
NEW HIRE EMPLOYEE INFORMATION FORM 

Employee’s Name:  
Social Security Number: Birth Date: 

Street Address:  Apt / PO Box: 

City: State: Zip: 

Primary Phone:  Email:  
Emergency Contact Information 

Name: Relationship: 

Contact Phone Number (Daytime): 

I agree that the information listed above is accurate and correct.  I understand and agree that it is my responsibility 
to complete, sign and submit all applicable re-hire forms including, but not limited to, the W-4, I-9, bank direct 
deposit, employee handbook receipts and other documents deemed appropriate within the required time in order to 
continue my employment. 

Employee Signature:______________________________________________Date:_______________________ 

Information below to be completed by an Authorized Company Representative 

Company Name: 

Department: 

Job Title: 

Start Date: 

Pay Information: RATE $  Hourly  Salary Exempt  Salary Non-Exempt 

Normally Scheduled Hours:  to 

Primary Assigned Shift:  First  Second  Third 

Average Hours Per Week:  Full-Time (30+ hrs/wk)  Part-Time (20-29 hrs/wk) 

 On-Call (<20 hrs/wk)  Seasonal/Temporary 

Eligible for benefits after probationary period?        Yes       No 

Signature of Authorized Company Representative  Date 

Attach the completed document along with W-4/State tax forms, direct deposit information and I-9 form. 
Send immediately to ensure timely processing. 



Rev. 1/19/2022 

Voluntary Self-Identification: Gender, Race, Veteran Status & Disability 

 

Name:                       Company:                                                                  

Gender:   Male   

  Female 

Race or Ethnicity (select one): If you choose not to self-identify, the federal government requires the employer to determine 
this information by visual survey and/or other available information. 

 Hispanic or Latino -  A person of Cuban, Mexican, Puerto Rican, South or Central American, or other Spanish culture or 
origin regardless of race 

 White (not Hispanic or Latino) - A person having origins in any of the original peoples of Europe, the Middle East or North 
Africa. 

 Black or African American (not Hispanic or Latino) - A person having origins in any of the black racial groups of 
Africa. 

 Native Hawaiian or Pacific Islander (not Hispanic or Latino) - A person having origins in any of the peoples of 
Hawaii, Guam, Samoa or other Pacific Islands. 

 Asian (not Hispanic or Latino) - 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. 

 American Indian or Alaskan Native (not Hispanic or Latino) - A person having origins in any of the original 
peoples of North and South America (including Central America) and who maintain tribal affiliation or community attachment. 

 Two or more races (not Hispanic or Latino) - All persons who identify with more than one of the above races. 

 I do not wish to self-identify 

Disability (select one): Submission of this information is voluntary.  Any answer you give will be kept private and will not be used 
against you in any way.  

 I have a disability (or previously had a disability) 
 I do NOT have a disability  
 I decline to state my disability status 

Veteran Status: 

 I am a veteran     

 Choose all that apply:   
 Service Medal veteran            
 Vietnam veteran  
 Newly separated veteran  
 Disabled veteran            
 Active-duty badge veteran  
 Other protected veteran 

 I am NOT a veteran  

 I do not wish to self-identify  

Employee Signature:      Date:                                                                 
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Purpose: This certificate, DE 4, is for California Personal Income 
Tax (PIT) withholding purposes only. The DE 4 is used to 
compute the amount of taxes to be withheld from your wages, 
by your employer, to accurately reflect your state tax withholding 
obligation.

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

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

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

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

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

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

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

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

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

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

(iii) You maintain your domicile in another state.

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

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

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

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

Exemption from Withholding
3. I claim exemption from withholding for 2023, and I certify I meet both of the conditions for exemption. (Check box here) 

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

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

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

Employee’s Signature  Date 

Enter Personal Information

First, Middle, Last Name Social Security Number

Address

City State 	 ZIP Code

Filing Status

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

Employee’s Withholding Allowance Certificate

Complete this form so that your employer can withhold the correct California state income tax from your paycheck.
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Notification: The burden of proof rests with the 
employee to show the correct California income 
tax withholding. Pursuant to section 4340-1(e) of 
Title 22, California Code of Regulations (CCR) (govt.westlaw.
com/calregs/Search/Index), the FTB or the EDD may, by 
special direction in writing, require an employer to submit 
a Form W-4 or DE 4 when such forms are necessary for the 
administration of the withholding tax programs. 

