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Form W-4 (2019)
Future developments. For the latest 
information about any future developments 
related to Form W-4, such as legislation 
enacted after it was published, go to 
www.irs.gov/FormW4.
Purpose. Complete Form W-4 so that your 
employer can withhold the correct federal 
income tax from your pay. Consider 
completing a new Form W-4 each year and 
when your personal or financial situation 
changes.
Exemption from withholding. You may 
claim exemption from withholding for 2019 
if both of the following apply.
• For 2018 you had a right to a refund of all 
federal income tax withheld because you 
had no tax liability, and
• For 2019 you expect a refund of all 
federal income tax withheld because you 
expect to have no tax liability.
If you’re exempt, complete only lines 1, 2, 
3, 4, and 7 and sign the form to validate it. 
Your exemption for 2019 expires February 
17, 2020. See Pub. 505, Tax Withholding 
and Estimated Tax, to learn more about 
whether you qualify for exemption from 
withholding.

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

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

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

Note that if you have too much tax 
withheld, you will receive a refund when you 
file your tax return. If you have too little tax 
withheld, you will owe tax when you file your 
tax return, and you might owe a penalty.
Filers with multiple jobs or working 
spouses. If you have more than one job at 
a time, or if you’re married filing jointly and 
your spouse is also working, read all of the 
instructions including the instructions for 
the Two-Earners/Multiple Jobs Worksheet 
before beginning. 
Nonwage income. If you have a large 
amount of nonwage income not subject to 
withholding, such as interest or dividends, 
consider making estimated tax payments 
using Form 1040-ES, Estimated Tax for 
Individuals. Otherwise, you might owe 
additional tax. Or, you can use the 
Deductions, Adjustments, and Additional 
Income Worksheet on page 3 or the 
calculator at www.irs.gov/W4App to make 
sure you have enough tax withheld from 
your paycheck. If you have pension or 
annuity income, see Pub. 505 or use the 
calculator at www.irs.gov/W4App to find 
out if you should adjust your withholding 
on Form W-4 or W-4P. 
Nonresident alien. If you’re a nonresident 
alien, see Notice 1392, Supplemental Form 
W-4 Instructions for Nonresident Aliens, 
before completing this form.

Specific Instructions
Personal Allowances Worksheet
Complete this worksheet on page 3 first to 
determine the number of withholding 
allowances to claim.
Line C. Head of household please note: 
Generally, you may claim head of household 
filing status on your tax return only if you’re 
unmarried and pay more than 50% of the 
costs of keeping up a home for yourself and 
a qualifying individual. See Pub. 501 for 
more information about filing status.

Line E. Child tax credit. When you file your 
tax return, you may be eligible to claim a 
child tax credit for each of your eligible 
children. To qualify, the child must be under 
age 17 as of December 31, must be your 
dependent who lives with you for more than 
half the year, and must have a valid social 
security number. To learn more about this 
credit, see Pub. 972, Child Tax Credit. To 
reduce the tax withheld from your pay by 
taking this credit into account, follow the 
instructions on line E of the worksheet. On 
the worksheet you will be asked about your 
total income. For this purpose, total income 
includes all of your wages and other 
income, including income earned by a 
spouse if you are filing a joint return.
Line F. Credit for other dependents. 
When you file your tax return, you may be 
eligible to claim a credit for other 
dependents for whom a child tax credit 
can’t be claimed, such as a qualifying child 
who doesn’t meet the age or social 
security number requirement for the child 
tax credit, or a qualifying relative. To learn 
more about this credit, see Pub. 972. To 
reduce the tax withheld from your pay by 
taking this credit into account, follow the 
instructions on line F of the worksheet. On 
the worksheet, you will be asked about 
your total income. For this purpose, total 

Separate here and give Form W-4 to your employer. Keep the worksheet(s) for your records.

Form  W-4
Department of the Treasury  
Internal Revenue Service 

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

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

OMB No. 1545-0074

2019
1       Your first name and middle initial Last name

Home address (number and street or rural route)

City or town, state, and ZIP code

2   Your social security number

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

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

4 If your last name differs from that shown on your social security card, 

check here. You must call 800-772-1213 for a replacement card.     ▶

5 Total number of allowances you’re claiming (from the applicable worksheet on the following pages) . . . . 5
6 Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . . . . . 6 $
7 I claim exemption from withholding for 2019, and I certify that I meet both of the following conditions for exemption.

