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	BLUEWATER GRILL

	
	
	
	
	NEW HIRE CHECKLIST

	Employee Name:
	
	
	
	Social Security Number:
	

	Date of Hire:
	
	
	
	Name of Manager Conducting

	
	
	
	
	Orientation:
	

	
	
	
	
	
	

	Employee
	HR
	EMPLOYEE RECEIVED, FILLED OUT AND RETURNED THE FOLLOWING:

	Initials
	Initials
	

	
	
	
	1)
	Application for Employment

	
	
	
	2)
	Work Permit (if under the age of 18)

	
	
	
	3)
	Personnel Change Notice

	
	
	
	4)
	HR Expert New Hire Information

	
	
	
	5)
	W- 4

	
	
	
	6)
	I- 9

	
	
	
	7)
	Direct Deposit Form

	
	
	
	8)
	Team Member Handbook Acknowledgement (last page of Handbook)

	
	
	
	9)
	At-Will Employment Policy

	
	
	
	10)
	Alcohol Service Policy

	
	
	
	11)
	Off Duty Employee / Alcohol Policy

	
	
	
	12)
	Uniform Policy

	
	
	
	13)
	Uniform Issue Sheet

	
	
	
	14)
	Rest Period Acknowledgment

	
	
	
	15)
	Meal Period Acknowledgment

	
	
	
	16)
	Meal Period Waiver Agreement

	
	
	
	17)
	Sexual Harassment Policy Acknowledgment

	
	
	
	18)
	Problem Solving Resolution Agreement

	
	
	
	19)
	Employee Notice of MPN Implementation and Acknowledgment

	
	
	
	20)
	Physician Pre-Designation Notice

	
	
	
	21)
	Notice to Employee Labor Code Section 2810.5 Acknowledgment

	
	
	
	22)
	Health Insurance Marketplace Notice Acknowledgment

	
	
	
	23)
	Dream Schedule Request

	
	
	
	
	
	
	

	
	
	

	Employee
	HR
	EMPLOYEE RECEIVED AND/OR REVIEWED THE FOLLOWING

	Initials
	Initials
	INFORMATION:

	
	
	
	23)
	Team Member Handbook

	
	
	
	24)
	Health Insurance Marketplace Notice

	
	
	
	25)
	Facts about Workers Compensation Pamphlet

	
	
	
	26)
	State Disability Insurance Provisions, Form DE 2515

	
	
	
	27)
	Paid Family Leave, Form DE 2511

	
	
	
	28)
	Review Training Manual

	
	
	
	29)
	Training Schedule

	
	
	
	30)
	Hourly Performance Review

	
	
	
	
	
	

	Manager
	HR
	ITEMS TO BE COMPLETED BY MANAGER:

	Initials
	Initials
	

	
	
	
	1)
	Enter Employee into POS System

	
	
	
	2)
	Give Employee Tour of the Store/Location

	
	
	
	3)
	Reference Check(s)


	Employee Signature:
	
	Date:

	Manager/General Manager Signature:
	
	Date:

	HR Signature:
	
	
	Date:
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Personnel Change Notice

[image: image26.jpg]


[image: image27.jpg]


[image: image28.jpg]


[image: image29.jpg]


[image: image30.jpg]


[image: image31.jpg]


[image: image32.jpg]



	Name
	SSN
	Effective Date
	Today’s Date


_______________________________________________________________________________________________________________________________
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	Hire / Rehire:
	Check one:
	Hire
	Rehire
	Reinstatement (with full seniority)
	HR complete for Rehire:
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To be completed by Manager/General Manager/ District Manager:
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	Hire Date:_________________________________
	
	
	
	Original Hire Date: ______________

	
	
	
	
	Seniority Date: ______________

	
	
	
	
	
	
	
	
	

	Job Title:__________________________________
	Department # and Name:_____________________________________

	Location:
	
	
	
	
	
	
	
	
	

	
	BWG - Avalon
	
	BWG – Temecula
	BWG - Tustin
	Other _______________________________

	
	BWG - Coronado
	
	BWG - Phoenix
	BWG - Newport
	
	
	

	Pay Rate:  $_______________ Hour/Year (Circle One)Employee Type:
	Full Time
	Part Time
	Temporary
	Seasonal

	If a Management employee list all dates that the
	__________________________________________________

	employee will be paid for current pay period:
	
	

	To be completed by Employee:
	
	
	
	
	
	
	

	Prefix:
	Mr.
	Mrs.
	Ms.
	Miss
	Gender:
	Male
	Female
	
	

	First Name: _____________________________________
	
	Last Name: _____________________________
	

	Address: ______________________________________
	Social Security Number: ______________________________
	

	City/State/Zip: ______________________________________
	Date of Birth: ______________________________
	

	Home Phone: __(_______)__________-________________
	
	Cell Phone: _(______)________-_____________
	

	Primary Language:
	English
	Spanish
	Other: __________________________________________________________________
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________________________________________________________________________________________________________________________________

	
	
	PAYRATE/ POSITION CHANGE/ COMPANY TRANSFER:
	
	
	
	

	
	
	
	Current Status
	
	
	
	
	New Status

	
	Job Title: _________________________________________
	Job Title: _________________________________________

	
	Location: _________________________________________
	Location: _________________________________________

	Pay Rate: __$_______________  Hour/Year (Circle One)
	
	Pay Rate: __$_______________  Hour/Year (Circle One)

	
	
	
	
	
	
	
	
	
	

	Reason for Change (Check all that apply):
	
	
	
	
	
	

	
	
	Pay Rate Change:
	Promotion
	Transfer
	90 Day Review
	Annual Review
	Other

	
	
	Position/ Company Transfer Change:
	Promotion
	Transfer
	Other ______________________

	_________________________________
	___________________________________________________________________________________________

	
	
	TERMINATION:
	
	
	
	
	
	
	
	
	

	
	Resignation
	Retirement
	
	
	
	
	Last Day Worked: _____________________

	
	Termination
	Other
	(Use comments section for explanation)
	Termination Date: _____________________
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________________________________________________________________________________________________________________________________
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OTHER/COMMENTS:
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	Employee Signature: ________________________________________
	Date: __________________

	General Manager: ________________________________________
	Date: __________________

	District Manager: ________________________________________
	Date: __________________

	Human Resources/ Payroll: ________________________________________
	Date: __________________

	President: ________________________________________
	Date: __________________


Revised 06/2014
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Personnel Change Notice

	Name
	SSN
	
	
	Effective Date
	Today’s Date

	
	
	
	
	
	

	Location:
	
	
	
	
	

	BWG - Avalon
	BWG – Temecula
	BWG - Tustin
	Other _______________________________

	BWG - Coronado
	BWG - Phoenix
	BWG - Newport
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___________________________
_________________________________________________________________________________________________
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	ADDRESS CHANGE/ NEW PHONE NUMBER/ NAME CHANGE
	
	
	

	New Address: ________________________________________
	New Phone: _(______)____________-_____________________

	
	
	
	

	City/ State/ Zip: ________________________________________
	New Name: __________________________________________


_________________________________________________________________________________________________________________________
______
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LEAVE OF ABSENCE: * Please attach doctor’s note for medical leave. Please use comments section for explanation.

