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Josefa Chaboya Narvaez

. SANTA CLARA ey
Dedicated to the Health VALLEY San JosTe,ICal(i)fomia 95111
s el. (408) 494-1561
of the Whole Community HEALTH & HOSPITAL SYSTEw Fax. (408) 292.3640
DEPARTMENT OF
MENTAL HEALTH

July 8,2014
RE: Velasquez, Erlinda, DOB -
To Whom It May Concern,

This letter is being written to document Ms, Velasquez’s diagnoses and treatment. She has been a
patient at our clinic since 2011, and I have been her treating physician since 2013, She is seen
here monthly or more often as needed. She is diagnosed with Major Depressive Disorder, Mood

and is unable to perform her past duties as a payroll technician, Her current medications are
Abilify 20 mg daily, fluoxetine 40 mg daily, trazodone 150 mg ghs, and lorazepam 0.5 mg PRN.
Please do not hesitate to contact me if you have any questions regarding Ms. Velasquez.

Sincerely,

77

Jeffrey D. Livingston-Carr, MD

Santa Clara Valley Health and Hospital System
Narvaez Behavioral Health

614 Tully Road

San Jose, CA 95111

Phone [408] 494-1561

Fax [408] 292-3640

] The Department of Mental Health is a division of the Santa Clara Valley Health & Hospital System. Owned and operated by the County of Santa Clara,

4034



STEVEN PAUL COHN
ADVOCACY CENTER FOR EMPLOYMENT LAW
2084 Alameda Way
San Jose, California 95126
(408) 557-0300
Fax: (408) 557-0309

May 21, 2010

VIA U.S. MAIL

California Unemp ent Insurance Appeals Board S )
San Jose Office 6t Appeals Lo T C e
2665 North Efst Street, Suite 100 T e T s T
San Jose. (/A 95134 C T T .

Re: Erlinda Velasquez vs. San Jose/Evergreen Community College District ,
Employer Account No. ; Case No. 3155879 cie T
Claimant SSM o

Dear CUIAB Office of Appeals:

This office represents Appellant Erlinda Velasquez who hefeby appeals the Decision of Maif 4.7, N
2010 of Administrative Law Judge Douglas Bird in the above-captioned matter.

The basis for the appeal is that the decision is unsupported by the evidence at hearing.
Specifically, the Board found that there was a knowing misrépresentation by Ms. Velasquez in

- representation to the Sheriff (a garnishment-levying officer), that a relative’s claim was subject to
a bankruptcy. There was a finding of willfulness against Appellant. The evidence demonstrates,
however, that Appellant did not represent, and had not confirmed the pendency of a bankruptcy,
but had merely listed the bankruptcy attorney’s name and number, as had been reported by this
“relative”, such that the levying officer could confirm same itself. Additionally, the District
thereafter failed to return the levying documentation to the attorney representing the creditor, who

a2

was garnishing the “relative’s” wages.

[t was additionally established that this “relative” was the employee who ordinarily handled wage
gamishments for the District, and only passed this over to Appellant Velasquez to do when
Appellant was directed to attend to this by her management. Appellant had not performed a
garnishment in approximately one year, while the management representative testifying on behalf
of the employer conceded that he had no particular experience with this, had not seen or published
any protocols concerning this prior to this event, that he was aware of no established protocols
precluding Appellant’s conduct herein, and that these practices were modified only after this
event, such that Appellant did not violate any regulations in doing what she did.

It was further established, by direct testimony of the “relative”, Jesse Velasquez, that Mr.
Velasquez was the PRESIDENT of the relevant employee’s union, was a reliable source for
confirming that the matter was subject to a bankruptcy filing for him, and that he believed that the
bankruptcy had in fact been filed, but because he did not have confirmation of the court number,
Ms. Velasquez listed Mr. Velasquez’ attorney’s name and number for direct confirmation by the



CUIAB —
May 21, 2010
Page2

relationship hag long been known by the Very supervisor who directed Ms, Velasquez to accept
service of the garnishment in liey of Jesse Velasquez, the District’s ordinary agent for accepting

fore Judge Bird, once that has been made available, This transcript has been ordered and wil] be
transcribed by a registered Certified Court Reporter and Notary, with the original transcript to be
lodged with the Board upon receipt. ,

Thank you for your courtesy and attention,

Yours very truly,

7w

STEVENP, COHN, ESQ. :
ttorneys for Erlinda Velasquez, Appellant

pc: client
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ATTORNEY OR PARTY WITHOUT ATTORNEY /Name and Address):

- Jesse Ve\asouer
/0l Gordon Ave
$T. A 9S|27

ATTORNEY FOR (Name):

- (#28) 9211232

TELEPHONE NO.: LEVYING OFFICER fName and Address):

SHERIFF ,
NAME OF COURT, JUDICIAL DISTRICT OR BRANCH COURT, IF ANY: ] . SANTA CLARA COUNTY
Subecir S amidara  Sadh Couw™ lewd Hea 55 W. YOUNGER AVE.
; ' SAN JOSE, CA 95110
. - oA i ~ \.. f' e I
PLAINTIFF: 2 5.\ &  GAde- TPy vadeol G (. ATTN: CIVIL SECTION
DEFENDANT: D€ if. 5. \/¢va Tuwj :

CLAIM OF EXEMPTION
{Wage Garnishment)

LEVYING OFFICER FILE NO.:

29-71216H

COURT CASE NO.:

—READ THE EMPLOYEE INSTRUCTIONS BEFORE COMPLETING THIS FORM~

5-04~0 v=0p3SY

Copy all the information required above {except the top left space) from the Earnings Withholding Order. The top left space is for

your name or your attorney’s name and address. The original and one co
be filed with the levying officer. DO NOT FILE WITH THE COURT.

| All earnings.
$

each pay period.

end all papers to
me.

my attorney
at the address

shown above |:] f,ollowing {specity/:

3. | am willing for the following amount to be withheld from my earnings each p'ay pe;riod during the withholdi

stand that the judgment creditor can accept this offer by

a. None
b. Withhold $ 200. 00 . each pay period.
4. | am paid -
daily every two weeks monthly
weekly twice a month other (specify):

py of this form with the Financial Statement attached must

1. 1 nged the following earnings to support myself or my family (check a or b):

(€2}
5§

e
5 So
8o

-
) E"'::.-'T:t
- »8g
= Q5=
5 22~
o =

> 4
nBperiodc | under-

not opposing the Claim of Exemption, which will result in the follow-
ing sum being withheld each pay period (check a or b): -

NOTE: You must attach a properly completed Financial Statement form to this Claim of Exemption.
The Financial Statement form is available without charge from the levying officer.

Date:

q-25-09

Jeste VO\ASaMes

" (TYPE OR PRINT Namz

Form Adopted by the
Judicial Counu:il of California

@ 8672 REV 1/93

I declare under penalty of perjury under the laws of the State of California that

the foregoing is true and correct.

CLAIM OF EXEMPTION

982.5(6) [Rev. July 1, 1983) (Wage Garnishment)

DEFENDANT'S COPY

#285.10
CCP 706.124



. WG-012

ATTORNEY OR PARTY WITHOUT ATTORNEY (Neme, Siate Ber number, and address): TELEPHONE NO:- LEVYING OFRCER (Name and Address)
Thomas Caudill
1025 N.Fourth St (408) 298-4844 Santa Clara County Sheriff's Office
San Jose, CA 95112 Office of the Sheriff-Civil Division
5 55 W Younger Ave
ATTORNEY FOR (Neme): Santa Clara County Federal Credit Union San Jose, CA 95110
NAME OF COURT, JUDICIAL DISTRICT, OR BRANCH COURT, IF ANY: (408)
Santa Clara County Superior Court . Fax: (408E) 998-0636
PLAINTIFF: : California Relay Service Number
Santa Clara County Federal Credit Union (800) 735-2929 TDD or 711
DEFENDANT: josse S Velasquez
NOTICE OF TERMINATION OR MODIFICATION LEVYING OFFICER FILENO: | COURT CASENO.:
OF EARNINGS WITHHOLDING ORDER 2009787614 509CV003594
1. TO EMPLOYER: You are given notice that the Earnings Withholding Order Is modified as follows:
— Name and address of employer | [ Name and address of employee R
San Jose-Evergreen Community College Dist Jesse S Velasquez
4750 San Fellpe Rd 101 Gordon Avenue
San Jose, CA 95135 San Jose, CA 95127
| S
Atin: Payroll Social Security Number (if known): (SSN Unknown)
{Insert name above)
2. THE EARNINGS WITHHOLDING ORDER IS
a. [X7] terminated for all eamings payable on or after
(date). 10/23/09
b. C:] modified for all eamnings payabie on or after ’ .
(date): as f'ollows:
(1) [J The sum to be withheld is (specify amountiweekly, monthly, etc.).
$

The amount withheld must not exceed the maximum permitted by law, as explained In the
Employer’s instructions.