• Last year I had a right to a refund of all federal income tax withheld because I had no tax liability, and
• This year I expect a refund of all federal income tax withheld because I expect to have no tax liability.
If you meet both conditions, write “Exempt” here . . . . . . . . . . . . . . . ▶ 7

Under penalties of perjury, I declare that I have examined this certificate and, to the best of my knowledge and belief, it is true, correct, and complete.

Employee’s signature  
(This form is not valid unless you sign it.) ▶ Date ▶

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

9   First date of 
employment

10   Employer identification 
number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No. 10220Q Form W-4 (2019) 
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income includes all of your wages and 
other income, including income earned by 
a spouse if you are filing a joint return.
Line G. Other credits. You may be able to 
reduce the tax withheld from your 
paycheck if you expect to claim other tax 
credits, such as tax credits for education 
(see Pub. 970). If you do so, your paycheck 
will be larger, but the amount of any refund 
that you receive when you file your tax 
return will be smaller. Follow the 
instructions for Worksheet 1-6 in Pub. 505 
if you want to reduce your withholding to 
take these credits into account. Enter “-0-” 
on lines E and F if you use Worksheet 1-6.

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

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

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

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

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

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

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

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

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

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

A Enter “1” for yourself . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . A
B Enter “1” if you will file as married filing jointly . . . . . . . . . . . . . . . . . . . . . . . B
C Enter “1” if you will file as head of household . . . . . . . . . . . . . . . . . . . . . . . C

D Enter “1” if: { • You’re single, or married filing separately, and have only one job; or
• You’re married filing jointly, have only one job, and your spouse doesn’t work; or
• Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

} D

E Child tax credit. See Pub. 972, Child Tax Credit, for more information.
• If your total income will be less than $71,201 ($103,351 if married filing jointly), enter “4” for each eligible child. 
• If your total income will be from $71,201 to $179,050 ($103,351 to $345,850 if married filing jointly), enter “2” for each 
eligible child.

• If your total income will be from $179,051 to $200,000 ($345,851 to $400,000 if married filing jointly), enter “1” for 
each eligible child.

• If your total income will be higher than $200,000 ($400,000 if married filing jointly), enter “-0-” . . . . . . . E
F Credit for other dependents. See Pub. 972, Child Tax Credit, for more information.

• If your total income will be less than $71,201 ($103,351 if married filing jointly), enter “1” for each eligible dependent. 

• If your total income will be from $71,201 to $179,050 ($103,351 to $345,850 if married filing jointly), enter “1” for every 
two dependents (for example, “-0-” for one dependent, “1” if you have two or three dependents, and “2” if you have 
four dependents).

• If your total income will be higher than $179,050 ($345,850 if married filing jointly), enter “-0-” . . . . . . . F
G Other credits. If you have other credits, see Worksheet 1-6 of Pub. 505 and enter the amount from that worksheet 

here. If you use Worksheet 1-6, enter “-0-” on lines E and F . . . . . . . . . . . . . . . . . . G
H Add lines A through G and enter the total here . . . . . . . . . . . . . . . . . . . . . .  ▶ H

For accuracy, 
complete all 
worksheets 
that apply. {

• If you plan to itemize or claim adjustments to income and want to reduce your withholding, or if you 
have a large amount of nonwage income not subject to withholding and want to increase your withholding, 
see the Deductions, Adjustments, and Additional Income Worksheet below.

• If you have more than one job at a time or are married filing jointly and you and your spouse both 
work, and the combined earnings from all jobs exceed $53,000 ($24,450 if married filing jointly), see the 
Two-Earners/Multiple Jobs Worksheet on page 4 to avoid having too little tax withheld.

• If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form 
W-4 above.

Deductions, Adjustments, and Additional Income Worksheet
Note: Use this worksheet only if you plan to itemize deductions, claim certain adjustments to income, or have a large amount of nonwage 

income not subject to withholding.