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

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

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

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

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

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

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

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

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

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

Instructions — 2 — (Optional) Additional Withholding Allowances

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

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

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

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

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

2.	 Enter $10,404 if married filing joint with two or more allowances, unmarried head of household, or qualifying widow(er)  

with dependent(s) or $5,202 if single or married filing separately, dual income married, or married with multiple employers	 –   2.  

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

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

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

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

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

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

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

9.	 If line 6 is greater than line 5;  

Enter amount from line 6 (nonwage income)	 9.  

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

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

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

Instructions — 1 — Allowances*

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

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

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

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

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

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

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

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

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

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

Unmarried Head of Household

IF THE TAXABLE INCOME IS COMPUTED TAX IS

OVER BUT NOT 
OVER

OF AMOUNT OVER... PLUS

$0 $20,212 1.100% $0 $0.00
$20,212 $47,887 2.200% $20,212 $222.33
$47,887 $61,730 4.400% $47,887 $831.18
$61,730 $76,397 6.600% $61,730 $1,440.27
$76,397 $90,240 8.800% $76,397 $2,408.29
$90,240 $460,547 10.230% $90,240 $3,626.47

$460,547 $552,658 11.330% $460,547 $41,508.88
$552,658 $921,095 12.430% $552,658 $51,945.06
$921,095 $1,000,000 13.530% $921,095 $97,741.78

$1,000,000  and over 14.630% $1,000,000 $108,417.63

Married Persons

IF THE TAXABLE INCOME IS COMPUTED TAX IS

OVER BUT NOT 
OVER

OF AMOUNT OVER... PLUS

$0 $20,198 1.100% $0 $0.00
$20,198 $47,884 2.200% $20,198 $222.18
$47,884 $75,576 4.400% $47,884 $831.27
$75,576 $104,910 6.600% $75,576 $2,049.72

$104,910 $132,590 8.800% $104,910 $3,985.76
$132,590 $677,278 10.230% $132,590 $6,421.60
$677,278 $812,728 11.330% $677,278 $62,143.18
$812,728 $1,000,000 12.430% $812,728 $77,489.67

$1,000,000 $1,354,550 13.530% $1,000,000 $100,767.58
$1,354,550 and over 14.630% $1,354,550 $148,738.20

Single Persons, Dual Income  
Married or Married With Multiple Employers

IF THE TAXABLE INCOME IS COMPUTED TAX IS

OVER BUT NOT 
OVER

OF AMOUNT OVER... PLUS

$0 $10,099 1.100% $0 $0.00
$10,099 $23,942 2.200% $10,099 $111.09
$23,942 $37,788 4.400% $23,942 $415.64
$37,788 $52,455 6.600% $37,788 $1,024.86
$52,455 $66,295 8.800% $52,455 $1,992.88
$66,295 $338,639 10.230% $66,295 $3,210.80

$338,639 $406,364 11.330% $338,639 $31,071.59
$406,364 $677,275 12.430% $406,364 $38,744.83
$677,275 $1,000,000 13.530% $677,275 $72,419.07

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

Worksheet C 	 Additional Tax Withholding and Estimated Tax

1.	 Enter estimate of total wages for tax year 2023.	 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 2023 tax rate schedules below.	 8.  

9.	 Enter personal exemptions (line F of Worksheet A x $154.00).	 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 2023. 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 2023. 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 2023.	 13.  

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

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

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

These Tables Are for Calculating Worksheet C and for 2023 Only

https://ftb.ca.gov
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DIRECT DEPOSIT AGREEMENT 
 

EMPLOYEE NAME:       SSN:       

COMPANY NAME:       

 
DEPOSIT #1 

Financial Institution:         

Route/Transit Number:          

Account Number:       

Account Type:   CHECKING   SAVINGS  PAY CARD 

  Deposit Entire Amount   Deposit $         Deposit %      

 

DEPOSIT #2 

Financial Institution:         

Route/Transit Number:          

Account Number:       

Account Type:   CHECKING   SAVINGS  PAY CARD 

  Deposit Balance   Deposit $         Deposit %      

 
We cannot process your direct deposit without supporting documentation from your financial institution.  
Attach a voided check, letter from your financial institution or other supporting documentation.  Do not attach a deposit slip! 
If you don't provide supporting documentation, you will receive a live check while your direct deposit account information is 
being verified. 
 
I hereby authorize ContinuumHR to initiate automatic deposits to my account(s) at the financial institution(s) named above.   
 
