
Name:________________________________  Date:____________________________

How did you hear about this substitute position?:______________________________

All items below must be completed before you are eligible for hire.

FORMS TO COMPLETE:

Application Pre-Designation (optional)

Data Collection Understanding of Responsibility

41-4: Credential Application Oath

only for non-credentialed subs

Warrant Designation Reasonable Assurance

W-4 STRS - Election Form

SSA-1945: Alternative SS Form Sub Info Sheet

Staff Acceptable Use Agreement DOCUMENTATION:

Workers Comp Information Driver’s License / Photo ID

I-9 Social Security ID

Contact Data

 for non-credentialed subs

OTHER REQUIREMENTS:

Fingerprint Clearance Date (STATE):  _________________

for non-credentialed subs

Fingerprint Clearance Date (DISTRICT):________________

TB Test Date:__________________

COMPLETE THIS PACKET AND RETURN TO HUMAN RESOURCES DEVELOPMENT

First date worked:_________________________  Site:_______________________

CREDENTIAL:______________________________  EXPIRES:____________________

Office Use Only:

SFE

Email SFE Date

HRS 

BONITA UNIFIED SCHOOL DISTRICT

CERTIFICATED SUBSTITUTE REQUIREMENTS

Original CBEST and Transcript or Diploma

Child Abuse Mandated Reporter Training Completion Certificate



HUMAN RESOURCES DEVELOPMENT

BONITA UNIFIED SCHOOL DISTRICT
Office use only:

115 W. Allen Avenue

San Dimas, CA 91773

(909) 971-8340 Assistant Superintendent Initial For Approval:

APPLICATION FOR CERTIFICATED EMPLOYMENT

PRINT LEGIBLY IN BLUE OR BLACK INK.

Date available: 

Name:

Last First Middle

Address:

Number Street

City State Zip

Social Security #:  Telephone #: 

Email Address:

Experience: Please list your last three positions starting with the most recent.

Total Yrs. Mos. Employer Name/Address Phone

Dates From To Supervisor

Job title Salary

Duties Reason for leaving

Total Yrs. Mos. Employer Name/Address Phone

Dates From To Supervisor

Job title Salary

Duties Reason for leaving

Total Yrs. Mos. Employer Name/Address Phone

Dates From To Supervisor

Job title Salary

Duties Reason for leaving

Education: Circle highest year completed or appropriate certificate. 

CURRENT CERTIFICATIONS:

SCHOOL NAME

YEARS COMPLETED

DIPLOMA/DEGREE

COURSE OF STUDY

Applicant must complete both sides of application

Bilingual Skills (Circle appropriate ability)

9   10   11   12

Yes - No

HIGH SCHOOL COLLEGE/UNIVERSITY

1     2     3     4 

Yes - No

The Bonita Unified School District is an equal opportunity employer and does not discriminate on the basis of any class protected by law.



Language: Speak            Read   Write

Language: Speak            Read   Write

Please answer all questions below with explanations, if requested.  An adverse answer does not disqualify you

from consideration, but may be discussed with you by the Assistant Superintendent of Human Resources.

A.  As an adult, have you ever been convicted of an offense other than a minor traffic violation?

If yes, give date, place, offense, and fine or sentence in each instance: YES NO

B.  Have you ever been discharged or forced to resign from a job?

If yes, give name of employer and explain situation: YES NO

C.  Are you related to or know any present employee of this district?

If yes, state name and relationship: YES NO

D.  Have you ever been employed by this district?

If yes, give job title, location and dates employed: YES NO

E.  May we contact your present employer?

YES NO

F.  Can you provide documents to verify your identity and authorization to work in the United States?

YES NO

Documents may include, but are not limited to:  Birth Certificate or Social Security Card and Driver's License;

Citizenship or Naturalization certificate; Passport or Alien registration card; other approved documents.

G.  Do you know of any reason why you cannot perform the essential functions of the job

for which you are applying, with or without reasonable accommodations? YES NO

Please describe any accommodations required below.

If you require special accommodation for testing or interviews due to a disability, please inform us by the end of the filing period so we may meet your needs.

Applicant's Declaration

I declare that the information in this application is true and correct to the best of my knowledge and I authorize the investigation of all statements herein

recorded. I release from all liability persons and organizations reporting information required by this application. I understand that I will be subject to

disqualification or dismissal if any statement in this application is found to be untrue.

Note: Employees are required to have their fingerprints processed, take a Mantoux TB test and file the results with the school district.

Offers of employment may be made contingent upon the passage of a physical examination.

Signature Date

The Bonita Unified School District is an equal opportunity employer and does not discriminate on the basis of any class protected by law.



BONITA UNIFIED SCHOOL DISTRICT 

  RACE & ETHNICITY DATA COLLECTION 

 

Schools and Districts are now required to collect this data per California Government Code 8310.5.  Final guidance 

issued in the Federal Register on October 19, 2007 (72 Fed. Reg. 59267) on the collection and reporting of racial 

and ethnic data by educational institutions and other grantees now allows individuals to self-identify their ethnicity 

and race, and select more than one race and/or ethnicity.  This change permits individuals to more accurately 

reflect their racial and ethnic background by not limiting responses to only one racial or ethnic category. 

 

Name:  _______________________________________________________________________________ 

 Last      First     Middle 

Section A 

ETHNICITY (Select only one): 

_____  No, not Hispanic or Latino 

_____  Yes, Hispanic or Latino 

Section A of this questionnaire is about ethnicity, not race.  No matter your selection above, please 

continue to Section B and mark one or more choices to indicate what you consider your race to be. 

Section B 

RACE (Select one or more): 

 _____  American Indian/Alaskan Native 

 _____  Asian Indian 

 _____  Black/African American 

 _____  Cambodian 

 _____  Chinese 

 _____  Filipino 

 _____  Guamanian 

 _____  Hawaiian 

 _____  Hmong 

 

_____  Japanese 

_____  Korean 

_____  Laotian 

_____  Other Asian 

_____  Other Pacific Islander 

_____  Samoan 

_____  Tahitian 

_____  Vietnamese 

_____  White 
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APPLICATION FOR CREDENTIAL AUTHORIZING PUBLIC SCHOOL SERVICE 
(For Privacy Act Notification see Application Instructions) 

 

 

 

 

 

 
1. PERSONAL INFORMATION (type or print) 

  

Social Security or Individual Tax ID Number: Date of Birth: (mm/dd/yyyy)  

Applicant’s Name: 

                                                           First                                  Middle                                    Last 

Former/Maiden Name(s): County or District of Employment:  

Address: 

City: State: Zip: 

Home Phone: Work Phone: Message Phone: 

Email Address: 

2. CREDENTIAL TYPE (choose only one type below)   OPTIONS: 

Substitute Permits (PT)
 

English Learner Authorizations 
 
 
BILINGUAL AUTHORIZATION – Specify Language 
 

Single Subject (Secondary Teaching) 
 
 
Specify Subject (If you are requesting more than one subject, enter it in 
Comments.) 
 