1 
 

Enter an estimate of your 2019 itemized deductions. These include qualifying home mortgage interest, 
charitable contributions, state and local taxes (up to $10,000), and medical expenses in excess of 10% of 
your income. See Pub. 505 for details . . . . . . . . . . . . . . . . . . . . . . 1 $

2 Enter: { $24,400 if you’re married filing jointly or qualifying widow(er)
$18,350 if you’re head of household
$12,200 if you’re single or married filing separately

} . . . . . . . . . . . 2 $

3 Subtract line 2 from line 1. If zero or less, enter “-0-” . . . . . . . . . . . . . . . . . 3 $
4 Enter an estimate of your 2019 adjustments to income, qualified business income deduction, and any 

additional standard deduction for age or blindness (see Pub. 505 for information about these items) . .  4 $
5 Add lines 3 and 4 and enter the total . . . . . . . . . . . . . . . . . . . . . . 5 $
6 Enter an estimate of your 2019 nonwage income not subject to withholding (such as dividends or interest) . 6 $
7 Subtract line 6 from line 5. If zero, enter “-0-”. If less than zero, enter the amount in parentheses . . . 7 $
8 Divide the amount on line 7 by $4,200 and enter the result here. If a negative amount, enter in parentheses. 

Drop any fraction . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8
9 Enter the number from the Personal Allowances Worksheet, line H, above . . . . . . . . . . 9

10 
 

Add lines 8 and 9 and enter the total here. If zero or less, enter “-0-”. If you plan to use the Two-Earners/
Multiple Jobs Worksheet, also enter this total on line 1 of that worksheet on page 4. Otherwise, stop here 
and enter this total on Form W-4, line 5, page 1 . . . . . . . . . . . . . . . . . . . 10
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Two-Earners/Multiple Jobs Worksheet

Note: Use this worksheet only if the instructions under line H from the Personal Allowances Worksheet direct you here.

1 
 

Enter the number from the Personal Allowances Worksheet, line H, page 3 (or, if you used the 
Deductions, Adjustments, and Additional Income Worksheet on page 3, the number from line 10 of that 
worksheet) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1

2 
 

Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if you’re 
married filing jointly and wages from the highest paying job are $75,000 or less and the combined wages for 
you and your spouse are $107,000 or less, don’t enter more than “3” . . . . . . . . . . . . . 2

3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter “-0-”) 
and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . . . . . . . . . . . . 3

Note: If line 1 is less than line 2, enter “-0-” on Form W-4, line 5, page 1. Complete lines 4 through 9 below to 
figure the additional withholding amount necessary to avoid a year-end tax bill.

4 Enter the number from line 2 of this worksheet . . . . . . . . . . . 4
5 Enter the number from line 1 of this worksheet . . . . . . . . . . . 5
6 Subtract line 5 from line 4 . . . . . . . . . . . . . . . . . . . . . . . . . . 6
7 Find the amount in Table 2 below that applies to the HIGHEST paying job and enter it here . . . . . 7 $
8 Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed . . . 8 $

9 
 
 

Divide line 8 by the number of pay periods remaining in 2019. For example, divide by 18 if you’re paid every 
2 weeks and you complete this form on a date in late April when there are 18 pay periods remaining in 
2019. Enter the result here and on Form W-4, line 6, page 1. This is the additional amount to be withheld 
from each paycheck . . . . . . . . . . . . . . . . . . . . . . . . . . . 9 $

Table 1
Married Filing Jointly

If wages from LOWEST 
paying job are—

Enter on  
line 2 above

 $0  -    $5,000 0
5,001  -      9,500 1
9,501  -    19,500 2

19,501  -    35,000 3
35,001  -    40,000 4
40,001  -    46,000 5
46,001  -    55,000 6
55,001  -    60,000 7
60,001  -    70,000 8
70,001  -    75,000 9
75,001  -    85,000 10
85,001  -    95,000 11
95,001  -  125,000 12

125,001  -  155,000 13
155,001  -  165,000 14
165,001  -  175,000 15
175,001  -  180,000   16
180,001  -  195,000 17
195,001  -  205,000 18
205,001 and over      19

All Others

If wages from LOWEST 
paying job are—

Enter on  
line 2 above

$0  -    $7,000 0
7,001  -    13,000 1

13,001  -    27,500 2
27,501  -    32,000 3
32,001  -    40,000 4
40,001  -    60,000 5
60,001  -    75,000 6
75,001  -    85,000 7
85,001  -    95,000 8
95,001  -  100,000 9

100,001  -  110,000 10
110,001  -  115,000 11
115,001  -  125,000 12
125,001  -  135,000 13
135,001  -  145,000 14
145,001  -  160,000 15
160,001  -  180,000 16
180,001 and over 17

