
We educate every student to excel and contribute in a global society

Coach Payroll Packet – Acalanes Union High School District – Updated 7/2019 

COACH – Payroll packet 

Please fill out and sign all new hire paperwork completely.   Print your completed 
forms for submission to Human Resources 

 Personnel & Payroll Data Sheet
 Form W4 for Federal Taxes:  fill out all spaces 1-7. Please list # of 

allowances on #5 and signature at bottom of form
 State of California EDD Form – for California State Taxes. Please list 

number of allowance on #1 and signature.
 Complete Direct Deposit Form
 Sign Overpayment Authorization
 Supply current TB clearance
 Sign Hepatitis B Declination
 Oath of Allegiance
 Read Time of Hire Pamphlet for Worker’s Compensation. If you 

choose to pre-designate your personal physician, please complete 
the attached form.

 Form I-9 Employment Eligibility Verification: Fill out section 1 
completely and sign. Must provide copies of qualifying documents 
from List A or combination from List B and C.  E-verification will 
be completed.

Return completed documents to:  
Human Resources 

Acalanes Union High School District 
1212 Pleasant Hill Road 

Lafayette, CA 94549 
classifiedhr@acalanes.k12.ca.us 

  calanes Union High School District
 1212 Pleasant Hill Road, Lafayette, CA  94549

www.acalanes.k12.ca.us 
925-280-3900 ♦ Fax 925-280-4282

mailto:classifiedhr@acalanes.k12.ca.us


  calanes Union High School District New      Change   

Personnel & Payroll Data Sheet – Acalanes Union High School District – Updated 10/2015 

Personnel & Payroll Data Sheet 
Name:       
 Last First Middle 

Social Security No.:  Birth Date:  

Street Address:  

City:  State: CA Zip:  Email:  
Mailing Address  

(If different)  
  
City:  State: CA Zip:  

Telephone No:   Optional No: (      ) 

School/Department/Location:  Job Title:  

Emergency Contact 
Information:   (           )   

         Name         Phone Number         Relationship 
    Marital Status   
           Single          Divorced  Female   
        Married          Widowed  Male   
 
* This information is required in compliance with federal guidelines. 
 Ethnicity* (Select one):     
             Hispanic or Latino                  Not Hispanic or Latino   
 
Race* (Select one or more, regardless of Ethnicity): 
   
 American Indian/Alaskan  Native 

Laotian (F) 
 

 Native Hawaiian or Other Pacific Islander (Please Specify): 
     
 Asian (please specify):   Hawaiian                       (O)  
     
  Chinese       (A)   Samoan                         (Q)  
      

 

 Korean         (C)       Guamanian                    (P)   
       
 Asian Indian (E)   Tahitian                          (R)   
       
 Cambodian  (G)   Other Pacific Islander   (S)_____________________ 
       
 Japanese     (B)    

  Vietnamese  (D)   Hispanic or Latino                  (5) 
  Laotian         (F)   Black or African American     (6) 
  Hmong          (I)   White                                        (7) 
  Filipino         (4)    
  Other Asian (H)_________________    
      

Employee Directory (distributed to all employees in the District each year): 
List home phone number in Employee Directory?    Yes     No                    List address in Employee Directory?  Yes     No    

Spouse/Significant Other’s Name:  List in Employee Directory?    Yes     No    
   
 Tuberculosis testing is required for all school employees. You must submit a TB verification before your 

first day of work. 
 Fingerprint clearance is required for all employees in the Acalanes Union High School District. 



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/FormW4.
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 
taking 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(s) for your records.

Form  W-4
Department of the Treasury  
Internal Revenue Service 

Employee’s Withholding Allowance Certificate
▶ Whether you’re entitled to claim a certain number of allowances or exemption from withholding is 

subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 

OMB No. 1545-0074

2019
1       Your first name and middle initial Last name

Home address (number and street or rural route)

City or town, state, and ZIP code

2   Your social security number

3 Single Married Married, but withhold at higher Single rate.

Note: If married filing separately, check “Married, but withhold at higher Single rate.”

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 . . . . . . . . . . . . . . . ▶ 7

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.) ▶ Date ▶

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.)

9   First date of 
employment

10   Employer identification 
number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No. 10220Q Form W-4 (2019) 



Form W-4 (2019) Page 2 

income includes all of your wages and 
other income, including income earned by 
a spouse if you are filing a joint return.
Line G. Other credits. You may be able to 
reduce the tax withheld from your 
paycheck if you expect to claim other tax 
credits, such as tax credits for education 
(see Pub. 970). If you do so, your paycheck 
will be larger, but the amount of any refund 
that you receive when you file your tax 
return will be smaller. Follow the 
instructions for Worksheet 1-6 in Pub. 505 
if you want to reduce your withholding to 
take these credits into account. Enter “-0-” 
on lines E and F if you use Worksheet 1-6.

Deductions, Adjustments, and 
Additional Income Worksheet
Complete this worksheet to determine if 
you’re able to reduce the tax withheld from 
your paycheck to account for your itemized 
deductions and other adjustments to 
income, such as IRA contributions. If you 
do so, your refund at the end of the year 
will be smaller, but your paycheck will be 
larger. You’re not required to complete this 
worksheet or reduce your withholding if 
you don’t wish to do so.

You can also use this worksheet to figure 
out how much to increase the tax withheld 
from your paycheck if you have a large 
amount of nonwage income not subject to 
withholding, such as interest or dividends.

Another option is to take these items into 
account and make your withholding more 
accurate by using the calculator at 
www.irs.gov/W4App. If you use the 
calculator, you don’t need to complete any 
of the worksheets for Form W-4.

