMPLOYEE INFORMATION ON THE 

INDEPENDENT MEDICAL REVIEW PROCESS 
This notice is to inform you of your rights, responsibilities and process in obtaining an Independent Medical Review (IMR).  If you disagree 
with your treatment plan or diagnosis that the third opinion physician rendered, you have the right to request an Independent Medical Review. 
At the time you request a physician for a third opinion, your MPN contact or Claims Adjuster will provide you with this form covering the 
Independent Medical Review process.  You will also be provided with an “Application for Independent Medical Review” form.  The MPN
contact or Claims Adjuster will fill out the “MPN Contact section” for you. You will need to complete the “employee section” of the form, 
indicate on the form whether you are requesting an in-person examination or a records review.  You may also list an alternative specialty, if any, 
that is different from the specialty of the treating physician. 

The Administrative Director will select an IMR with an appropriate specialty within 10 business days of receiving your Application for 
Independent Medical Review form.  The Administrative Director’s selection of the IMR will be based on the specialty of your treating 
physician, the alternative specialties listed by you and the MPN contact, and the information submitted with the Application for Independent 
Medical Review. 

If you request an in-person examination, the Administrative Director will randomly select a physician from a list of available independent 
medical reviewers, with an appropriate specialty, who has an office located within thirty miles of your residential address, to be your 
independent medical reviewer.  If there is only one physician with an appropriate specialty within thirty miles of your residential address, that 
physician shall be selected to the independent medical reviewer.  If there are no physicians with an appropriate specialty who have offices 
located within thirty miles of your residential address, the Administrative Director will search in increasing file mile increments, until one 
physician is located.  If there are no available physicians with this appropriate specialty, the Administrative Director may choose another 
specialty based on the information submitted. 

If you request a record review, then the Administrative Director will randomly select a physician with an appropriate specialty from the list of 
available independent medical reviewers to be the IMR.  If there are no physicians with an appropriate specialty, the Administrative Director 
may choose another specialty based on the information submitted. 

The Administrative Director will send written notification of the name and contact information of the IMR to you, your attorney, if any, the 
MPN contact and the IMR.  The Administrative Director will send a copy of the completed Application for Independent Medical Review to the 
IMR.

You, the MPN Contact, or the selected IMR can object within 10 calendar days of receipt of the name of the IMR to the selection if there is a 
conflict of interest as defined by section 9768.2.  If the IMR determines that they do not practice the appropriate specialty, the IMR shall 
withdraw within 10 calendar days of receipt of the notification of selection.  If the conflict is verified or the IMR withdraws, the Administrative 
Director will select another IMR from the same specialty.  If there are no available physicians with the same specialty, the Administrative 
Director may select an IMR with another specialty based on the information submitted and in accordance with the procedure set forth for an in-
person examination and for a records review. 

If you request an in-person examination, within sixty calendar days of receiving the name of the IMR, you must contact the IMR to arrange an 
appointment.  If you fail to contact the IMR for an appointment with sixty calendar days of receiving the name of the IMR, then you will be 
deemed to have waived the IMR process with regard to this disputed diagnosis or treatment of this treating physician.  The IMR shall schedule 
an appointment with you within thirty calendar days of the request for an appointment, unless all parties agree to a later date.  The IMR shall 
notify the MPN contact of the appointment date. 

Should you decide to withdraw the request for an independent medical review, you need to provide written notice to the Administrative Director 
and the MPN contact. 

During this process, the employee shall remain within the MPN for treatment pursuant to section 9767.6. 

The MPN Contact shall send all relevant medical records to the IMR.  The MPN Contact shall also send a copy of the documents to the covered 
employee.  The employee may furnish any relevant medical records or additional materials to the Independent Medical Reviewer, with a copy to 
the MPN contact as set forth in 8 CCR Section 9768.11(a).  If you have requested an in-person examination and a special form of transportation 
is required because of your medical condition, the MPN contact will arrange it for you.  The MPN Contact shall furnish transportation and 
arrange for an interpreter, if necessary, in advance of the in-person examination.  All reasonable expenses of transportation shall be incurred by 
the insurer or employer pursuant to Labor Code section 4600.  Except for the in-person examination itself, the independent medical reviewer 
shall have no ex parte contact with any party.  Except for matters dealing with scheduling appointments, scheduling medical tests and obtaining 
medical records, all communications between the independent medical reviewer and any party shall be in writing with copies served on all 
parties.