	
	
	CFRA- California Family Rights Act
	PFL- Paid Family Leave
	Last day worked: _____________

	
	
	FMLA- Family and Medical Leave Act
	Worker’s Compensation
	Estimated return date: _____________

	
	
	Military
	
	Other Use comments section for explanation
	Actual return Date: _____________

	
	
	Personal (May not exceed 30 days)
	
	
	
	
	

	
	
	PDL- Pregnancy Disability Leave
	Return from Leave
	
	
	

	
	
	
	
	Bereavement
	Start Date: ________________
	End Date: _______________

	
	
	Approved
	Not Approved
	
	
	
	
	

	_______________________________________________________________________________________________
	_____________________________

	
	
	
	
	
	
	
	
	

	
	
	VACATION:
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	Vacation, Regular
	Start Date: _______________________
	End Date: ________________________

	
	
	Other
	
	Start Date: _______________________
	End Date: ________________________

	
	
	
	
	Explanation: _________________________________________________________

	
	
	
	
	_________________________________________________________
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List ALL Dates of this request: _____________________________________________________________________________

Date of first day back at work: _______________________

and day of the week (circle one):
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday

Comments: ____________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

For Manager/ General Manager/ District Manager to complete:

	With Pay:
	Approved
	Not Approved
	Without Pay:
	Approved
	Not Approved
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___________________________________________________________________________
_____________________________________________________
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OTHER/COMMENTS:

___________________________________________________________________________
_____________________________________________________

	Employee Signature: ________________________________________
	Date: __________________

	General Manager: ________________________________________
	Date: __________________

	District Manager: ________________________________________
	Date: __________________

	Human Resources/ Payroll: ________________________________________
	Date: __________________

	President: ________________________________________
	Date: __________________


Revised 06/2014

HR EXPERT NEW HIRE INFORMATION

Employee Name:
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Social Security Number:
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1) Marital Status:
Single  [image: image184.jpg]


[image: image2] Married  [image: image3] Divorced  [image: image4][image: image5] Widowed
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2) Please mark one or more of the following categories that best describes your ethnic background. The definitions used are required by government terminology.

[image: image6][image: image7] Black or African
All persons having origins of any of the Black racial groups of Africa
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American:

[image: image8][image: image9] Hispanic or Latino:
All persons of Mexican, Puerto Rican, Cuban, Central or South American, or
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other Spanish culture, regardless of race.

[image: image10][image: image11] Asian:
All persons having origins in any of the original peoples of the Far East,
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Southeast Asia, the Indian Subcontinent, or the Pacific Islands. This area

includes, for example, China, Japan, Korea, India, Pakistan, the Philippine

Islands and Samoa.

[image: image12][image: image13] Native American:
All persons having origins in any of the original peoples of North America,
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and who maintain cultural identification through tribal affiliation or community recognition. Meets Bureau of Indian Affairs definition standards.

[image: image14][image: image15] Native Hawaiian or All persons having origins in any of the peoples of Hawaii, Guam, Samoa, or other Pacific Islander: other Pacific Islands.
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[image: image16][image: image17] White:
Not covered above.
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3) Emergency Contact Information:

In case of emergency list two people we can contact:

1. Contact Name: Relationship:
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	Address:
	Same address as employee
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Address 1:
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Address 2:

[image: image125.jpg]



City, State, Zip:
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Home Phone:
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Work Phone:
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Cell Phone:
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4) Licenses, Certifications, Professional Organizations

License/ Certificate Type: (ServSafe, etc)

Issue Date: Expiration Date: Other Organizations:

5) Highest Education Level
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	Elementary School
	Junior High School
	High School
	
	

	College
	
	(fill in degree)
	BA
	BS

	Graduate School
	
	(fill in degree)
	
	

	Other
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For HR Use Only
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Employee File Number:
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IRCA – I-9 Date
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If Exempt/Corporate EE:
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Request email
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address
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Add to benefits
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report
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Sexual Harassment
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Training (6 months
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date of hire)
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Performance
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Review (90 days)
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ServSafe
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Revised 06/2014

EMPLOYEE DIRECT DEPOSIT AUTHORIZATION

	Employee Name:
	
	
	
	
	
	Social Security #:
	

	FOR HR/PAYROLL USE ONLY
	
	
	
	
	
	
	
	
	
	
	
	

	
	Company Code:
	
	
	
	
	Company Name:
	
	
	
	
	Employee File Number:
	
	
	
	

	
	Date Rec’d:
	
	
	
	Date Entered:
	
	
	
	
	Initials:
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


TO ENROLL IN FULL SERVICE DIRECT DEPOSIT, SIMPLY FOLLOW THE STEPS BELOW.

1. Read and sign Authorization.

2. Selection a Action: NEW, CHANGE, or STOP

3. Complete your Account Information.

4. Attach a copy of a VOIDED CHECK – not a deposit slip. If depositing to a savings account, ask your bank to give you the

Routing/Transit Number for your account. It isn’t always the same as the number on a savings deposit slip. This will help ensure that you are paid correctly.

Below is a sample check MICR line, detailing where the information necessary to complete this form can be found.
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	Routing/Transit #
	Checking Account
	Check
	

	Always 9-digit number
	Number
	Number
	

	
	
	
	

	between these two marks
	
	
	

	
	
	
	


-------------------------------------------------------------------------------------------------------------------------------------------------------- ----------

AUTHORIZATION IMPORTANT! Please read and sign before completing and submitting.