@ J The)sum necessary for the support of the judgment debtor and family is (specfly amountweekiy, monthly,
etc.):
$
All disposable eamings exceeding that amount are to be withheld, but the amount withheld must not
exceed the maximum permitted by law, as explained In the Employees Instructions.

c. [] otherorders (specity):

3. Withheld eamings presently in your possession should be paid in acgétdance with the terms of notice.
Date:10/30/2009

Levying Cfficer, by M. Flores

..............................

{TYPE OR PRINT NAME)

CREDITOR'’S INSTRUCTION TO TERMINATE OR MODIFY EARNINGS WITHHOLDING ORDER
To the levylng officer: You are directed to terminate or modify the Eamings Withholding Order as indicated above.

.............. v omimdy o —
ket oo oo NOTICE OF TERMINATION OR MODIFICATION ettt Ak gtise Ly aaed
WG-012 Rov. Jonuary 1, 2007 OF EARNINGS WITHHOLDING ORDER

{(Wage Gamishment)



EDD Fax +1-213-m-‘ Rug 30 2010 09:29an PO11/025
.Page: 1 Document Name: APPL*

: g PAGE 2 OF 4
CONCERNING THE UNEMPLOYMENT INSURANCE CLAIM OF: :
' E VELASOUEZ

YOU PROVIDED INFORMATION REGARDING THE ELIGIBILITY OF fI‘HE CLAIMANT NAMED
ABOVE UNDER CALIFORNIA UNEMPLOYMENT INSURANCE CODE (CUIC) SECTION 1256. WE
HAVE CONSIDERED ALL OF THE AVAILABLE FACTS AND REACHED: THE CONCLUSION
STATED BELOW.  PLEASE DO NOT RESUBMIT THE SAME ELIGIBILITY INFORMATION IN
REPLY TC ANY FUTURE CLAIMS NOTICES. THIS DECISION.IS FINAL UNLESS

MODIFIED, RECONSIDERED, OR APPEALED.

YOU DISCHARGED THE CLAIMANT POR NOT' PERFORMING THE WORK TO YOUR .
SATISFACTION. AFTER CONSIDERING THE AVAILABLE INFORMATION, THE DEPARTMENT
FINDS THE REASONS FOR DISCHARGE DO NOT MEET THE DEFINLTION OF MISCONDUCT

CONNECTED WITH THE WORK. '

APPEAL: " ' ;

YOU HAVE THE RIGHT TO FILE AN APPEAL IF YOU DO N(;.)T AGR‘:.EE WITH ALL OR PART
OF THIS DECISION. H .

TO APPEAL, YOU MUST DO ALL OF THE FOLLOWING: !

.
R Ik T T T,

SR

eVt aar e m e smges

nare. R/30/2010 Time: 9:01:57 AM



. EDD Fax +1-213-?dd‘ Aug 30 2010 09:30am P001/003

Employment
EDD =555
Department

MC

RECORD . OF CLAIM STATUS INTERVIEW MISCCXNDUCT (MC)
Date of Interviaw 12-02-09

1. SSN: —— 2. Claimant's Last Name: VELASOUEZ (wp 10-12 poon)

3. BYB: 11-01-09 4. Affecled Week(s): 11-07-09 ! .

]
5. Potentially Disqualifying Facts: MC Reason Falsely accused of g;gggggigg a wage garnishment
order :

6. Check If Applicable

s

o —a——.

[0 Unscheduled Issuerverbal Due Process Provided  [J information Only O Pre-Appeal [J Re-Det
7. Documents Made Part of Record i
[ ER Pro Dated (X1 1173 Dated 13.202/09 [ Other ___|
8. ATTEMPTS TO REACH EMPLOYER/AGENT i
Ername: SAN JOSEEVERGREEN COMMUNT Ag}?ent Name
Phone No. ER 408-270-6412 ___ Agent Date :_Lg_Lg_ng_s_;_, Time Called; 11:00 am
— . i
Results of Final Call:
Reached ER/Agent [[] Busy [] DisconnectedrongNo. [ No Answer |
Or Left Message:
[ JAnswering Machine or
[J with Name Title
for ER/Agent to return call by Date Time
[CJ ER/Agent did not retum call Date Time {J DE 4463 Suspense Pate
. }
9. EMPLOYER/AGENY INFORMATION :
Spoke with !
Ber |
[J Agent Name Maxsila Digch Title HR Mapager ;
Date 12.02/09 Time 11:00 am Clmt's. Job Title N/A
Duration N/A Rate of Pay $ N/A Per N/A
WHEN wag cimt terminated? Date N/a LDW N/A

WHO terminated the cimt? Name N/A  Title N/A '

¢

HOW was cimt terminated? [Jin Person [J By Phone [ Other i
WHY was cimt terminated? Document specific dates and facts of FINAL INCIDENT. Inqilude dates of and reascns for wamings.

¥k¥*per Marsila Disch, er is not contesting beuef;,;g"***

WAS cimtwamed? []yes [] No If yes, document dates and reasons for wamings. N/A

WHAT reason was given to the cimt for the discharge? N/A

If none, WHY NOT?
If dslay between the final incident and discharge, explain: N/A

10. ATTEMPTS TO REACH CLAIMANT : 6/70

DE 2403MC Rev. 2 (1-04) (INTRANET) Page 10f 3 CUER




EDD

Phone No. 408 440 8695

Results of Final Call:
Reached Clmt

Or Left Mazsage;

D Answering Machine or
[ with a Responsible Party: Name

[ Busy

Relationship

Fax +1-21a-na‘

Time Called 11:05 aM . [J Wi Call Time Cimt Calted
i

flug 30 2010 09:30am PQ02/003

-t rrm = .

[ DisconnectedWrong No. [ No Answer

[ Forcimt to refer to the Notice Of Appointment, DE 4800 and a decision will bases

B T

<}n available information.

O for eimtto retum call by Date Time or decision lwill be made on available information.
Call retumed? !
0 No asof Date Time ;
[J or Yes, Date: Time call retumed: i
[ DE 4365 sent on: Date Suspense date; J f\lo response
LI
11. CLAIMANT INFORMATION
Verified last employer —~Name SAN JOSEEVERGREEN COMMUNI
LDW 11/05/09  Job Title Pavroll Tech '
Duration 18 vxs Perhr

Rate of Pay $ 27,00

WHEN was cimt terminated? Date 11/05/09
WHO torminated the cimt? Name Jeanine Hawk TifleVice President

HOW was cimt terminated? [J In Person [J By Phone [X) Othermail

m was clmt terminated? What reason(s) ware given to the cimt? Include FINAL lNéIDENT and date llL_,u_Qulm;

DID clmt know or should have known his/her actions could result in termination? DY@ IX No If yes, Explain (i.e.,

dates/reasons for wamings, know er policy)

i

Z

]
2. ATTEMPTS TO RESOLVE CONFLICTING INFORMATION OR OBTAIN INFORMA‘I’I(%?N FROM OTHER SOURGES:
Ocimt [J ER [ Other(Name /Titls/Ph #): %
Date caligd: Time t
Results of Final Call: :
[] Reached Cimt (O 8usy [ DisconnectedWrong No. [] No Ahswer
] on Machine or ] with a Respansible Party: Name Tittle/Relationship

made on available information.

b}

O Noresponse

[J To retum cat by: Date: Time or decision will be!
Call returned? '
[J No asofDate Time
[ oz Yes, Date: Time call retumed: !
) oEas630r[] sent on: Date Suspense date:
DE 2403MC Rev, 2 (1-04) (WACRO) Page 2 of 3

cu B8



" ER Acct, No.