If the IMR requires further tests, the IMR shall notify the MPN Contact within one working day of the appointment.  All tests shall be consistent 
with the medical treatment utilization schedule adopted pursuant to Labor Code section 5307.27 or, prior to the adoption of this schedule, the 
ACOEM guidelines, and for all injuries not covered by the medical treatment utilization schedule or the ACOEM guidelines, in accordance with 
other evidence based medical treatment guidelines generally recognized by the national medical community and that are scientifically based. 
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The IMR may order any diagnostic tests necessary to make their determination regarding medical treatment or diagnostic services for the injury 
or illness but shall not request you to submit to an unnecessary exam or procedure.  If a test duplicates a test already given, the IMR shall 
provide justification for the duplicative test in their report.  If you fail to attend an examination with the IMR and fail to reschedule the 
appointment within five business days of the missed appointment, the IMR shall perform a review of the records and make a determination 
based on those records. 

If you fail to attend an examination with the IMR and fail to reschedule the appointment within five business days of the missed appointment, 
the IMR shall perform a review of the records and make a determination based on those records. 

The IMR will serve the report on the Administrative Director, the MPN Contact, you, your attorney, if any, within twenty days after the in-
person examination or completion of the records review. 

If the disputed health care service has not been provided and the IMR certifies in writing that an imminent and serious threat to the health of you 
exists, including, but not limited to, the potential loss of life, limb, or bodily function, or the immediate and serious deterioration of you, the 
report shall be expedited and rendered within three business days of the in-person examination by the IMR. 

Subject to approval by the Administrative Director, reviews not covered above, may be extended for up to three business days in extraordinary 
circumstances or for good cause.  Extensions for good cause shall be granted for; medical emergencies of the IMR or the IMR’s family; death in 
the IMR’s family; or natural disasters or other community catastrophes that interrupt the operation of the IMR’s office operations.

Utilizing the medical treatment utilization schedule established pursuant to Labor Code section 5307.27 or, prior to the adoption of this 
schedule, the ACOEM guidelines, and taking into account any reports and  information provided, the IMR shall determine whether the disputed 
health care service is consistent with the recommended standards. For injuries  not  covered  by  the  medical  treatment  utilization  schedule  or  
by  the ACOEM guidelines, the treatment rendered shall be in accordance with other evidence-based medical treatment guidelines which are 
generally recognized by the national medical community and scientifically based. 

The IMR should not treat or offer to provide medical treatment for this injury or illness for which they have done an independent medical 
review evaluation for you unless a medical emergency arises during the in-person examination. 

Neither you nor the employer not the insurer shall have any liability for payment for the independent medical review which was not completed 
within the required timeframes unless you and the employer each waive the right to a new independent medical review and elect to accept the 
original evaluation. 

The Administrative Director shall immediately adopt the determination of the independent medical reviewer and issue a written decision within 
five business days of receipt of the report. 

The parties may appeal the Administrative Director’s written decision by filing a petition with the Workers’ Compensation Appeals Board and 
serving a copy on the administrative Director, within twenty days after receipt of the decision. 

If the IMR agrees with the diagnosis, diagnostic service or medical treatment prescribed by the treating physician, you shall continue to receive 
treatment with physicians within the MPN. 

If the IMR does not agree with the disputed diagnosis, diagnostic service or medical treatment prescribed by the treating physician, you shall 
seek medical treatment with a physician of your choice either within or outside the MPN.  If you choose to receive medical treatment with a 
physician outside the MPN, the treatment is limited to the treatment recommended by the IMR or the diagnostic service recommended by the 
IMR.  The medical treatment shall be consistent with the medical treatment utilization schedule established pursuant to Labor Code section 
5307.27 or, prior to the adoption of this schedule, the ACOEM guidelines.  For injuries not covered by the medical treatment utilization 
schedule or by the ACOEM guidelines, the treatment rendered shall be in accordance with other evidence-based medical treatment guidelines 
which are generally recognized by the national medical community and scientifically based. The employer or insurer shall be liable for the cost 
of any approved medical treatment in accordance with Labor Code section 5307.1 or 5307.11.  