Further, I agree not to hold ContinuumHR responsible for any delay or loss of funds due to incorrect or incomplete information 
supplied by me or my financial institution or due to an error on the part of my financial institution in depositing funds to my 
account.  I hereby authorize and request ContinuumHR to deduct from my salary or wages and pay to the named financial 
institution as indicated above. 
 
By signing this form I authorize ContinuumHR to initiate credits and to make adjustments, if necessary, for any entry made in 
error without express written authorization.  I shall look solely to the above named financial institution for any information 
regarding my account.   
 
This agreement will remain in effect until ContinuumHR receives a written notice of cancellation from me or my financial 
institution, or until I submit a new direct deposit form to the Payroll Department. 
 
EMPLOYEE SIGNATURE:       DATE:       
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EMPLOYEE ACKNOWLEDGEMENTS & AGREEMENTS 
 

This is notice to you that ContinuumHR entered into a written Service Agreement with the entity that employs you as of 
this date (the “Company”), whereby ContinuumHR will provide professional employer services to the Company. 
Pursuant to the Service Agreement, both the Company and ContinuumHR will employ you and ContinuumHR will 
be your co-employer for certain purposes, but the Company will remain your primary employer. The Company will 
continue to direct and supervise your day-to-day duties and assignments, and the Company will continue to 
determine your compensation. Your paycheck, however, will be from ContinuumHR. Any employment relationship 
between you and ContinuumHR resulting from the co-employment arrangement with your Company is at-will and will 
not affect your existing employment relationship with the Company. If you have a written employment agreement with 
the Company, the co-employer arrangement between ContinuumHR and the Company will have no effect on that 
agreement, and ContinuumHR is not, and will not become a party to such an employment agreement and cannot 
be held liable for any term or condition of such an employment agreement. While ContinuumHR retains the 
authority to hire, terminate, discipline, and re-assign employees of the Company, it has never exercised those rights in 
any state and has no intention to do so. 

The Company will continue to be responsible for payment of your wages each pay date but will pay ContinuumHR in 
advance of each pay date, and ContinuumHR will in turn pay your wages. If the Company fails to pay ContinuumHR 
fully under the terms of the Service Agreement, and as a result, does not transmit funds to ContinuumHR to pay your 
wages, and the Company fails to pay your wages, you agree to seek such payment of wages from the Company first 
as your employer and exhaust all remedies to collect such wages from the Company prior to any attempt to collect 
unpaid wages from ContinuumHR. You further agree that if the Company fails to pay wages for hours actually 
worked at the Company during a pay period, you have sought payment unsuccessfully from the Company, and you 
decide to seek such wages from ContinuumHR, you agree that the maximum amount that ContinuumHR can be 
held responsible for paying you (and only if ContinuumHR is held to be legally responsible for the payment of any 
wages) is an amount equal to the number of hours that you have worked, but for which you have not been paid, times 
the federal or state hourly, minimum wage (whichever is applicable). By executing below, you agree that payment 
according to the federal or state minimum wage or salary amount as provided above shall be your sole and exclusive 
remedy against ContinuumHR for unpaid wages, and you agree to seek the balance of any wages owed solely from the 
Company. 

Under the terms of the Service Agreement, the Company has the right to request termination of an employee. You 
understand and agree the Company, ContinuumHR or you can terminate our employment relationship at any time as 
you are an at-will employee. If requested by the Company, ContinuumHR will terminate your employment with the 
Company and with ContinuumHR. You also understand that if the Company terminates your employment for any 
reason any co-employment relationship with ContinuumHR will terminate as well. You agree to notify ContinuumHR 
of your availability to work within twenty-four hours of your termination of employment for any reason. 

If for any reason your employment by the Company ends, ContinuumHR shall not be responsible for any payments you 
may be entitled to from the Company, including but not limited to accrued but unpaid paid time off or vacation pay, 
bonuses, or severance pay. You agree that any such payments or amounts would be due, if applicable, only from the 
Company. Finally, the co-employer relationship between ContinuumHR and the Company shall have no effect on any 
agreements, policies or manuals issued to you by the Company. 

As an Equal Opportunity Employer, ContinuumHR strives to comply with all applicable laws prohibiting discrimination 
and unlawful harassment because of race, sex, color, national origin, religion, physical or mental disability, age or 
any other basis protected by federal, state, or local law. All such discrimination is unlawful, and all persons employed 
by or involved in the operation of ContinuumHR are prohibited from engaging in this type of conduct. 