: . EDD Fax *1-213-744'

Aug 30 2010 09:30am P003/003

&*w
13. SUMMARY OF MATERIAL FACTS AND REASON FOR DECISION:
Cl ed s W, ccus o) sing & _ga
contesting b i 4a exial o s
z ce from there

I3 ible

i ent ordex. F
urden of proof of
[¢]

bstanti b

of duty, Gl
not find diggharge gg r misconductc in cogng ction of work.

LEGAL RESULYS Under Section 1256 of the Ul Code cimtis [ MC Etigible [[] MC Dis:nualmeu RD MC300-CC

CA 951335 1510

ER/Agent Address 4750 SAN FELIPE RD SAN JOSE

Detision Made On Date:_12/05/09 AtTime:7:1Q am _

Dea

DE 2403MC Rev. 2 (1-04) (MACRO) Page3of 3

e b e
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CalPERS

Disability Retirement Election Application

888 CalPERS (or 888-225-7377) - TTY for Speech and Hearing Impaired: (916) 795-3240

Employer Information

[J Check if this is an employer-originated application.
Employer must fill out and sign Section 12 on the last page of this application.

Application Type

[] Industrial Disablility Retirement
[ Service Pending Industrial Disability Retirement

[X Disability Retirement
[J Service Pending Disability Retirement

informatjon Abgut You
L Ehinga \[plgsauez

Please provide your -
- Name of Member (First Name, Middle Initial, “Last Name) Social Security Number
name as it appears on the
Social Security card. Lar e o o = = ——
Address
L B
Please display all datesin =~ " s , .
this order: leTﬂ'I!dayfyeal'. ID Maiej’ierm.\e [ Tk * R IR i ( A SESIECTPIIE,
Birth Date (mm/dd/yyyy) Gender Prma Dhnnn Wark Phone
Ret;relm7nt Information
Please do not abbreviate L m;? col/ /[
Reti te (m
your employer or position. ke (i o)

Do not list Social Security,

military or railroad
retirement as a California
public retirement system.

payrol ] Teohny,..,.

Pusmon Title

S JW{@am M(/
Employer 1 ([ Disines

Do you have any ﬁnal compensation period higher than the last consecutive 12 or 36 months? -
™No [Yes, from

to ) .
Beginning Date (mm/dd/yyyy) Ending Date (mm/dd/yyyy)

Are you a member of a California public retirement system other than CalPERS? [JNo [JYes, provide:

Name of System

|
| -
Beginning Service Credit Date (mm/dd/yyyy)

Date of Retirement (mm/dd/yyyy) Endiﬁ Service Credit Date (mm/dd/yyyy)

Local safety members
should not complete
Sections 3 & 4.

PERS-BSD-369-D (9/08)

Workers’ Compensation Information

N

Workers' Compensation Carrier

Lo e
Name of Adjuster

|
Address

[ , S ; - |

City State ZIP

Claim Number(s) Relating to Alleged Disability Date of Injury (mm/dd/yyyy)

Page 10f 8



Put your name and
Social Security number
at the top of every page.

L Eclinde, Veiasawz

Your Name

Social Security Number

‘Sectiond

Please complete all the
questions below. If you
need additional space,
atiach separate shegis
and be sure fo include your
name and Social Security
number on all sheets.

PERS-BSD-3639-D (/08)

Disability information
What is your specific disability; when and how did it occur? -

n en- Distresna awmb q){élrvﬁﬂ‘%ﬂ:’)ﬂﬁ
j—l*S‘imLui aflew T Rt O bﬂ’ﬁf\ Fo 1’144 S‘?C%{

M L ot Post Porcdint Depreosion ond m%%
Fherard] il tien piefpined Yo ol %‘/ng‘z’/’n

What is the complete name and address of your treating physician(s)?

Mervina l,fl/lqrad[c\ |

Name of Treating Physici ) . Medical Record Number
:!5’&‘7 |YANN Qi nve ;Suide 123

A ‘“5“ (2] (Yet) 27/l

S!ate Piione Number

laé:BNT a5

What are your limitations/preciusions due fo your injury or illness?
e M‘]-c ¢ NS e ‘_ri(,\-‘ ey Une ‘g l it. D{J‘}"FEWL

Dibte1 sl Tocl Fie oFf” Lievie el wea A_.f,)
’hu.. f!‘w B Ametl, € Depragien

How has your injury or illness aﬁecmd your ability to perform your job?

Unable to Gl onbu- il

‘}"\ -« (—‘\{; .LL; At i% {Mu*j [ = Tr\‘g\(ﬂ. b(_ le\ Sy
b.[j'\-'ﬁ-f..

iF Svhibes E {m[ Wi pulis g ;i Wiy auel
APt 4o heave vng g [¢ +TF pecple dee<
Are you currently working in any capacity (full-time, pari-time, or modified work)? yes please explain.

No

Other information you would like o provide.

_ﬂlh gh/n.JLf% 5:('17lﬁr3 Leys-€ QFL’ - +kl \Dgc;'{’l;'\ AF H/b{
594#}55( J, 50 ] ”/\,{jf I3

j-w(s i).:T N Jhecltceton aid See ._.5 Dr illccinn FlSeude

U~ frie®

Did a thrrd cause your injury? [INo [IYes (if yes, CalPERS has a potential “right of subrogation.”)

Page20f 8



Put your name and
Sacial Security number
at the top of every page.

L Elin 6{61 \fp,[(,; Save

Your Hame

Sacial Security Number

Section 5

Select only one payment
option: Option 1, Option 2,
Option 2W, Option 3,
Option 3W, the Unmodified
Allowance Option, or one of
the Option 4 types.

These options apply
1o Option 4 Individual
Lifetime Beneficiary only.

This option applies to
Option 4 Multiple Lifetime
These options apply o
Option 4, Court Ordered
Community Propesty only.

PERS-BSD-368-D (9/08)

Select Your Retirement Payment Option and Beneficiary

By filling out this section, you are electing your Retirement Payment Option and designating your beneficiary. Once you
select a payment option, you cannot change to another option. Along with your option selection, you must complete at least
one of the beneficiary designations in Sections 5a-5d. If you choose the Unmodified Allowance Option, you do not need to
specify a beneficiary. Please refer io the detailed instructions in this publication for more information.

(% Option 1 - To complete this option choice, you must also fill out Section 5d, Balance of Contributions Beneficiary(ies).

[J Option 2 - To complete this option choice, you must also fill out Section 5a, Individual Lifetime Beneficiary.

(] Option 2W - To complete this option choice, you must also fill out Section 5a, Individual Lifetime Beneficiary.

[ Option 3 - To complete this option choice, you must also fill out Section 5a, Individual Lifetime Beneficiary.

[] Option 3W - To complete this option choice, you must also fill out Section 5a, Individual Lifetime Beneficiary.

[J Unmodified Allowance Option - If you select this option there is no retum of your member contributions and no

monthly benefits payable upon your death - except the Survivor Continuance benefit, if applicable. There is no beneficiary
designation for this option.

] Option 4, Individual Lifetime Beneficiary - If you select this option, you must also select one of the following
Individual Lifetime Beneficiary options below.

(] Option 2W & Option 1 Combined - To complete this option choice, you must also fill out Section 5a Individual
Lifetime Beneficiary and Section 5d Bafance of Conlributions Beneficiary(ies).

(] option 3W & Option 1 Combined - To complete this option choice, you must also fill out Section 5a individual
Lifetime Beneficiary and Section 5d Balance of Contributions Beneficiary(ies).

[ Specific Dollar Amount to Beneficiary® - To complete this option choice, you must also fill out
Section 5a Individual Lifetime Beneficiary Dollars

[ Specific Percentage io Beneficiary % - To complete this option choice, you must also fill out
Section 5a Individual Lifetime Beneficiary ~ Percent

[ Reduced Allowance for Fixed Period of Time through :
Percent or Dollars Date (mm/yyyy)

[J Reduced Allowance upon death of refiree or beneficiary: ot s reduction amount
ollars
If you are naming a beneficiary under this option, you must atso fill out Section 5a, fndividual Lifetime Beneficiary.

E Option 4, Multiple Lifetime Beneficiaries - To complete this option choice, you must also fill out Section Sb Option 4
Mutltiple Lifetime Beneficiaries.