 

 

11232 EL CAMINO REAL 

SAN DIEGO, CA  92130 

(858) 755-9301 EXT. 3678 

SUBSTITUTE@DMUSD.ORG 

 

 
 

Notification of Reasonable Assurance 
 

TO: On-Call Substitute 

 

FROM: North County Coastal Substitute Consortium  

 Which Includes:  

 Cardiff School District 

 Del Mar Union School District  

 Encinitas Union School District 

 Rancho Santa Fe School District 

 Solana Beach School District 

 

 

Dear On-Call Substitute, 

 

You are hereby notified that you have reasonable assurance to return to work in a substitute 

capacity after the close of all holiday and recess periods during the current school year.  Your 

services will not be needed during the recess periods. 

 

Warm regards, 

 

Jennifer Thomas 

Substitute Consortium Coordinator 
 

 

 

SUBSTITUTE INFORMATION   

Last:  First:  Middle:  

SIGNATURE:  Date:  

 



 

ACKNOWLEDGEMENTS 
 

*Please Note, this form will be in place with the following school districts within the North County Coastal Substitute 

Consortium: Cardiff School District, Del Mar Union School District, Encinitas Union School District, Rancho Santa Fe 

School District, Solana Beach School District.   
 

I hereby acknowledge that I have received, read and understand the information below and 

agree to comply with their provisions.  Furthermore, I understand that it is my responsibility to 

read and comply with the policies listed below and any revisions made to them.  I further 

acknowledge that these are summaries of each policy and each district (Cardiff School District, 

Del Mar Union School District, Encinitas Union School District, Rancho Santa Fe School 

District, Solana Beach School District) may have their own policy in place that I am 

responsible to comply with as well. 

 

Please initial next to each below. 

 

 _____ Child Abuse Law* 

 

 _____ Drug and Alcohol Free Workplace 

 

 _____ Sexual Harassment  

 

 _____ Safety in the Workplace 

 

 _____ Technology Use 

 
*Additionally, California AB1432 Training for Mandatory Reporter will be required for all substitutes. 

SUBSTITUTE INFORMATION 

Last:  First:  Middle:  

Signature:  Date:  

  



CHILD ABUSE LAW 
NOTICE TO PROSPECTIVE EMPLOYEES  

 
California Penal Code Section 11166.5 requires that employees performing certain jobs in the public schools sign a 

statement to the effect that he or she has knowledge of the provisions of Penal Code Section 11166 and will comply with 

its provisions regarding the obligation to report suspected cases of child abuse.  Because the position which you are being 

employed is one of the positions to which this law applies, you must sign this statement before you can begin your 

employment.   

Please read the following carefully: 

 Section 11166 of the Penal Code requires any child care custodian, medical practitioner, non-medical practitioner, 

or employee of a child protective agency who has knowledge of or observes a child in his or her progressional capacity or 

within the scope of his or her employment whom he or she knows or reasonably suspects has been the victim of a child 

abuse to report the known or suspected instance of child abuse to a child protective agency immediately or as soon as 

practically possible by telephone and to prepare and send a written report thereof within 36 hours of receiving the 

information concerning the incident. 

 “Child care custodian” includes teachers, administrative officers, supervisors of child welfare and attendance, or 

certificated pupil personnel employees of any public or private school;  administrators of a public or private day camp; 

licensed day care workers; administrators of community care facilities licensed to care for children; head start teachers; 

licensing workers or licensing evaluators; public assistance workers; employees of a child care institution including, but not 

limited to, foster parents, group home personnel and personnel of residential care facilities; and social workers or probation 

officers. 

 “Medical practitioner” includes physicians and surgeons, psychiatrists, psychologists, dentists, residents, interns, 

podiatrists, chiropractors, licensed nurses, dental hygienists, or any other person who is licensed under Division 2 

(commencing with Section 500) of the Business and Professional Code. 

 “Non-medical practitioner” includes state or county public health employees who treat minors for venereal disease 

or any other condition; coroners; paramedics; marriage, family or child counselors; and religious practitioners who diagnose, 

examine, or treat children. 

 This is an important law.  You are protected from having to pay damages in a lawsuit if you report suspected child 

abuse, unless you know the report is false; but you are subject to criminal prosecution if you fail to report an instance of 

child abuse when you know or reasonably should know it has taken place.  Attached are copies of Penal Code 11165.7, 

11166 and 11167.  Please review these provisions. 