Two-Earners/Multiple Jobs 
Worksheet
Complete this worksheet if you have more 
than one job at a time or are married filing 
jointly and have a working spouse. If you

don’t complete this worksheet, you might 
have too little tax withheld. If so, you will 
owe tax when you file your tax return and 
might be subject to a penalty.

Figure the total number of allowances 
you’re entitled to claim and any additional 
amount of tax to withhold on all jobs using 
worksheets from only one Form W-4. Claim 
all allowances on the W-4 that you or your 
spouse file for the highest paying job in 
your family and claim zero allowances on 
Forms W-4 filed for all other jobs. For 
example, if you earn $60,000 per year and 
your spouse earns $20,000, you should 
complete the worksheets to determine 
what to enter on lines 5 and 6 of your Form 
W-4, and your spouse should enter zero 
(“-0-”) on lines 5 and 6 of his or her Form 
W-4. See Pub. 505 for details.

Another option is to use the calculator at 
www.irs.gov/W4App to make your 
withholding more accurate.
Tip: If you have a working spouse and your 
incomes are similar, you can check the 
“Married, but withhold at higher Single 
rate” box instead of using this worksheet. If 
you choose this option, then each spouse 
should fill out the Personal Allowances 
Worksheet and check the “Married, but 
withhold at higher Single rate” box on Form 
W-4, but only one spouse should claim any 
allowances for credits or fill out the 
Deductions, Adjustments, and Additional 
Income Worksheet.

Instructions for Employer
Employees, do not complete box 8, 9, or 
10. Your employer will complete these 
boxes if necessary.
New hire reporting. Employers are 
required by law to report new employees to 
a designated State Directory of New Hires. 
Employers may use Form W-4, boxes 8, 9,

and 10 to comply with the new hire 
reporting requirement for a newly hired 
employee. A newly hired employee is an 
employee who hasn’t previously been 
employed by the employer, or who was 
previously employed by the employer but 
has been separated from such prior 
employment for at least 60 consecutive 
days. Employers should contact the 
appropriate State Directory of New Hires to 
find out how to submit a copy of the 
completed Form W-4. For information and 
links to each designated State Directory of 
New Hires (including for U.S. territories), go 
to www.acf.hhs.gov/css/employers.

If an employer is sending a copy of Form 
W-4 to a designated State Directory of 
New Hires to comply with the new hire 
reporting requirement for a newly hired 
employee, complete boxes 8, 9, and 10 as 
follows. 
Box 8. Enter the employer’s name and 
address. If the employer is sending a copy 
of this form to a State Directory of New 
Hires, enter the address where child 
support agencies should send income 
withholding orders. 
Box 9. If the employer is sending a copy of 
this form to a State Directory of New Hires, 
enter the employee’s first date of 
employment, which is the date services for 
payment were first performed by the 
employee. If the employer rehired the 
employee after the employee had been 
separated from the employer’s service for 
at least 60 days, enter the rehire date.
Box 10. Enter the employer’s employer 
identification number (EIN).
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EMPLOYEE’S WITHHOLDING ALLOWANCE CERTIFICATE

1. Number of allowances for Regular Withholding Allowances, Worksheet A

 Number of allowances from the Estimated Deductions, Worksheet B
 Total Number of Allowances (A + B) when using the California
 Withholding Schedules for 2014
 OR
2. Additional amount of state income tax to be withheld each pay period (if employer agrees), Worksheet C
 OR
3. I certify under penalty of perjury that I am not subject to California withholding. I meet the conditions set forth under
 the Service Member Civil Relief Act, as amended by the Military Spouses Residency Relief Act.  (Check box here) 

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

Signature   Date

  Employer’s Name and Address California Employer Account Number

cut here

Give the top portion of this page to your employer and keep the remainder for your records.

YOUR CALIFORNIA PERSONAL INCOME TAX MAY BE UNDERWITHHELD IF YOU DO NOT FILE THIS DE 4 FORM.

IF YOU RELY ON THE FEDERAL FORM W-4 FOR YOUR CALIFORNIA WITHHOLDING ALLOWANCES, YOUR CALIFORNIA STATE 
PERSONAL INCOME TAX MAY BE UNDERWITHHELD AND YOU MAY OWE MONEY AT THE END OF THE YEAR.

PURPOSE: This certifi cate, DE 4, is for California Personal Income 
Tax (PIT) withholding purposes only. The DE 4 is used to compute 
the amount of taxes to be withheld from your wages, by your 
employer, to accurately refl ect your state tax withholding obligation.

You should complete this form if either:

(1)  You claim a different marital status, number of regular allowances, 
or different additional dollar amount to be withheld for California PIT 
withholding than you claim for federal income tax withholding or,

(2)  You claim additional allowances for estimated deductions.

THIS FORM WILL NOT CHANGE YOUR FEDERAL 
WITHHOLDING ALLOWANCES.

The federal Form W-4 is applicable for California withholding 
purposes if you wish to claim the same marital status, number 
of regular allowances, and/or the same additional dollar amount 
to be withheld for state and federal purposes. However, federal 
tax brackets and withholding methods do not refl ect state PIT 
withholding tables. If you rely on the number of withholding 
allowances you claim on your Form W-4 withholding allowance 

City, State, and ZIP Code

Home Address (Number and Street or Rural Route)

Type or Print Your Full Name Your Social Security Number

Filing Status Withholding Allowances

 SINGLE or MARRIED (with two or more incomes)

MARRIED (one income)

HEAD OF HOUSEHOLD 

certifi cate for your state income tax withholding, you may 
be signifi cantly underwithheld. This is particularly true if your 
household income is derived from more than one source.

