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Build lasting partnerships in the collection of
support for families

Educate and engage employers about our
services and their responsibilities

Provide employers with tools to make
processing deductions easier
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1.3 Million Children In CA

16 Million Children In USA { JEEENS
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e Federal Office of Child Support

Enforcement )

e California Department of Child Support )
Services

J

e 58 Counties with 51 Local Child Support
Agencies
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Locate services
Establish paternity

Establish/Enforce/Modify child and
medical support orders

Collect and Distribute child support



WHYAVOUNIATTER

You provide valuable information

You are the primary source in the collection of child
support payments

You provide access to health insurance for your
employees and their families



$2.6
Billion in 90% disbursed to
child families
support
collected

70% collected
through
withholding




COMMONLY:USEDIGHILD, SUPPORT
TERIVIS

CP — Custodial party or obligee; the person who receives payments
NCP - Non-Custodial party or obligor; the person who pays child support
Arrears — Any past due child support that includes interest

Local Child Support Agency (LCSA) — The county department of child
support services responsible for providing services directly to the public

State Disbursement Unit (SDU) — The state entity responsible for receiving
and sending all child support payments

IV-D Services - When a party is receiving child support services through a
local child support agency

NON-IV-D Services — When parties do not have an LCSA case, but have
their private employer income withholding payments processed by the
SDU
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Alameda County DCSS
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Case records are confidential

Employers can ONLY be given information to
comply with the IWO or NMSN

Refer your employee to us for case specific
questions
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Employers provide valuable assistance at every step
of the process
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Income

U

Tax Filing

Custody & visitation percentage

Health insurance

Child care

Minor child(ren) from another relationship

Other costs as related to employment
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Timeframes:

Report New Hires within 20 days of their
start date

Report Independent Contractors within (

20 days of contracting if all of the 40w
Irin,

following apply: #

Form 1099 for the services
You pay $600 or more
Individual or Sole Proprietorship
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Reports are matched against child support records to help:

Locate parents

Provide up to date earning records

Establish/Enforce orders for support
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Form DE 34 “Report of New
Employees” or

Form DE 542 “Report of
Independent Contractors”

\
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N EFORININGRNEVVARTRES

For additional information regarding New Hire Reporting:
Visit your local EDD Employment Tax Office

Phone: Tax Payer Assistance Center:

(888) 745-3886, Monday - Friday 8 a.m. to 5 p.m.

Online: www.edd.ca.gov


http://www.edd.ca.gov/

DO CUIVAIEINNISIRIE®
[N FORIVIATHOINBEROI

* Wage and Insurance Verification

* Letters from local child support agency
(LCSA)



WAGE ANDINSURA
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ETATE OF CALIFORMA - HEALTH AND HUMAMN SERVICES AGEMCY EFAA THMENT OF CHIL D) SUPPORT SERVICES;

WAGE AND INSURANCE VERIFICATION Dt
[== BN R T ] Empicyer MName

EMPLOYEE/CASE PARTICIPANT IDENTIFICATION AND CONTACT INFORMATION (¥ you have diferent Iformation, wite
e IDeTNANICN [N Ne BIaNK SDACES.)

A Narme:

B. Social Security Numibes:
C. Date of Birth:

D. Address

E. Phone Number

EMFPLOYEE WORK STATUS (Check il aonicasie DOres and A 1N requested nformanon. )

O Mewer employed (#f never empioyed, 5o need fo complens fam Ramher. Just 3ign Me cermfcason on page 3 and resum entine foam )

O ~Cumenty employed: O Pan-time O FuB-tme O Seasonal
Usual season start date; Usizal season end date:
O Mo longer employed: Last date ernpioyed

Reason for termination of Fmient

Hew employer name and address:

Is there an Income Withholding Order for support on file in your business for this employee? O ves O e
What income tax filing status does empioyee repon? 0O single O Head of Household O marmed
How many dependents does employee claim for ncome tax withholding purposes?