 

Child abuse includes the following: 

1) A physical injury inflicted by other than accidental means on a child by another person 

2) The sexual abuse of a child (Penal Code 11165.1) 

3) Neglect as defined in Penal Code 11165.2 

4) Willful harming or injuring of a child or the endangering of the person or health of a child as defined in  

Penal Code 11165.3 

5) Unlawful corporal punishment or injury as defined in Penal Code 11165.4 

 

Refer to California Penal Code Section 11165 for more specific information. 

California Penal Code Section 11166 also states that if you have knowledge of or reasonably suspect that mental suffering 

has been inflicted on a child or his or her emotional well-being is endangered in any other way you may report the matter 

to a child protective agency. 

 

Please read this statement carefully.  Please feel free to ask questions.  If you should observe or become aware of a possible 

instance of child abuse, and if you have any questions regarding whether to report it, you are directed to contact your 

supervisor. 

  



DRUG AND ALCOHOL-FREE WORKPLACE 
NOTICE TO PROSPECTIVE EMPLOYEES 

 
You are hereby notified that it is a violation of Board policy for any employee at a school district workplace to unlawfully 

manufacture, distribute, dispense, possess, use or be under the influence of any alcoholic beverage, drug or controlled 

substance as defined in the Controlled Substances Act and Code of Federal Regulations. 

 

“School district workplace” is defined as any place where school district work is performed, including a school building 

or other school premises; any school-owned or school-approved vehicle used to transport students to and from school or 

school activities; any off-school sites when accommodating a school-sponsored or school-approved activity or function, 

such as a field trip or athletic event, where students are under district jurisdiction; or during any period of time when an 

employee is supervising students on behalf of the district or otherwise engaged in district business. 

 

As a condition of your continued employment with the district, you will comply with the district’s policy (Board Policy 

No. 4020) on Drug and Alcohol-Free Workplace and will, anytime you are convicted of any criminal drug or alcohol 

statue violation occurring in the workplace, notify your supervisor of this conviction no later than five days after such 

conviction. 

 

The following drug and alcohol counseling, rehabilitation, and/or employee assistance programs are available locally: 

 

District Health Insurance (check with your specific policy if you are benefited) 

EASE/Employee Assistance Service for Education (see white & brown pamphlet) 

Health Services, Department of San Diego County, Division of Alcohol Program 

 

This is a summary of the Del Mar Union School District policy for Drug and Alcohol-Free Awareness.  Complete policies 

are available in the District Office upon request. 



SEXUAL HARASSMENT 
NOTICE TO PROSPECTIVE EMPLOYEES 

 
A. Introduction 

The District recognizes that harassment on the basis of sex is a violation of both federal and state employment 

discrimination laws as well as this District Policy.  The District will provide to all employees a work environment free 

from sexual harassment, and will not tolerate such conduct on the part of any employee. 

Any individual with a complaint of sexual harassment should immediately report it to the Superintendent or the 

Principal at their site.  If the Superintendent is the individual about whom the complaint is to be made, the employee 

should make the complaint directly to the Board President.  All complaints of sexual harassment will be promptly and 

thoroughly investigated and properly resolved.  No individual will suffer reprisals for reporting any incidents of 

sexual harassment or making any complaints. 

 

B. Definitions of Sexual Harassment 

 Sexual harassment consists of unwelcome sexual advances, requests for sexual favors, and other  verbal or 

physical conduct of a sexual nature.  It includes but is not limited to circumstances in  which: 

 

1. Submission to such  conduct is made a term or condition of an individual’s employment; 

 Or 

2. Submission to or rejection of such conduct is used as the basis fro employment decisions affecting such 

individual; 

 Or 

3. Such conduct has the purpose or effect of unreasonably interfering with an individual’s work performance 

or creating an intimidating, hostile, or offensive work environment.  A hostile work environment is 

established where there is unwelcome sexual conduct that a reasonable person of the same gender as the 

complainant would consider sufficiently severe or pervasive to alter the conditions of employment and 

create an abusive working environment. 

 

C. Forms of Sexual Harassment 

 Forms of sexual harassment include but are not limited to the following: 

1. Oral harassment – Derogatory comments, jokes or slurs; 

 

2. Physical harassment – Unnecessary or offensive touching or impeding or blocking movement; 

 

3. Visual harassment – Derogatory or offensive posters, cards, cartoons, graffiti, drawings or gestures; and 

 

4. Sexual favors – Unwelcome sexual advances, requests for sexual favors, and other oral or physical 

conduct of a sexual nature. 