" " Option 4, Court Ordered Community Property - If you select this option, you must also complete Section 5c,
\; Court Ordered C.P. Beneficiary and select one of the following Court Ordered Option 4 Community Property options.

[ option 4/Unmodified - There is no additional beneficiary designation for this option.
[} Option 4/1 - To complete this option choice, you must also fill out Section 5d, Balance of Contributions Beneficiary(ies).
[ Option 4/2W - To complete this option, you must also fill out Section 5a, Individual Lifetime Beneficiary.

[ Option 4/3W - To complete this option, you must also fill cut Section 5a, fdividual Lifetime Beneficiary.

Page 3of 8



Put your name and
Social Security number
at the top of every page.

IJ;rlm‘t{&x l[g[aéducz

Your Name Social Security Number

Sectionba.

Designate one beneficiary
and provide all of that
person’s information
including full name.

Option 2, 2W, 3, 3W or 4 Individual Lifetime Beneficiary

Complete this section only if you chose either Option 2, 2W, 3, 3W or Option 4 Individual Lifetime Beneficiary or
Option 4/2W or 4/3W Court Ordered Community Property.

L ) ! = -
Name (First Name, Middle Initial, Last Name) Social Security Number
] i0] male [T Female s B

Birth Date (mm/dd/yyyy) Gender Relationship to You

i

Address

! ) L i Lo

City State P Country

If you want your
beneficiaries to receive
an equal share of your
benefits, do not specify
a dollar or percentage
of benefit.

Option 4 Multiple Lifetime Beneficiaries
CGomplete this section only if you selected Option 4 Multiple Lifetime Beneficiaries.

- Toel Sclvador S, vighaz.

Name (First Name, Middle Initial, Last Name) s;:«:mi Security Number
e R ) e
i@ Make 1 Fomale Y= e
Birth Date {mm/dd/yfyy) Gentder Relationship to You DolTArTPETEEnt of Benefit
Address ~ i —
iy Staie 7P " Country -

l’\/lan‘q - ﬂ’( th_--\ Sq by ﬁZu'Z._ ‘ b‘/

Name (ﬁrstlﬁame, M?dle Initial, Last Name) Social Security Number

0 Male [BFemale | ﬂ%éd/ g e 4-___ ; -

Birth Daté (mm/ddfwwwe) Gender Refationship fe/You Dollar/Peicent ot Benefit

Address™ * - o a

Gty T State P “Country

R - i o ;"' e ke s 5'_ l x

Lo \-Uﬁ;z-v(ﬁ.\f )ﬁ NeSus  Dapc AT e S

Nawe (rirst Name, Middle Initial, Last Name) C;_- I’? i . Social Security Humber
. tHeliony

e e M Male [ Female | teidres— !

Rirth Nata imm /e vl Gendear tionship to You Dollar/Percent of Benefit

Addrege Y *

{ sotigar . o= ¢

City Slate ZIp Country

List only the

Option 4 beneficiary
that is required by your
court order.

PERS-BSD-369-D (9/08)

Court Ordered Option 4 Community Property Beneficiary
Complete this section only if you selected Option 4 Court Ordered Community Property. ‘

e 1-_‘7_;'.7_ HPTEER — e - I _ _
Name (First Name, Midd/e Tnitial, Last Name) - ocial Security Number
- - .
Vi ~ - 17 wale [ Femake . o -a - &
Birth Late (mm/di/yyyy) Gender Relationship to You =
AddEss e - T el
- T RE
T = = | o ol e TRE
City Staie ZIP Country &
Page 4 0f 8



e

Put your name and
Sacial Security number
at the top of every page.

W= PPA Va[ufcue_z.

Your Rame

Soclal Security Humber

Option 1 Balance of Contributions Beneficiary(ies)

Al Applicants must
complete this section.

Designate your beneficiary
to receive your lump sum
Retired Death Benefit.

PERS-BSD-369-D (2/08)

Designate up to Complete this section only if you selected Option 1, Gption 4-2W/1 or 3W/1 combined. You may change this
three beneficiaries beneficiary(ies) at any time. This designation automatically revakes when there is a change in your marital status,
here. If you want to domestic partnership status, or when there is a birth or adoption of a child. Please refer to the detailed instructions in
designate more than this publication for more information.
three beneficiaries. See =~ _— c[af‘g
; RO d Sa hm qn 2z
page 23 for information Name (First Name, Middle Initial, Last Name) Social Security Number
on completing the . - =
5 - | Maie O] Female ]
Lump Sum Beneficiary Birth"Date (meh/dd/yyyy] 7 Gender P Relationship to You
Designation form. - : ‘
Addels ~ YT 7T N T
City State P " Countty ~
arie e, . S nohe .
Hame (First , Middle Initial, Last Name) Social Security Number
, |3 ate R Fomate | Davshdv—
Rirth Natd imm/dd /i T " pandar Relationship tf You
Aoaress -
gy State av Gountry
[ | = -
Name (First Name, Middle Initial, Last Name) Social Security Number
I |01 Mate (] Femate |
Birth Date (mm/dd/yyyy) Gender Relationship to You
|
Address
] ! [ [
City State 2P Country
R LI  Retired Death Benefit

This section designates the person who will receive your lump sum Retired Death Benefit. You may change this
beneficiary(ies) at any time. This designation automatically revekes when there is a change In your marital status,
domestic partnership status, or when there is a birth or adoption of a child. Please refer to the detailed instructions in

this publication for mere information.
~———
L \Lovz;.l Sél I Wu{a/ 5 c.nola.e'z
Name (First Name, Middle Initial, Last Name) Socikl Security Number
{8 pate 1 Femate L So 4\
Birth Dafe (mm/3d/yyyy) Gender Relationship to You
A ddfeé ” L] 7V
oy v T T N SN w = Country -
Section 6 continues cn page 6
Page50f8



Please answer

all five questions and
complete the information
in each section where you
answered “Yes.”

PERS-BSD-369-D (9/08)

Put your name and . V [a
Social Security number ENi eusSgue? —
at the top of every page, Your Name Social Security Number
Section 6, continued Retired Death Benefit )
All Applicants must lzziqﬁ‘é‘z'ﬂ[qez Sc n&/@l
comptete this section. Nafhe (Ftrft Name, ;ﬁd«le Initial, Last Name) — " Social Security Number
|1 sz G Femae | % o ucke € r
Designate your beneficiary ~ Birth Date (mm/ddfyyyy) lender ; Refalionship to You
to receive your lump sum L.
Retired Death Benefit,. ~ *™ L N
| — . . - . .
City State r 7 Couny -
 SalbGd o Do FesoS  Sandde= |
Nama (First Name, Middie Initia), Last Name) Social Security Number
&0 maie O Femato ! WWMM by {l
Birtfidate (mm/dd/yyyy) , Gender 7 Relationship to You L
Address ~ ° ’ -
ey e o I,
Ci™= shte T oty
BRI survivor Continuance

Please refer to the detailed instructions in this publication for more Information.
1. Will you be married on or before your disability retirement date? )(No [ Yes, provide: K

_Sglv ador DoeFesvs Sanbas -

Se'ouse (ﬁ:fl Mame, Middle Initial, Last Name) Social Security Number
TR =
nder ate 0 ge ; Ve

2. Will you be registered with the California Secretary of State as being in a domestic partnership on or before
your disability retirement date? [INo [ Yes, provide:

Birth Date {mmJdd/yyyy)

L ] - -
Name of Domestic Partner {First Name, Middle tnitial, Last Name) Social Security Number
! 10 Mate [ Femate l

Birth Date (mm/dd/yyyy) Gender Date of Registered Partnership {mm/dd/yyy)

3. Do you have any natural or adopted children under age 18 who have never been manied?
ONo [XYes, provide:

L P SclyadovSendhez

Name of Child (First Name, Middle Initial, Last Name) Social Security Number Birth Date (m[u/unlyyyy) oo
\ 7

LMﬁna—MtomeaVMLJ?—— . . . - .