I hereby authorize Bluewater Grill either directly or through its payroll service provider to deposit any amounts owed to me, by initiating credit entries to my account at the financial institution (herinafter “Bank”) indicated on this form. Further, I authorize Bank to accept and to credit any credit entries indicated by Bluewater Grill, either directly or through its payroll service provider, to my account. In the event that Bluewater Grill deposits funds erroneously into my account, I authorize Bluewater Grill, either directly or through its payroll service provider, to debit my account for an amount not to exceed the original amount of the erroneous credit.

This authorization is to remain in full force and effect until Bluewater Grill and bank have received written notice from me of its termination in such time and in such manner as to afford Bluewater Grill and Bank reasonable opportunity to act on it.
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Employee Signature
Date

----------------------------------------------------------------------------------------------------------------------------- -------------------------------------

ACTION

	NEW
	I hereby authorize Bluewater Grill to directly deposit my paycheck into my bank account(s)

	
	identified below. I will receive a deposit advice that will serve as my deposit receipt.

	CHANGE
	Please change my Direct Payroll Deposit Authorization as listed below.

	STOP
	Please Stop all direct deposits. I understand that I will now receive a check.
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------------------------------------------------------------------------------------------------------------------------------------------------------------------

ACCOUNT INFORMATION

Bank Name:
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Bank City and Sate:
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	Type of Account:
	Checking
	Savings
	Other

	Routing/Transit #:
	__ __ __ __ __ __ __ __ __
	Account Number:
	

	I wish to deposit:
	$
	.
	All or Entire Net Amount
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Please attach a copy of your void check if it is a checking account.

Revised 06/2014

Bluewater Grill

At Will Employment Agreement


Statement and Acknowlegement of At-Will Employment

Welcome to your employment with The Bluewater Grill. We are a new and developing business and are proud of our acccomplisments. We hope that you will feel the same pride as you meet the challenges of your job.

During the course of your employment, you are free to terminate your employment with The Bluewater Grill at any time, with or without reason, and The Bluewater Grill has a right to terminate your employment at any time, with or without a reason. Athough The Bluewater Grill may choose to terminate an employee for cause, cause is not required. This is called "at-will" employment. There is and will be no promise of minimum hours of employment as The Bluewater Grill reserves the right to schedule employees according to its needs.

A written two week notice of termination of employment is required for employees to be eligible for rehire, or for employee recommendations.

No one other than the Jim Ulcickas or Rick Staunton (hereafter referred to as

the owners) have the authority to alter this at-will employment arrangement, to enter into an agreement for employment for a specified period of time, or to make any agreement contrary to this at-will arragement. Any such agreement must be in writing & must be signed by the owners.

By signing the space provided below, you hereby acknowlege that you have been given a copy of The Bluewater Grill's Statement and Acknowledement of At-Will Employment, that you have read the Statement, and that you understand its contents. Further understand that this Statement supersedes any and all previous representations, whether oral or written, implied or expressed, and supersedes any policies, practices, or guidelines, whether oral or written, implied or expressed.

	Employee Signature
	
	Date

	
	
	

	Print Employee Name
	
	Social Security Number

	
	
	

	Bluewater Grill Representative Signature
	
	


Revised 06/2014

Bluewater Grill

Alcohol Service Policy


The Bluewater Grill has a policy to check for proper I.D.when anyone who appears younger than 30 years of age attempts to purchase alcoholic beverages. This includes beer, wine, specialty drinks, and all other bar drinks. Even if a person is with their parents, they must have a valid I.D. on them. Persons without proper I.D. will not be allowed any alcoholic beverages.

The Bluewater Grill policy for alcohol service also states that you will refuse service to anyone who appears to be overly intoxicated. Politely refuse service, if the intoxicated person persists in requesting an alcoholic beverage immediately turn the matter over to the manager.

	Employee Signature
	
	Date

	
	
	

	Print Employee Name
	
	Social Security Number

	
	
	

	Bluewater Grill Representative Signature
	
	


Revised 06/2014

Bluewater Grill

Off Duty Employee / Alcohol Policy


Employees entering the restaurant who are not on duty are expected to conduct themselves in a proper manner and can be expected to be treated as guests.

Employees are not allowed to drink in the Lounge, Oyster Bar or Patio areas. Off duty employees are welcomed to have cocktails when dining in the restaurant during regular business hours. Employees will not serve themselves, prepare any items for themselves, or enter the non-public areas of the restaurant following the consumption of alcohol.

When off duty an employee may bring in up to FIVE guests and is given a 25% discount on the entire bill. All alcoholic beverages, happy hour items, kid's menu items, and TO GO meals are not discounted. High food cost items, such as lobster, king crab and steak may be given a small discount at the discretion of the manager. Also, employees who would like to dine during peak times (ie: Friday, Saturday, or Sunday) MUST first notify the manager on duty BEFORE coming in.


	Employee Signature
	
	Date

	
	
	

	Print Employee Name
	
	Social Security Number

	
	
	

	Bluewater Grill Representative Signature
	
	


Revised 06/2014

Bluewater Grill

Uniform Policy


Statement and Acknowlegement of Uniform Policy

The image of Bluewater Grill is that of a casual, upscale traditional seafood restaurant, and each and every employee plays a major role in portraying that image.

Our uniform policy has been created to present a professional and dignified appearance and make it easier for our customers to distinguish the staff from the guests.

It is not meant to be compatible with current fashion trends or an employee's personal wardrobe.

I acknowledge receipt of the Bluewater Grill Employee Uniform Policy as described in the Policy and procedure Manual. I agree to familiarize

myself with the policy and to follow the procedures set forth therein.

I understand that failure to follow these guidelines will result in being sent home immediately.

	Employee Signature
	
	Date

	
	
	

	Print Employee Name
	
	Manager's Signature


Revised 06/2014

Bluewater Grill


Uniform Issuance Sheet


	
	
	Date
	
	
	
	
	
	
	Completed By
	
	
	
	
	

	
	
	Employee Name
	
	
	
	
	
	
	
	Position
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	Re-Issue Dates
	
	

	
	Item
	Quantity
	
	
	Date
	
	
	Date
	Date
	Date

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Chefs Jacket


Chefs Pants


White Cook Shirt


Red Logo Hat*


Server Bistro Apron


Busser Bib Apron


Bar Bistro Apron


Notes:

*Kitchen Staff are entitled to one free Hat per year.