EMPLOYEE EARNINGS
MNext Pay Date (Monin, Day, Year) | Pay Frequency (Creckone) [ Weskly [ BS-Weekly O Sem-Monthly O Monthly

Howrfy Rate (rappocade) 5 Mumber of Hours
Monthly D . Fork ¥ w 3 For Mandatory Undon Dues 5
Union Name l Union Local Mumiber
Period of Employment  From (Monmn, Day, Yean To (hsonts, Day, Year)

Please complete employee’s earnings for the past 12 months or attach a copy of payroll eamings for those months. i the employee has
worked less than 12 months, prowide the information for the number of months employee did have eamangs.

[0 Check if copy of payroll eamings s attached. [0 Check if employee has worked less than 12 months.
Month | Year Gross. Month | Year Gross Month § Year Gross
January January
Febmuany February

March
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EMPLOYEE WORK STATUS (Check all appicabie bares and M in requested Informaton. |

Employee work
status, start

O Mever employed (If never employed, 10 Need 1o Compiene fovm fRrmer. Just Sign M Carmicasion on page J and Meturm #ntre fam.)

O Curently employed: [0 Part-time [0 Ful-tme O Seasonal
Usual season starnt date; Usual season end date: date,
[ Nolonger empioyed:  Last date empioyed: termination
Reason for termination of employment date and
MNew employer name and address:
reason
EMFPLOYEE EARNINGS
Mext Fay Date (bonm, Day, Yea) | Pay Frequency (Creckont) [ Weeldy [ BSeWeeldy [ Semi-Monthly [ Monthly Pay date’
Hourly Rate (r appicaoie) § Number of Hours hOUFIy rate,
Monthly Deduction  For Mansatry Refirement 5 For Mandgatory Uion Dues 3 mandatory
Unson Mame Union Loca Number retirement,
Period of Employment  From (Moneh, Day, Year) To (Afanih, Day, Year) union dues
Month | Year Gross Month | Year Gross Month [ Year Gross
January July January
February Augst February Employee’s
earnings for
the past 12

months
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HEALTH INSURANCE INFORMATION (Note to the preparer: If more than one plan is available to the employee, please list the lowest
cost insurance plan available for the employee, even if it is different than the plan the empiloyee is presenily enrolled in_)

Check all applicable boxes:

Health
Insurance
coverage costs
for medical,
dental and
vision

[] MNo health insurance is available to: [] Employee [[1 Employee’s dependents

[] Health insurance is available at no cost for: [ Employee [1 Employee’'s dependents

[] Costto the employee of lowest cost available health insurance for employee only:
Cost reported is for period: O Annual 1 Monthly 1 Two Weeks ] vweekly ] Other
[ Medical: % [ Dental: $ [ wision: $ [0 other: $

[ Costto the employee of lowest cost available health insurahce for each of employvee’s insured dependents:
Cost reported is for period: 0 Annual 1 Monthly 1 Two Weeks [ wweekly [ Other
[ Medical: $ [ Dental: $ 1 Wision: $ [ Other: $
[[] Total cost to the employee of fowesft cost available health insurance for employee and all of employee’s insured dependents:

Cost reported is for period 1 Annual [1 Monthly [ Two Weeks 1 wWeekly [1 Other

5 5

[0 Dental: 1 wision: $ [0 Other:

[ Medical: $

CERTIFICATION OF RECORD

| have personally completed this form, or printed and attached records containing all of the employee’'s
earnings and benefits information requested in this form, from the payroll records in my custody and control. |
am personally aware such records are kept in the regular course of business and that entries therein are made
at or about the time of the condition or event. | have compared the records with the above Wage and
Insurance Verification (DCSS 0230) and know the information | am supplying to be accurate.

I declare under penalty of perjury under the laws of the State of California that the foregoing is true and
correct.