 
Specify World Language other than English (if applicable) 
 
 
      English Learner Authorization Term 

BILINGUAL AUTHORIZATION – Specify Language 
 

Services Credentials 
 
 
    Term  

Specify Other Health Services  
 
 
 

Child Development Permits (PK)
 

Multiple Subject (Elementary Teaching) 
 
 
      English Learner Authorization Term 

BILINGUAL AUTHORIZATION – Specify Language 
 

      School-Age Emphasis 
 
 

Designated Subjects (PW) 
 
 
Subject(s)                                                            Term  
 
 
 

Supplementary Authorization(s) (PJ)
 
 

Subject Matter Authorization(s) (PJ)
 
 

CTC Use Only 

 

Education Specialist (Special Education) 
(If you are requesting more than one specialty area, enter it in Comments.) 
 
 
Specify Specialty Area 
 
 
        English Learner Authorization Term 

      Other Specialist Credentials 
 
 
        Added Authorizations (AASE) 

CTC Use Only  

 IHE/County/District Use Only
 

 
Issuance 
Date:____________________________ 

Email 

Address:_________________________ 

 

Mail application and payment 
(check or money order) to:  
Commission on Teacher Credentialing 
Certification Division 
1900 Capitol Avenue 
Sacramento, California 95811-4213 

           
Appeal:__________________ 

Route to: ________________ 

  

Commission Use Only: Fee Information 

APP  FP  Other  
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4. PROFESSIONAL FITNESS QUESTIONS  
 

Answers to the following questions are required. If you answer yes to any question, you must complete the 
corresponding Professional Fitness Explanation Form.  
 
Before granting your application, the Commission will review, at a minimum: 

 Federal Bureau of Investigation criminal history (rap sheet) 

 California Department of Justice criminal history (rap sheet) 

 International database of teacher misconduct maintained by the National Association of State Directors of 
Teacher Education and Certification (NASDTEC)  

 Previous reviews by the Commission 

 Complaints from others 

 Notifications from school districts 

 Teacher preparation test score violations 
 

You must disclose misconduct, even if: 

 It happened a long time ago 

 It happened in another state, federal court, military or jurisdiction outside the United States 

 You did not go to court and your attorney went for you 

 You did not go to jail or the sentence was only a fine or probation 

 You received a certificate of rehabilitation 

 Your conviction was later dismissed (even if under Penal Code section 1203.4), expunged, set aside or the 
sentence was suspended 
  

 Warning: ou will be required to sign your application under penalty of perjury; by doing so you are also stating: 

 

     Failure to disclose any information requested is falsification of your application and the Commission may reject  
or deny your application or take disciplinary action against your credential 

 

            
 

 

 
3. CHILD DEVELOPMENT PERMIT RENEWAL SELF-VERIFICATION 
  

As the holder of a Child Development Permit (any level except the Associate Teacher Permit) you must complete a specific number 
of planned and approved professional growth activities for each five-year renewal. These activities must be recorded on the 
Professional Growth Plan and Record form. As the holder of a Child Development Permit choosing to self-verify completion of these 
requirements, you may be subject to an audit. The Commission reserves the right to request submission of these forms for auditing 
purposes any time within one year following submission of this application. If the Commission determines through its audit that you 
did not complete the professional growth requirements, your permit will not be renewed and you may be subject to adverse action 
on other credentials you currently hold. You must retain your Professional Growth Plan and Record form for one year following the 
submission of this application. 

 
DECLARATION: 
I certify (or declare) that I have read the above and completed the following for this renewal of my clear credential: 
 
I have completed __________ hours of professional growth activities         
 
My Professional Growth Advisor is ___________________________________________    ____________________________         
                                                                                             Advisor’s Name                          Advisor’s Phone Number 
 

     That you understand any and all instructions related to your application;  

     That the information you provide is true and correct; 
 

     The Commission may reject your application if it is incomplete and it will be delayed; 
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a.  Have you ever been: 

 dismissed or, 

 non-reelected or, 

 suspended without pay for more than ten days, or 

 retired or, 

 resigned from, or otherwise left school employment 

because of allegations of misconduct or while allegations of misconduct were pending? 

Yes                                           No 
 

b.   Have you ever been convicted of any felony or misdemeanor in California or any other place?  

You must disclose: 

 all criminal convictions 

 misdemeanors and felonies 

 convictions based on a plea of no contest or nolo contendere 

 convictions dismissed pursuant to Penal Code Section 1203.4 

 driving under the influence (DUI) or reckless driving convictions 

 no matter how much time has passed 
 

You do not have to disclose: 

 misdemeanor marijuana-related convictions that occurred more than two years prior to this application, except 
convictions involving concentrated cannabis, which must be disclosed regardless of the date of such a 
conviction. 

 infractions (DUI or reckless driving convictions are not infractions) 

Yes     No 
 

c.   Are you currently the subject of any inquiry or investigation by any law enforcement agency or any licensing agency 
in California or any other state? 

 

Yes     No 
 

d.   Are any criminal charges currently pending against you? 

 

Yes     No 
 

e.   Have you ever had any credential, including but not limited to, any Certificate of Clearance, permit, credential, 
license or other document authorizing public school service, revoked, denied, suspended, publicly reproved, and/or 
otherwise subjected to any other disciplinary action (including an action that was stayed) in California or any other 
state or place? 

Yes     No 
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f.   Have you ever had any professional or vocational (not teaching or educational) license revoked, denied, suspended, 
and/or otherwise subjected to any other disciplinary action (including an action that was stayed) in California or any 
other state or place? 

Yes     No 
 

 

 

5. CHILD ABUSE AND NEGLECT MANDATED REPORTING 
  

As a document holder authorized to work with children, it is part of my professional and ethical duty to report every 
instance of child abuse or neglect known or suspected to have occurred to a child with whom I have professional 
contact. 
 
I understand that I must report immediately, or as soon as practicably possible, by telephone to a law enforcement 
agency or a child protective agency, and will send a written report and any evidence relating to the incident within 36 
hours of becoming aware of the abuse or neglect of the child. 
 