**The uniform items listed above must be returned clean and in good condition at the end of your employment.

I understand that I must return the issued uniforms on my last day of employment.

Employee Signature
Date


Rev (4/06)

Revised 06/2014

Bluewater Grill

Rest Period Acknowledgment


Statement and Acknowlegement of Rest Break

I understand that I am entitled to take a 10 minute paid rest break on any day where I work more than 3 1/2 hours. I am entitled to a 10 minute paid rest break for each

four hour period that I work, or major fraction thereof. This means that if I work between 3 1/2 and 6 hours, I am entitled to one 10 minute rest break; if I work more than

6 hours and up to 10 hours, I am entitled to two 10 minute rest breaks; and if I work more than 10 hours I am entitled to three 10 minute rest breaks. Rest breaks should be taken in the middle of each four hour segment of work insofar as is practical. I further understand that I will not be subject to any retaliation for exercising my right to take a rest break.

I understand it is my responsibility to take my provided rest breaks. If I am denied a rest period to which I am entitled, or if I fail to take a meal period as required by law and my employers policies, I agree to notify my General Manager or Human Resources within 24 hours so that the matter can be fully investigated and appropriate action can be taken.

	Employee Signature
	
	Date

	
	
	

	Print Employee Name
	
	Manager's Signature


Revised 06/2014

Bluewater Grill

Meal Period Acknowledgment


I understand that California law and Company policy require that I take a meal period of no less than 30 minutes whenever I exceed five hours in a work day. The meal period can be taken at any time during the shift. I understand that this is an unpaid, off-duty meal period and that I may not perform any work during this period. I understand it is my obligation under the law and Company policy to make an uninterrupted meal period of at least 30 minutes within the time identified above.

If the total work period for the day is no more than six hours, the meal period may be waived by consent of the employee and Bluewater Grill. In order to do so, a Meal Period Waiver form must be completed.

I understand that a violation of these requirements constitutes a violation of the law and Company policy and therefore, that I may be subject to discipline action, up to and including termination, if I violate this policy.

If I am denied a meal or rest period to which I am entitled, or if I fail to take a meal or rest period as required by law and my employer's policies, I agree to notify my General Manager or Human Resources within 24 hours so that the matter can be fully investigated and appropriate action can be taken.

I acknowledge that I have read this policy, I understand the rules regarding meal periods and I agree to adhere to its provisions.

Employee Name:
Social Security Number:


Employee Signature:
Date:


Revised 06/2014

Meal Period Waiver

(for workdays of no  more than six hours)

I,
(print name), employee of Bluewater Grill voluntarily waive my right to a meal


period when I work a total of more than five (5) hours, yet less than six (6) hours in a single work day.

I understand that upon my signature of this waiver, it is to remain in effect until I advise my manager of its revocation.

I understand that I may revoke this waiver completely at any time and Bluewater Grill may not retaliate for either my choice to revoke this waiver or my choice to take a meal period on any given work day.

If I work in any way over six (6) hours for any given shift, I am required by both policy and law to take a thirty (30) minute meal period, the time to be designated by one of the restaurant managers.

Lastly, what I did not understand regarding this waiver was explained to me and I sign this waiver freely and without coercion.


Employee Signature


Employee Print Name


Date




Supervisor Signature


Supervisor Print Name


Date


Acuerdo Sobre Período de Descando Para Tomar Alimentos

(Para jornadas de  no mas de seis horas)

Yo,
(escriba su nombre aquí), empleado de Bluewater Grill voluntariamente


renuncio a mi derecho de tomar un descanso para tomar alimentos cuando trabajo un total de más de cinco (5) horas, pero menos de seis (6) horas en una jornada de trabajo.

Yo entiendo que, con mi firma este documento se queda en fuerza hasta que yo revocarlo.

Yo entiendo que puedo revocar esta renuncia completamente en cualquier momento, y que Bluewater Grill no podrá tomar acciones adversas en contra mía ya sea por mi decisión de revocar esta renuncia o mi decisión de tomar un descanso para tomar alimentos en una jornada de trabajo.

Si trabajo de cualquier forma más de seis (6) horas en algún turno, debo, por ley y por política de la empresa, tomar un descanso de treinta (30) minutos, y la hora del descanso será decidida por uno de los gerentes del restaurante.

Por último, lo que no comprendí acerca de esta carta de renuncia de derecho me fue explicado y firmo este documento libremente y bajo mi propia voluntad.


	Firma del Empleado
	
	Firma del Supervisor

	
	
	

	Nombre del Empleado
	
	Nombre del Supervisor

	
	
	

	Fecha
	
	Fecha
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Bluewater Grill

Sexual Harassment Policy

Acknowledgment Form


Statement and Acknowlegement of Sexual Harassment Policy

I acknowledge that I have received a copy of Bluewater Grill's Harassment Policy, which is contained in Bluewater Grill's Employee Handbook. I understand and acknowledge that, as a term and condition of employment with Bluewater Grill, I am required to read and abide by this policy at all times. I understand that Bluewater Grill's Harassment policy provides a complaint procedure for employees who believe that they have been harassed. Should I believe that I have experienced or witnessed behaviour which is not in keping with this policy, I will promptly report the matter to the Director of Operations or the ownership in order to provide Bluewater Grill with an opportunity to investigate and take prompt, corrective action.

Date:


Employee Signature


Print Employee Name
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Bluewater Grill

Problem Solving Arbitration Agreement


In the unlikely event of a dispute or claim against Bluewater Grill (the “Company”), its employees or agents having anything to do with my application for employment, or separation from employment with the Company, I and the company agree that all such claims will be settled by binding arbitration by a neutral arbitrator under the employment dispute rules of the American Arbitration Association (AAA). This means that I and the company give up the right to have dispute decided in court by a judge or jury. Instead, it will be resolved by an impartial arbitrator whose decision is final. Examples of dispute that I and the Company agree to submit to arbitration include, but are not limited to, claims for discrimination based on disability, religion, national origin, race, age, sex, or any other basis; sexual or other harassment; wrongful termination; breach of premise; defamation; and all other charges related to any aspect of my employment relationship with the Company. Unless otherwise provided by law, each party shall be responsible for its own attorney’s fees and costs. The arbitration shall be held at a mutually convenient location in the city where I’m employed. The arbitrator’s fees shall be paid for by the Company. By law, claims involving worker’s compensation and unemployment insurance, may not be submitted to arbitration, and therefore are not covered by this agreement.


