










  
 NOTICE OF EXCLUSION FROM CalPERS MEMBERSHIP  
 
1. SOCIAL SECURITY NUMBER 

      
Your employer has contracted with the California Public Employees’ Retirement 
System (CalPERS) to provide an employee benefit package which includes service 
retirement, death, and disability benefits. 

2. CURRENT NAME     (LAST)    

            
(FIRST) (MIDDLE)                

      
3. NAME OF PUBLIC AGENCY 

                        

4. DEPARTMENT OR SCHOOL DISTRICT 5. JOB OR POSITION TITLE 

6. TERM OF APPOINTMENT 
 

 PERMANENT   TEMPORARY 

7. IF TEMPORARY, ENTER NEAREST NUMBER 
OF WHOLE MONTHS THE APPOINTMENT IS 
EXPECTED TO LAST. 

                                                         MONTHS 

8. APPOINTMENT DATE 
MM 

 
   

 
   

 
     

DD YYYY 

9. TIME BASE 

  FULL-TIME            INDETERMINATE             PART-TIME    IF PART TIME, ENTER THE FRACTION OF FULL TIME: 

                                                                                         
 

In your present position with this agency, you are excluded from CalPERS membership because: 
 

 1.  Your full-time seasonal or limited term appointment is limited to 6 months or less. 
 

 2.  Your part-time appointment is limited to less than an average of 20 hours per week for less than     
      one year. 
 

 3. Your appointment is an on-call, intermittent, emergency, substitute, or other irregular basis which 
excludes you from membership until you have worked 1,000 hours (or 125 days if paid on per 
diem basis) this fiscal year. 

 
 4.  Your position is excluded by law or by contract agreement which excludes: 

        Enter contract exclusion (for Public Agencies only). 
 

 5.  You are an independent contractor. 
 

 6. You are employed to render professional legal service to a city. 
   Exceptions:  Persons holding the office of city attorney, deputy city attorney, or assistant city attorney. 
 

 7. You are employed as a student aide by a school district in a position established for students 
only and you are attending school in the same district (for County Schools only). 

 
 NOTE:  If you are a member of CalPERS by previous employment (either you have funds on 

deposit or service credit), exclusions 1, 2, and 3 do not apply to you and you should be a member 
in your present position. Be sure to notify your employer to complete a (PERS-1) Member Action 

 Request Form or appoint via ACES to report your employment to CalPERS.
 
If you believe that your employment does qualify you for CalPERS membership, ask your employer 
for an explanation. You can also contact CalPERS directly by sending a letter stating the reasons 
why you feel you should be a member to the Employer Account Management Division, Membership 
Management Section, P.O. Box 942709, Sacramento, CA 94229-2709. 
 
 

TITLE DATE 
  
       

SIGNATURE OF CERTIFYING OFFICER 
 

      
SIGNATURE OF EMPLOYEE 
 
 

DATE 
 

      
NOTE:  Benefits provided by CalPERS are described in the “CalPERS Benefits” information booklet 
available from your employer.  
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California Public Employees’ Retirement System  
P.O. Box 942709 Sacramento, CA 94229-2709 
888 CalPERS (or 888-225-7377) 

TTY: (877) 249-7442 | Fax: (916) 795-4166 
www.calpers.ca.gov

Reciprocal Self-Certification Form 
Complete the following information and return this form to your personnel office within 10 business days. To ensure this form is completed 

correctly, please reference the enclosed List of Qualifying Public Retirement Systems and instructions. 