Name of Child (First Name, Middle Initial, Last Name) Secial Security Number Birth Dafe (fam/dd/yyyy)

4. Do you have any children who have never been married and were disabled prior to their 18th birthday and
who are still disabled? BFNo [ Yes, provide:

| - - !
Name of Child (First Name, Middle Initial, Last Name) Social Security Number Birth Date (mm/dd/yyyy)

| - -
Name of Child (First Name, Midd!e Initial, Last Name) Social Security Number Birth Date (mm/dd/yyyy)

5. Are your parents dependent upon you for one-half of their support? [INo [ Yes, provide:

- I - - i
Name of Parent (First Name, Middle Initial, Last Name) Social Security Number Birth Date (mm/dd/yyyy)
L L - -

Name of Parent (First Name, Middle Initial, Last Name) Social Security Number Birth Date (mm/dd/yyyy)

Page 6of 8



4

Bt R g T8 Ve [q,s’&de,z
at the top of every page Your Hame Social Security Number
Section 8 Last Day on Payroll

] i
Please enter the last day you received compensation. | / / il é’ ~U 07
Last Day on Payroll (mm/dd/yyyy)

Section 9

Have your employer
complete this section.

Do not detach from
application.

This certification is

not required if you
were separated from
employment more than
four months ago.

Employer Certification (For service pending applications only)
Please refer to the detailed instructions in this publication for more information.

Employee's Last Day on Payroll (mm/dd/yyyy) Employee’s Separation Date (mm/dd/yyyy)
Balance of unused sick leave hours on employee's date of separation =+ 8 =

Hours Days
Balance of educational leave hours on employee’s date of separation = 8 =

Hours Days

By signing below, you hereby certify, under the penalty of perjury, that the above information is true, complete, and
correct to the best of your knowledge. Any changes to this information must be submitted on an Amended Employer
Certification form.

Signature of Employer Print Name (First Name, Middle Initial, Last Name)

I ( ) i

Position Title of Employer Phone Number of Employer Date (mm/dd/yyyy)

_Tax Withholding Election

Do not complete for
industrial disabilty

A retirement.

Please choose one only.

State withholding
is optional for
out-of-state residents.

PERS-BSD-369-D (9/08)

Federal Income Tax information. Please refer to the detailed instructions in this publication for more information.
Do not withhold federal income tax.
[0  Withhold federal income tax in the amount of s_nT"— per month.
ollars

[0  Withhold federal income tax based on the tax tables for:

O A married individual with _____ tax withholding exemptions.

Number
[0  Asingle individual with Wtax withholding exemptions. y
umber
In addition to the amount withheld based on the ta;};bles, withhold s—aﬁ per month.
ollars

State Income Tax information. Please refer to the detailed instructions in this publication for more information.
Do not withhold State of California income tax.

] Withhold State of California income tax in the amount of per month.

Dollars
[0  Withhold State of California income tax based on the tax tables for:
O A married individual with tax withholding exemptions.
Number

O Asingle individual with _____tax withholding exemptions.

Number

In addition to the amount withheld based on the tax tables, withhold®_______ per month.

Dollars

(0  withhold State of California income tax in the amount of 10 percent of the federal income tax
withholding amount.

Page 7 of 8



CalPERS

Workers’ Compensation Carrier Request

888 CalPERS (or 888-225-7377) - TTY for Speech and Hearing Impaired: (916) 795-3240 - Fax: (916) 785-1280

You must complete the
front side of this form, sign,
date and forward to your
workers' compensation
insurance carier.

Member Information

If you have filed a workers' compensation claim for the illness or injury directly related to the application for disability
or industrial disability retirement, this Workers’ Gompensation Carrier Request form (reverse side) must be completed
by your employer’s workers' compensation insurance carrier. -

| e L

Name of Membter {First Name, Middle Initial, Last Name) Sociat Security Number
t
Employer Name
{ !
Claim Number 1 Date (mm/dd/yyyy) Body Pari(s)
| o | |
Claim Number 2 Date (mm/dd/yyyy) Body Part(s)
| i
Claim Number 3 Date (mm/dd/yyyy) Body Part(s)
! ! ]
Claim Number 4 Date (mm/dd/yyyy) Body Part(s)

BEESEEEE  Authorization to Release Information

Send this form
directly to your workers’
compensation insurance

camier. They will complete
the reverse side of

this form and send the
requested information

to CalPERS.

PERS-BSD-92 (9/08)

| have submitted an application for disability or industrial disability retirement with the California Public
Employees’ Retirement System (CalPERS). You are hereby authorized to furnish CalPERS, or its representative,
any and all information, including photocopies of records in your possession, which CalPERS requires solely to
assist in determining my physicat or mental condition, liness, or disability. The purpose of this authorization is
to assist CalPERS in determining my right to retirement or reinstatement under the Retirement Law pursuant to
Government Code Sections 20128; and no other purpose. This authorization shall be valid for four years from
the date shown below. A photographic copy of this authorization shall be as valid as the original.

Signature of Member

Date (mm/dd/yyyy)

This form continues on the back.

Page 10f2



. Put your name and
. Social Security number
‘ at the top of every page.

Section 2 (Continued)

Indicate with a check
mark (v ) the frequency
required for each activity
listed at the right.

If there is not enough
Space to enter all your
additional requirements
Or comments, attach a
Separate sheet. Be sure
to use a label, or clearly
write your name and
Social Security number
on each attachment.

I Q]lm:(q Vdam»«z_‘z_

Your Name

e S

Social Security Number

Physical Requirements, continued

= TETRITT sy ‘—if-'.:‘"

ly EFquuenﬂy Comuy s T Ty

‘S—Bhou!‘s

Up 1o 3 hours

 Working with heavy
? equipment |
Exposure to excessive noise
Exposure to extreme
temperature, humidity,
wetness
| Exposure to dust, gas,
| fumes, or chemicals
Working at heights
Operation of foot controls
Or repetitive movement
Use of special visual or
auditory protective equipment
Working with bio-hazards | |
' (e.g.. blood-borne pathogens, |
Sewage, hospital waste, etc.)

L sectons

This form must be
completed and signed by
you and your employer
and sent to a medical
Specialist along with other
documentation,

The medical specialist
must be the treating
physician special izing in
your disabling condition,

Signature of Employer and Member

lfyouarea Disability Retirement Election applicant, your employer must provide you a copy of this completed
form. Your employer must send the signed original to CalPERS,

CalPERS Disability Retirement Election Application,

i you are a Request to Work While Receiving Disability/Industrial Disability Benefits applicant, you must
attach the job description/job duty statement of the prospective job to a copy of the completed Physical
Hequfrementsoﬁ?withn/ﬂccmaﬁbnal Title form prior to sending them to a medical specialist. You must
submit the resulting medical report and other required documents to CalPERS. The Physician’s Report on
Disability form is not required. Complete document submittal requirements are described in A Guide to
CalPERS Employment After Retirement.

|

{ 1

Signature of Employer Representative Date (mm/dd/yyyy)
Title Phone Number

| i

Signature of Member Phone Number Date (mm/dd/yyyy)

]

| Mailto: [ —re— Division - P.0. Box 2796, Sacramento, California 95812-279

Page 2 of 2



_Put your name and
Social Security number
at the top of every page.

/' Section 11

This section must
be completed or
your application will
be returned.

If your spouse’s or
domestic partner’s
signature is not available,
See instructions in this
booklet on completing the
Justification for Absence
of Signature form.

Your signature and your
spouse's or domestic
partner's signature must
be notarized by a notary
public or witnessed by a
CalPERS representative.

r él’l ;-’1 ;(q Ufl(&;dtt

Your Name

Social Security Number

Member Signature and Notary

I certify, under the penalty of perjury, that the information submitted hereon is true and correct to the best of my
knowledge. | understand to cancel this application or to change the elected option or beneficiary | must notify
CalPERS before the mailing of my first full monthly retirement allowance check.

| understand that if | am married or in a registered domestic partnership, but do not name my spouse or partner
as beneficiary, they may still be entitled to a community property share of the Option 1 lump sum return of
contributions benefit or a share of the monthly option death benefit allowance. Their community property
interest is 50% of the benefit based on the contributions or service credit earned for the period of CalPERS
service during which we were married or in a registered partnership. My non-spouse or non-partner designated
beneficiary will receive the portion of the lump sum Option 1 benefit or monthly option allowance that is not
payable to my spouse or domestic partner. | understand that my spouse or domestic partner will have the right
to disclaim entitlement to their community property interest in the death benefit at the time the benefit becomes
payable, if they so desire.

More detailed information on this section is available in this publication.