CHECK YOUR WITHHOLDING: After your Form W-4 
and/or DE 4 takes effect, compare the state income tax withheld 
with your estimated total annual tax. For state withholding, use 
the worksheets on this form, and for federal withholding use 
the Internal Revenue Service (IRS) Publication 919 or federal 
withholding calculations.

EXEMPTION FROM WITHHOLDING: If you wish to claim 
exempt, complete the federal Form W-4. You may claim exempt 
from withholding California income tax if you did not owe 
any federal income tax last year and you do not expect to owe 
any federal income tax this year. The exemption automatically 
expires on February 15 of the next year. If you continue to 
qualify for the exempt fi ling status, a new Form W-4 designating 
EXEMPT must be submitted before February 15. If you are not 
having federal income tax withheld this year but expect to have a 
tax liability next year, the law requires you to give your employer 
a new Form W-4 by December 1.

This form can be used to manually compute your 
withholding allowances, or you can electronically 

compute them at www.taxes.ca.gov/de4.pdf
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EXEMPTION FROM WITHHOLDING (continued): Under the Service Member Civil Relief Act, as amended by the Military Spouses 
Residency Relief Act, you may be exempt from California income tax on your wages if (i) your spouse is a member of the armed forces 
present in California in compliance with military orders; (ii) you are present in California solely to be with your spouse; and (iii) you 
maintain your domicile in another state. If you claim exemption under this act, check the box on Line 3. You may be required to provide 
proof of exemption upon request.

IF YOU NEED MORE DETAILED INFORMATION, SEE THE INSTRUCTIONS THAT CAME WITH YOUR LAST CALIFORNIA 
INCOME TAX RETURN OR CALL THE FRANCHISE TAX BOARD (FTB).

IF YOU ARE CALLING FROM WITHIN THE UNITED STATES 800-852-5711 (voice)
  800-822-6268 (TTY)

IF YOU ARE CALLING FROM OUTSIDE THE UNITED STATES  (Not Toll Free) 916-845-6500

The California Employer’s Guide (DE 44) provides the income tax withholding tables. This publication may be found on the 
Employment Development Department (EDD) website at www.edd.ca.gov/Payroll_Taxes/Forms_and_Publications.htm. To assist 
you in calculating your tax liability, please visit the Franchise Tax Board website at www.ftb.ca.gov/individuals/index.shtml.

NOTIFICATION: Your employer is required to send a 
copy of your DE 4 to the FTB if it meets either of the 
following two conditions:

• You claim more than 10 withholding allowances.

• You claim exemption from state or federal income tax 
withholding and your employer expects your usual 
weekly wages to exceed $200 per week.

IF THE IRS INSTRUCTS YOUR EMPLOYER TO 
WITHHOLD FEDERAL INCOME TAX BASED ON 
A CERTAIN WITHHOLDING STATUS, YOUR 
EMPLOYER IS REQUIRED TO USE THE SAME 
WITHHOLDING STATUS FOR STATE INCOME 
TAX WITHHOLDING IF YOUR WITHHOLDING 
ALLOWANCES FOR STATE PURPOSES MEET THE 
REQUIREMENTS LISTED UNDER “NOTIFICATION.” 
IF YOU FEEL THAT THE FEDERAL DETERMINATION 
IS NOT CORRECT FOR STATE WITHHOLDING 
PURPOSES, YOU MAY REQUEST A REVIEW.

To do so, write to:
 W-4 Unit
 Franchise Tax Board MS F180
 P.O. Box 2952
 Sacramento, CA 95812-2952
 Fax: 916-843-1094

Your letter should contain the basis of your request for 
review. You will have the burden of showing that the 
federal determination is incorrect for state withholding 
purposes. The FTB will limit its review to that issue. The 
FTB will notify both you and your employer of its fi ndings. 
Your employer is then required to withhold state income 
tax as instructed by the FTB. In the event the FTB or the 
IRS fi nds there is no reasonable basis for the number 
of withholding exemptions that you claimed on your 
Form W-4/DE 4, you may be subject to a penalty.

PENALTY: You may be fi ned $500 if you fi le, with no 
reasonable basis, a DE 4 that results in less tax being 
withheld than is properly allowable. In addition, criminal 
penalties apply for willfully supplying false or fraudulent 
information or failing to supply information requiring an 
increase in withholding. This is provided for by Section 
13101 of the California Unemployment Insurance Code. 
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INSTRUCTIONS — 1 —  ALLOWANCES*

When determining your withholding allowances, you must consider 
your personal situation:
— Do you claim allowances for dependents or blindness?
— Will you itemize your deductions?
— Do you have more than one income coming into the household?

TWO-EARNER/TWO-JOBS:  When earnings are derived from more 
than one source, underwithholding may occur. If you have a working 
spouse or more than one job, it is best to check the box “SINGLE 
or MARRIED (with two or more incomes).” Figure the total number 
of allowances you are entitled to claim on all jobs using only one 
DE 4 form. Claim allowances with one employer. Do not claim the 
same allowances with more than one employer. Your withholding 
will usually be most accurate when all allowances are claimed 
on the DE 4 or Form W-4 fi led for the highest paying job and zero 
allowances are claimed for the others. 