I understand that reporting the information regarding a case of possible child abuse or neglect to an employer, 
supervisor, school principal, school counselor, coworker, or other person is not a substitute for making a mandated 
report to a law enforcement agency or a child protective agency. 
 
I understand that the reporting duties are individual and no supervisor or administrator may impede or inhibit my 
reporting duties. 
 
I understand that once I submit a report, I am not required to disclose my identity to my employer. 
 
I understand that my failure to report an instance of suspected child abuse or neglect as required by the Child Abuse 
and Neglect Reporting Act under Section 11166 of the Penal Code is a misdemeanor punishable by up to six months in 
jail or by a fine of one thousand dollars ($1,000), or by both that imprisonment and fine. 
 
I acknowledge and certify that as a document holder, I will fulfill all the duties required of a mandated reporter. 
 

 I agree 
 

Before submit t ing, please review the applicat ion for completeness: 

1) Personal information with correct SSN, date of birth, and email address filled in on page 1 
2) Type of credential clearly marked on page 1 (use box below for additional subject/authorization requests) 
3) All Professional Fitness Questions marked Yes or No on pages 3 and 4 
4) Read and agreed to your responsibilities as a mandated reporter 
5) Payment (check or money order attached to the front of this form). See Credential Leaflet CL-659 for fee 

schedule. 
 

Checks or money orders may be made payable to the Commission on Teacher Credentialing. The Commission does 

not  accept cash payments. All application fees are non-refundable.   
 
Applications submitted that are incomplete or without the appropriate fee included will not be processed and will 
be returned. 
 
6. OATH AND AFFIDAVIT   
 

I solemnly swear (or affirm) that I will support the Constitution of the United States of America, the Constitution of the State of 
California, and the laws of the United States and the State of California. I hereby certify (or declare) under penalty of perjury under 
the laws of the State of California that all the foregoing statements in this application are true and correct. 
  

 

Date _________________ City ____________________________________________   County ____________________  State ________ 

 

SIGNATURE OF APPLICANT __________________________________________________________________________________________ 
 

 
 

(where you sign the form)    
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7. EMPLOYING AGENCY INFORMATION 

 

This section must be completed for all credential, certificate, and permit types where service is restricted to an employing agency. 
 

County CDS Code _________________________________ School District CDS Code ______________________________ 

 

Charter School/Non-Public School or Agency/Statewide Agency Name ____________________________________________ 
   

 

Applications for One-Year Nonrenewable Credentials, Provisional Internship Permits, Short-Term Staff Permits, Limited Assignment   
Permits, and Emergency Permits (except 30-Day or  Prospective Substitute Teaching Permits), must be filed through the employing     
agency. Employers must have an annual Declaration of Need for Fully Qualified Educators on file with the Commission prior to the   
submission of any applications for Limited Assignment or Emergency Permits.  
 

Comments/Additional Subject Requests: 

 

 

 

 

 

 

 

 

 

  

 



BONITA UNIFIED SCHOOL DISTRICT 

 

115 West Allen Avenue   San Dimas, California 91773   (909) 971-8200   FAX (909) 971-3849 

 

 

 
 

WARRANT RECIPIENT DESIGNATION 
 

 

 

In the event of your death, money may be owed to you as an employee of our district.  The form below permits 

immediate release of any warrants (pay check or other monies) to a person you designate.  This can often 

greatly assist in time of family stress or financial need.  Please complete the form and return it to Human 

Resources Development. 

 

As provided in Section 53245 of the California Government Code, in the event of my death, I hereby designate 

the following person (designee) to receive any and all warrants payable to me: 

 

(Please print legibly) 

 

 Name of Designee       _______   

 

 Relationship        ________  

 

 Address         _____________ 

 

 City   _______ _________ State  ___  ZIP  ___  

 

 

This designation form revokes and replaces any designation previously signed for this purpose and shall remain 

in effect until cancelled in my writing.  It is understood and agreed that the school district/agency is not 

obligated to deliver said warrants to the designee unless the designated person claims such warrants from the 

school district and provides proof of identity.  A person so designated may negotiate the warrant(s) as if the 

payee. 

 

(Please print legibly) 

 

 School District/Agency         _____________ 

 

 Employee Name         ______ 

 

 Date      _______________________________________ 

 

 Employee Signature           

                                                            (Signature Required) 







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 





BONITA UNIFIED SCHOOL DISTRICT 
 
 
 
I have received the WellComp Medical Provider brochure along with the Facts 
About Workers’ Compensation brochure. 
 
 
 
Print Name:  ________________________________ 
 
 
Signature:  __________________________________ 
 
 
Date:  ______________________________________ 









BONITA UNIFIED SCHOOL DISTRICT 

 

115 West Allen Avenue   San Dimas, California 91773   (909) 971-8200   FAX (909) 971-3829 

 

 

CONTACT DATA 

(Print Legibly) 

 

 

 

Social Security Number __________ - __________ - __________ 

 

Prefix __________          Suffix __________ 
                    (Mr., Mrs., Miss)                   (Jr., Sr.) 

 

Last Name ______________________ First Name ______________________ MI _____ 

 

Current Address __________________________________________________________ 

 

City ________________________________ State __________ Zip Code _____________ 

 

Home Phone Number   ________________________ 
                        

 

Cell Phone Number     ________________________ 

                          

Email Address   __________________________________ 

 

 

 

Name of Emergency Contact ________________________________________ 

 

Relationship _______________________ 

 

Emergency Contact Phone Number   _______________________    

     

                        

 

 

Office Use Only: 

 

Access ID #  ___________________ 

 







 

           BONITA UNIFIED SCHOOL DISTRICT 
 

                     115 West Allen Avenue   San Dimas, California 91773  (909) 971-8200  Fax (909) 971-8329 
 

 
 

 

The Bonita Unified School District is an equal opportunity employer and does not discriminate on the basis of any class protected by law. 

 

 

 

Acknowledgement of Receipt and Review of Materials, Attendance at Training and 

Understanding of Responsibility 
 
 
Employees who are mandated reporters, as defined by law and District regulation, are 
obligated to report all known or suspected incidents of child abuse and neglect.  Mandated 
reporters shall not investigate any suspected incidents but rather shall cooperate with 
agencies responsible for investigating and prosecuting cases of child abuse and neglect.  In 
the Bonita Unified School District all employees are required to report suspected child abuse. 
 