Section 1. Member Information 
Member Name:  (Last)   (First)   (Middle) 

 

Date of Birth: 

 
CalPERS ID: 

 

Membership Status in Qualifying Public Retirement Systems: 
 I have not been a member of a qualifying public retirement system in California. (skip to section 3) 

 I have membership in a defined benefit plan under a qualifying public retirement system in California other than CalPERS. 
(complete section 2 with membership information for each qualifying public retirement system)

 

Section 2. Qualifying Reciprocal Membership Information 
Name of Most Recent Public Retirement System:  
 
 

Membership Date: 

     /     /      
Separation Date*: 

     /     /      
☐Retired* or ☐Refunded* 

Date:      /     /      

Name of Prior Public Retirement System: 
 
 

Membership Date: 

     /     /      

Separation Date*: 

     /     /      
☐Retired* or ☐Refunded* 

Date:      /     /      

Name of Prior Public Retirement System: 
 
 

Membership Date: 

     /     /      

Separation Date*: 

     /     /      
☐Retired* or ☐Refunded* 

Date:      /     /      

*Please provide dates, if applicable. Not all sections may be applicable for each Public Retirement System. 
 

 Section 3. Sign and Certify 

I understand that by accepting employment in a qualified public retirement system, I am subject to the applicable laws and 
regulations of that system. I also understand that completing this form is not a request to establish reciprocity.  
 
I hereby certify that the foregoing information has been verified with the qualifying public retirement system as true and correct 
and any information found to be incorrect may require corrections to my CalPERS account including, but not limited to, my 
retirement enrollment level and adjustments to my member contributions.  CalPERS may make any necessary corrections to my 
account to ensure I am properly enrolled and eligible to receive the correct retirement benefits. 

Member Signature: Date: 
 

 

Section 4. To Be Completed by Employer Only 

Name of CalPERS Agency: 
 

CalPERS Business Partner ID:  Member’s Enrollment Eligibility Date:

 

Designee of Employer: (print name) Designees’ Title: 
 

Designee Signature: 
 

Date: 

The employer must retain this form in the member’s file for auditing purposes. 

For more direction regarding how to process the Reciprocal Self-Certification Form, please refer to our employer reference guides. 



Form  SSA-1945 (01-2013)  
Destroy Prior Editions

Social Security Administration

Statement Concerning Your Employment in a Job  
Not Covered by Social Security

Employee Name Employee ID# 

Employer Name Employer ID# 

Your earnings from this job are not covered under Social Security. When you retire, or if you become disabled, 
you may receive a pension based on earnings from this job. If you do, and you are also entitled to a benefit 
from Social Security based on either your own work or the work of your husband or wife, or former husband or 
wife, your pension may affect the amount of the Social Security benefit you receive. Your Medicare benefits, 
however, will not be affected. Under the Social Security law, there are two ways your Social Security benefit 
amount may be  affected. 

Windfall Elimination Provision 

Under the Windfall Elimination Provision, your Social Security retirement or disability benefit is figured using a  
modified formula when you are also entitled to a pension from a job where you did not pay Social Security tax. 
As a result, you will receive a lower Social Security benefit than if you were not entitled to a pension from this 
job. For example, if you are age 62 in 2013, the maximum monthly reduction in your Social Security benefit as 
a result of this provision is $395.50. This amount is updated annually. This provision reduces, but does not 
totally eliminate, your Social Security benefit. For additional information, please refer to Social Security 
Publication, “Windfall  Elimination Provision.” 

Government Pension Offset Provision 
Under the Government Pension Offset Provision, any Social Security spouse or widow(er) benefit to which you 
become entitled will be offset if you also receive a Federal, State or local government pension based on work   
where you did not pay Social Security tax. The offset reduces the amount of your Social Security spouse or  
widow(er) benefit by two-thirds of the amount of your pension. 

For example, if you get a monthly pension of $600 based on earnings that are not covered under Social 
Security,  two-thirds of that amount, $400, is used to offset your Social Security spouse or widow(er) benefit. If 
you are eligible for a $500 widow(er) benefit, you will receive $100 per month from Social Security ($500 - 
$400=$100). Even if your pension is high enough to totally offset your spouse or widow(er) Social Security 
benefit, you are still  eligible for Medicare at age 65. For additional information, please refer to Social Security 
Publication, “Government  Pension Offset.” 

For More Information 
Social Security publications and additional information, including information about exceptions to each 
provision, are available at www.socialsecurity.gov. You may also call toll free 1-800-772-1213, or for the deaf 
or hard of hearing call the TTY number 1-800-325-0778, or contact your local Social Security office. 