 

 

D. Complaint Procedure for All Illegal Harassment 

If any employee perceives comments, gestures or actions from any other employee, including supervisors or members 

of management, to be offensive, the employee should notify the Superintendent or where appropriate, the Board 

President. No employee is required to file any complaint with the alleged harasser. 

 

 The District will promptly and thoroughly investigate any complaints of illegal  harassment, and will take 

immediate action to resolve such complaints. 

 

 Upon notification or discovery of an illegal harassment complaint, the  Superintendent or designee will: 

 

1. Inform the complainant of any rights under any relevant complaint procedure or policy; 

 

2. Authorize the investigation of the complaint and supervise and/or investigate the complaint.  The 

investigation will include interviews with:  

a) the complainant 



b) the accused harasser 

c) any other persons who reasonably may have relevant knowledge concerning the complaint, such 

as witnesses and victims of similar conduct; 

 

3. Review factual information gathered through the investigation to determine whether the alleged conduct 

constitutes harassment; giving consideration to all factual information, the totality of the circumstances, 

including the nature of the verbal, physical or visual aspects of the action and the context in which the 

alleged incidents occurred; 

 

4. Report the results of the investigation and the determination as to whether harassment occurred to 

appropriate persons including to the complainant and the alleged harasser; 

 

5. If harassment occurred, take and/or recommend to the Board prompt and effective remedial action against 

the harasser.  This action will be commensurate with the severity of the offense and will be communicated 

to the complainant; 

 

6. Reasonable steps will be taken to protect the victim and other potential victims from further harassment; 

 

7. Reasonable steps will be taken to protect the victim from any retaliation as a result of communicating the 

complaint; and 

 

8. Appropriate action will be taken whenever possible to alleviate the effects of the harassment. 

 

E. Dissemination of Policy 

1. All employees shall be notified of this policy. 

2. A copy of this Policy shall be posted along with and in the same manner as is other material which is 

posted for the benefit or protection of employees. 

 

F. Available Legal Remedies and Additional Complaint Process 

1. Employees or job applicants who believe that they have been sexually or otherwise illegally harassed 

may, within one year of the harassment, file a complaint of discrimination with the California Department 

of Fair Employment and Housing.  The Department serves as a neutral fact finder and attempts to help the 

parties voluntarily resolve disputes.  If the Department finds evidence of harassment and settlement 

efforts fail, the Department may file a formal accusation against the employer and the harasser. The 

accusation will lead to either a public hearing before the Fair Employment and Housing commission or a 

lawsuit  filed on the complainant’s behalf.  If the Commission finds that the harassment occurred, it can 

order remedies, including up to $50,000 in fines or damages for emotional distress for each employer or 

harasser charged.  In addition, the Commission may order hiring or reinstatement, back pay, promotion, 

and changes in policies or practices of the involved employer.  A court may order unlimited damages. 

 

2. For more information, employees or job applicants may contact the  

 Department of Fair Employment and Housing. 

 1350 Front Street, Suite 3005 

 San Diego, CA  92101 

 

  



SAFETY IN THE WORKPLACE 
NOTICE TO PROSPECTIVE EMPLOYEES  

 
EMPLOYEE SAFETY 

 

The Governing Board is committed to maximizing employee safety and believes that safety is every employee's 

responsibility. Working conditions and equipment shall be maintained in compliance with standards prescribed by federal, 

state and local laws and regulations. 

No employee shall be required or permitted to be in any place of employment which is unsafe or unhealthful.  (Labor Code 

6402) 

The Board expects all employees to use safe work practices and to correct any unsafe conditions, which may occur. If an 

employee is unable to correct an unsafe condition, he/she shall immediately report the problem to the Superintendent or 

designee. 

The Superintendent or designee shall promote safety and correct any unsafe work practice through education, training and 

enforcement. 

The Superintendent or designee shall establish and implement a written injury and illness prevention program in accordance 

with law.  (Labor Code 6401.7) 

The Board shall ensure that the Superintendent or designee provides eye protective devices as specified in law and 

administrative regulation. 