It is a violation of Board Policy for any employee, volunteer, student, or third party to harass, 
or be harassed by, an employee, volunteer, student, or third party who interacts with your 
school workplace.  A third party participant in your school workplace includes anyone who 
participates regularly, or on occasion, on your workplace, interacting with your employees, 
volunteers, or students, such as, but not limited to:  members of the public, vendors, family 
members of employees or volunteers, Board members, clients, job applicants, or 
independent contractors. 
 

 I have read and understand the requirements above. 
 

 I have received a copy of Board Policy 4119.11, Harassment; Board Policy 4020-
4020.21, Drug and Alcohol Free Workplace and Notice To Employees; Board Policy 
and Regulations 4040, Staff Acceptable Use. 

 

 I have read and understand the Board Policy:  4119.11, 4020 and 4040. 
 
 
 
 
 
Employee Name (Print):____________________________________________________ 
 
 
Signature:__________________________________ Date:________________________ 
 
 



BONITA UNIFIED SCHOOL DISTRICT 
 

115 West Allen Avenue   San Dimas, California 91773   (909) 971-8200   FAX (909) 971-3829 

 

 

 

 

OATH OF ALLEGIANCE 

 

 
“I, __________________________________, do solemnly swear (or affirm) that I will support and 

defend the Constitution of the United States and the Constitution of the State of California against all 

enemies, foreign and domestic; that I will bear true faith and allegiance to the Constitution of the 

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 will well and faithfully discharge the duties 

upon which I am about to enter.” 

 

 

 

Signature of Employee ___________________________________________________ 
                                                               (Payroll Name) 

 

Subscribed and affirmed to before me this ________ day of ___________________ , 20______ 

 

 

______________________________________ 

                                                                                              Signature of Employer 

 

 

 ______________________________________ 

                    Position      

 

 



Memorandum   BONITA UNIFIED SCHOOL DISTRICT 

  Human Resources Development  
     

 

Student Progress Is Our Business 

 

Re: NOTIFICATION OF REASONABLE ASSURANCE 
 

 
 
 
The Bonita Unified School District hereby notifies you that you have reasonable 
assurance of returning to work in the next school year, after the summer recess period. 
You also have reasonable assurance of returning to work in your usual capacity at the 
close of all holiday and recess periods during the year.  During the recess periods there 
will be no need for your services, unless you are notified.  
 
We are required by the Unemployment Insurance (UI) Code to inform you that you may 
file a UI claim.  If you choose to file a claim, your entitlement to benefits will be 
determined by the Employment Development Department (EDD) and not by this school 
district or its unemployment claims administrator, TALX.  If you are not offered an 
opportunity to perform services in the next academic year/term, you may be entitled to 
UI benefits retroactive to the date you filed an initial claim, if you file a claim for 
retroactive benefits within 30 days after the start of the next academic year/term, if you 
filed a claim for each week benefits are claimed, and if you are otherwise eligible.  
 
The official mailing address provided below should be given to the EDD when filing a 
claim for UI benefits: 
 

Bonita Unified School District 
c/o TALX 

P.O. Box 23020 
Oakland, CA 94623-2302 

 
This letter is the only official and authorized notification you should rely on when 
determining your employment status for the next academic year or term. 
 
 
 
 
 
______________________________ ______________ 
Signature     Date 

 



Permissive Membership 
 ES 0350  (Rev. 6/11)  

 California State Teachers’ Retirement System 
P.O. Box 15275, MS 17 

Sacramento, CA 95851-0275 
800-228-5453 

PERMISSIVE ELECTION AND ACKNOWLEDGEMENT OF RECEIPT                           
OF CALSTRS DEFINED BENEFIT PLAN MEMBERSHIP INFORMATION 

CalSTRS.com 

An employee who performs creditable service (Education Code Section 22119.5), and who is excluded from mandatory membership pursuant to 
Section 22601.5, 22602, or 22604, may elect membership in the California State Teachers’ Retirement System (CalSTRS) Defined Benefit 
Program at any time while employed to perform creditable service. If you elect membership below, then your election becomes irrevocable until 
you terminate employment.  This form containing your election must be on file with CalSTRS before your employer submits contributions into the 
program. 

  PERMISSIVE MEMBERSHIP • REV 06/11                   

EMPLOYEE CERTIFICATION                                                                                                             

NAME (LAST, FIRST, INITIAL)                                                                                                    CLIENT ID OR SOCIAL SECURITY NUMBER 

MAILING ADDRESS                                                                                                                     POSITION TITLE 

                                                                                                                                                     (           ) 

CITY                                                      STATE                 ZIP CODE                                          HOME TELEPHONE 

E-MAIL ADDRESS 

With my signature below, I certify that I have received information from my employer on my eligibility to elect membership in CalSTRS Defined 
Benefit Program and that I am making the following election. I fully understand this election is irrevocable and applies to all future creditable 
service until I terminate employment. 

I understand it is a crime to fail to disclose a material fact or to make any knowingly false material statements for the purpose of altering a 
benefit administered by CalSTRS and it may result in penalties, including restitution, up to one year in jail and a fine of up to $5,000 (Education 
Code Section 22010). 

 

I elect membership �     I decline membership at this time �

SIGNATURE DATE

TO BE COMPLETED BY EMPLOYER 

With my signature below, I certify that the above-named employee has been provided with the membership criteria for the CalSTRS Defined 
Benefit Program, and if applicable, was informed within 30 days of hire that they may elect membership in the Program at any time while 
employed. (Education Code section 22455.5).

OFFICIAL’S SIGNATURE                                                                                 TITLE

COUNTY (or Other Employing Agency)                                                                 DISTRICT

EMPLOYEE #                SEX 

MALE             FEMALE

      
          BIRTHDAY 

     (MO/DAY/YEAR)
MEMBERSHIP DATE 

 (MO/DAY/YEAR)
ASSIGNMENT 

 FT           PT          SUB

       



SUB INFORMATION SHEET Access #  

 

Certificated Substitutes        Date:     

 

 

Name:          Home phone:      

 

Address:               

 

Email address:        Cell phone:      

 

Credentials or Certifications you currently hold:          

 

Permit/Credential expires:       

 

Subject preference(s):               Grade(s):  K-3  4-5  6-8  HS 

 

SCHOOL LOCATION(S) OF INTEREST (Please check all possible job locations.) 