Table 2
Married Filing Jointly

If wages from HIGHEST 
paying job are—

Enter on  
line 7 above

 $0  -  $24,900         $420
24,901  -    84,450 500
84,451  -  173,900 910

173,901  -  326,950 1,000
326,951  -  413,700 1,330
413,701  -  617,850 1,450
617,851 and over 1,540

All Others

If wages from HIGHEST 
paying job are—

Enter on  
line 7 above

$0  -    $7,200 $420
7,201  -    36,975 500

36,976  -    81,700 910
81,701  -  158,225 1,000

158,226  -  201,600 1,330
201,601  -  507,800 1,450
507,801 and over 1,540

Privacy Act and Paperwork Reduction 
Act Notice. We ask for the information on 
this form to carry out the Internal Revenue 
laws of the United States. Internal Revenue 
Code sections 3402(f)(2) and 6109 and 
their regulations require you to provide this 
information; your employer uses it to 
determine your federal income tax 
withholding. Failure to provide a properly 
completed form will result in your being 
treated as a single person who claims no 
withholding allowances; providing 
fraudulent information may subject you to 
penalties. Routine uses of this information 
include giving it to the Department of 
Justice for civil and criminal litigation; to

cities, states, the District of Columbia, and 
U.S. commonwealths and possessions for 
use in administering their tax laws; and to 
the Department of Health and Human 
Services for use in the National Directory of 
New Hires. We may also disclose this 
information to other countries under a tax 
treaty, to federal and state agencies to 
enforce federal nontax criminal laws, or to 
federal law enforcement and intelligence 
agencies to combat terrorism.

You aren’t required to provide the 
information requested on a form that’s 
subject to the Paperwork Reduction Act 
unless the form displays a valid OMB 
control number. Books or records relating 

to a form or its instructions must be 
retained as long as their contents may 
become material in the administration of 
any Internal Revenue law. Generally, tax 
returns and return information are 
confidential, as required by Code section 
6103. 

The average time and expenses required 
to complete and file this form will vary 
depending on individual circumstances. 
For estimated averages, see the 
instructions for your income tax return.

If you have suggestions for making this 
form simpler, we would be happy to hear 
from you. See the instructions for your 
income tax return.



DIRECT DEPOSIT AUTHORIZATION

PRINT or TYPE

Name ______________________________________  Social Security No./employee iD No. ____________________

DiStrict ___________________________________  work Site ______________________________________________

i hereby authorize the above named District and the San Diego county office of education (SDcoe) and/or thier agents, to initiate electronic deposits via 
the automated clearing House (acH) and, as necessary, debit corrections to previous deposits, to the folowing account(s).

I understand:

• Direct	deposit	status	is	not	activated	until	my	regular	payroll	cycle	following	a	$0	test	transaction	(approx.	30	days).
• I	must	submit	a	new	authorization	form	if	I	close/change	my	account	(name,	branch,	,etc.);	failure	to	do	so	may	result	in	a	deposit	delay.
• Direct	deposit	status	will	be	temporarily	suspended	if	wages	are	garnished	and/or	the	Credentials	Unit,	SDCOE,	places	a	hold	on	the	warrant.
• It	is	my	responsibility	to	keep	apprised	of	any	deposit(s)	made	to	my	account(s)	including	dates	and	amounts	of	any	such	deposit(s).

i agree to hold harmless and indemnify the District and SDcoe and their officers, employees and agents from any claim or demand of whatever nature, 
including	those	based	upon	negligence	of	the	District	and	SDCOE	and	their	officers,	employees,	and	agents	for	failure	or	delay	in	making	deposits	and/or	
corrections to deposits as herein authorized.

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

Signature: _______________________________________________________________ Date:  __________________________________________

Name of Financial institution _________________________________________________________________________________________________

address of Financial institution _______________________________________________________________________________________________

Financial institution transit routing No. 

IF DEPOSITING TO A CHECKING/SHARE DRAFT ACCOUNT, ATTACH A VOIDED CHECK TO THIS FORM.
IF DEPOSITING TO A SAVINGS ACCOUNT, FINANCIAL INSTITUTION PROVIDES TRANSIT ROUTING NUMBER.

DEPOSIT INSTRUCTIONS: q  New ACH Set Up q  ACH Amount Change q  ACH Cancellation
        (Prenote Needed)         (No Prenote needed)        

Checking

Net	Check,	or

$	________________

										Checking	Account	Number

Savings

Net	Check,	or

$	________________

          Savings account Number

ATTAch voIdEd blANk

chEck hERE

if required

Jane A. Doe
1000 Main St.
Anywhere, U.S.A. 10001

  __________________20_____
PAy to the 
orDer of____________________________________________________________$________________

_______________________________________________________________________________ DollArS

MeMo____________________________        ____________________________________________________

     transit routing No.            Account No. Check No.