Are you legally married or do you have a legal domestic partner? [(JYes [XNo
If yes, your spouse or domestic partner must sign this election.
If no, please indicate: [] Never Married/or in Partnership (] Divorced/Annulled

[JWidowed. Or Termination of Domestic Partnership
d/ /0 4 / coff

Date (mm/dd/yyyy)

Your Signatlre

Your Spouse’s or Domestic Partner’s Signature

State of California, County of fﬂﬂ"“ﬁ M

Onxmﬂﬂ'%m before me, BN AN VAlENnGa N itar« Bualolic

D . Name of Notary/Witness dJd
personally appeared Ef | rgég VB lM@Mﬂi , who proved to me on the basis of satisfactory evidence
to be the person(s) whose name(sy is/are subscribed to the within instrument and acknowledged to me that-he/
sheAhey executed the same in histher/their authorized ca_@giy_(ias), and that by-is/her/their signature(s) on
the instrument the person(s), or the entity upon behalf of which the person(s) acted, executed the instrument.
| certify under Pena!tyﬁeriury under the laws of the State of California that the foregoing paragraph is true
and correct.

Date (mm/dd/yyyy)

SARAH VALENCIA
A Commilssion # 1766152
11 Notary Public - Californla £
/  Santa Clara County =
My Comm. FxpresSep8,2011 |

LT PP PP PEJRP T

Notary Seal

Witpess my hanf/aU official seal or authorized CalPERS representative signature.

ﬁﬁ/\ &,POAA,&& INoTpRy Rapric (01| e4]zon

Signd)ure of Notary or CalPERS R{présentative Position Title/” Date (mm/dd/yyyy)

AR Ay VacenNca |

Print Name CalPERS Office (if applicable)

Section 12

To be completed if the
employer is submitting
the application on behalf
of the member.

Employer-Originated Application
L

Signature of Employer

Print Name of Employer

| ( ) |

Position Title of Employer Phone Number Date (mm/dd/yyyy)

CalPERS Benefit Services Division « P.0. Box 942711, Sacramento, California 94229-2711

PERS-BSD-369-D (9/08)
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‘%” Justification for Absence of Spouse’s
A ?),4, or Domestic Partner’s Signature

CalPERS 888 calPeRs (or 888-225-7377) - TTY for Speech and Hearing Impaired: (916) 795-3240
This form is to be used with the Retirement Election Application

Member Information
Ploaso incude themontn, | Ev-lia ks ]

day and year for all Name of Member (First Name, Middle Initial, Ldst Ham‘;ﬂ' - Social secumg Number

as follows: mm/dd/yyyy.  Pursuant to Government Code Section 21261 » the member’s current spouse or legally recognized domestic partner
must be made aware of the selection of benefits or change of beneficiary made by a member. The spouse or
domestic partner of a CalPERS member must acknowledge the submission of: a request for refund of contributions,
election of retirement optional settlement, and designation of beneficiary for retirement death benefits.

If a spouse or registered domestic pariner’s signature does not appear on one of the above-named
documents, the following information must be completed by the member and submitted with the
application for retirement.

Select either 1 or 2 and indicate specifics:

1. B By checking this box, you indicate that you are not legally married or in a legal domestic partnership
because:

[J Never married or never in legal domestic partnership.

[ Divorced/marriage annulled or domestic partnership terminated. l - ’2,3 -0 ?
Date (mm/dd/yyyy)

[0 widowed.

Date (mm/dd/yyyy)

2. [ By checking this box, you indicate that you are married or have a registered domestic partner, but your
spouse or domestic partner did not sign this form because:

[ You do not know and have taken all reasonable steps to determine the whereabouts of your spouse or
domestic partner.

[J Your spouse or domestic partner has been advised of the application and has refused to sign the
acknowledgment,

[ Your spouse or domestic partner is incapable of executing the acknowledgment because of an
incapacitating mental or physical condition.

[ Your spouse or domestic partner has no identifiable community property interest in the benefit.

Eﬂ Your spouse or domestic partner and you have executed a marriage settlement or partnership
agreement that makes the community property law inapplicable to the marriage or partnership.

Information Certification

You hereby certify under the penalty of perjury that the foregoing information is true and correct.

| &/—M/ | S 2o/ DD

Signature of Member (_/ Date (mm/dd/yyyy)

CalPERS Benefit Services Division « P.0. Box 942711, Sacramento, California 94229-2711 |

PERS-BSD-800A (8/08) Page 1 of 1



b,

CalPERS

. (7 ;/vq“’r/
Report of Separation and Advance
Payroll information

888 CalPERS (or 888-225-7377) « TTY for Speech and Hearing Impaired: (916) 795-3240
Employer: Please complete this form as soon as possible and return to CalPERS.

Your cooperation in
immediately providing an
advance estimate of the
requested information

is critical for us to make
accurate payment at the
earliest possible date.

Emplnymg Agency and Member Informatmn
Lg //(/ /C///w f=-¢ DLS]‘( (f—

I SaW Je ~>€"/£¢fr A4~y
Name of Employing Agency <

This member has applied for dw;hrhty retirement.
| E&lf‘nc{o, Ve LQ SAUE T

Name of Member (First Name, Middle Initial, Last Name)

L 0]l- 04 - 3o0/(/

Requested Retirement Date (mm/dd/yyyy)

Social Security Number

[ s

Last day on pay status
will be upon expiration
of accrued sick leave or
compensated time off.

Effective Separation or Termination Dates
I

Separation Date (mm/dd/yyy)

Termination Date {(mm/dd/yyyy) Last Day on Pay Status (mm/dd/yyyy)

Leave of Absence With Compensation

| l l
Beginning Date (mm/dd/yyyy) Ending Date (mm/dd/yyyy) Type of Compensation

Explain the difference between the date of separation and last day on pay status, if any.

Unused Sick Leave at Time of Separation

Accumulated hours must be converted to days using the appropriate conversion factor applicable to each
employee's individual classification or position. Calculate to three decimal places.

+8=

Balance of unused sick leave hours at time of separation:
Hours Days

Section4

Certification of Employer
The above information is based on payroll information currently available.

| |

Signature of Payroll Officer Title

( )

Phone Number

Date (mm/dd/yyyy)

PERS-BSD-194 (12/06)

CalPERS Benefit Services Division « P.0. Box 942711, Sacramento, California 94229-2711 J
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D,
CalPERS

Authorization to Disclose e
Protected Health Information

888 CalPERS (or 888-225-7377) - TTY for Speech and Hearing Impaired: (916) 795-3240 « Fax: (916) 795-1280

Member Information
L Ecltad \Je 0 sawre 2

Name of Member (First Name, Middle Initial, Last Name) Social Securily Number
i}_afﬁr-ne Phone Evening Phor;e

L~y o - - -

Address

City State il

| authorize the disclosure of my protected health information, including, but not limited to, medical histories,
diagnoses, examination reports, chart notes, testing and test results, X-rays, operative reports, lab and
medication records, prescriptions, and any other records relating to the prognosis, treatment or diagnosis of any
physical, mental, psychological or psychiatric condition, to the California Public Employees’ Retirement System
(CalPERS) or its representative, for the sole purposes of determining my physical or mental condition, illness, or
disability and my right, if any, to retirement or reinstatement under the Public Employees’ Retirement Law (PERL)
(Government Code sections 20000, et seq.). | understand that any information about me disclosed pursuant to
this Authorization will be used by CalPERS for the administration of its duties under the PERL, the Social Security
Act, and the Public Employees’ Medical and Hospital Care Act. | understand that submission of the requested
information is mandatory under Government Code section 20128 and that failure to supply the information
requested may result in CalPERS being unable to make a determination regarding my status.

This Authorization applies to any and all health and/or medical related information about me in the possession
of any health care provider, health plan, insurance company or fund, employer or plan administrator, government
agency, organization or entity administering a benefit program, rehabilitation organization or program.

| understand that if my protected health information is disclosed to someone who is not required to comply
with federal privacy protection regulations, that information may be re-disclosed and would no longer
be protected.

| understand that | have a right to revoke this Authorization at any time. My revocation must be in writing by
letter directed to the CalPERS Benefit Services Division at the address below. | am aware that my revocation is
not effective to the extent that persons | have authorized to use and/or disclose my protected health information
have acted in reliance upon this Authorization. Unless cancelled by me in writing, this Authorization shall be
valid for four years from the date shown below. A photocopy of this Authorization shall be as valid as the original.
1 understand that | may request a copy of this Authorization at any time.