 

 All schools 

 Bonita High School 

 Chaparral High School 

 San Dimas High School 

 Lone Hill Middle School 

 Ramona Middle School

 

 Allen Ave. Elementary 

 Ekstrand Elementary 

 Gladstone Elementary 

 La Verne Hts. Elementary 

 

 Grace Miller Elementary 

 Oak Mesa Elementary 

 Roynon Elementary 

 Shull Elementary

 

CHECK GRADE(S) OF INTEREST (Please check all possible grades.) 

 

 9-12 (High School) 

 6-8 (Middle School) 

 Kindergarten 

 1st Grade 

 

 

 2nd Grade 

 1/2 Combo  

 3rd Grade 

 2/3 Combo 

 

 4th Grade 

 3/4 Combo 

 5th Grade 

 4/5 Combo

Special Education 

 

 Pre-school SDC 

 RSP (Resource Specialist) 

 

Will you substitute in a/an: 

 

 Physical Education class 

 

 SDC K-3 

 SDC 4-5 

 

 

 

 Industrial Arts class 

 

 ASRD Pre-school (Autistic) 

 ASRD K-1 (Autistic) 

 

 

 

 Special Education class

 

 

Do you work in more than one district?  Yes     No 

 

What days of the week are you available?  Mon.   Tues.   Wed.   Thurs.   Fri. 

 

 

Are you currently or have you ever been a member of STRS?  Yes    No 

 

If yes, through what district?      Retired?  Yes   No Refund    

 







Child Abuse Mandated Reporter Training  
 
 

 
 
 
As a condition of employment, each new employee is required to provide proof of Child 
Abuse Mandated Reporter Training per California Education Code 44691 (b) (2). 
 
To complete the Child Abuse Mandated Reporter Training: 
 
Go to: www.do.bonita.k12.ca.us 
 

 Under the “District” tab, click “Human Resources” 

 Under “Helpful Links” click: Child Abuse Mandated Reporter Training 

 Start the training 
  
Once you have completed and passed the training, an email with the Certification of 
Completion Certificate will be sent to you.  This certificate must be included in your 
employment packet when returned to Human Resources. 
 
 
 



 

 

 

 

You do not need to print the following pages. 

 

 

Please read the rest of the packet as it contains important information. 

 



Live Scan Fingerprinting 

Post Masters Plus Of La Verne 
1 Advanced Live Scan 

1407 Foothill Blvd 
La Verne, CA 91750 

(909) 596-0039 
 

Hours 
Monday - Friday: 9:00 a.m. - 6:00 p.m. 

Saturday: 10:00 a.m. - 5:00 p.m. 
 

NO APPOINTMENT NECESSARY 

Accept cash and credit. 

 

 

This location is only a suggestion.  You can have your fingerprints processed at any LiveScan facility. 



 

           BONITA UNIFIED SCHOOL DISTRICT 

                     115 West Allen Avenue   San Dimas, California 91773  (909) 971-8200  Fax (909) 971-8329 

 

  

  

The Bonita Unified School District is an equal opportunity employer and does not discriminate on the basis of any class protected by law. 

 TB MANTOUX (PPD) 

A Mantoux Tuberculosis (TB) test is necessary before being hired by Bonita Unified School District.  If 

you have taken at TB Test within the last 4 years, proof of a negative result is all we require.  TB TINE 

tests will not be accepted. 

If your TB result is positive, you will need to get a chest x-ray from your medical provider to verify 

you are free of communicable disease. 

If you don’t have a medical provider, please contact your local community health center or one of 
the centers below to make an appointment for a TB test. 

 

EAST VALLEY COMMUNITY HEALTH CENTERS 

POMONA    WEST COVINA 
 

680 FAIRPLEX DRIVE   420 SOUTH GLENDORA AVENUE  

POMONA, CA 91768   WEST COVINA, CA 91790  
 

(909) 620-8088   (626) 919-4333  

FAX (909) 623-4861   FAX (626) 919-2084  
 

CLINIC APPOINTMENTS  CLINIC APPOINTMENTS   

(909) 620-8088 X3100   (626) 919-5724 X2110 



SUBSTITUTE TEACHER INFORMATION 

 

Substitute teachers are employed on an “on call” basis, depending upon their availability. The 
names of the approved substitute teachers are placed on a substitute list from which 

assignments are given. However, placement on this list does not assure employment. 

 

Termination of the substitute teacher list is at the end of June each year. The Human Resource 

Department will send an offer of re-employment for the following school year during the 

summer months. 

 

Substitutes are assigned through the Human Resource Department. If you receive an inquiry 

from a teacher regarding availability, please understand you may be assigned to a particular 

class at the teacher’s request; however, this must be processed through the Personnel Office. 

Should an emergency prevent a substitute from fulfilling the duty after assignment and 

acceptance, the Human Resource Department must be notified so that another substitute may 

be called, phone: 909- 971-8200 ext. 5403.  

 

If the regular teacher’s absence has been pre-planned, with approval by the principal, the 

substitute will be scheduled in advance. However, if the regular teacher’s absence is the result 
of an emergency, the substitute generally will be telephoned the evening before or between 

5:30 a.m. – 7:00 a.m. of the day services are required. 

 

Try to arrive at school at least 30 minutes before class begins. Report to the school office where 

you will be informed about the time sheet, keys and other pertinent information. Learn the 

correct attendance procedures. Take roll accurately and turn in the required attendance forms.  

 

Lesson plans should be available when you report to the office or in the classroom. In your 

report to the classroom teacher, please indicate any deviations which were necessary or any 

noteworthy problems (plans, discipline, etc.) which occurred.  

 

 

SALARY INFORMATION 

 

Substitute teachers are paid on the 10th of the month for work performed up to the 30th of the 

preceding month. Checks can be picked up at the District Office after 12:00 p.m. from the 

receptionist on the 10th (if the 10th falls on a weekend, the checks will be available on the Friday 

before). Substitute teachers are paid $100 for a full 7.25 hours a day (which includes lunch), $50 

for a half day. Substitute teachers are to stay for the full day, if the assignment is over 3.5 

hours. Please check with the office if school is out early for whatever reason to see what you 

can do: correct papers, etc. 



Memorandum   BONITA UNIFIED SCHOOL DISTRICT 

  Human Resources Development  
     

 

Student Progress Is Our Business 

 
 
 
TO:   Applicants 
 
FROM: Human Resources Development 
 
RE:  Federal Earned Income Tax Credit 
 

 
Based on your annual earnings, you may be eligible to receive the Earned Income Tax 
Credit from the federal government. The Earned Income Tax Credit is a refundable 
federal income tax credit for low-income working individuals and families. 
 