MARRIED BUT NOT LIVING WITH YOUR SPOUSE: You may 
check the “Head of Household” marital status box if you meet all 
of the following tests:
(1)  Your spouse will not live with you at any time during the year;
(2) You will furnish over half of the cost of maintaining a home 

for the entire year for yourself and your child or stepchild who 
qualifi es as your dependent; and

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

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

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

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

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

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

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

(F) Total — add lines (A) through (E) above  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . (F)

INSTRUCTIONS — 2 — ADDITIONAL WITHHOLDING ALLOWANCES

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

Do not include deferred compensation, qualifi ed pension payments, or fl exible benefi ts, etc., that are deducted from your gross pay but are not 
taxed on this worksheet.

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

WORKSHEET  B ESTIMATED DEDUCTIONS

WORKSHEET  A REGULAR WITHHOLDING ALLOWANCES

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

  2. Enter $7,812 if married fi ling joint with two or more allowances, unmarried head of household, or 
 qualifying widow(er) with dependent(s) or $3,906 if single or married fi ling separately, dual income 
 married, or married with multiple employers  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  –  2. __________________________

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

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

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

  6. Enter an estimate of your nonwage income (dividends, interest income, alimony receipts)  . . . . . . . . .  –  6. __________________________
 
  7. If line 5 is greater than line 6 (if less, see below);
  Subtract line 6 from line 5, enter difference  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  =  7. __________________________

  8. Divide the amount on line 7 by $1,000, round any fraction to the nearest whole number  . . . . . . . . .    8. __________________________
 Enter this number on line 1 of the DE 4. Complete Worksheet C, if needed.

  9.  If line 6 is greater than line 5;
   Enter amount from line 6 (nonwage income)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .    9. __________________________

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

11. Subtract line 10 from line 9, enter difference  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   11. __________________________
 Complete Worksheet C

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

  1. Enter estimate of total wages for tax year 2014  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1.

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

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

  4. Enter itemized deductions or standard deduction (line 1 or 2 of Worksheet B, whichever is largest)   . . . . . .  4.
  
  5. Enter adjustments to income (line 4 of Worksheet B)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  5.

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

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

  8. Figure your tax liability for the amount on line 7 by using the 2014 tax rate schedules below  . . . . . . . . .    8.

  9. Enter personal exemptions (line F of Worksheet A x $116.60)  . . . . . . . . . . . . . . . . . . . . . . . . .    9.

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

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

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

13. Calculate the tax withheld and estimated to be withheld during 2014. Contact your employer to  
 request the amount that will be withheld on your wages based on the marital status and number of 
 withholding allowances you will claim for 2014. Multiply the estimated amount to be withheld by 
 the number of pay periods left in the year. Add the total to the amount already withheld for 2014 . . . . . . .  13.

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

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

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

THESE TABLES ARE FOR CALCULATING WORKSHEET C AND FOR 2014 ONLY

IF YOU NEED MORE DETAILED INFORMATION, SEE THE INSTRUCTIONS THAT 
CAME WITH YOUR LAST CALIFORNIA INCOME TAX RETURN OR CALL THE FTB:

IF YOU ARE CALLING FROM WITHIN THE UNITED STATES 800-852-5711 (voice)
  800-822-6268 (TTY)

IF YOU ARE CALLING FROM OUTSIDE THE UNITED STATES
(Not Toll Free) 916-845-6500

*marginal tax

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

SINGLE OR MARRIED WITH DUAL EMPLOYERS

IF THE TAXABLE INCOME IS COMPUTED TAX IS

 OVER BUT NOT
  OVER

OF AMOUNT PLUS*
OVER . . .

  $0  $7,582 ...
 $7,582  $17,976 ...
 $17,976  $28,371 ...
 $28,371  $39,384 ...
 $39,384  $49,774 ...
 $49,774  $254,250 ...
 $254,250  $305,100 ...
 $305,100  $508,500 ...
 $508,500  $1,000,000 ...
$1,000,000  and over

 1.100% $0 $0.00
 2.200% $7,582 $83.40
 4.400% $17,976 $312.07
 6.600% $28,371 $769.45
 8.800% $39,384 $1,496.31
 10.230% $49,774 $2,410.63
 11.330% $254,250 $23,328.52
  12.430% $305,100 $29,089.83
 13.530% $508,500 $54,372.45
 14.630% $1,000,000 $120,872.40

UNMARRIED HEAD OF HOUSEHOLD TAXPAYERS

IF THE TAXABLE INCOME IS COMPUTED TAX IS

 OVER BUT NOT
  OVER

OF AMOUNT PLUS*
OVER . . .

  $0  $15,174 ...
 $15,174  $35,952 ...
 $35,952  $46,346 ...
 $46,346  $57,359 ...
 $57,359  $67,751 ...
 $67,751  $345,780 ...
 $345,780  $414,936 ...
 $414,936  $691,560 ...
 $691,560  $1,000,000 ...
 $1,000,000  and over

 1.100% $0 $0.00
 2.200% $15,174 $166.91
 4.400% $35,952 $624.03
 6.600% $46,346 $1,081.37
 8.800% $57,359 $1,808.23
 10.230% $67,751 $2,722.73
 11.330% $345,780 $31,165.10
 12.430% $414,936 $39,000.47
 13.530% $691,560 $73,384.83
 14.630% $1,000,000 $115,116.76

MARRIED FILING JOINT OR QUALIFYING WIDOW(ER) TAXPAYERS

IF THE TAXABLE INCOME IS COMPUTED TAX IS

 OVER BUT NOT
  OVER

OF AMOUNT PLUS*
OVER . . .