	Employee Signature
	
	Date

	
	
	

	Print Employee Name
	
	Social Security Number
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Employee Notice of MPN Implementation

Dear Employee:

Unless you predesignate* a physician or medical group, your new work injuries arising on or after December 10, 2010 will be treated by providers in a new Medical Provider Network – the California Restaurant Mutual Benefit Corporation (CRMBC) One Source Medical Network. If you have an existing injury, you may be required to change to a provider in the new MPN. Check with your claim adjuster. You may obtain more information about the MPN from the worker’s compensation poster or from your employer.

*Contact your HR department for more information


Statement and Acknowlegement of Medical Provider Network (MPN)

Implementation

This acknowledges that I have received and read completely the Employee Notice of MPN Implementation. I agree to abide by the provisions therein. I inquired about and the answers were explained to me.

	Employee Signature
	
	Date

	
	
	

	Print Employee Name
	
	Manager's Signature
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Bluewater Grill

Physician Pre-designation Form


I do not wish to pre-designate a treating physician

Employee's Name: _________________________________________

Employee Signature ________________________________________

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _


I do wish to pre-designate a treating physician

I,  ____________________________________
___________________

pre-designate Dr. _______________________ ________________________ The doctor has been my regular physician and surgeon. The doctor has previously directed my medical treatment and possesses my previous medical history and records.

I certify under penalty of perjury under the laws of the state of California that the above is true and correct to the best of my knowledge.

Executed at _______________________________ Dated ______________________ Employee's Name: _________________________________________

Employee Signature ________________________________________

To Be Completed by Physician

I, Dr. ______________________________ understand that I am predesignated to be

____________________________________________ 's (Name) (hereinafter referred to as "injured worker") primary treating physician in worker's compensation claims.

I declare that:

1.) I agree to be pre-designated

2.) I have been the injured worker's regular physician and surgeon, licensed pursuant to Chapter 5 commencing with section 2000, of Div. 2 of the Business and Professions Code, 3.) I have previously directed the medical treatment of the injured worker, and retain the medical records, including his/her medical history.

4.) I further understand the worker's compensation insurer and/or 3rd party administrator may require prior authorization of any and all non-emergency treatment or diagnostic service and that any and all medical treatment requests could be subject to the Utilization Review and the then existing treatment guidelines adopted for the injured worker.

I certify under penalty of perjury under the laws of the state of California that the above is true and correct to the best of my knowledge.

Executed at _______________________________ Dated ______________________

Physician's Name: _________________________________________

Physician Signature ________________________________________

Revised 06/2014

NOTICE TO EMPLOYEE


Labor Code section 2810.5

EMPLOYEE


Employee Name:


Start Date:


EMPLOYER


Legal Name of Hiring Employer:


Is hiring employer a staffing agency/business (e.g., Temporary Services Agency; Employee Leasing Company; or Professional Employer Organization [PEO])? □ Yes □ No

Other Names Hiring Employer is "doing business as" (if applicable):


Physical Address of Hiring Employer’s Main Office:


Hiring Employer’s Mailing Address (if different than above):


Hiring Employer’s Telephone Number:


If the hiring employer is a staffing agency/business (above box checked "Yes"), the following is the other entity for whom this employee will perform work:

Name:


Physical Address of Main Office:


Mailing Address:


Telephone Number:


	
	
	
	
	WAGE INFORMATION
	

	
	Rate(s) of Pay:
	
	
	Overtime Rate(s) of Pay:
	
	
	

	
	Rate by (check box):  □ Hour
	□ Shift   □ Day   □ Week    □ Salary   □ Piece rate   □ Commission
	

	
	□ Other (provide specifics):
	
	
	
	
	
	


Does a written agreement exist providing the rate(s) of pay?
(check box)
□ Yes
□ No

If yes, are all rate(s) of pay and bases thereof contained in that written agreement?
□ Yes
□ No

Allowances, if any, claimed as part of minimum wage (including meal or lodging allowances):


(If the employee has signed the acknowledgment of receipt below, it does not constitute a “voluntary written agreement” as required under the law between the employer and employee in order to credit any meals or lodging against the minimum wage. Any such voluntary written agreement must be evidenced by a separate document.)

Regular Payday:


DLSE-NTE (rev 4/2012)

Revised 06/2014

WORKERS’ COMPENSATION


Insurance Carrier’s Name:


Address:


Telephone Number:


Policy No.: __________________________

· Self-Insured (Labor Code 3700) and Certificate Number for Consent to Self-Insure: ______________

ACKNOWLEDGMENT OF RECEIPT


(PRINT NAME of Employer representative)


(SIGNATURE of Employer representative)


(Date)



(PRINT NAME of Employee)


(SIGNATURE of Employee)


(Date)

The employee’s signature on this notice merely constitutes acknowledgment of receipt.


Labor Code section 2810.5(b) requires that the employer notify you in writing of any changes to the information set forth in this Notice within seven calendar days after the time of the changes, unless one of the following applies: (a) All changes are reflected on a timely wage statement furnished in accordance with Labor Code section 226; (b) Notice of all changes is provided in another writing required by law within seven days of the changes.


DLSE-NTE (rev 4/2012)
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New Health Insurance Marketplace Coverage Options and Your Health Coverage





Form Approved

OMB No. 1210-0149

(expires 11-30-2013)

PART A: General Information

When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic information about the new Marketplace.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace offers "one-stop shopping" to find and compare private health insurance options. You may also be eligible for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1, 2014.

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

You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or offers coverage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on your household income.

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

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However, you may be eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost-sharing if your employer does not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from your employer that would cover you (and not any other members of your family) is more than 9.5% of your household income for the year, or if the coverage your employer provides does not meet the "minimum value" standard set by the Affordable Care Act, you may be eligible for a tax credit.1

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your employer, then you may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer contribution -as well as your employee contribution to employer-offered coverage- is often excluded from income for Federal and State income tax purposes. Your payments for coverage through the Marketplace are made on an after-tax basis.

How Can I Get More Information?

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health insurance coverage and contact information for a Health Insurance Marketplace in your area.


1 An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the plan is no less than 60 percent of such costs.
Revised 06/2014

PART B: Information About Health Coverage Offered by Your Employer

This section contains information about any health coverage offered by your employer. If you decide to complete an application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered to correspond to the Marketplace application.