The Earned Income Tax Credit has no effect on certain welfare benefits. In most cases, 
Earned Income Tax Credit payments will not be used to determine eligibility for 
Medicaid, supplemental security income, food stamps, low-income housing or most 
temporary assistance for needy families’ payments. Even if you do not owe federal 
taxes, you must file a tax return to receive the Earned Income Tax Credit. 
 
Be sure to fill out the Earned Income Tax Credit form in the federal income tax return 
booklet. For information regarding your eligibility to receive the Earned Income Tax 
Credit, including information on how to obtain the Internal Revenue Service (IRS) Notice 
797 or Form W-5 or any other necessary forms and instructions, contact the IRS by 
calling 1-800-829-3676 or through their website at www.irs.gov. 

 



Memorandum   BONITA UNIFIED SCHOOL DISTRICT 

  Human Resources Development    
   

 

Student Progress Is Our Business 

 

RE: AB1522 HEALTHY FAMILIES ACT OF 2014

 
Effective July 1, 2015, AB 1522 Healthy Workplaces, Healthy Families Act provides sick leave to California employees who work 30 

days or more per year and who do not currently earn sick leave.   

 This affects non-permanent part time employees (i.e. substitutes, student workers, temporary hourly and seasonal 

employees) whose positions are not represented by a collective bargaining unit.  

 Sick leave will be accrued at the rate of one hour for every 30 hours worked, retroactive to the first day worked, or July 1, 

2015, whichever is later. 

 An employee is eligible to begin accruing sick leave after having worked at least 30 days in a fiscal year (July-June). Sick 

leave earned cannot be used until the 90th day of employment.  

 Unused sick leave carries over year to year. The maximum that can be accrued in any year is 48 hours or 6 days.  

 The use of sick leave is limited to 24 hours (3 days) per year of employment. 

 

Employees who qualify for the Healthy Workplace, Healthy Families Act (provided they work the required number of hours) include, 

but are not limited to: 

 Certificated Substitute Teachers 

  Classified Substitutes 

  Noon Duty Assistants 

  Intervention Specialists/Hourly Teachers 

  Home Hospital Teachers 

  Walk-on Coaches/Advisors 

  Retirees who return to work 

  Student Workers 

  ASB extra-duty assignments if non-District employees 

  Stage Crews 

 

Using Sick Leave 

Once an employee has worked 30 days, any accrued sick leave earned will appear on his/her check stub. This information will inform 

the employee of sick hours available for applicable use.  

 

Sick leave can be used for the diagnosis, care or treatment of an existing health condition, as well as preventative care for the 

employee or family member. A “family member” is defined in AB1522 as:  

 Child (biological, adoptive, foster, step, legal ward) regardless of age or dependency statutes 

 Parent (biological, adoptive, foster, step, legal guardian) 

 Spouse or registered domestic partner 

 Grandparent 

 Grandchild 

 Sibling 

In addition, sick leave can be used for an employee who is a victim of domestic violence, sexual assault, or stalking.  

 

Other Provisions 

There is no requirement to pay out unused sick leave upon separation of employment. If an employee returns to the employer within 

one year, the sick leave balance is restored. The employee is eligible to use the sick leave balance and also begins accruing additional 

sick leave upon rehire.   Additional FAQs can be found www.dir.ca.gov.  

 



NON-DISCRIMINATION INFORMATION 

 

It is the policy of the Bonita Unified School District to comply with the following: 

TITLE VI COMPLIANCE  -  TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 

“No person…shall, on the ground of race, color or national origin, be excluded from participation in, be 

denied the benefits of, or be otherwise subjected to discrimination under any program or activity 

receiving Federal financial assistance from the department of Education.” 

TITLE IX COMPLIANCE  -  TITLE IX OF THE EDUCATION AMENDMENTS OF 1972 

“No person… shall, on the basis of sex, be excluded from participation in, be denied the benefits of, or 
be subjected to discrimination under any education program or activity receiving Federal financial 

assistance.” 

SECTION 504 COMPLIANCE  -  SECTION 504 OF THE REHABILITATION ACT OF 1973 

“No otherwise qualified individual with a disability…shall, solely by reason of his or her disability, be 
excluded from the participation, be denied the benefits of, or be subjected to discrimination under any 

program or activity receiving Federal financial assistance.” 

TITLE II OF THE ADA COMPLIANCE  -  TITLE II OF THE AMERICAN WITH DISABILITIES ACT (ADA) OF 1990 

“No qualified individual with a disability shall, by reason of such disability, be excluded from 

participation in or be denied the benefits of the services, programs, or activities of a public entity, or be 

subjected to discrimination of any such entity.” 

STATE LAW/DISTRICT POLICIES COMPLIANCE 

State laws and District policies further provide that the District does not discriminate on the basis of 

religion ancestry, marital status, sexual orientation, medical condition (cancer related), political belief or 

affiliation, or in retaliation. 

Students, parents, employees/applicants and/or community members who feel they have a grievance 

against the Bonita Unified School District, which concerns a matter of unlawful discrimination, should 

contact: 

 

Assistant Superintendent Human Resources 

BONITA UNIFIED SCHOOL DISTRICT 

115 WEST ALLEN AVENUE 

SAN DIMAS, CALIFORNIA 91773 

TELEPHONE:  (909) 971-8200  FAX:  (909) 971-8349 

 















Second Opinion, Third 

Opinion and Independent 

Medical Review Process:
If you disagree with your doctor or do not like your 

doctor for any reason, you may always choose another 

doctor in the MPN.

n  Obtaining Second and Third Opinions
If you disagree with the diagnosis or treatment plan determined 

by your treating physician or your second opinion physician, and 

would like a second or third opinion, you must take the following 

steps:

ü  Notify your claims examiner who will provide you with a 

regional area listing of physicians and/or specialists within 

the WellComp Network who have the recognized expertise 

to evaluate or treat your injury or condition.

ü   Select a physician or specialist from the list.

ü  Within 60 days of receiving the list, schedule an 

appointment with your selected physician or specialist 

from the list provided by your claims examiner. Should 

you fail to schedule an appointment within 60 days, your 

right to seek another opinion  will be waived.

ü  Inform your claims examiner of your selection and the 

appointment  date so that  we  can  ensure  your medical 

records can be forwarded in  advance  of  your appointment 

date. You may also request a copy of your medical records.

ü  You will be provided information and a request form 

regarding the Independent Medical Review (IMR) process 

at the time you select a third opinion physician. Information 

about the IMR process can be found in the MPN Employee 

Handbook.