I certify that I have received Form SSA-1945 that contains information about the possible effects of the  
Windfall Elimination Provision and the Government Pension Offset Provision on my potential future 
Social Security Benefits.

Signature of Employee Date 



Form  SSA-1945 (01-2013) 

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

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

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

Employers must: 

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

Get the employee’s signature on the form; and 

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

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

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



4080 Lemon Street, P.O. Box 1569, Riverside, CA  92502-1569 
Benefits Information Center:  (951) 955-4981, Option 2 Fax: (951) 955-8538 

 

    
 
 

401401401401((((aaaa))))    PartPartPartPart----Time & TemporaryTime & TemporaryTime & TemporaryTime & Temporary    EmployeesEmployeesEmployeesEmployees’’’’    Retirement Plan Retirement Plan Retirement Plan Retirement Plan     
P.O. Box 1569 • Riverside, CA 92502-1569 

(951) 955-4981, Option 2 • (951) 955-8538 FAX 

retirement@rc-hr.com   •   http://benefits.rc-hr.com 

        

    
TEMPORARY PLAN ELIGIBILITY SELF-CERTIFICATION FORM 

Provide the following information 

 
 
Employee Name:             

      (Last)   (First)    (Middle) 

 

Employee ID #:       Date of Hire:       

 

(Check the applicable statement) 

 
 1. I am not an active member of another public retirement system. 

 

 2. I am an active member of another public retirement system:  
 

  Name of public retirement system:         
 

  Name of employer:            
 

  Membership date in other public retirement system:       
 

 3. I am a retiree of a public retirement system. 

 
Name of public retirement system:         

 

  Name of employer:            
 

  Membership date in other public retirement system:       

 

I understand that participation in the County of Riverside 401(a) Part-Time and Temporary Employees’ Retirement Plan 

(the “Plan”) is required if you are designated as a Part-time, Seasonal or Temporary employee and you are excluded 

from participation in CalPERS. The Plan is offered in lieu of Social Security. 

I acknowledge receipt of the Summary Plan Description (“SPD”) for the County of Riverside Part-Time and Temporary 

Employees’ Retirement Plan which is intended to provide a summary of the Plan and was also informed that I may 
obtain a copy of the SPD from the Human Resources website at http://benefits.rc-hr.com/. I acknowledge that eligibility 

into this plan is not permitted as a “rehired annuitant” governed under the Public Employees’ Retirement Law (PERL); 

while participating under another retirement system maintained by the County of Riverside; or while working in a job 
classification that is excluded from participation. I may become eligible for the Plan if my employment status changes. 

It is my responsibility to notify the County if my eligibility to participate in the Plan changes at any time during the term 
of my employment.  

I hereby certify that the foregoing information is true and correct and any information found to be incorrect may 

require corrections to my account in the Plan. The County of Riverside reserves the right to amend my account to 
ensure eligibility requirements are met in accordance with provisions in the Plan document or applicable Federal law.  

 
               
Employee Signature       Date 



                                                                                                                        Employee #_____________ 

G.BenRec/401aTEMP/BeneficiaryForms/2006 401A Beneficiary Form.doc 

County of Riverside  
Part-Time & Temporary Employees’ Retirement Plan 

Retirement Unit 
P.O. Box 1569 

Riverside, CA 92502-1569 
 

BENEFICIARY DESIGNATION FORM 
 

I. Personal Information (please print all information on this form; use additional sheets as necessary) 
 
      _________________________  _____________________     _______________ 

    Participant Name             Social Security Number                 Date of Birth 
 
__________________________________________________________________________________ 
                 Address                                    City                                    State                             Zip code 
 

Name, Relationship and Telephone Number of Closest Living Relative (Note: This Relative does not have to be named below 
as one of your Beneficiaries) 
 
________________________________   ___________________________  ____________________ 
Name      Relationship                 Telephone Number 
 
 

II. Principal Beneficiary Designation   (All Principal Beneficiaries who survive you shall share equally in any 
benefits payable upon your death unless you specify otherwise) 