	3.
	Employer name
	
	
	
	4.
	Employer Identification Number (EIN)

	
	
	
	
	
	
	
	

	5.
	Employer address
	
	
	
	6.
	Employer phone number

	
	
	
	
	
	

	7. City
	
	
	8. State
	9. ZIP code

	
	
	
	
	
	

	10. Who can we contact at this job?
	
	

	
	
	
	
	
	
	

	11. Phone number (if different
	from above)
	12.
	
	

	
	
	
	
	
	
	
	


You are not eligible for health insurance coverage through this employer. You and your family may be able to obtain health coverage through the Marketplace, with a new kind of tax credit that lowers your monthly premiums and with assistance for out-of-pocket costs.
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Bluewater Grill

Health Insurance Marketplace Notice Acknowledgment


This acknowledges that I have received and read completely the Health Insurance Marketplace Notice. I agree to abide by the provisions therein. Any part of the Health Insurance Marketplace Notice I did not understand, I inquired about and the answers were explained to me.

	Employee Signature
	
	Date

	
	
	

	Print Employee Name
	
	Social Security Number
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Bluewater Grill

Dream Schedule Request


Name:


How many shifts per week would you ideally like to work?___________

Please X in each box below for your "Dream Schedule" and times you most like to work.


	Monday
	Tuesday   Wednesday  Thursday
	Friday
	Saturday
	Sunday



Day Shift

10am-4pm


Night Shift

4pm-10pm


Please list below the shifts or times you absolutely cannot work.


	Monday
	Tuesday   Wednesday  Thursday
	Friday
	Saturday
	Sunday



Day Shift

10am-4pm


Night Shift

4pm-10pm


Thank You!
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Fast facts about Paid Family Leave

· Provides benefits but does not provide job protection or return rights.
· Provides eligible workers with partial wage replacement when taking time off work to care for a child, parent, parent-in-law, grandparent, grandchild, sibling, spouse, or registered domestic partner.
· Covers employees who are covered by SDI (or a voluntary plan in lieu of SDI).
· Offers up to six weeks of benefits in a 12-month period.
· Provides benefits of approximately 55 percent of lost wages.
· PFL benefits are considered taxable income.

In California, it’s the law.


Paid Family Leave

Benefits

The time to care. 1-877-238-4373 To apply online or for more information, visit:

www.edd.ca.gov/disability

Phone number: 1-877-238-4373

· Press 1 for English.
· Press 2 for Spanish.
· Press 3 for Cantonese.
· Press 4 for Vietnamese.
· Press 5 for Armenian.
· Press 6 for Tagalog.
· Press 7 for Punjabi.
TTY: 1-800-445-1312

(This number does not accept voice calls).


State of California

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 1-877-238-4373 (voice) or TTY 1-800-445-1312.

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



A financial safety net for California workers when the need is there.


Paid Family Leave

DE 2511 Rev. 9 (7-14)
(INTERNET)
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Paid Family Leave benefits for California workers

There may be times in the life of a working person when they need to care for a loved one. Whether it’s a working parent bonding with a newborn or an employee caring for a seriously ill child, parent, parent-in-law, grandparent, grandchild, sibiling, spouse, or registered domestic partner. California’s Paid Family Leave (PFL) was created for these times (Note: Registered domestic partners must meet requirements and register with the California Secretary of State to be eligible for benefi ts).

A program benefiting you and your family

California leads the nation as the first state to make

it easier for employees to balance the demands of the workplace and family care needs at home. PFL benefits are based on the claimant’s (care provider’s) past quarterly earnings. For more information regarding maximum benefit amounts paid, read the Disability Insurance (DI) and Paid Family Leave (PFL) Weekly Benefit Amounts in Dollar Increments form, DE 2589, at www.edd.ca.gov/disability.


Paid Family Leave for California employees


PFL benefits do not provide job protection or return rights. Job protection may be provided if your employer is subject to the federal Family Medical Leave Act and the California Family Rights Act. Notify your employer of the reason for taking leave in a manner consistent with your company’s leave policy.

To qualify for PFL benefits, you must meet the following requirements:

· Be covered by State Disability Insurance (SDI)
(or a voluntary plan in lieu of SDI) and have earned at least $300 in your base period from which deductions were withheld.

· Supply medical information supporting your claim that the care recipient has a serious health condition and requires your care.
· Submit your claim no earlier than nine days, but no later than 49 days, after the first day your family care leave began.
· Provide documentation to support a claim for bonding with a new biological, adopted, or foster child.
· Use up to two weeks of any earned but unused vacation leave or paid time off, if required by your employer, prior to the initial receipt of benefits.
· Serve a seven-day unpaid waiting period before benefits begin for each different care recipient within the 12-month period.
You may not be eligible for benefits if:

· You are receiving Disability Insurance, Unemployment Insurance, or Workers’ Compensation benefits.
· You are not working or looking for work at the time you begin your family care leave.
· You are not suffering a loss of wages.
· The need for care is not supported by the certificate of a treating physician/practitioner.
· You are in custody due to conviction of a crime.
You are entitled to:

· Know the reason and basis for decisions affecting your benefi ts.
· Appeal decisions about your eligibility for benefits. (Appeals must be sent to PFL in writing.)


· A hearing of your appeal before an Administrative Law Judge. Decisions may be further appealed to the California Unemployment Insurance Appeals Board and the courts.
· Privacy-Information about your claim will be kept confidential except for the purposes allowed by law.
Apply for benefits

Apply for PFL benefits online at www.edd.ca.gov/disability. Employers and physicians/practitioners can submit claim information through SDI Online. You may also file a paper form. To request a claim form visit

www.edd.ca.gov/disability.

If you are currently receiving DI pregnancy-related benefits, it is not necessary to request a PFL claim form. Claim filing information will be sent through your SDI Online account or via mail when your pregnancy-related disability claim ends.

Contact Paid Family Leave

For questions about PFL benefi ts, please visit www.edd.ca.gov/disability.

Phone number: 1-877-238-4373

• Press 1 for English.
• Press 5 for Armenian.

• Press 2 for Spanish.
• Press 6 for Tagalog.

• Press 3 for Cantonese.
• Press 7 for Punjabi.

· Press 4 for Vietnamese.
TTY: 1-800-445-1312 (This number does not accept voice calls).