If the Second/Third opinion doctor feels that your injury is outside 

of the type of injury he or she normally treats, the doctor’s office 
will notify your employer or insurer. You will get another list of 

MPN doctors or specialists so you can make another selection.

If the 2nd/3rd opinion doctor agrees with your need for a treatment 

or test, you may be allowed to receive that recommended 

treatment or test from a provider inside or outside the MPN, 

including the 2nd or 3rd opinion physician.

n  Obtaining an Independent Medical 

Review (IMR)

If you disagree with the diagnosis or treatment plan determined  

by  the  third   opinion   physician,  you may file the completed 
MPN Independent  Medical Review Application  form   with  

the Administrative Director of the Division of Workers’ 

Compensation. You may  contact  your  claims  examiner  or  the 

WellComp Patient Services Department for information about 

the Independent Medical Review process and the form to request 

an Independent Medical Review.

If the second opinion, third opinion or IMR agrees with your 

treating doctor, you will need to continue to receive medical 

treatment with a network physician if MPN contains a physician 

who can provide the recommended treatment. If the IMR does 

not agree with your treating network physician, you will be 

allowed to receive that medical treatment from a provider either 

inside or outside of the WellComp Network.

Any physician chosen outside of the WellComp Network must be 

within reasonable geographic area. The treatment or diagnostic 

test is limited to the recommendation of the MPN/ IMR.

n  Treatment Outside of the Geographic Area
WellComp   has  providers throughout California.  If  a situation  

arises  which takes you  out  of   the coverage area, such as 

temporary work, travel for work, or living temporarily or 

permanently outside the MPN geographic service area, please 

contact the WellComp  Patient Services Department, your 

claims examiner, or your primary treating provider, and they will 

provide you with a selection of at least 3 approved out-of-network 

providers from whom you can obtain treatment or get second and 

third opinions from the referred selection of physicians.

Covered Medical Services: 
The following is a summary of Workers’ Compensation medical 

services that  are available  to employees covered by the 

WellComp Network.

Primary treating and specialty services 

including consultations and referrals

Examples of primary treating or specialty providers include: 

general medical practitioners, chiropractors, dentists, 

orthopedists, surgeons, psychologists, internists, psychiatrists, 

cardiologists, neurologists.

Inpatient Hospital and Outpatient 

Surgery Center services
Examples of inpatient hospital and outpatient surgery center 

providers include: acute hospital services, general nursing care, 

operating room and related facilities, intensive care unit and 

services,  diagnostic lab or x-ray services, necessary therapies.

Ancillary Care services
Examples of ancillary care providers include: diagnostic lab 

or x-ray services, physical medicine, occupational therapy, 

medical and surgical equipment, counseling, nursing, medically 

appropriate home care, medication.

Emergency services including outpatient 

and out-of area emergency care

WellComp Provider Directory

For more information about the MPN including 

access to a roster of all treating physicians in 

the MPN, go to www.WellComp.com where 

you can search by medical specialty, zip code, 

physician or provider group. For website 

assistance or to access a hard copy of the 

regional area listing and/or an electronic copy 

of the complete WellComp directory, please 

contact WellComp (your employer’s designated 

medical provider network administrator):

WellComp Information

For questions about the use of MPN’s or 

complaints The MPN contact is: Gale Chmidling,

MPN Manager (800)544-8150

WellComp has individuals available to answer 

questions, provide website assistance, and 

generate provider listings. Medical Access 

Assistants are available to assist with finding 
an MPN physicians of your choice, including 

scheduling and confirming physician 
appointments. Assistants are available 7am to 

8pm Pacific Standard Time, Monday through 
Saturday at the contact information below:

WellComp
Patient Services Department

P.O. Box 59914

Riverside, CA 92517

Toll Free (800) 544-8150

fax: (888) 620-6921 or

e-mail: info@WellComp.com

Employee Notification

This pamphlet contains important information 

on accessing the WellComp Medical Provider 

Network:

ü Find out if you are covered 

ü Access medical care 

ü Learn about continuity of care

ü Choose your own physician

ü Transfer into the WellComp Network

ü Contact WellComp

Rev 12/14

MPN Identification Number:

This  pamphlet  is  available  in  Spanish.  For  a free  copy, please 

contact WellComp Medical Provider Network.

Este folleto esta disponible en el Español. Para   una copia gratis, 

favor de llamar a WellComp Medical Provider Network



Welcome to WellComp

Your employer has elected to provide  you 

with the choice of a broad scope of medical 

services for work-related injuries and illnesses 

by implementing a Medical Provider Network 

(MPN), called WellComp. WellComp delivers 

quality medical care through your choice of a 

provider who is part of an exclusive network 

of healthcare providers, each of whom 

possess a deep understanding of the California 

workers’ compensation system and the impact 

their decisions have on you. Your employer 

has received the approval from the State of 

California to cover your workers’ compensation 

medical care needs through the WellComp 

Network. You are automatically covered by 

the WellComp Network if your date of injury 

or illness is on or after your employer’s MPN 

implementation date and if you have not 

properly pre-designated a personal physician 

prior to your injury or illness.

n  Initial Care
In case of an emergency, you should call 911 or go to the 

closest emergency room. 

In the event that you experience a work-related injury or 

illness, immediately notify your supervisor and obtain medical 

authorization from your employer to designate an initial care 

provider within the network. If you are unable to reach your 

supervisor or employer, please contact the patient services 

department at WellComp. For non-emergency services, the MPN 

must ensure that you are provided an appointment for initial 

treatment within 3 business days of your employer’s or MPN 

receipt of request for treatment within the MPN.

In the event that you have an injury or illness, 

you may carry this pamphlet with you to 

present to your medical service provider for 

access to care.

n  Subsequent Care
If you still need treatment following your initial evaluation, 

you may be treated by a physician of your choice, or the initial 

physician may refer you to a medically and geographically 

appropriate specialist within the network who can provide 

the appropriate treatment for your injury or condition. Your 

employer is required to provide you with at least three physicians 

of each specialty expected to treat common injuries experienced 

by injured employees based on your occupation or industry. 

These physicians will be available within 30 minutes or 15 miles 

of your workplace or residence and specialists will be available 

within 60 minutes or 30 miles of your residence or workplace. 