If you have been discriminated against or harassed on the job, or if you are aware of discrimination or harassment of 
others, you have an affirmative obligation to immediately contact an appropriate person at the Company, the 
president or owner of the Company and/or your supervisor. Furthermore, you acknowledge that you will review 
the ContinuumHR harassment policy and will comply with all provisions.  
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In recognition of the fact that any work-related injuries I might suffer are covered by state workers' compensation laws, 
I waive and forever release any rights I might have to make claims or bring a lawsuit against my worksite employer 
and/or ContinuumHR for damages based upon injuries which are covered under workers' compensation laws.  In the 
event of a work-related injury, I understand and agree that my sole remedy lies in coverage under the ContinuumHR 
workers’ compensation policy or my worksite employer’s workers’ compensation policy if it maintains such a policy.  I 
will accept any modified or light duty assignment proposed by my treating physician and the workers’ compensation 
carrier.  If I am injured on the job, even if the injury is minor and even if I do not want treatment, I must still 
immediately report it to my supervisor and to ContinuumHR (as ContinuumHR is the holder of the workers’ 
compensation policy).  I also agree to comply with any lawful drug testing policy which may be adopted, including post-
accident drug testing in any situation where it is allowed by law.  

 
 

 
 

Print Name:        

 

Employee Signature: Date:    
 
 
 

STATE SPECIFIC NOTICES 
 

MASSACHUSETTS ADDENDUM 
ContinuumHR is regulated by the Massachusetts Executive Office of Labor and Workforce Development, 
Department of Labor Standards, 19 Staniford Street, 2nd Floor, Boston, MA 02114, (617) 626-6975. ContinuumHR can 
be reached at 11691 Gateway Blvd., Ste. 104, Ft. Myers, FL 33913. 
 
ContinuumHR maintains/does not maintain Workers’ Compensation coverage for employees of the Company. IF IT 
DOES: It Workers’ Compensation carrier is [NAME] and its Policy Number is [NUMBER]. IF IT DOES NOT: ContinuumHR 
does not maintain the Company’s Workers’ Compensation Policy and it does not perform safety inspections at your 
worksite. Please report any injuries or hazardous worksite conditions directly to your superior or an officer of 
Company. 

NEW MEXICO ADDENDUM 
ContinuumHR is in compliance with New Mexico's Workers' Compensation Act. 

SOUTH CAROLINA ADDENDUM 
ContinuumHR is licensed and regulated by the South Carolina Department of Consumer Affairs and any questions or 
complaints regarding the professional employer organization should be directed to the Department located at 293 
Greystone Blvd., Suite 400, Columbia SC 29210, P.O. Box 5757, Columbia, South Carolina, 29250-5757, 
www.consumer.sc.gov and whose phone number is (803) 734-4200. 

ContinuumHR and the Company are operating under and subject to the Workers’ Compensation Act of South 
Carolina. In case of accidental injury or death to an employee, the injured employee, or someone acting on his or 
her behalf, shall notify immediately 11691 Gateway Blvd., Ste. 104, Ft. Myers, FL 33913 (844) 970-5050. Failure to 
give immediate notice may be the cause of serious delay in the payment of compensation to you or your beneficiaries 
and may result in failure to receive any compensation benefits.” 

VERMONT ADDENDUM 
ContinuumHR is subject to licensing regulations promulgated by the Vermont Department of Labor. Such regulations will 
be provided by the Department of Labor upon request. 

I have read, understand, and agree to all the provisions contained in this Employment Acknowledgements and Agreements. I 
understand and agree to all terms and conditions herein stated as a condition of my employment. I hereby certify that all the 
information given on this document, or any supporting documents is true and correct, and I understand that any misrepresentations 
or omission of my information may result in immediate termination of employment. 

http://www.consumer.sc.gov/


 

Harassment Policy 
The policy is to prohibit intentional and unintentional harassment of or against job applicants, contractors, interns, volunteers or 
employees by another employee, supervisor, vendor, customer or any third party on the basis of actual or perceived race, color, 
creed, religion, national origin, ancestry, citizenship status, age, sex or gender (including pregnancy, childbirth and pregnancy- 
related conditions), gender identity or expression (including transgender status), sexual orientation, marital status, military service 
and veteran status, physical or mental disability, genetic information or any other characteristic protected by applicable federal, 
state or local laws (referred to as “protected characteristics”). Such conduct will not be tolerated. 