No employee shall be discharged or discriminated against for making complaints, instituting proceedings or testifying with 

regard to employee safety or health, or for participating in any occupational health and safety committee established pursuant 

to Labor Code 6401.7.  (Labor Code 6310) 

 

EACH EMPLOYEE’S RESPONSIBILITY  

Safety can only be achieved through teamwork at the Del Mar Union School District. You must practice safety awareness 

by thinking defensively, anticipating unsafe situations and reporting unsafe conditions immediately. 

 

Please observe the following precautions: 

1. Notify your administrator of any emergency situation immediately.  If you are injured or become sick at work, no matter 

how slightly, you must inform your administrator immediately. 

2. The use of alcoholic beverages, tobacco products, illegal drug substances or the abuse of legal prescription drugs during 

working hours will not be tolerated.  The possession of alcoholic beverages or illegal drug substances on District property 

is forbidden. 

3. Use, adjust, and repair machines and equipment only if you are trained and qualified. 

4. Get help when lifting or pushing heavy objects. 

5. Understand your job fully and follow instructions.  If you are not sure of the proper safety procedure, don’t guess, ask 

your administrator. 

6. Know the locations, contents and use of first aide and fire-fighting equipment. 

 

A violation of a safety precaution is in itself an unsafe act.  It is your responsibility to become familiar with emergency 

procedures. 

 

 

  



TECHNOLOGY USE 
NOTICE TO PROSPECTIVE EMPLOYEES  

 
EMPLOYEE USE OF TECHNOLOGY 

The Governing Board recognizes that technological resources can enhance employee performance by improving access to and 

exchange of information, offering effective tools to assist in providing a quality instructional program, and facilitating district 

and school operations. The Board expects all employees to learn to use the available technological resources that will assist 

them in the performance of their job responsibilities. As needed, employees shall receive training in the appropriate use of these 

resources. 

 

Employees shall be responsible for the appropriate use of technology and shall use the district's technological resources only for 

purposes related to their employment. Such use is a privilege, which may be revoked at any time. 

 

Employees should be aware that computer files and communications over electronic networks, including e-mail and voice mail, 

are not private. These technologies shall not be used to transmit confidential information about students, employees or district 

operations without authority. 

 

The Superintendent or designee shall ensure that all district computers with Internet access have a technology protection 

measure that prevents access to visual depictions that are obscene or pornographic, and that the operation of such measures is 

enforced.  The Superintendent or designee may disable the technology protection measure during use by an adult to enable 

access for bona fide research or other lawful purpose.  (20 USC 6777; 47 USC 254) 

 

To ensure proper use of the system, the Superintendent or designee may monitor the district's technological resources, including 

e-mail and voice mail systems, at any time without advance notice or consent. If passwords are used, they must be known to the 

Superintendent or designee, so that he/she may have system access. 

 

The Superintendent or designee shall establish administrative regulations which outline employee obligations and 

responsibilities related to the use of district technology.  He/she also may establish guidelines and limits on the use of 

technological resources. Inappropriate use shall result in a cancellation of the employee's user privileges, disciplinary action 

and/or legal action in accordance with law, Board policy and administrative regulations. 

 

The Superintendent or designee shall provide copies of related policies, regulations and guidelines to all employees who use the 

district's technological resources. Employees shall be asked to acknowledge in writing that they have read and understood these 

policies, regulations and guidelines. 

 

ADMINISTRATIVE REGULATION TO EMPLOYEE USE OF TECHNOLOGY 

 

On-Line/Internet Services:  User Obligations and Responsibilities 

Employees are authorized to use district equipment to access the Internet or on-line services in accordance with Governing 

Board policy and the user obligations and responsibilities specified below. 

 

1. The employee in whose name an on-line services account is issued is responsible for its proper use at all times. 

Employees shall keep account information, home addresses and telephone numbers private. They shall use the system 

only under their own account number. 

2. Employees shall use the system responsibly and primarily for work-related purposes.   

3. Employees shall not access, post, submit, publish or display harmful or inappropriate matter that is threatening, 

obscene, disruptive or sexually explicit, or that could be construed as harassment or disparagement of others based on 

their race/ethnicity, national origin, gender, sexual orientation, age, disability, religion or political beliefs. 

4. Employees shall not use the system to promote unethical practices or any activity prohibited by law, Board policy or 

administrative regulations. 

5. Copyrighted material shall not be placed on the system without the author's permission. Employees may download 

copyrighted material only in accordance with applicable copyright laws. 