BT caPers Benefit Services Division - P.O. Box 2796, Sacramento, California 95812-2796

PERS-BSD-35 (9/05)

Authorization to Release Information

| also authorize the disclosure of any and all personnel and other employment-related records on file
with any of my present or former employers which relate to my job duties, work performance, and other
work-related issues including, but not fimited to, attendance and sick leave records and records of
administrative and judicial act arising out of, or related to, my past or present employment.

//// /7 jz-1Y-2ef &
\Epr Ao Ll L7 L |
Signature of Member £ & Date (mm/dd/yyyy)

Page 10 1



L

CalPERS

Physician’s Report on Disability
888 CalPERS (or 888-225-7377) « TTY for Speech and Hearing Impaired: (916) 795-3240 - Fax: (916) 795-1280

This form must be completed by a medical doctor. The following information is needed in connection with the patient's
application for disability retirement benefits under the California Public Employees’ Retirement Law,

Please fill out completely and
fully describe the nature and
severity of impairment. Also,

include copies of the patient’s
medical and referenced
diagnostic test reports.

Member Information
Erlinde \[elusguez

Name of Member/Patient (First Name, Middle Initial, Last Name)

L

Position/Occupational Title

For Kalser Patients, Medical Record Number

Lot -

Social Security Number

Birth Data"{mm';dﬂfyyyy)

Please provide history of
patient's illness/injury.

Patient and Member are
the same person.

Member History
LMAY T 2009 __oz/10 /201

Date of First Visit {mm/dd/yyyy) Dats of Last Exam);fatfnn (mm}dd.fyym

i iz/zz,/ZOfo p IZ/Z'Z//ZO!O

Date Presen}/ﬂlness!lnyud (mm/dd/yyyy) Date Member Unalyﬁ to Punormﬁnh Duties (mm/dd/yyyy)
Origin of Injury: [“IWork Related (<] Non-Work Related

STRESSORS  BorTH  WORK + pnJon —

Describe How Injury Occurred

NORK.  — RELATED

Please provide history of
patient's illness/injury.

Examination Findings

[ CAUS F B
Chief Cumptamts_jI O.B mu—rf C.S , PE@-SO F[ C.E - f—;ﬂl%’&
[NSOMN | A f INABILITY TO FOCUS { SKOES
Subjective Symptoms V4 MO fA—. SOIC AT
iy ~alk T8 s

| R Ll A

Height Welght Blood Pressure / 7

Provide dates and findings of
any X-rays, EKGs, laboratory
or diagnostic testing
performed. Use additional
sheets if necessary.

If there is not enough space
to enter all your diagnosis,
attach a separate sheet. Be
sure to use a label, or clearly
write your Social Security
number on each attachment.

PERS01MO0051DMC (9/08)

Diagnosis

. DEPRESSION

Diagnosis 1

! CUNICAL

Objective Examination Findings 1

Diagnostic Test - Dates and Findings

Restrictions /Limitations, if so specify.

Diagnosis 2

Objective Examination Findings 2

Diagnostic Test - Dates and Findings

Restrictions /Limitations, if so specify.

Comments
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Put your name and- | £{ llifl c‘/.e\ Vé La S&sz—

Social Security number .
atthe top of every page,  '°U" Name Soclal Security Number

BT Member incapacity

Review the attached duty  To qualify for a disability retirement, the CalPERS member must be substantially incapacitated from the
statement and physical performance of the usual duties of his/her position with the current employer. This “substantial incapacity” must
requirements of the  be due to a medical condition of permanent or extended and uncertain duration. Disability is not necessarily
member’s position priorto  an inability to perform fully every function of a given position. Rather, the courts have concluded that the test
answering these questions. is whether the member has a substantial inability to perform the usual and customary duties of the position,
Prophylactic restrictions are not a basis for a disability retirement.

1. Is the member currently, s%@amially incapacitated from performance of the usual duties of the position for
their current employer? [AYes [No
I yes, you must describe specific work activities that the member is unable to perform due to incapacity.

Al TASKS

2. Will the incapacity be permanent? [J Yes Elﬁ
I not, probable duration [J <6 months [ 6 months — 1 year EI{— 2years [ Other

3. Was the job description/duty statement reviewed to make your medical opinion? T Yes CINo

4. Was the Physical-Requirements of Position/Occupational Title reviewed to make your medical opinion?
O Yes B‘ﬁoa

5. Was information reviewed that the member provided? [ Yes Erﬁ
If so, please attach the information provided by the member.

Member Mental Status

Is trg(mmber mentally able to handle financial affairs and enter into legally binding contracts?
Yes

CINo
Date of Onset (mm/dd/yyyy)
Is tr;/rpember competent to endorse checks with the realization of nature and consequence of the act?
Yes [INo

Date of Onset (mm/dd/yyyy)

BEETIEEE  Physician's Signature

Mail completed report  CalPERS has my permission to release a photocopy of report to member, upon written request. ‘1 Yes [ No

directly to CalPERS. 208 -T2
Do not give to member. ert Fiysiin e IPhune Number !Fax(N‘uﬁSF;) 274 ’
’%/lx?éwm P. MASADA, M.D,
. . | 9 Lexann Ave., Suite 128
Allquestions on this L San Jose, CA 9512]
form must be answered (408) 274-1654 |
- |
" or Iaptpllca'::oz wll:: ﬁ State zip
e incomplete, which wi /]
i | FAM LY | OZ2 /ls/zou
delay processing. L,Tnméofp ,,;,,mm‘{e 7 Medical Specialty 7 Date (mm/dbiyyyy) /
MED | C(NE

IITTITSN  cairERs Benefit Services Division - PO, Box 2796, Sacramento, Calfornia 958772706 ]

PERSO1M0051DMC (9/08) Page 2 of 2




wA
‘LqQJ\ A '///,, Employer Information for Disability Retirement

CalPERS 888 caipens (0r 888-225-7377) - TTY for Speech and Hearing Impaired: (916) 795-3240 « Fax: (916) 795-1280

m Member lnformat'o/n
To Member: M’L"’L&&L‘"L o

Complete this form Name of Member {First Name, Middle Initial, Last N:ame) ) ) Social Security Numper )
sign, date and forward | [ &/ [ £ "7__51/"_1_‘"7‘ “¥\ | ,5C-ﬂ T-ﬂ>€/ £ver ey be _..([U..,
to your employer. Pasition/Otcupational Title Name of Employer/Agency t) S Lei— —4d

To Employer: . IPERS).  am submitting this ltter to you (my employer) on behalf of CaIPERS. CaIPERS is seeking information

Use this form as a to substantiate my disability.
cover sheet for

the employee’s job As 500N as possible, please send CalPERS the duty statement/job description for the position | held. Please
description and other include a copy of all accident reports, medical reports, and personnel actions filed within the past five years.
documents you These documents must be identified with my name and Social Security number. If you have additional
submit to CalPERS.  comments, please submit them.

Under the law, if a person (other than my employer) caused an injury that results in certain CalPERS benefits
being paid, CalPERS has the right to recover from the responsible party up to one-half of the total retirement
benefit costs payable. This right is known as a “right of subrogation” (Government Code Section 20250, et seq.).

Please advise CalPERS if You are aware of any claim (other than a workers’ compensation claim) against any
person or entity for the same injuries that also entitle me to a disability retirement from CalPERS.

BT Acthorizaton Release Information

Mail signed authorization The purpose of this authorization is to assist CalPERS in determining my right to retirement or reinstatement
to your employer, under the Retirement Law, pursuant to Government Code Section 20128, and for no other purpose. This
notGalPERS.  authorization will be valid for four years from the date shown below. A phatocopy of this authorization shall

be as valid as the original. g
é% Gt 7/ | /2 /I 2eF &

Sigdatdte of Mémber Date (mm/dd/yyyy)

TSN corens sonerit servioes Division <7, Box 2796, Sacramento, California 95812-2795 ]

PERS01MO052DMC (9/05) Page 1 of 1
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CalPERS

Physical Requirements of
Position/Occupational Title

888 CalPERS (or 888-225-7377) - TTY for Speech and Hearing Impaired: (916) 795-3240 « Fax: (916) 795-1280

TR Vember information

This form must be
completed by the member
and their employer to
supplement, if any, the
physical requirements
listed on the member’s
duty statement/job
description.