  $0  $15,164 ...
 $15,164  $35,952 ...
 $35,952  $56,742 ...
 $56,742  $78,768 ...
 $78,768  $99,584 ...
 $99,548  $508,500 ...
 $508,500  $610,200 ...
 $610,200  $1,000,000 ...
 $1,000,000  $1,017,000 ...
 $1,017,000  and over

 1.100% $0 $0.00
 2.200% $15,164 $166.80
 4.400% $35,952 $624.14
 6.600% $56,742 $1,538.90
 8.800% $78,768 $2,992.62
 10.230% $99,548 $4,821.26
 11.330% $508,500 $46,657.05
 12.430% $610,200 $58,179.66
 13.530% $1,000,000 $106,631.80
 14.630% $1,017,000 $108,931.90



DIRECT DEPOSIT AUTHORIZATION 

 
       New _______     Change _______         Cancel _______ 

 
NAME: __________________________________________________________    CELL/HOME PHONE: __________________________________ 
 
 

AN EMAIL ADDRESS IS REQUIRED (NO ADVICES WILL BE PRINTED): ____________________________________________________ 
 
 
NAME OF BANK/CREDIT UNION: ____________________________________________________   CHECKING______   SAVINGS_______ 
 
 
ROUTING #:_____________________________________________________   ACCOUNT #:_____________________________________________ 

 

 
 

 

I hereby authorize the above named District and the Contra Costa County Office of Education (CCCOE), and/or their agents, to initiate 
electronic deposits and, as necessary, debit corrections to previous deposits, to the above account. 
 

I Understand: 

 A new authorization form must be submitted if there is a change of account, name, etc. 

 Any charges incurred because of failure to submit new authorization for account changes are paid by employee, not the District 
or CCCOE. 

 Direct deposit status may be suspended or rescinded by the District or CCCOE and payment made by county warrant, if 
necessary to meet payroll deadlines or under extreme conditions. 

 

I agree to hold harmless and indemnify the District and CCCOE, and their officers, employees and agents from any claim or demand of 
whatever nature for failure or delay in making deposits and/or corrections to deposits as herein authorized. 
 

This authorization replaces any previously made by me and is to remain in effect until changed or canceled by submission of a new Direct 
Deposit Authorization form.  
 
 
Signature___________________________________________________ Date_______________________________________ 
 

 

 

 

 

Attach Voided Check  

or 

 Verification Letter from Bank 

 

 

 

 

 

 

 

 

     

Payroll Entry: ____________________________Date:________________________Verified by:____________________________ Date:________________________ 



 
 

Instructions Start Over Print 

USCIS 

Form I-9 
OMB No. 1615-0047 

Expires 08/31/2019 

Employment Eligibility Verification 

Department of Homeland Security 

U.S. Citizenship and Immigration Services 

Page 1  of 

4 
Form I-9 11/14/2016 N 

 

 

Today's Date (mm/dd/yyyy) 

 
 

►START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically, 
during completion of this form. Employers are liable for errors in the completion of this form. 

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which 
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ 
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination. 

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in 
connection with the completion of this form. 

I attest, under penalty of perjury, that I am (check one of the following boxes): 
 

1. A citizen of the United States  

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

3. A lawful permanent resident  (Alien Registration Number/USCIS Number):  

4. An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy):  

Some aliens may write "N/A" in the expiration date field. (See instructions) 

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9: 

An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number. 
 

1. Alien Registration Number/USCIS Number:  
  

OR 
2. Form I-94 Admission Number:  

 

OR 
3. Foreign Passport Number:  

 

Country of Issuance:  

 
 
 
 

QR Code - Section 1 
Do Not Write In This Space 

 

 

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

Last Name (Family Name)  First Name (Given Name)  

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

 

 
 

  Employer Completes Next Page  

Click to Finish 

Preparer and/or Translator Certification (check one): 
I did not use a preparer or translator. A preparer(s) and/or translator(s) assisted the employee in completing Section 1. 

(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.) 

Employee's E-mail Address 

- - 

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

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

Other Last Names Used (if any) Middle Initial First Name (Given Name) Last Name (Family Name) 

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later 

than the first day of employment, but not before accepting a job offer.) 

Signature of Employee   
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Section 2. Employer or Authorized Representative Review and Verification 
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You 

must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the "Lists 

of Acceptable Documents.") 

Employee Info from Section 1  Last Name (Family Name)  First Name (Given Name) M.I. Citizenship/Immigration Status 

List A OR List B AND List C 
Identity and Employment Authorization Identity Employment Authorization 

Document Title   Document Title   Document Title  

Issuing Authority  Issuing Authority  Issuing Authority  

Document Number Document Number Document Number  

Expiration Date (if any)(mm/dd/yyyy) Expiration Date (if any)(mm/dd/yyyy)  Expiration Date (if any)(mm/dd/yyyy)  

Document Title   
 
 
 

Additional Information     QR Code - Sections 2 & 3 
Do Not Write In This Space 

Issuing Authority  

Document Number  

Expiration Date (if any)(mm/dd/yyyy)  

Document Title  

Issuing Authority  

Document Number  

Expiration Date (if any)(mm/dd/yyyy)  

Certification: I attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee, 
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the 
employee is authorized to work in the United States. 
The employee's first day of employment (mm/dd/yyyy):       (See instructions for exemptions) 

 

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

Last Name of Employer or Authorized Representative  First Name of Employer or Authorized Representative  Employer's Business or Organization Name  
Acalanes Union High School District 

Employer's Business or Organization Address (Street Number and Name) 
 

1212 Pleasant Hill Road 

City or Town  
Lafayette 

State  
CA 

ZIP Code  
94549 

 

Section 2 completion in progress. 