Form 224 - BuS
SDCOE	11/08

white - District
yellow - employee



Vista Unified School District 
Payroll Department 

DESIGNATION OF BENEFICIARY 
PAY WARRANT 

As provided in Section 53245 of the California Government Code, in the event of my death, I hereby 
designate the following person to receive all warrants or checks that will be payable to me from: 

VISTA UNIFIED SCHOOL DISTRICT 

NAME OF DESIGNEE  

PHONE NUMBER  

ADDRESS  

CITY       STATE   ZIP CODE  

In the event that the person indicated above predeceases me I hereby designate the following person 
as a secondary beneficiary. 

NAME OF SECOND DESIGNEE 

PHONE NUMBER  

ADDRESS  

CITY       STATE   ZIP CODE  

This designation form cancels and replaces any designation previously signed for this purpose and 
shall remain in effect until cancelled in writing. 

On sufficient proof of identity, the appointing power shall release the warrants or checks to the above 
designee. The designee who receives a warrant or check is entitled to negotiate as if the payee. 

EMPLOYEE NAME 

DATE 

SIGNATURE  

NOTE: IT IS IMPORTANT THAT YOU UPDATE THIS FORM WHEN CHANGES OCCUR THAT WOULD AFFECT YOUR DESIGNATION OF BENEFICIARY. 









Form032014 

compensation: Pre-Designation of Personal Physician 
If you have health insurance and you are injured on the job you have the right to be treated immediately by your personal physician (M.D., D.O), or 
medical group, if you notify your employer, in writing, prior to the injury.  Per Labor Code 4600 to qualify as the your predesignated, personal 
physician, the physician must agree, in writing, to treat you for a work related injury, must have previously directed your medical care and 
must retain your medical history and records.   Your predesignated physician must be a family practitioner, general practitioner, board certified or 
board eligible internist, obstetrician-gynecologist or pediatrician. Your “personal physician” may be a medical group if it is a single corporation or 
partnership composed of licensed doctors or medicine or osteopathy, which operates an integrated multi-specialty medical group providing 
comprehensive medical services predominantly for non-occupational illnesses and injuries. 

This is an optional form that can be used to notify your employer of your personal physician.  You may choose to use another form, as long as you 
notify your employer, in writing, prior to being injured on the job and provide written verification that your personal physician meets the above 
requirements and agrees to be predesignated.   Otherwise, you will be treated by one of your employers’ designated workers’ compensation medical 
providers. 

EMPLOYEE NAME & ADDRESS: 
______________________________________________________________________________ 

 I acknowledge receipt of this form and elect not to predesignate my personal physician at this time.  I understand that I will receive
medical treatment from my employers’ medical provider.   I understand that, at any time in the future, I can change my mind and
provide written notification of my personal physician. I understand that the written notification must be on file prior to an industrial
injury.
Employee Signature: __________________________________________________________ Date: ______________

 If I am injured on the job, I wish to be treated by my personal physician*:

Name of Physician or Medical Group ________________________________________   Phone Number  ___________________ 

Address _________________________________________________________________________ 
*This physician is my personal primary care physician who has previously directed my medical care and retains my medical history and
records. 

 Name of Insurance Company, Plan, or Fund providing health coverage for non-occupational injuries or illnesses:  

________________________________________________________________________________________________________ 

  Employee Signature: __________________________________________________________ Date: ______________ 

A Personal Physician must be willing to be predesignated and treat you for a workers’ compensation injury. 
The remainder of this form is to be completed by your physician and returned to your Employer. 

P E R S O N A L   P H Y S I C I A N   A C K N O W L E D G E M E N T 
Per Labor Code 4600 to qualify you must meet the criteria outlined above.  You are not required to sign this form, however, if you or your designated 
employee, does not sign, other documentation of the physicians’ agreement to be predesignated will be required pursuant to Title 8, California Code of 
Regulations, section 9780.1(a)(3).  

PERSONAL PHYSICIAN OR MEDICAL GROUP NAME: _________________________________________________________ 

 I agree to treat the above named employee in the event of an industrial accident or injury. I meet the criteria outlined above. I agree to
adhere to the Administrative Director’s Rules and Regulations, Section 9785, regarding the duties of the employee-designated physician.