For more information, visit www.edd.ca.gov/disability.

Claim forms should be mailed to PFL at:

P.O. Box 997017, Sacramento, CA 95799-7017

(INTERNET)
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Compensation programs and units” for the “Information & Assistance Unit” link or visit the DIR web site at www.dir.ca.gov.

Workers’ compensation fraud is a crime


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

WHAT SHOULD I DO IF I HAVE AN INJURY?

Report your injury to your employer

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

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


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

__________________________________________________

Address: ___________________________________________________

Phone: ____________________________________________________.

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

Get emergency treatment if needed

If it’s a medical emergency, go to an emergency room right away. Tell the medical provider who treats you that your injury is job related. Your employer may tell you where to go for follow up treatment.

July 2014

Emergency telephone number: Call 911 for an ambulance, fire department or police. For non-emergency medical care, contact your employer, the workers’ compensation claims administrator or go to this facility:

_________________________________________________________.

Fill out DWC 1 claim form and give it to your employer

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

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

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

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

MORE ABOUT MEDICAL CARE

What is a Primary Treating Physician (PTP)?

This is the doctor with overall responsibility for treating your injury or illness. He or she may be:

· The doctor you name in writing before you get hurt on the job
· A doctor from the medical provider network (MPN)
· The doctor chosen by your employer during the first 30 days of injury if your employer does not have an MPN or
· The doctor you chose after the first 30 days if your employer does not have an MPN.
What is a Medical Provider Network (MPN)?

An MPN is a select group of health care providers who treat injured workers. Check with your employer to see if they are using an MPN.

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

What is Predesignation?

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

· Treated you
· Maintained your medical history and records before your injury and
· Agreed to treat you for a work-related injury or illness before you get hurt or become ill.
You may use the “predesignation of personal physician” form included with this pamphlet. After you fill in the form, be sure to give it to your employer.

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

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

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

WHAT IF THERE IS A PROBLEM?

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

Contact the Division of Workers’ Compensation (DWC) Information and Assistance (I&A) Unit

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

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


The nearest I&A Unit is located at:

Address:


Phone number: ________________________________________________.
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Consult with an attorney

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


Warning


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


Additional rights


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

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

Revised 6/17/14 and effective for dates of injuries on or after 1/1/13
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§ 9783.1. DWC Form 9783.1 Notice of Personal Chiropractor or Personal Acupuncturist.

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.

NOTE: If your date of injury is January 1, 2004 or later, a chiropractor cannot be your treating physician after you have received 24 chiropractic visits unless your employer has authorized additional visits in writing. The term “chiropractic visit” means any chiropractic office visit, regardless of whether the services performed involve chiropractic manipulation or are limited to evaluation and management. Once you have received 24 chiropractic visits, if you still require medical treatment, you will have to select a new physician who is not a chiropractor. This prohibition shall not apply to visits for postsurgical physical medicine visits prescribed by the surgeon, or physician designated by the surgeon, under the postsurgical component of the Division of Workers’ Compensation’s Medical Treatment Utilization Schedule.

You may use this form to notify your employer of your personal chiropractor or acupuncturist.

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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DI Office Locations

Chico ..................................... 645 Salem Street

(write to: PO Box 8190, Chico, CA 95927-8190)

Chino Hills .. 15315 Fairfield Ranch Road, Ste. 100

(write to: PO Box 60006, City of Industry, CA 91716-0006)

	Fresno ...........
	2550 Mariposa Mall, Rm. 1080A

	(write to: PO Box 32, Fresno, CA 93707-0032)

	Long Beach ...
	4300 Long Beach Blvd., Ste. 600

	(write to: PO Box 469, Long Beach, CA 90801-0469)

	Los Angeles ......
	888 S. Figueroa Street, Ste. 200


(write to: PO Box 513096, Los Angeles, CA 90051-1096)

Oakland ............................7677 Oakport Street

(write to: PO Box 1857, Oakland, CA 94606-1857)

San Bernardino ................... 371 West 3rd Street

(write to: PO Box 781, San Bernardino, CA 92402-0781)

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

San Francisco ....... 745 Franklin Street, Rm. 300

(write to: PO Box 193534, San Francisco, CA 94119-3534)

San Jose ..................... 297 West Hedding Street

(write to: PO Box 637, San Jose, CA 95106-0637)

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

	Santa Barbara
	................. 128 East Ortega Street

	(write to: PO Box 1529, Santa Barbara, CA 93102-1529)

	Santa Rosa ...................
	606 Healdsburg Avenue

	(write to: PO Box 700, Santa Rosa, CA 95402-0700)

	Stockton ...................
	528 North Madison Street


(write to: PO Box 201006, Stockton, CA 95201-9006)

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

Van Nuys ........... 15400 Sherman Way, Rm. 500

(write to: PO Box 10402, Van Nuys, CA 91410-0402)



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


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



DISABILITY


INSURANCE

PROVISIONS


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

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

SDI contributions are paid by California workers covered by the SDI program. Contribution rates may vary from year to year. For current rates, visit the DI website at www.edd.ca.gov/disability,

or contact the Employment Development Department (EDD) Disability Insurance Customer Service at 1-800-480-3287 or EDD Employment Tax Customer Service at 1-888-745-3886.

DI Plans

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

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

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

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

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



How to Claim State Plan Benefits

1. Use SDI Online to securely file for benefits or to request a paper claim form.

· By Internet: www.edd.ca.gov/disability.

· By phone: 1-800-480-3287.

· By TTY (teletypewriter for deaf, hearing-impaired, and speech-impaired persons only) at: 1-800-563-2441 for DI or 1-800-445-1312 for PFL.

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

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

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

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

If using a paper claim form, complete and sign the “Claim Statement of Employee.” Print clearly, and verify your answers are complete and correct as errors delay payments.

3. Have your physician/practitioner complete the “Physician/Practitioner Certification” online or use the paper claim form. If filing online, your physician/practitioner will need your receipt number to complete the “Physician/Practitioner Certification.”

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, 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 first day you were disabled. If your claim is late, you may lose benefits unless your explanation of the delay is accepted as reasonable.
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How Benefits Are Paid

· The SDI program serves you 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 with access to funds 24 hours a day,

7 days a week and can be used everywhere Visa debit cards are accepted. When your claim is received, you may be contacted through SDI Online, by phone, or by mail for additional information. Most properly completed claims are processed within 14 days.