Click to Finish 
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Employee Name from Section 1: Last Name (Family Name)  First Name (Given Name)  Middle Initial  

 

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.) 

A. New Name (if applicable)  B. Date of Rehire (if applicable) 

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

 

C. If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes 
continuing employment authorization in the space provided below. 

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

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if 
the employee presented document(s), the document(s) I have examined appear to be genuine and to relate to the individual. 
Signature of Employer or Authorized Representative  Today's Date (mm/dd/yyyy)  Name of Employer or Authorized Representative  

 

Click to Finish 
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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 
Documents that Establish 

Both Identity and 
Employment Authorization 

 
 
 
 
OR 

LIST B LIST C 
Documents that Establish  Documents that Establish 

Identity Employment Authorization 
AND 

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

1. A Social Security Account Number 
card, unless the card includes one of 
the following restrictions: 
(1) NOT VALID FOR EMPLOYMENT 

(2) VALID FOR WORK ONLY WITH 
INS AUTHORIZATION 

(3) VALID FOR WORK ONLY WITH 
DHS AUTHORIZATION 

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

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

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

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

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

3. School ID card with a photograph 
5. For a nonimmigrant alien authorized 

to work for a specific employer 
because of his or her status: 

a. Foreign passport; and 
b. Form I-94 or Form I-94A that has 

the following: 
(1) The same name as the passport; 

and 
(2) An endorsement of the 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. 

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

4. Voter's registration card 

5. U.S. Military card or draft record 
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 

6. Military dependent's ID card 

7. U.S. Coast Guard Merchant Mariner 
Card 

8. Native American tribal document 5. Native American tribal document 
9. Driver's license issued by a Canadian 

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

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

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

listed above: 
8. Employment authorization 

document issued by the 
Department of Homeland Security 

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 

10. School record or report card 

11. Clinic, doctor, or hospital record 

12. Day-care or nursery school record 

 
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. 



We educate every student to excel and contribute in a global society 

 

 
 

 Revised: 4/26/19 

 

 

  calanes Union High School District 
 1212 Pleasant Hill Road, Lafayette, CA  94549 

www.acalanes.k12.ca.us  

925-280-3900 ♦ Fax 925-280-4282 

 

 

 

 

TUBERCULOSIS SCREENING 

 
All employees must either provide a copy of a current negative TB test or Risk Assessment 

Questionnaire (within the past 60 days) or get tested immediately upon employment. Failure to 

provide a current TB clearance will result in employee being placed on leave without pay until 

proof is provided to the Human Resources Department. 

 

You may choose to use your own doctor or call Concentra, 2231 Galaxy Court, Concord, 925-

685-7744 or Concentra, 1981 N. Broadway, Suite 190, Walnut Creek, 925-932-7715 . You are 

responsible for the cost of the test. 

 

If you have had a positive TB test, you will need a chest x-ray or Risk Assessment Questionnaire 

to prove clearance. This can be done through your own doctor or at Concentra at your own 

expense. 

 

Please provide our Human Resources Department with verification of TB clearance before start 

of employment. 
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 School Staff & Volunteers: Tuberculosis Risk Assessment 
Job-related requirement for child care, pre-K, K-12, and community colleges 

The purpose of this tool is to identify adults with infectious tuberculosis (TB) to prevent them from spreading TB. 
Use of this risk assessment is required in the California Education Code, Sections 49406 and 87408.6 and the 
California Health and Safety Code, Sections 1597.055 and 121525, 121545, and 121555. 
The law requires that a health care provider administer this risk assessment.  A health care provider, as defined for 
this purpose, is any organization, facility, institution or person licensed, certified or otherwise authorized or 
permitted by state law to deliver or furnish health services.  Any person administering this risk assessment is to 
have training in the purpose and significance of the risk assessment and Certificate of Completion. 

Name of Employee/Volunteer Assessed for TB Risk Factors: ______________________________________ 

Assessment Date: ____________________________  Date of Birth: ________________________________ 

History of Tuberculosis Infection or Disease (Check appropriate box below) 
Yes 

If there is a documented history of positive TB test  (infection) or TB disease, then a symptom review and 
chest x-ray (if none performed in previous 6 months) should be performed at initial hire by a physician, 
physician assistant, or nurse practitioner.  Once a person has a documented positive test for TB infection that 
has been followed by an x-ray that was determined to be free of infectious TB, the TB risk assessment (and 
repeat x-rays) is no longer required.   If an employee or volunteer becomes symptomatic for TB, then he/she 
should seek care from his/her health care provider. 

No (Assess for Risk Factors for Tuberculosis using box below) 

Risk Factors for Tuberculosis (Check appropriate boxes below) 
If any of the 5 boxes below are checked, perform a Mantoux tuberculin skin test (TST) or Interferon Gamma 
Release Assay (IGRA).  Re-testing with TST or IGRA should only be done in persons who previously tested 
negative, and have new risk factors since the last assessment.  A positive TST or IGRA should be followed by a 
chest x-ray, and if normal, treatment for TB infection considered.  (Centers for Disease Control and Prevention [CDC]). 
Latent Tuberculosis Infection: A Guide for Primary Health Care Providers. 2013) 

One or more signs and symptoms of TB:  prolonged cough, coughing up blood, fever, night sweats, weight 
loss, excessive fatigue.  

         Evaluate for active TB disease with a TST or IGRA, chest x-ray, symptom screen, and if indicated, sputum 
acid-fast bacilli (AFB) smears, cultures and nucleic acid amplification testing. A negative TST or IGRA does 
not rule out active TB disease.  