 
The purpose of this policy is not to regulate our employees' personal morality, but to ensure that no one harasses another individual 
in the workplace, including while on Company premises, while on Company business (whether or not on Company premises) or   
while representing the Company. In addition to being a violation of this policy, harassment or retaliation based on any protected 
characteristic as defined by applicable federal, state, or local laws also is unlawful. For example, sexual harassment and retaliation 
against an individual because the individual filed a complaint of sexual harassment or because an individual aided, assisted or 
testified in an investigation or proceeding involving a complaint of sexual harassment as defined by applicable federal, state, or local 
laws are unlawful. 

 

Harassment Defined 
Harassment generally is defined in this policy as unwelcome verbal, visual or physical conduct that denigrates or shows hostility or 
aversion towards an individual because of any actual or perceived protected characteristic or has the purpose or effect of 
unreasonably interfering with an individual’s work performance or creating an intimidating, hostile or offensive working 
environment. 

 
Harassment can be verbal (including slurs, jokes, insults, epithets, gestures or teasing), visual (including offensive posters, symbols, 
cartoons, drawings, computer displays, text messages, social media posts or e-mails) or physical conduct (including physically 
threatening another, blocking someone’s way, etc.). Such conduct violates this policy, even if it does not rise to the level of a 
violation of applicable federal, state or local laws. Because it is difficult to define unlawful harassment, employees are expected to 
behave at all times in a manner consistent with the intended purpose of this policy. 

 

Sexual Harassment Defined 
Sexual harassment can include all of the above actions, as well as other unwelcome conduct, such as unwelcome or unsolicited 
sexual advances, requests for sexual favors, conversations regarding sexual activities and other verbal, visual or physical conduct of a 
sexual nature when: 

• submission to that conduct or those advances or requests is made either explicitly or implicitly a term or condition of 
an individual's employment; or 

• submission to or rejection of the conduct or advances or requests by an individual is used as the basis for employment 
decisions affecting the individual; or 

• the conduct or advances or requests have the purpose or effect of unreasonably interfering with an individual’s work 
performance or creating an intimidating, hostile or offensive working environment. 

 
Reporting Procedures 
If the employee has been subjected to or witnessed conduct which violates this policy, the employee should immediately report the 
matter to the Manager or other Company Authority. If the employee is unable for any reason to contact this person, or if the 
employee has not received an initial response within five (5) business days after reporting any incident of what the employee 
perceives to be harassment, the employee should contact ContinuumHR. If the person toward whom the complaint is directed is one 
of the individuals indicated above, the employee should contact any higher-level manager in the reporting hierarchy. 

 

Investigation Procedures 
Every report of perceived harassment will be fully investigated, and corrective action will be taken where appropriate. All complaints 
will be kept confidential to the extent possible, but confidentiality cannot be guaranteed. All employees must cooperate with all 
investigations conducted pursuant to this policy. 

 

Retaliation Prohibited 
In addition, the Company will not allow any form of retaliation against individuals who report unwelcome conduct to management 
or who cooperate in the investigations of such reports in accordance with this policy. If the employee has been subjected to any 
such retaliation, the employee should report it in the same manner in which the employee would report a claim of perceived 
harassment under this policy. Violation of this policy including any improper retaliatory conduct will result in disciplinary action, up 
to and including termination. Contact hr@continuumhr.com for questions. 
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Employment Eligibility Verification 
Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 
Form I-9

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

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

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

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

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

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

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

1. A citizen of the United States 

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

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

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

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

OR 
Form I-94 Admission Number 

OR 
Foreign Passport Number and Country of Issuance 

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

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

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

List A OR List B AND List C 

Document Title 1 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Document Title 2 (if any) Additional Information 

Issuing Authority 

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

Document Number (if any) 

Expiration Date (if any) 

Document Title 3 (if any) 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

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

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

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

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

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

Form I-9 Edition 08/01/23 Page 1 of 4 
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LISTS OF ACCEPTABLE DOCUMENTS 
All documents containing an expiration date must be unexpired. 

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

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

LIST A 
Documents that Establish Both Identity 

and Employment Authorization OR 

LIST B 

Documents that Establish Identity 

LIST C 
Documents that Establish Employment

Authorization AND 

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

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

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

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

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

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

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

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

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

a. Foreign passport; and

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

(1) The same name as the
passport; and

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

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

5. U.S. Military card or draft record

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

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

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

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

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

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

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

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

listed above: 
10. School record or report card

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

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

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

For receipt validity dates, see the M-274. 