 
___________________ ___________________ __________________ ___________ __________ 
             Name  Social Security Number        Relationship                    Date of Birth      Share 
 
___________________ ___________________ __________________ ___________ __________ 
             Name  Social Security Number        Relationship                    Date of Birth      Share 
 
___________________ ___________________ __________________ ___________ __________ 
             Name  Social Security Number        Relationship                    Date of Birth      Share 
 
___________________ ___________________ __________________ ___________ __________ 
             Name  Social Security Number        Relationship                    Date of Birth      Share 
 
___________________ ___________________ __________________ ___________ __________ 
             Name  Social Security Number        Relationship                    Date of Birth      Share 

 
III. Contingent Beneficiary Designation (the Contingent Beneficiary will be paid any benefits due should the 

Principal Beneficiary pre-decease you) 
 
___________________ ___________________ __________________ ___________ __________ 
             Name  Social Security Number        Relationship                    Date of Birth      Share 
 
___________________ ___________________ __________________ ___________ __________ 
             Name  Social Security Number        Relationship                    Date of Birth      Share 

I hereby revoke all previous Beneficiary designations, which I have made. 
 
 
_____________________________________ _____________ ___________________________ ___________ 
Participant’s Signature    Date  Spouse’s Signature  Date 



COUNTY OF RIVERSIDE 
 

DESIGNATION OF PERSON TO RECEIVE WARRANTS OR 
CHECKS UPON DEATH OF EMPLOYEE 

 
_____________________________________________________________                           
PRINT OR TYPE (LAST NAME)   (FIRST NAME)         (INITIAL) 
 
In the event of my death, I hereby designate the person named below as being 
entitled to receive all warrants or checks that will be payable to me by the County 
of Riverside.   
 
NAME OF PERSON TO RECEIVE YOUR CHECKS IN CASE OF YOUR DEATH 
 

Name:__________________________________________________________________ 

Address:________________________________________________________________ 

Relationship: ________________________  Soc.Sec.No.: ________________________ 
         (REQUIRED) 
 
Note: Identification documents will be required to be presented since warrants and 
checks can only be dispersed to your designee after sufficient proof of identity is 
provided. 
 
                                                            _________________________                                 
Signature       Date 
 
                                                          
Employee ID  

IMPORTANT: Please fill out the above information completely.  We cannot 
accept an incomplete form.  Please return to: 
 

HUMAN RESOURCES/ EMPLOYEE SERVICES – MAIL STOP #1150 
or 

P. O. BOX 1569, RIVERSIDE, CA 92502-1569 
9/21/2009 
 

UPON DEATH OF EMPLOYEE - Government Code 53245 
 
Any person now or hereafter employed by the County may file with his/her appointing power a designation of a 
person who, notwithstanding any other provisions of law, shall on the death of the employee, be entitled to receive 
all warrants or checks that would have been payable to the descendent had he/she survived.  The employee may 
change the designation from time to time.  A person so designated shall claim such warrants or checks from the 
appointing power.  A person who received a warrant or check pursuant to this section is entitled to negotiate it as 
if he/she were the payee.                                                                                                                                                



Revised 01/2017 

FAXES ARE NOT ACCEPTED                   

DIRECT DEPOSIT REQUEST FORM 

   You are limited to three (3) accounts. 

Employee ID (required) Department 

  

Last Name First Name 

  

CHECKING ACCOUNTS 

Complete the checking account section only and attach a voided check for each checking account listed. 

Bank Name Routing # Account Number % of Net Pay Dollar Amount 

     

     

Global Cash Pay Card     

SAVINGS ACCOUNTS 

Complete the savings account section only and attach documentation from the bank for each account listed. 