L Ev l_!_u. \Il _____

Name of Member fFirsl Name, Middle Initial, Last Name)

" Social Securily Number

Dok
L 1 Sca Jose /éﬁf_ﬂfu.cn Ve ({-. Cdféa.:‘;

Position/Occupalional Title Name of Employer L

L0150 San Felige Roucl Some </ o

Worksite Street Address ~
| Sawn T o L7 N AY A

City ’ State 7P

Indicate with a check
mark (v ) the frequency
required for each activity
listed at the right.

PERS01M0050DMC (2/09)

Physical Requirements Information

Sitting >
Standing { ~ i
LI

\

Running

Walking /

Crawling

Kneeling
Climbing

Squatting
Bending (neck)
Bending (waist)
Twisting (neck)
Twisting (waist)
Reaching (above shouider)
Reaching (below shoulder)
Pushing & Pulling i \_
Fine Manipulation |

Power Grasping
Simple Grasping
Repetitive use of hand(s)
Keyboard Use |
Mouse Use
Lifting/Carrying
010 Ibs. |
11— 25 Ibs. "
26-50Ibs. | 1
5175 Ibs. |
76— 100 Ibs. i

100+bs.

L

! - =]
f J
Continued on page 2.
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> CalPERS
t>
(=}

(X
rea

‘Request for Service Credit Cost lnformation —
Service Prior to Membership, CETA & Fellowshlp

888 {or 888-225-7377) » TTY For Speech & Heanny impaired (316) 795-3240
.@M&Z Ev-linda

Nams of Msmder [Last Namo First Kamo wcae Inital) Soclal Socuri'y Numbsr

About You _
Have you requested this cost information before? §dNo [OYes

D 370 (807)

Hfwe have prowded cost Regqussted Date {mmvVcdlyyyy)
mformatontoyoumthe past  yaup i) submitted a rebrement application?. (ANo [JYes
for this siwvice credst, check Recussted Date (mmv/ddfyyvy)
the Yes box and mdicats Wereyoucompemtemrmisemmoymm ONo Byes Dist
the date your request was loé o/ - /
submted Hyouhave | Exrtinda Ve gue,z= Schtlcg: SSCV& J 05&(6‘/’&55:3& V&, 4%
submitted a retrement r«mv Nams (if applicable) Current Employer :
appheation, check the PPy Yo . o .
Yes box and sdicate your
planned retrement date. s pimopm=—== ot 2P Code Dayire Fhono
Prior Employment In;
List the name and ¢V" el 4. \5!.4\4/{/.
eamed M thiswasa . M
certficated postion, | SC\V\ 5 oN-¢ IQﬁ‘ &q
contact the State Teachers’ G P Code
RetwementSystem  Was this servics renderer] under the Comprehensive Emn!oymun&TmmmAmmm 1973 10 1982? ﬁNo E]Yes ‘
st tho ates omi ours of Wasﬂnssemoemderedunderafeﬂowsmppmgmm? Do ves LI Rls
employment for which you Wassemcerendwedasaw-mmmnemployee? N O¥es =, nc0c
T l — 304?:{' er‘ IR ZZ«J
e s st %‘w AShrs
: — ol | : . rs = qu ﬁt,,
full o or gart e, Hours Worked Per Mon™h R Time urmumimm Som n\
i the service was part i g’ q b fa
time, show service as a . _,_Q@"__[ iJeflﬂﬁﬂeen\M&q l
raction o1 st the hours rployme! om(mmlm (mﬂddhm) } ‘-/o
(i &., 20 hours per month -3 llrs
a Worked Pir Woath OF Time Base/Fraction of Full ime
or hatf timg)
- 07' ox//
Enployment From (evodlyyy) 1o (mavodiyyn) @
(ol Mosta: | bords w&.%“” S hrs 140 gev monita
Positien Ti Hours Workad Per Month OR Time Bass/Fraction of Fuli ime
Vambor Gordicaton
I hereby certrfy that the n 1S true and comect v
7 20 | [_-10-20/D
p Signator <J Gats (mavdcinyy)
'3 ’. oumesetmwasnenmmmmesmwmkfumwamfmsmammnystnps:gnﬂusfumonmem
o é}' 7, above and mai  to CalPERS
) o’:‘ e O + 1 the service was performed for the Unwversity of Calrfornra, 8 CaiPERS-covered public agency, or a school, forward this
o ")‘O € % . requast form to the appropnate employer for completion of Page 2 befors retuming to CalPERS
T, 9 O
ot %
]
/
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(s
Cn

Pyg your name and
Social Secunty number

atthetopof every pdge

* Nams of Member (Last Namo First Nara Middle tnldzl)

. Vglas&ue?—__ErIt;x/c. | ‘ '

. Social Sscunty Numder

BEESUSYII  Statement & Signature of Personnel or Payroll Officer

Ltaa
;gmesameewas
performed for the Stats

of Catlforma or Calrforma-

State Universtty, employer
certification is not requmred

o

Your signature certfies that the member-provided information is true, comect, aﬁd provides CalPERS with all the
necessary infermaton to apply any exdlusions 1 no hours worked or tme base i indicated, full-tme service
will be assumed If you do not agree with this assumpbon or with the iformation kisted, continue to Section 5

PositionType () Seasonal )Xhmrtedrem O On-Call O Permanent

For Teachers Assistants Only
Was s person employed pursuant to Section 44926 of the Educabion Cods? [JNo Oves

Do you feel this service is eligible for purchase? [XfYes CINo

O Intermittent

Bresplogea Sestrlsn

| &gg,ﬂggg Dok | Boldar | ol- 12-11
Enumrsmmm Tite Datz (mm/ccyyyy)
L Moeezes Discy

Printed Name

149-202-673F | 4O®- a7y 762
Daytirte Pnone FAX

Employer Certification
' be completed l ] l
To::!y " by Position Tids Employmant From (mm/ddlyyyy)  To (mevddyyyy)
mformation 1 Racessary - Time Base OFillTme O Partlime 7 )(Houny O Fraction of Full Time
w.”";'“‘ s'm:': certl  Average Number of Days of Hours Per Month _ _ L
Comgleto Section 7 Average Percentage or Fraction of Time Worked Per Month
and retum tiis requast ;
g Plocse oo atbachmmnchs.
PRI Member Employment History
Complets Secton6 O 3~1£~ ':,97/ L6 301992, |
R Employmen Frem (mm/ed/yyyy) mployrient To {mm/c sition Title
only if the employes was
worked & { . 1 ]
?m:wm m a.xt;:r Pay Rats (Hourly/Dally/Menthiy) “Tire Worked Wours Per Day)  Vimo Worked (Eamings)
{July 1 through June 30), or Ol ~-9¢- , q o& - 1 ACCO (VR
:d notwork a “mm Employmrem From (dem Employment Yo (mmv/ddiyyyy) Pesiticn Titls
time base and could not xY) o oé $8) 1 '
be w ! Pay Rate (Hourl Monthiy} Timo Worked (Hours Per Day) Timo Worked (Ezinings)

\OF-01- 19982, ¥ 02-199 8 | Becoornt Clar kK.
Emgloyment From (mmyddlyyyy) Employment To (mm/ddfyyyy) Position Title B

oY I

Py Bite (Hourly/Daily/Monthly) . Time Worked {Hours Per Day) Tiro Workod (Earnings)
L | : |

Employrent From (mmiddlyyyy)  Employment To {mmidlyyyy) Pasivion Title

{ | |

Pay Rato (Hourty/Daily/Monthly) Tire Worked {Hours Per Day) Time Worked {Esmings)

i the service was
performed for the State

of Caldfomia or California
State University, employer
cestification 1S not requved

Statement & Signature of Personnel or Payroll Officer

I hereby certrfy that the above informatton is true and comect and provides CalPERS with all the necessary
tnformation to apply any exclusions

. : Buploger -

Signature Title Date unmmw;m =
U AHlcech ( SCAS 0§-223.433 0§ -2 F-
Printed Name Daytma Phone FAX

]

PERS-MSD-370 (3007

CalPERS Member Services Diision « PO Box 4000, Sacramento, Calformia 95812-4000
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