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

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

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

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

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

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

Form I-9 Edition 08/01/23 Page 2 of 4 
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 Supplement A, 
Preparer and/or Translator Certification for Section 1 

 

 

 

 

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

USCIS 
Form I-9 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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



 Supplement B, 
Reverification and Rehire (formerly Section 3) 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

USCIS 
Form I-9

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Form I-9 Edition 08/01/23 Page 4 of 4 
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IF YOU HAVE THE RIGHT TO WORK

I   f you have the skills, experience, and legal right  
   to work, your citizenship or immigration status  
   shouldn’t get in the way.  Neither should the 
place you were born or another aspect of your 
national origin.  A part of U.S. immigration laws 
protects legally-authorized workers from discri-
mination based on their citizenship status and 
national origin.  You can read this law at  
8 U.S.C. § 1324b.  
The Immigrant and Employee Rights Section 
(IER) may be able to help if an employer treats 
you unfairly in violation of this law.
The law that IER enforces is 8 U.S.C. § 1324b.  The 
regulations for this law are at 28 C.F.R. Part 44.

Call IER if an employer:
Does not hire you or fires you because of your 
national origin or citizenship status (this may  
violate a part of the law at  
8 U.S.C. § 1324b(a)(1)) 
Treats you unfairly while checking your right to 
work in the U.S., including while completing the 
Form I-9  or using E-Verify (this may violate the 
law at 8 U.S.C. § 1324b(a)(1) or (a)(6))     
Retaliates against you because you are speaking 
up for your right to work as protected by this law 
(the law prohibits retaliation at  
8 U.S.C. § 1324b(a)(5)) 

Immigrant and Employee Rights Section (IER)
1-800-255-7688                     TTY 1-800-237-2515
www.justice.gov/ier
IER@usdoj.gov

This guidance document is not intended to be a final agency action, has no legally binding effect, and has no force or effect of law.  The document may be rescinded or 
modified at the Department’s discretion, in accordance with applicable laws.  The Department’s guidance documents, including this guidance, do not establish legally  
enforceable responsibilities beyond what is required by the terms of the applicable statutes, regulations, or binding judicial precedent.  For more information, see  
“Memorandum for All Components: Prohibition of Improper Guidance Documents,” from Attorney General Jefferson B. Sessions III, November 16, 2017.

U.S. Department of Justice, Civil Rights Division, Immigrant 
and Employee Rights Section, January 2019

DON’T LET ANYONE TAKE IT AWAY
The law can be complicated.  Call IER to get more 
information on protections from discrimination 
based on citizenship status and national origin.

https://www.justice.gov/crt/8-usc-1324b-unfair-immigration-related-employment-practices
https://www.justice.gov/crt/immigrant-and-employee-rights-section
https://www.uscis.gov/i-9-central
https://www.e-verify.gov/
http://www.justice.gov/ier


SI USTED TIENE DERECHO A TRABAJAR

S          i usted dispone de las capacidades, experiencia y     
          derecho legal a trabajar, su estatus migratorio o de    
          ciudadanía no debe representar un obstáculo, ni  
tampoco lo debe ser el lugar en que usted nació o  
ningún otro aspecto de su nacionalidad de origen.   
Existe una parte de las leyes migratorias de los EE. UU. 
que protegen a los trabajadores que cuentan con la 
debida autorización legal para trabajar de la  
discriminación por motivos de su estatus de  
ciudadanía o nacionalidad de origen.  Puede consultar 
esta ley contenida en la Sección 1324b del Título 8 del 
Código de los EE. UU. 
Es posible que la Sección de Derechos de  
Inmigrantes y Empleados (IER, por sus siglas en inglés) 
pueda ayudar si un empleador lo trata de una forma 
injusta, en contra de esta ley.
La ley que hace cumplir la IER es la Sección 1324b del 
Título 8 del Código de los EE. UU.  Los reglamentos de 
dicha ley se encuentran en la Parte 44 del Título 28 del 
Código de Reglamentos Federales.

Llame a la IER si un empleador:
No lo contrata o lo despide a causa de su  
nacionalidad de origen o estatus de ciudadanía (esto 
podría representar una vulneración de parte de la ley 
contenida en la Sección 1324b(a)(1) del Título 8 del 
Código de los EE. UU.) 
Lo trata de una manera injusta a la forma de  
comprobar su derecho a trabajar en los EE. UU., 
incluyendo al completar el Formulario I-9 o utilizar 
E-Verify (esto podría representar una vulneración de
la ley contenida en la Sección 1324b(a)(1) o (a)(6) del 
Título 8 del Código de los EE. UU.)    
Toma represalias en su contra por haber defendido 
su derecho a trabajar al amparo de esta ley (la ley 
prohíbe las represalias, según se indica en la Sección 
1324b(a)(5) del Título 8 del Código de los EE. UU.)