· The first seven days of your DI claim are a non-payable waiting period.

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 sent additional benefits electronically or sent a “continued claim” certification form for you to complete for the next benefit period. Usually these benefit periods will be in 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 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, 2014, uses a base period of October 1, 2012, through September 30, 2013.)

· April, May, or June, your base period is the
12 months ending last December 31. (Example: A claim beginning June 20, 2014, uses a base period of January 1, 2013, through December 31, 2013.)
· July, August, or September, your base period is the 12 months ending last March 31.
(Example: A claim beginning September 27, 2014, uses a base period of April 1, 2013, through March 31, 2014.)

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

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

You may be entitled to substitute wages paid in prior quarters to either validate your claim or increase your 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 note with your claim form.

Wage Continuation. If your employer continues to pay you wages while you are disabled, 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 disabled.

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 you become disabled.

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

· If your full wages are paid.

· If you are receiving Workers’ Compensation at a weekly rate equal to or greater than the DI rate. If Workers’ Compensation 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 Social Security number on letters to DI.

Contact DI

· By e-mail at https://ask.edd.ca.gov
· By phone at: 1-800-480-3287 (English) or 1-866-658-8846 (Spanish).

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

· 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 through the website at www.servicelocator.org, or in the white pages of your phone directory.

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

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

For questions relating to DI, contact the EDD

through the website at

www.edd.ca.gov/disability, or by phone at

1-800-480-3287 (TTY 1-800-563-2441).

Note: A PFL bonding claim form will be sent automatically with the 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).

DE 2515 Rev. 61 (12-13) (INTERNET)
Page 2 of 2

Fast facts about Paid Family Leave

· Provides benefits but does not provide job protection or return rights.
· Provides eligible workers with partial wage replacement when taking time off work to care for a child, parent, parent-in-law, grandparent, grandchild, sibling, spouse, or registered domestic partner.
· Covers employees who are covered by SDI (or a voluntary plan in lieu of SDI).
· Offers up to six weeks of benefits in a 12-month period.
· Provides benefits of approximately 55 percent of lost wages.
· PFL benefits are considered taxable income.

In California, it’s the law.


Paid Family Leave

Benefits

The time to care. 1-877-238-4373 To apply online or for more information, visit:

www.edd.ca.gov/disability

Phone number: 1-877-238-4373

· Press 1 for English.
· Press 2 for Spanish.
· Press 3 for Cantonese.
· Press 4 for Vietnamese.
· Press 5 for Armenian.
· Press 6 for Tagalog.
· Press 7 for Punjabi.
TTY: 1-800-445-1312

(This number does not accept voice calls).


State of California

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 1-877-238-4373 (voice) or TTY 1-800-445-1312.

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



A financial safety net for California workers when the need is there.


Paid Family Leave
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Paid Family Leave benefits for California workers

There may be times in the life of a working person when they need to care for a loved one. Whether it’s a working parent bonding with a newborn or an employee caring for a seriously ill child, parent, parent-in-law, grandparent, grandchild, sibiling, spouse, or registered domestic partner. California’s Paid Family Leave (PFL) was created for these times (Note: Registered domestic partners must meet requirements and register with the California Secretary of State to be eligible for benefi ts).

A program benefiting you and your family

California leads the nation as the first state to make

it easier for employees to balance the demands of the workplace and family care needs at home. PFL benefits are based on the claimant’s (care provider’s) past quarterly earnings. For more information regarding maximum benefit amounts paid, read the Disability Insurance (DI) and Paid Family Leave (PFL) Weekly Benefit Amounts in Dollar Increments form, DE 2589, at www.edd.ca.gov/disability.


Paid Family Leave for California employees


PFL benefits do not provide job protection or return rights. Job protection may be provided if your employer is subject to the federal Family Medical Leave Act and the California Family Rights Act. Notify your employer of the reason for taking leave in a manner consistent with your company’s leave policy.

To qualify for PFL benefits, you must meet the following requirements:

· Be covered by State Disability Insurance (SDI)
(or a voluntary plan in lieu of SDI) and have earned at least $300 in your base period from which deductions were withheld.

· Supply medical information supporting your claim that the care recipient has a serious health condition and requires your care.
· Submit your claim no earlier than nine days, but no later than 49 days, after the fi rst day your family care leave began.
· Provide documentation to support a claim for bonding with a new biological, adopted, or foster child.
· Use up to two weeks of any earned but unused vacation leave or paid time off, if required by your employer, prior to the initial receipt of benefits.
· Serve a seven-day unpaid waiting period before benefits begin for each different care recipient within the 12-month period.
You may not be eligible for benefits if:

· You are receiving Disability Insurance, Unemployment Insurance, or Workers’ Compensation benefits.
· You are not working or looking for work at the time you begin your family care leave.
· You are not suffering a loss of wages.
· The need for care is not supported by the certificate of a treating physician/practitioner.
· You are in custody due to conviction of a crime.
You are entitled to:

· Know the reason and basis for decisions affecting your benefits.
· Appeal decisions about your eligibility for benefits. (Appeals must be sent to PFL in writing.)


· A hearing of your appeal before an Administrative Law Judge. Decisions may be further appealed to the California Unemployment Insurance Appeals Board and the courts.
· Privacy-Information about your claim will be kept confidential except for the purposes allowed by law.
Apply for benefits

Apply for PFL benefits online at www.edd.ca.gov/disability. Employers and physicians/practitioners can submit claim information through SDI Online. You may also file a paper form. To request a claim form visit

www.edd.ca.gov/disability.

If you are currently receiving DI pregnancy-related benefits, it is not necessary to request a PFL claim form. Claim filing information will be sent through your SDI Online account or via mail when your pregnancy-related disability claim ends.

Contact Paid Family Leave

For questions about PFL benefi ts, please visit www.edd.ca.gov/disability.

Phone number: 1-877-238-4373

• Press 1 for English.
• Press 5 for Armenian.

• Press 2 for Spanish.
• Press 6 for Tagalog.

• Press 3 for Cantonese.
• Press 7 for Punjabi.

· Press 4 for Vietnamese.
TTY: 1-800-445-1312 (This number does not accept voice calls).

For more information, visit www.edd.ca.gov/disability.

Claim forms should be mailed to PFL at:

P.O. Box 997017, Sacramento, CA 95799-7017
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