Bank Name Routing # Account Number % of Net Pay Dollar Amount 

     

     

     

I authorize the County of Riverside to initiate deposits (credits) and/or corrections to the financial institutions indicated herein.  The 

financial institution is authorized to credit and/or correct the amounts to my account.  This authority will remain in full force and 

effect until the County has received written notification from me in the form of a revised authorization, canceling this authorization 

in such time and such manner as to afford the County and depositor a reasonable opportunity to act on it. I authorize the County of 

Riverside to deposit my final paycheck including all accrued but unused leave balances. I understand it may take up to three (3) pay 

periods for this authorization to become effective during which time I will receive a mailed warrant (check).  No mark outs or 

alternation to this paragraph will be accepted. 

Employee Signature (required) Date 

  

Please enter a phone # that you can be reached at during the hours of 

7:30AM - 5:00PM.  If we are unable to contact you, processing of request 

may be delayed. 

Telephone Number 

 

AUDITOR-CONTROL LER USE ONLY 

Pay Period Processed Keyed By  Date Entered 

   

MAIL STOP 1160 OR MAIL TO PO BOX 1326, RIVERSIDE, CA 92502 



EMPLOYEE ACKNOWLEDGEMENT OF THE 
MEDICAL PROVIDER NETWORK 

 
In order to provide the most timely and suitable quality medical care in the event of an injury on the job, the County of Riverside has 
instituted a Medical Provider Network for Workers’ Compensation. 
 
The following procedures must be followed for all work related injuries and illnesses.   

• Report promptly any work related injury to the supervisor. 
• For a referral to a medical provider specialist, contact your Supervisor, Manager, or Claims Adjuster. 
• Ensure all medical treatment is handled only through the MPN (Medical Provider Network) unless otherwise authorized. 
• Direct all questions about the level of care to the PCP (Primary Care Physician), who is the focal point for all medical 

treatment. 
• A directory of medical care providers is available at my request through the Workers’ Compensation Division. 

 
Please sign below to indicate that you have read and understand the procedures to follow in the event of an injury and your duties 
under our Medical Provider Network. 
   
Print Name  Date 
 
  County of Riverside 
Employee Signature  Employer  
 
   
Employee Number   
 

A COPY OF THE MPN DIRECTORY IS AVAILABLE FROM YOUR EMPLOYER OR ADJUSTER UPON YOUR REQUEST. 
 

RECONOCIMIENTO DEL EMPLEADO DE LA 
MEDICAL PROVIDER NETWORK 

 
Para brindar atención médica de la más rápida y de apropiada calidad en el evento de una lesión ocasionada en 
el trabajo, hemos instituido una Red de Proveedores Médicos para Compensación Laboral. 
 
Los procedimientos siguientes deben ser seguidos para todas las lesiones y enfermedades ocasionadas en el trabajo. 
• Reporte inmediatamente a su supervisor cualquier lesión ocasionada en el trabajo. 
• Para una referencia a un médico especialista, comuníquese con su empleador o ajustador de reclamos. 
• Cerciórese que todo tratamiento médico sea  manejado únicamente  por la MPN (Red de Proveedores Médicos), a menos que de 

otro modo autorizado 
• Dirija toda pregunta sobre el nivel de cuidado al PCP (Primary Care Physician – Médico de Cabecera), quien es el punto de 

referencia para todo tratamiento médico. 
• Un directorio de proveedores de cuidado médico está disponible al solicitarlo a través de mi empleador. 
 
Por favor firmar abajo para indicar que usted ha leído y entendido los procedimientos que se siguen en el evento de una lesión y sus 
responsabilidades bajo nuestra Red de Proveedores Médicos. 
   
Nombre en Imprenta  Fecha 
 
   
Firma del Empleado  Empleador   County of Riverside 
 
   
Número del Empleado   
 

 
UNA COPIA DEL DIRECTORIO DE LA MPN ESTA DISPONIBLE DE SU EMPLEADOR O AJUSTADOR AL SOLICITARLO.  