Sección de Derechos de Inmigrantes y Empleados (IER)

1-800-255-7688                               TTY 1-800-237-2515

www.justice.gov/crt-espanol/ier

IER@usdoj.gov  

  

Este documento de orientación no tiene como propósito ser una decisión definitiva por parte de la agencia, no tiene ningún efecto jurídicamente vinculante y puede ser  
rescindido o modificado a la discreción del Departamento, conforme a las leyes aplicables.  Los documentos de orientación del Departamento, entre ellos este documento de 
orientación, no establecen responsabilidades jurídicamente vinculantes más allá de lo que se requiere en los términos de las leyes aplicables, los reglamentos o los  
precedentes jurídicamente vinculantes.  Para más información, véase «Memorándum para Todos Los Componentes: La Prohibición contra Documentos de Orientación  
Impropias», del Fiscal General Jefferson B. Sessions III, 16 de noviembre del 2017.

Departamento de Justicia de los EE. UU., División de Derechos 
Civiles, Sección de Derechos de Inmigrantes y Empleados,  
enero del 2019

NO DEJE QUE NADIE SE LO QUITE
Esta ley puede ser complicada. Llame a la IER para más 
información sobre las protecciones existentes contra la 
discriminación por motivos del estatus de ciudadanía o 
la nacionalidad de origen.

https://www.justice.gov/crt/8-usc-1324b-unfair-immigration-related-employment-practices
https://www.justice.gov/crt/8-usc-1324b-unfair-immigration-related-employment-practices
https://www.justice.gov/crt-espanol/ier
https://www.justice.gov/crt-espanol/ier
https://www.uscis.gov/es/central-I-9
https://www.e-verify.gov/es
https://www.justice.gov/crt-espanol/ier
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About California  
Paid Family Leave 	
For many working Californians, finding time to be 
with a loved one when they need it most can be 
difficult. California’s Paid Family Leave program 
was created for those moments that matter –  
when you are bonding with a new child or caring 
for a seriously ill family member.

Fast Facts About  
California Paid Family Leave 
•	 Provides up to six weeks of partial wage 

replacement benefits to bond with a new 
child (either by birth, adoption, or foster 
care placement) or to care for a seriously ill 
family member (child, parent, parent-in-law, 
grandparent, grandchild, sibling, spouse, or 
registered domestic partner).

•	 Doesn’t have to be taken all at once.

•	 Provides approximately 60 to 70 percent of your 
salary during your leave. 

•	 Funded through your State Disability Insurance 
tax withholding, so you are most likely eligible 
if you’ve paid into State Disability Insurance 
(noted as “CASDI” on paystubs) or a qualifying 
voluntary plan in the past 5 to 18 months.

•	 Bonding claims can be used at any time in the 
first 12 months after a child enters your family.

CALIFORNIA PAID FAMILY LEAVE 

Helping 
Californians  
be present for 
the moments 
that matter.

For more information, visit:  
CaliforniaPaidFamilyLeave.com

In California, it’s the law.

Paid Family Leave benefits:
Giving Californians the time they need  
to be there for the moments that matter.

Individuals can also visit a Paid Family 
Leave or Disability Insurance office to 
obtain claim forms, receive information, 
or speak to a representative.  
Visit edd.ca.gov/Disability/Contact_
SDI.htm to locate an office.

English 	 1-877-238-4373
Spanish 	 1-877-379-3819
Cantonese 	 1-866-692-5595
Vietnamese 	 1-866-692-5596
Armenian 	 1-866-627-1567
Punjabi 	 1-866-627-1568
Tagalog 	 1-866-627-1569
TTY 	 1-800-445-1312

The EDD is an equal opportunity employer/program. Auxiliary aids and services are 
available upon request to individuals with disabilities. Requests for services, aids, 

and/or alternate formats need to be made by calling 1-866-490-8879 (voice).  
TTY users, please call the California Relay Service at 711.
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Does Paid Family Leave 
Provide Job Protection?  
California Paid Family Leave does not provide 
job protection or a right to return to work. 
However, job protection may be provided 
under other laws such as the federal Family 
and Medical Leave Act, the California Family 
Rights Act, or the New Parent Leave Act  
(if you qualify). Notify your employer of your 
plan to take leave and the reason for taking 
leave according to your company’s policy.