For a directory of providers, please visit www.WellComp.com or 

call WellComp Patient Services.

n  Emergency Care
In an emergency, defined as a medical condition starting with 
the sudden onset of severe symptoms that without immediate 

medical attention could place your health in serious jeopardy, go 

to the nearest healthcare provider regardless of whether they are a 

WellComp participant. If your injury is work-related, advise your 

emergency care provider to contact WellComp to arrange for a 

transfer of your care to a WellComp provider at the medically 

appropriate time.

n  Hospital and Specialty Care
Your primary treating provider in  the  WellComp  Network 

can make all of the necessary arrangements and referrals for 

specialists, inpatient hospital, outpatient surgery center services, 

and ancillary care services.

n  Choosing a Treating Physician
If you still require treatment after your initial evaluation with your 

employer’s designated provider, you may access the WellComp 

Directory and select an appropriate physician of your choice 

who can provide the necessary treatment for your condition or 

illness. For assistance determining physician options, please 

contact the Medical Access Assistant in the WellComp Patient 

Services Department or discuss your options with your initial 

care provider.

n  Scheduling Appointments
If you are having difficulty scheduling  an  appointment with 
your initial provider or subsequent provider, please contact the 

Medical Access Assistant in the WellComp Patient Services 

Department or your Claims Examiner.

n Changing Primary Treating Physician
If you find it necessary to change your treating physician and it is 
determined that you require ongoing medical care for your injury 

or illness, you may select a new physician from the WellComp 

Directory and schedule an appointment. Once your appointment 

is scheduled, immediately contact WellComp Patient Services 

who will then coordinate the transfer of your medical records to 

your new provider.

n  Obtaining a Specialist Referral
As long as you continue to require medical treatment for your 

injury or illness, there are alternatives for obtaining a referral to 

a specialist:
1. Your primary treating provider in the WellComp Network can make all of 

the necessary arrangements for referrals to a specialist. This referral will 
be made within the network or outside of the network if needed.

2. You may select an appropriate specialist by accessing the WellComp
Directory.

3. You may contact your Medical Access Assistants in the  WellComp
Patient Services who  can help coordinate necessary arrangements.

If your primary treating provider makes a referral to a type of 

specialist not included in the network, you may select a specialist 

from outside the network.

For non-emergency specialist services, the MPN must ensure 

that you are provided an appointment within 20 business days 

of your employer’s or MPN receipt of a referral to a specialist 

within the MPN.

n  Continuity of Care
What if I am being treated by a WellComp doctor and the 

doctor leaves WellComp?

Your employer has a written “Continuity of Care” Policy that 

may allow you to continue treatment with your doctor if your 

doctor is no longer actively participating in WellComp.

If you are being treated for a work-related injury in the 

WellComp Network and your doctor no longer has a contract 

with WellComp, your doctor may be allowed to continue to 

treat you if your injury or illness meets one of the following 

conditions:

•	 (Acute) A medical condition that includes a sudden onset of symptoms that 

require prompt care and has a duration of less than 90 days.

•	 (Serious or Chronic) Your injury or illness is one that is serious and

continues for at least 90 days without full cure or worsens and requires

ongoing treatment. You may be allowed to be treated by your current treating 

doctor for up to one year, until a safe transfer of care can be made.

•	 (Terminal) You have an incurable illness or irreversible condition that is likely

to cause death within one year or less.

•	 (Pending Surgery) You already have a surgery or other procedure that has

been authorized by your employer or insurer that will occur within 180 days of 

the MPN contract termination date.

If any of the above conditions exist, WellComp may require your 

doctor to agree in writing to the same terms he or she agreed to 

when he or she was a provider in the WellComp Network. If the 

doctor does not, he or she may not be able to continue to treat 

you.

If the contract with your doctor was terminated or not renewed 

by WellComp for reasons relating to medical disciplinary cause 

or reason, fraud or criminal activity, you will not be allowed to 

complete treatment with that doctor. For a complete copy of the 

Continuity of Care policy in English or Spanish, please visit 

www.WellComp.com or call WellComp Patient Services.

n  Transfer of Ongoing Care

What if you are already being treated for a work-related 

injury before the WellComp Network begins?

Your employer has a “Transfer of Care” policy which describes 

what will happen if you are currently treating for a work-related 

injury with a physician who is not a member of the WellComp 

Network. If your current treating doctor is a member of 

WellComp, then you may continue to treat with this doctor and 

your treatment will be under WellComp. If your current treating 

physician is not a participating physician within WellComp and 

you have not yet been transferred into the MPN, your physician 

can make referrals to providers within or outside the MPN. 

Your current doctor may be allowed to become a member of 

WellComp.

You will not be transferred to a doctor in WellComp if your 

injury or illness meets any of the following conditions: 

•	 (Acute) The treatment for your injury or illness will be completed in less than

90 days.

•	 (Serious or Chronic) Your injury or illness is one that is serious and

continues without full cure or worsens over 90 days. You may be allowed to 

be treated by your current treating doctor for up to one year from the date of

receipt	of	the	notification	that	you	have	a	serious	chronic	condition.
•	 (Terminal) You have an incurable illness or irreversible condition that is likely

to cause death within one year or less. Treatment will be provided for the

duration of the terminal illness.

•	 (Pending Surgery) You already have a surgery or other procedure that has

been authorized by your employer or insurer that will occur within 180 days of 

the MPN effective date.

•	 For	a	complete	copy	of	 the	Transfer	of	Care	policy	 in	English	or	Spanish,
please visit www.WellComp.com or call WellComp Patient Services.

n  Care Transfer Disputes

Notice of determination, from the employer or claims  examiner, 
shall be sent to the covered employee’s address and a copy 
of the letter shall be sent to the covered employee’s primary 
treating physician. The notification shall be written in English 
and Spanish and use layperson’s terms to the maximum extent 
possible. If WellComp is going to transfer your care and you 
disagree, you may ask your treating doctor for a report that 
addresses whether you are in one of the categories listed above. 
Your treating physician shall provide a report to you within 
twenty calendar days of the request. If the treating physician 
fails to issue the report, then you will be required to select a new 
provider from within the MPN. If either WellComp or you do 
not agree with your treating doctor’s report, this dispute will be 
resolved according to Labor Code Section 4062. You must notify 
WellComp Patient Services Department if you disagree with this 
report.

If your treating doctor agrees that your condition does not meet 
one of those listed above, the transfer of care will go forward 
while you continue to disagree with the decision. If your treating 
doctor believes that your condition does meet one of those listed 
above, you may continue to treat with him or her until the dispute 
is resolved.

Access to Medical Care

This pamphlet is not required to receive medical services