Close contact to someone with infectious TB disease at any time

Foreign-born person from a country with an elevated TB rate
Includes any country other than the United States, Canada, Australia, New Zealand, or a country in western or northern 
Europe.  IGRA is preferred over TST for foreign-born persons 

  Consecutive travel or residence of ≥ 1 month in a country with an elevated TB rate 
         Includes any country other than the United States, Canada, Australia, New Zealand, or a country in western or northern 
         Europe. 
  Volunteered, worked or lived in a correctional or homeless facility 



BCG=Bacillus Calmette-Guérin; TST= tuberculin skin test; IGRA= Interferon gamma release assay (e.g., QuantiFERON-TB Gold, T-SPOT.TB)  

|   October 24, 2016 

School Staff & Volunteers: Tuberculosis Risk Assessment 
User Guide 

Job-related requirement for child care, pre-K, K-12, and community colleges 

Background 
California law requires that school staff working with children 
and community college students be free of infectious 
tuberculosis (TB).  These updated laws reflect current federal 
Centers for Disease Control and Prevention (CDC) 
recommendations for targeted TB testing.  Enacted laws,  
AB 1667, effective on January 1, 2015, SB 792 on September 
1, 2016, and SB 1038 on January 1, 2017, require a 
tuberculosis (TB) risk assessment be administered and if risk 
factors are identified, a TB test and examination be performed 
by a health care provider to determine that the person is free of 
infectious tuberculosis.  The use of the TB risk assessment 
and the Certificate of Completion, developed by the California 
Department of Public Health (CDPH) and California TB 
Controllers Association (CTCA) are also required.   

AB 1667 impacted the following groups on 1/1/2015: 
1. Persons employed by a K-12 school district, or employed
under contract, in a certificated or classified position (California 
Education Code, Section 49406) 
2. Persons employed, or employed under contract, by a private
or parochial elementary or secondary school, or any nursery 
school (California Health and Safety Code, Sections 121525 
and 121555). 
3. Persons providing for the transportation of pupils under
authorized contract in public, charter, private or parochial 
elementary or secondary schools (California Education Code, 
Section 49406 and California Health and Safety Code, Section 
121525). 
4. Persons volunteering with frequent or prolonged contact
with pupils (California Education Code, Section 49406 and 
California Health and Safety Code, Section 121545). 

SB 792 impacted the following group on 9/1/2016: 
Persons employed as a teacher in a child care center 
(California Health and Safety Code Section 1597.055). 

SB 1038 impacts the following group on 1/1/2017: 
Persons employed by a community college district in an 
academic or classified position (California Education Code, 
Section 87408.6). 

Testing for latent TB infection (LTBI) 
Because an interferon gamma release assay (IGRA) blood test 
has increased specificity for TB infection in persons vaccinated 
with BCG, IGRA is preferred over the tuberculin skin test (TST) 
in these persons.  Most persons born outside the United States 
have been vaccinated with BCG. 

Repeat risk assessment and testing 
If there is a documented history of positive TB test or TB 
disease, then a symptom review and chest x-ray should be 
performed at initial hire.  Once a person has a documented 
positive test for TB infection that has been followed by a chest 
x-ray (CXR) that was determined to be free of infectious TB, 
the TB risk assessment (and repeat x-rays) is no longer 
required.  

Repeat risk assessments should occur every four years 
(unless otherwise required) to identify any additional risk 
factors, and TB testing based on the results of the TB risk 
assessment.  Re-testing should only be done in persons who 
previously tested negative, and have new risk factors since the 
last assessment.   

Previous or inactive tuberculosis 
Persons with a previous chest radiograph showing findings 
consistent with previous or inactive TB should be tested for 
LTBI.  In addition to LTBI testing, evaluate for active TB 
disease. 

Negative test for LTBI does not rule out TB disease 
It is important to remember that a negative TST or IGRA result 
does not rule out active TB disease.  In fact, a negative TST or 
IGRA in a person with active TB can be a sign of extensive 
disease and poor outcome. 

Symptoms of TB should trigger evaluation for active TB 
disease   
Persons with any of the following symptoms that are otherwise 
unexplained should be medically evaluated: cough for more 
than 2-3 weeks, fevers, night sweats, weight loss, hemoptysis. 

TB infection treatment is recommended 
Shorter regimens for treating LTBI have been shown to be as 
effective as 9 months of isoniazid, and are more likely to be 
completed.  Shorter regimens are preferred in most situations. 
Drug-drug interactions and contact to drug resistant TB are 
frequent reasons these regimens cannot be used. 

Please consult with your local public health department 
on any other recommendations and mandates that should 
also be considered.   



TCB-01 (10/2016) 

 
 
 

Certificate of Completion  
Tuberculosis Risk Assessment and/or Examination  

 
To satisfy job-related requirements in the California Education Code, Sections 49406 and 
87408.6 and the California Health and Safety Code, Sections 1597.055, 121525, 121545 and 
121555. 

 
First and Last Name of the person assessed and/or examined: 

__________________________________________________ 

 

Date of assessment and/or examination:  ______mo./______day/______yr. 

 

Date of Birth: ______mo./______day/______yr. 

 

The above named patient has submitted to a tuberculosis risk assessment. The patient 
does not have risk factors, or if tuberculosis risk factors were identified, the patient has 
been examined and determined to be free of infectious tuberculosis.  