______________________________________________________ _______________________ 
      (Physician or Designated Employee of the Physician or Medical  Group)         Date 

Please return completed form to: 
Vista Unified School District, Human Relations, 1234 Arcadia Avenue, Vista, CA 92084 Fax 760-631-4537 



Board Members 
Rich Alderson 

Angela D. Chunka 
Jim Gibson 

Carol Weise Herrera 
R. Elizabeth Jaka 

 
 

Superintendent 
Dr. Devin Vodicka 

 

Human Relations 
1234 Arcadia Ave, Vista, CA 92084-3404 

(760) 726-2170  
www.vistausd.org 

 
 
 
 
 
 
 

Dear Employee: 
 
The Vista Unified School District values your services to the students of the District.  For many 
of you, the substance of this letter may appear as though it does not apply to you.  However, 
these issues are important rules of law that apply to all public service employees. 
 
Vista Unified School District (“District”) views the matter of conflicts of interest seriously.  
Conflicts of interest can compromise the integrity of District assets and give rise to the 
appearance of improprieties.  The District’s conflict of interest policies are governed by Board 
Bylaw No. 9270 and Administrative Procedure No. 3312.  All employees should familiarize 
themselves with Board Bylaw No. 9270 and Administrative Procedure No. 3312.  In addition, 
the District has provided a brief summary of the conflict policies below. 
 
The California legislature has expressly noted that: “No public official at any level of state or 
local government shall make, participate in making, or in any way attempt to use his official 
position to influence a government decision in which he knows or has reason to know he has a 
financial interest” (Government Code 87100).  A school district is a local governmental agency 
(Government Code 94951) and school employees are “public officials” (Government Code 
82048).  Thus, the law governing conflicts is applicable to all school employees.  The District 
has codified these laws in both Board Bylaw No. 9270 and Administrative Procedure No. 3312. 
 
Pursuant to Administrative Procedure 3312, “The District may not enter into a contract or 
agreement with any individual, firm, or organization that has a financial relationship with a 
school District Board Member, employee, or consultant acting on behalf of the District.”  
Administrative Procedure 3312 further states, “…employees or a district … shall not be 
financially interested in any contract made by them in their official capacity or by anybody or 
board of which they are members.”  Board Bylaw 9270 expressly requires a District employee to 
disclose any reasonably foreseeable interests that may be materially affected by the operations of 
the District. 
 
Please review the District policies and direct any questions or concerns you may have with the 
Human Relations Department.   All Board Bylaws and Administrative procedures can be 
accessed through the internet at: http://www.vistausd.org/boardpolicy 
 
I understand the District Conflicts of Interest policy and my responsibility to disclose any 
reasonably foreseeable interests (employee personally benefits financially) that may be 
materially affected by the operations of the District.  (Please use the back of this letter to 
disclose these interests.)  I understand that any inquiries I may have regarding conflicts 
should be directed to the Assistant Superintendent Human Relations. 
 
Signature of Employee:         Date:   
 
Printed Name:          Site:           
 

The purpose of the Vista Unified School District is to inspire each and every student to 
persevere as critical thinking individuals who collaborate to solve real world problems. 

 

http://www.vistausd.org/


VISTA UNIFIED SCHOOL DISTRICT 
 

OATH OF ALLEGIANCE FOR PERSONS EMPLOYED BY A SCHOOL DISTRICT 
(Required by Chapter 8 Division, Title 1 of Government Code) 

 
 
I, _________________________ do solemnly swear (or affirm) that I will support and defend the   
      (Print Name) 
 

Constitution of the United States and the Constitution of the State of California against all enemies, foreign and 
domestic; that I will bear true faith and allegiance to the Constitution of the United States and the Constitution 
of the State of California; that I take this obligation freely, without any mental reservation or purpose of 
evasion; and that I well and faithfully discharge the duties upon which I am about to enter.  
 
 
___________________________________________ 
Signature of Employee 

 
 
 
 
 
 

DECLARATION OF PUBLIC EMPLOYEE AS DISASTER SERVICE WORKERS 
(Required by Government Code 3100-3102 of the State of California) 

 
 
It is hereby declared that the protection of the health and safety and preservation of the lives and property of the 
people of the state from the effect of natural, manmade, or war-caused emergencies which result in conditions 
of disaster or in extreme peril to life, property, and resources is of paramount state importance requiring the 
responsible efforts of public and private agencies and individual citizens, in furtherance of the exercise of the 
police power of the state in protection of its citizens and resources, all public employees are hereby declared to 
be disaster service workers subject to such disaster service activities as may be assigned to them by their  
superiors or by law. 
 