 

 

Employee Emergency Information 

Please Print 

 

Date:_____________ 

 

Personal Information: 

Employee Name:_______________________________ Home #:_________________________ 

County Employee ID Number:_____________________Cell/Other:_______________________ 

Complete Home Address:  ________________________________________________________ 

                                                 ________________________________________________________ 

 

 

Emergency Contact:_____________________________ Relationship:_____________________ 

Home #:___________________Work #:___________________ Cell/Other: ________________ 

Alternate Contact:______________________________ Relationship:_____________________ 

Home #:___________________Work #:___________________ Cell/Other: ________________ 

Name of Doctor:________________________________ Office Phone:____________________ 

 

 

 

 

 

____________________________     ____________________________    __________________ 

Employee Print                                       Employee Sign                                       Date 



EMPLOYEE RIGHTS
UNDER THE FAMILY AND MEDICAL LEAVE ACT

Eligible employees who work for a covered employer can take up to 12 weeks of unpaid, job-protected leave in a 12-month period 
for the following reasons:

•	 The birth of a child or placement of a child for adoption or foster care;
•	 To bond with a child (leave must be taken within one year of the child’s birth or placement);
•	 To care for the employee’s spouse, child, or parent who has a qualifying serious health condition;
•	 For the employee’s own qualifying serious health condition that makes the employee unable to perform the employee’s job;
•	 For qualifying exigencies related to the foreign deployment of a military member who is the employee’s spouse, 

child, or parent.

An eligible employee who is a covered servicemember’s spouse, child, parent, or next of kin may also take up to 26 weeks 
of FMLA leave in a single 12-month period to care for the servicemember with a serious injury or illness. 

An employee does not need to use leave in one block. When it is medically necessary or otherwise permitted, employees 
may take leave intermittently or on a reduced schedule. 

Employees may choose, or an employer may require, use of accrued paid leave while taking FMLA leave. If an employee 
substitutes accrued paid leave for FMLA leave, the employee must comply with the employer’s normal paid leave policies.

While employees are on FMLA leave, employers must continue health insurance coverage as if the employees were not on leave. 

Upon return from FMLA leave, most employees must be restored to the same job or one nearly identical to it with 
equivalent pay, benefits, and other employment terms and conditions. 

An employer may not interfere with an individual’s FMLA rights or retaliate against someone for using or trying to use FMLA leave, 
opposing any practice made unlawful by the FMLA, or being involved in any proceeding under or related to the FMLA.  

An employee who works for a covered employer must meet three criteria in order to be eligible for FMLA leave. The employee must: 

•	 Have worked for the employer for at least 12 months; 
•	 Have at least 1,250 hours of service in the 12 months before taking leave;* and 
•	 Work at a location where the employer has at least 50 employees within 75 miles of the employee’s worksite. 

*Special “hours of service” requirements apply to airline flight crew employees. 

Generally, employees must give 30-days’ advance notice of the need for FMLA leave. If it is not possible to give 30-days’ notice, 
an employee must notify the employer as soon as possible and, generally, follow the employer’s usual procedures. 

Employees do not have to share a medical diagnosis, but must provide enough information to the employer so it can determine 
if the leave qualifies for FMLA protection. Sufficient information could include informing an employer that the employee is or 
will be unable to perform his or her job functions, that a family member cannot perform daily activities, or that hospitalization or 
continuing medical treatment is necessary. Employees must inform the employer if the need for leave is for a reason for which 
FMLA leave was previously taken or certified.

Employers can require a certification or periodic recertification supporting the need for leave. If the employer determines that the 
certification is incomplete, it must provide a written notice indicating what additional information is required. 

Once an employer becomes aware that an employee’s need for leave is for a reason that may qualify under the FMLA, the 
employer must notify the employee if he or she is eligible for FMLA leave and, if eligible, must also provide a notice of rights and 
responsibilities under the FMLA. If the employee is not eligible, the employer must provide a reason for ineligibility.

Employers must notify its employees if leave will be designated as FMLA leave, and if so, how much leave will be designated as 
FMLA leave.    

Employees may file a complaint with the U.S. Department of Labor, Wage and Hour Division, or may bring a private lawsuit 
against an employer.

The FMLA does not affect any federal or state law prohibiting discrimination or supersede any state or local law or collective 
bargaining agreement that provides greater family or medical leave rights.