 

X___________________________________________________________________ 
Signature of Health Care Provider completing the risk assessment and/or examination  
 

Please print, place label or stamp with Health Care Provider Name and Address (include 
Number, Street, City, State, and Zip Code): 

 

 

Telephone and FAX: 

 

 



 

 

  calanes Union High School District 
 1212 Pleasant Hill Road, Lafayette, CA  94549 

www.acalanes.k12.ca.us  

925-280-3900 ♦ Fax 925-280-4282 

 

 

 

 

 

EXPOSURE CONTROL PLAN FOR BLOODBORNE PATHOGENS 

 

Hepatitis B Vaccine Declination 

 
 

I understand that due to my occupational exposure to blood or other potentially 

infectious materials I may be at risk of acquiring hepatitis B virus (HBV) infection. 

I have been given the opportunity to be vaccinated with hepatitis B vaccine, at no 

charge to myself.  However, I decline hepatitis B vaccination at this time. I 

understand that by declining this vaccine, I continue to be at risk of acquiring 

hepatitis B, a serious disease. If in the future I continue to have occupational 

exposure to blood or other potentially infectious materials and I want to be 

vaccinated with hepatitis B vaccine, I can receive the vaccination series at no 

charge to me. 

 

 

____________________________________ 

Signature 

 

 

____________________________________ 

Employee name (Please print) 

 

 

____________________________________ 

Date 

 
 

http://www.acalanes.k12.ca.us/


We educate every student to excel and contribute in a global society 

 

  calanes Union High School District 
 1212 Pleasant Hill Road, Lafayette, CA  94549 

www.acalanes.k12.ca.us  

925-280-3900 ♦ Fax 925-280-4282 

 

 

 

 

OATH OF ALLEGIANCE FOR PERSONS EMPLOYED 

BY A SCHOOL DISTRICT OF THE STATE OF CALIFORNIA 

 

(Required by Chapter 8, Division 4, Title 1 of Government Code) 

 

State of California      )  ss 

County of Contra Costa ) 

 

 

I, _____________________________________________, do solemnly swear (or affirm) that I 

will support and defend the Constitution of the United States and the Constitution of the State of 

California against all enemies, foreign and domestic; that I will bear true faith and allegiance to 

the Constitution of the State of California; that I take this obligation freely, without any mental 

reservation or purpose of evasion; and that I will well and faithfully discharge the duties upon 

which I am about to enter. 

 

 

 

      

 __________________________________________ 

 Signature                                                        Date 

 

 

 

I, _____________________________________________, cannot sign this Loyalty Oath on the 

basis that a central tenet of my religion prohibits me from subscribing to the Oath. 

 

        

 

 

 

Subscribed and sworn to before me this _____ day of ______________________, 20___ 

 

 

______________________________________________________ 

Signature of Witness 

 

______________________________________________________ 

Title 



 
 

Rev Mar 6 13     

 
PREDESIGNATION OF PERSONAL PHYSICIAN 

 
In the event you sustain an injury or illness related to your employment, you may be treated for such 
injury or illness by your personal medical doctor (M.D.), doctor of osteopathic medicine (D.O.) or 
medical group if:  
 •  you have group health coverage;  

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

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

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

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

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

 

NOTICE OF PREDESIGNATION OF PERSONAL PHYSICIAN 
 

Employee: Complete this section.  
 
To: ____________________________ (name of employer) If I have a work-related injury or illness, I 
choose to be treated by:  
 
_____________________________________________________________________________________ 
(name of doctor)(M.D., D.O., or medical group)  
 
____________________________________________________________(street address, city, state, ZIP)  
 
___________________________________________(telephone number)  
 
Employee Name (please print):  
 
Employee’s Address:  
_____________________________________________________________________________________ 
 
Employee’s 
Signature________________________________________________________Date:_________________ 
 
Physician: I agree to this Predesignation:  
 
Signature:________________________________________________________Date:________________ 
(Physician or Designated Employee of the Physician or Medical Group)  
 
The physician is not required to sign this form, however, if the physician or designated employee of the 
physician or medical group does not sign, other documentation of the physician’s agreement to be 
predesignated will be required pursuant to Title 8, California Code of Regulations, section 9780.1(a)(3).  
 



 
 

Rev Mar 6 13     

 
 
 

NOTICE OF PERSONAL CHIROPRACTOR OR PERSONAL ACUPUNCTURIST  
 
 

If your employer or your employer’s insurer does not have a Medical Provider Network, you 
may be able to change your treating physician to your personal chiropractor or acupuncturist 
following a work-related injury or illness. In order to be eligible to make this change, you must 
give your employer the name and business address of a personal chiropractor or acupuncturist in 
writing prior to the injury or illness. Your claims administrator generally has the right to select 
your treating physician within the first 30 days after your employer knows of your injury or 
illness. After your claims administrator has initiated your treatment with another doctor during 
this period, you may then, upon request, have your treatment transferred to your personal 
chiropractor or acupuncturist.  
 
You may use this form to notify your employer of your personal chiropractor or acupuncturist.  
 
State law does not allow a chiropractor to continue as your treating physician after 24 visits. 
 
 
 
Your Chiropractor or Acupuncturist’s Information:  
 
_____________________________________________________________________________ 
(name of chiropractor or acupuncturist)  
 
 
______________________________________________________________________________ 
(street address, city, state, zip code)  
 
______________________________________________________________________________
(telephone number)  
 
 
 
Employee Name (please print):  
 
______________________________________________________________________________  
 
Employee’s address:  
 
______________________________________________________________________________  
 
 
Employee’s 
Signature_______________________________________________Date:___________________  
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