 
____________________________________________    
Signature of Employee 

 
Subscribed and sworn to before me on ___________________________, 20____ 
 
 
__________________________________  __________________________________ 
Signature of Authorized Official    Title 
 
 
 
 
 
 
cc:  Personnel File         Date:  05/2014 
 



VISTA UNIFIED SCHOOL DISTRICT  

NOTICE TO ALL EMPLOYEES   

DRUG-FREE WORKPLACE  

It is the policy of the VISTA UNIFIED SCHOOL DISTRICT to prohibit in its workplace or facilities the 
unlawful manufacture, distribution, dispensation, possession or use of a controlled substance, in 
accordance with the DRUG-FREE WORKPLACE ACT OF 1988. Although California law permits 
recreational and medicinal uses of marijuana by adults over the age of 21, the VISTA UNIFIED 
SCHOOL DISTRICT does not permit its employees to possess, use or be under the influence of 
marijuana at a school district workplace or during an employee's work hours, including if the 
marijuana was otherwise used or obtained in compliance with California law.  The federal Controlled 
Substances Act continues to treat marijuana as a schedule 1 controlled substance. 

In keeping with the provisions of these acts, the VISTA UNIFIED SCHOOL DISTRICT 
hereby notified its employees: 

1. The unlawful manufacture, distribution, dispensing, possession or use of a 
controlled substance, as well as marijuana recommended by a physician or for 
recreational use in compliance with California law, is prohibited in any and all 
district workplaces; 

2. Violation of paragraph one (1) by an employee will result in appropriate discipline up 
to and including termination; 

3. Employees will notify the Superintendent of any criminal drug statute conviction for a 
violation occurring in the workplace no later than five (5) days after such conviction. 

4. Within thirty (30) days of receiving the notice required by paragraph three (3), the 
District shall: 

a. Take appropriate disciplinary action as specified in paragraph two (2); and or: 
b. Require such employee to participate satisfactorily in a drug abuse assistance or 

rehabilitation program approved for such purpose by a Federal, State, law 
enforcement, or other appropriate agency. 

5. The Board of Trustees of the Vista Unified School District have established a drug-free 
awareness program through its Employee Assistance Service Program. The District will inform 
its employees of the dangers of drug abuse in the workplace or facility of the District, and will 
inform employees of any available drug counseling, rehabilitation and employee assistance 
programs. 
 

I have read and understand the foregoing, and have been given a copy of this document. 

 
Signature of Employee  ____________________________________ Date ____________   



Vista Unified School District 
1234 Arcadia Avenue 
Vista, CA 92084-3404 

 

Acknowledgement of Prospective Employee 

I        hereby acknowledge that I have read and 
understand this statement. I have knowledge of the provisions of California Penal Code Section 
11166 – Suspected Child Abuse Report, which requires this action and will comply with its 
provisions. I acknowledge receipt of a copy of this statement. I understand this Statement 
required by law to remain on file with my employer.  

              
Name of Employee (Please print)   Signature of Employee 
 
              
Date       Position of Employment 



Vista Unified School District 
Certificated Human Relations 

 
Name: _______________________________ Date of Birth: ____________________________________ 
 

 Classified:      Certificated:        
 
Federal Race and Ethnicity Questionnaire 

 

Ethnicity: Is this staff member Hispanic or Latino? (Select only one) 
  No, not Hispanic or Latino  Yes, Hispanic or Latino - A person of Cuban, Mexican, Puerto Rican, South 

or Central American, or other Spanish culture or origin, regardless of race. 
 

The above part of the question is about ethnicity, not race. No matter what you selected above, please continue to 
answer the following by marking one or more boxes to indicate what you consider your race to be. 
 

Race:  What is the race of this staff member? (Select one or more) 
 American Indian or Alaska Native - A person having origins in any of the original peoples of North and South 

America (including Central America), and who maintains a tribal affiliation or community attachment. 
 

 Asian Indian - A person having origins in any of the 
original peoples of Far East, Southeast Asia. 

 Cambodian - A person having origins in any of the original 
peoples of Cambodia. 