LEAVE 
ENTITLEMENTS

BENEFITS &
PROTECTIONS

ELIGIBILITY  
REQUIREMENTS

1-866-4-USWAGE

www.dol.gov/whd

For additional information or to file a complaint:

(1-866-487-9243)     TTY: 1-877-889-5627

U.S. Department of Labor     Wage and Hour Division

 THE UNITED STATES DEPARTMENT OF LABOR WAGE AND HOUR DIVISION

WH1420  REV 04/16

REQUESTING 
LEAVE

EMPLOYER 
RESPONSIBILITIES 

ENFORCEMENT 

Sign:__________________________________________________________________________ Date:__________________________



The Labor Commissioner’s Office 
 

EMPLOYERS MUST PROVIDE THIS INFORMATION TO NEW WORKERS  
WHEN HIRED AND TO OTHER WORKERS WHO ASK FOR IT 

RIGHTS OF VICTIMS OF DOMESTIC VIOLENCE,  
SEXUAL ASSAULT AND STALKING  

Your Right to Take Time Off: 
 You have the right to take time off from work to get help to protect you and your 

children’s health, safety or welfare.  You can take time off to get a restraining order or 
other court order.   

 If your company has 25 or more workers, you can take time off from work to get medical 
attention or services from a domestic violence shelter, program or rape crisis center, 
psychological counseling, or receive safety planning related to domestic violence, 
sexual assault, or stalking.  

 You may use available vacation, personal leave, accrued paid sick leave or 
compensatory time off for your leave unless you are covered by a union agreement 
that says something different.  Even if you don’t have paid leave, you still have the right 
to time off. 

 In general, you don’t have to give your employer proof to use leave for these reasons. 
 If you can, you should tell your employer before you take time off.  Even if you cannot 

tell your employer before, your employer cannot discipline you if you give proof 
explaining the reason for your absence within a reasonable time.  Proof can be a police 
report, court order or doctor’s or counselor’s note or similar document.     

Your Right to Reasonable Accommodation: 
 You have the right to ask your employer for help or changes in your workplace to make 

sure you are safe at work.  Your employer must work with you to see what changes 
can be made.  Changes in the workplace may include putting in locks, changing your 
shift or phone number, transferring or reassigning you, or help with keeping a record of 
what happened to you.  Your employer can ask you for a signed statement certifying 
that your request is for a proper purpose, and may also request proof showing your 
need for an accommodation.  Your employer cannot tell your coworkers or anyone else 
about your request.  

Your Right to Be Free from Retaliation and Discrimination: 
Your employer cannot treat you differently or fire you because:  

 You are a victim of domestic violence, sexual assault, or stalking. 
 You asked for leave time to get help.  
 You asked your employer for help or changes in the workplace to make sure you are 

safe at work.  
 
You can file a complaint with the Labor Commissioner’s Office against your employer if 
he/she retaliates or discriminates against you.  
 
For more information, contact the California Labor Commissioner’s Office. We can help you by phone at 213-897-6595, or 
you can find a local office on our website: www.dir.ca.gov/dlse/DistrictOffices.htm. If you do not speak English, we will 
provide an interpreter in your language at no cost to you. This Notice explains rights contained in California Labor Code 
sections 230 and 230.1.  Employers may use this Notice or one substantially similar in content and clarity. 

Labor Commissioner’s Office Victims of Domestic Violence, Sexual Assault and Stalking Notice                         5/2017 



ACKNOWLEGDGMENT OF RECEIPT OF “RIGHTS OF 
VICTIMS OF DOMESTIC VIOLENCE, SEXUAL ASSAULT 
AND STALKING” (Labor Commissioner’s Office – 
California Labor Code sections 230 and 230.1) 
 

I acknowledge that I have received a copy of the form from the Labor 
Commissioner’s Office noted above. 

 

 

 

 

___________________________________________________________________ 

Employee Print Name 

 

___________________________________________________________________ 

Employee Signature 

 

___________________________________________________________________ 

Date form was received  
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