Do I Qualify For  
California Paid Family Leave?
To qualify for Paid Family Leave benefits,  
you must meet the following requirements:

•	 Need to take time off from work to care for  
a seriously ill family member or to bond  
with a new child. 

•	 Be covered by State Disability Insurance 
(or a voluntary plan in lieu of State Disability 
Insurance).

•	 Have earned at least $300 in the past  
5 to 18 months. 

•	 Submit your claim no later than 41 days after 
you begin your family leave. Do not file before 
your first day of leave.

If required by your employer, you must use up 
to two weeks of unused vacation leave or paid 
time off. Check with your human resources 
department to confirm your employer’s 
requirements.

How Are Benefit  
Amounts Calculated? 
California Paid Family Leave provides 
approximately 60 to 70 percent of your weekly 
salary (from $50 up to $1,216 weekly).

The benefit amount is calculated from your 
highest quarterly earnings over the past 5 
to 18 months, before the start of your claim. 
The Employment Development Department 
has an online calculator at edd.ca.gov/PFL_
Calculator that can help you estimate your 
weekly benefit amount.

How Do I Apply For Benefits? 
Apply for Paid Family Leave benefits using SDI 
Online. Visit edd.ca.gov/SDI_Online for more 
information.

You may also apply using a paper form. 
Visit edd.ca.gov/Forms to request a Claim for Paid 
Family Leave (PFL) Benefits, DE 2501F form.

For caregiving claims, you must supply medical 
certification showing that the care recipient has a 
serious health condition and requires your care. 
This needs to be completed by the care recipient’s 
physician/practitioner. Information about the care 
recipient and their signature are also required. 

For bonding claims, you must provide documentation 
showing proof of relationship between you and 
the child (e.g., a copy of the child’s birth certificate, 
adoptive placement agreement, or foster care 
placement record).

If you are currently receiving pregnancy-related 
Disability Insurance benefits, it is not necessary to 
request a Paid Family Leave claim form. The form to 
file for bonding will be sent through your SDI Online 
account or via mail when your pregnancy-related 
disability claim ends.

If you are covered by a voluntary plan, contact your 
employer for information about your coverage and 
instructions on how to apply for benefits.

If your claim is denied, you are entitled to: 

•	 Know the reason for denial.

•	 Appeal decisions about your eligibility for 
benefits. Visit edd.ca.gov/Disability/ 
Appeals.htm for information about appeals.

All claim information is confidential except for 
purposes allowed by law.
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How to Claim State Plan Benefits
1.	Use SDI Online to securely file for benefits or 

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

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

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

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

2.	When filing using SDI Online, complete all 
required fields. A receipt number will be 
generated when your claim is submitted.

	 If using a paper Claim for Disability Insurance 
(DI) Benefits (DE 2501) form, complete and 
sign Part A-Claimant’s Statement. Print clearly, 
and verify your answers are complete and 
correct as errors delay payment.

3.	Have your physician/practitioner complete 
the Part B - Physician/Practitioner’s Certificate 
online or use the paper claim form. If filing 
online, your physician/practitioner will need 
your receipt number to complete the Part B - 
Physician/Practitioner’s Certificate.

	 Usually a claim cannot begin more than 
seven days before you were examined by or 
under the care of a physician/practitioner. 
Certification may be made by a licensed 
medical or osteopathic physician and 
surgeon, nurse practitioner, physician 
assistant, chiropractor, dentist, podiatrist, 
optometrist, designated psychologist, or an 
authorized medical officer of a United States 
government facility. Certification may also be 
made by a licensed nurse-midwife or licensed 
midwife for disabilities related to normal 
pregnancy or childbirth.

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

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

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

rule or regulation.

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

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

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

DI Plans

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

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

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

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

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

DISABILITY
INSURANCE 
PROVISIONS
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DI Office Locations and Mailing Addresses

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

•	 SDI benefits are paid electronically or by 
mail. You do not need to appear in person  
to apply or receive benefits.

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

You May Not be Eligible for Benefits

•	 If you are receiving Unemployment 
Insurance or PFL benefits.

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

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

•	 If your full wages are paid.

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

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

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

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

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

Your Rights. You are entitled to:

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

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

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

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

Your Obligations. Your responsibilities: 

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

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

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

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

Contact DI

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

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

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

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

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

Other Programs

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

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

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

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

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

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

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

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

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