 Filipino - A person having origins in any of the 
original peoples of the Philippine Islands. 

 Chinese - A person having origins in any of the original 
peoples of China. 

 Japanese - A person having origins in any of the 
original peoples of Japan 

 Hmong - A person having origins in any of the original 
peoples of Hmong.  

 Korean - A person having origins in any of the 
original peoples of Korea  

 Laotian - A person having origins in any of the original 
peoples of Laos. 

 Vietnamese - A person having origins in any of 
the original peoples of Vietnam 

 Other Asian - A person having origins in any of the original 
peoples of India, Malaysia, Pakistan, and Thailand 

 

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

 Guamanian - A person having origins in any of the 
original peoples of Guam. 

 Hawaiian - A person having origins in any of the original 
peoples of Hawaii. 

 Samoan - A person having origins in any of the 
original peoples of Samoa. 

 Other Pacific Islander - A person having origins in any 
of the original peoples of Pacific Islands. 

 Tahitian - A person having origins in any of the original peoples of Tahiti 
 

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

Handicapped/Disabled:  YES  NO  
Indicate type and extent of handicap: ___________________________________________________________ 
 

Please check the box(es) which best describe how you received information regarding this position: 
 VUSD HR Department    A work site in VUSD 

 

 An employee of VUSD    VUSD website 
 

 edjoin.org      Twitter 
 

 Advertisement in (name): __________________________________________________________________ 

Federal law requires the District to maintain information by race, sex, and national origin (ethnic group) for record-keeping 
purposes in compliance with the law. State (section 1233, California Government Code) and Federal laws permit this data to 
be obtained through voluntary self-identification. We ask your assistance in providing this necessary information, which will 
enable us to complete required reports and to monitor our applicant flow and selection process. 
 

A separate file will be established for these forms, and none of the information will be used to discriminate against or give 
preference to any individual in any personnel transaction. 



REPORT OF A NEW EMPLOYEE 

EMPLOYER INFORMATION 

____________ 800-9482-4      N/A 95-6003432 
Date   CA Employer Acct. #  Branch Code Federal ID # 

Vista Unified School District (760) 726-2170 ext. 
Business Name  Contact Person Telephone # 

1234 Arcadia Avenue Vista California 92084-3404 
Address  City   State    Zip Code 

EMPLOYEE INFORMATION 

________________________ ______ ______________________________ 
Employee First Name Middle Initial Employee Last Name 

______________________ ______________________________ __________ 
Social Security # Street Address Unit/Apt # 

________________________________ _____  ____________ _____ __________ 
City State     Zip Code     Start of Work Date 



PLEASE ALLOW APPROXIMATELY 30 MINUTES FOR DRUG SCREENING PROCEDURES. 

FAILURE TO COMPLY WITH VISTA UNIFIED SCHOOL DISTRICT’S DRUG SCREENING POLICY 
WILL RESULT IN A WITHDRAWAL OF EMPLOYMENT. 

All employees are required to take a drug screening test at District cost.  You MUST complete your drug 
testing WITHIN TWO (2) BUSINESS DAYS OF NOTIFCATION by the Human Relations Department.  A photo ID 
will need to be presented at time of testing.   

NAME: _______________________________________    POSITION: ____________________________________ 

NOTIFICATION DATE: ____________________________   COMPLETION DATE: ____________________________ 

OCEANSIDE LOCATION 
Monday – Friday 8:00 AM- 6:00 PM 

Saturday 9:00 AM – 2:00 PM 

2122 S. El Camino Real, Ste. 100 
Oceanside, CA 92054 

760-681-5222 
760-681-5151 Fax 

*** 
Driving Directions: 
78 West Freeway 

Exit left at El Camino Real 
Head north for ½ mile 

WorkPartners is on the right 

VISTA LOCATION 
Monday – Friday 8:00 AM- 6:00 PM 

2365 S. Melrose Drive 
Vista, CA 92081 
760-571-5910 

760-597-0349 Fax 
*** 

Driving Directions: 
78 East Freeway 

Exit right at Sycamore Ave. 
Continue for 2.3 miles 
Cross S. Melrose Drive 

Turn left into parking lot 

I HAVE READ AND UNDERSTAND THE FOREGOING AND HAVE BEEN GIVEN A COPY OF THIS DOCUMENT. 

Signature _______________________________________________     Date:  ____________________________ 

DRUG SCREENING AUTHORIZATION FORM
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