6. Employees shall not intentionally upload, download or create computer viruses and/or maliciously attempt to harm or 

destroy district equipment or materials or the data of any other user, including so-called "hacking." 

7. Employees shall not read other users' electronic mail or files. They shall not attempt to interfere with other users' ability 

to send or receive electronic mail, nor shall they attempt to read, delete, copy, modify or forge other users' mail. 

8. Users shall report any security problem or misuse of the services to the Superintendent or designee. 

 







Ed. 08/2015 

California AB1432 Mandatory Reporter & Bloodborne Pathogens Awareness 

TRAINING INFORMATION 
 

Once your packet has been processed, you will be emailed login information for these trainings. These trainings 

will need to be completed within the first 6 weeks of your employment, however, it is highly encouraged you 

complete these trainings AS SOON AS POSSIBLE upon receiving the email. Please see steps below on how to 

complete these trainings.  If you have any questions, please contact the Substitute Consortium Coordinator at 

(858) 755-9301 ext. 3678. 

 

 Log in to get started: 

o You will automatically receive an email from hr@dmusd.org 

o Email will contain your username, password and a link for the trainings where you can log in.  

 

  
 

 If you do not get the login email, please see login information below: 
o Website:  www.jpalearninglibrary.com  

o Choose Del Mar Union SD from the drop-down menu 

o Email:   your personal email    (the one you provided in your employment packet) 

o Password:  password   (you will be prompted to change this after your first login) 

 

 Begin class: 

o Select “My Training” from the top menu. 

o Click the play button next to the training. 

 
 

 At the completion of your training, submit your certificates in PDF form to the NCCSC via email 

substitute@dmusd.org  
 

 If you can’t send your certificates via email, then simply email your coordinator to let them know you 

completed the training. If you do not notify the coordinator that you have completed the trainings, your 

substitute account may be suspended. 

 Do not submit paper copies of your certificates. We are trying to go GREEN!! 

mailto:hr@dmusd.org


















New Health Insurance Marketplace Coverage Options  and Your Health Coverage 

PART A: GENERAL INFORAMTION 

This notice provides you with information about Rancho Santa Fe School District in the event you wish to apply for 

coverage on the Health Insurance Marketplace. This notice provides basic information about the new Marketplace. 

What is the Heath Insurance Marketplace? 

The Marketplace is designed to help  you find health insurance that meets your needs and fits your budget. The 

Marketplace offers "one-stop shopping" to find and compare private health insurance options. You may also be eligible 

for a new kind of tax credit that lowers your monthly premium right away. 

Can I Save Money on my Health Insurance Premium in the Marketplace? 

You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or 

offers coverage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on 

your household income. 

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace? 

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for 

a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However, you may be 

eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost-sharing if your employer does 

not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from your 

employer that would cover you (and not any other members of your family) is more than 9.5% of your household 

income for the year, or the coverage your employer provides does not meet the "minimum value" standards set by the 

Affordable Care Act, you may be eligible for a tax credit. 

Note:  If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your 

employer, then you may lose the employer contribution (if any) to the employer- offered coverage. Also, this 

employer contribution- as well as your employee contribution to employer-offered coverage- is often excluded from 

income for Federal and State income tax purposes. Your payments for coverage through the Marketplace are made 

on an after tax basis. 

How Can I Get More Information? 

The Marketplace can help you evaluate our coverage options, including your eligibility through the Marketplace and its 

cost. Please visit HealthCare.org for more information, including an online application for health insurance coverage and 

contact information for a Health Insurance Marketplace in your area. 

 

 

 

 

 

 



PART B: INFORMATION ABOUT HEALTH COVERAGE OFFERED BY OUR EMPLOYER 

If you wish to apply for coverage through the Marketplace, all the information you need from Human Resources is listed 

below. 

 

1. Employer Name: 
 
Rancho Santa Fe School District 

2. Employer Identification Number (EIN) 
 
 

3. Employer Address: 
 
5927 La Granada 

4. Employer Phone Number: 
 
858-756-1141 x. 117 

5. City: 
 
Rancho Santa Fe 

6. State: 
 
CA 

7. Zip Code: 
 
92067 

8. Who can we contact about employee health coverage at this job? 
 
Nicole Graciano 

9. Phone Number (if different from above) 10. Email Address: 
 
ngraciano@rsf.k12.ca.us 
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