Contact
information for
company

payroll/HR
representative

Print Name Signature Executed on (Date)

Job Title Address

MName of Company or Business Organization

Telephone Number Fax Number Email Address
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ATTH: PERSONMEL DIRECTOR:

Regarding the above named employee, we have been informed by the Post Office that the
addrezz we have on file for this employee iz no longer correct. Please provide hisfher updated
address below and retum it to our office. Until such time, we have located this employee in
care of your office. Thank you for your confinued assistance.

EMPLOYEE'S OLD ADDRESS:

__ Enter Street Address Here__
__ Enter City, State, Zip Here___

Mew address:

Worksite address:

Employes's phone number:

Please contactus at (866) 901-3212
questions.

Sincerely,

T. MCCALL
Child Support Representative

with the above case number if you have any
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Legal Business Name
FEIN

Business Address
Business Phone/Fax

Email address

Health Insurance
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ABC Plumbing

ABC Plumbing Inc.

ABC Plumbing Company

ABC Plumbing Co., Inc.

Consistent reporting can decrease paperwork
from our office to yours!



DATING YOURINFORMATIC

&’4 © = EalfomialDepatment of S @

Home Custodial Party Moncustedial Parent Employer Payments Reporis  Resources Child Support Professionals

Empicy=r 3 Empioyer Infammatian

'ﬁ‘ Update Emplo

Dear Empioyers:

* By phone:

used 1o lasue
resses and
mon end for Keeping

Employer Services Team
© Employer Information Update Form
(888) 898-1743 A

r Number
cloyar Hamer i lacanad ce toa g dghr of he Employar iniorvacion Raguees fom s 2163 paer y5ar

5 Dight Federal identificabion Number (FEIN; * OR  ONo FEIM, Employer reparts with 22N
Oc net Indude the dash. ide nek provide BEN]

Empioyer LagalRagsiered (CominelLLe;  OR  [lScie Proprstor {Cwners Name)
Mame*

o ]

Empioyer "Daing Business As” Nams

o D 3
o PAYROLLIGARNI SHWENT INFORMATION

Adtention [eptianal

Employer Information S—————

Snons omoer (ncude ares Ext -u Numper fncude area  E-mal Acdress

Update Form e e

www.childsup.ca.gov/employer/employerinformation.aspx


http://www.childsup.ca.gov/employer/employerinformation.aspx

INCOMEWITHEOLDING
ORDERS

we)

Maria Sturdivant
me : Cout DCS

-—
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IWOs are mandated, not discretionary

When an IWO is received, it is the employer’s responsibility to
withhold the specified amount and remit to the appropriate State
Disbursement Unit until you receive an IWO Termination Notice



| NCOMIEVVANN IR @ISDING ORDERS

A couple of things to keep in mind...

An IWO issued by a Court or an Administrative

Agency from another State is just as binding on an
employer as one from a CA Court

Honor the existing IWO until you receive an
Amended IWO or Termination IWO



| NCOMIEVVANN IR @ISDING ORDERS

A couple of things to keep in mind...

Emancipation dates can vary depending on unique
circumstances and/or by a different State’s laws

California Code of Civil Procedure directs employers
to keep an IWO on file for one year after separation

of employment



USPS - Paper packet

Fax

Electronically — e-IWO
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CREDIT FOR PAYMENTS ARE GIVEN ON THE DAY IT IS

RECEIVED AT THE SDU. MISSED PAYMENTS CAN
RESULT IN:

Negative Credit Reporting
10% per annum interest
State License Suspension
Bank Levies

Passport Denial
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IV-D AGENCY-ISSUED IWOs

Within 10 days of receipt, notify and provide copy of
the IWO and the Request for Hearing Earnings
Assignment to your employee

Within 10 days begin withholding the first pay period
after the Remittance Date found at the top of page 4

Remit payments within 7 days of withholding
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Employer's Name: Employer FEIN:

Employee/Obligor's Name SSN:
CSE Agency Case Identifier: 20000000 Order Identifier:

REMITTANCE INFORMATION: If the employee/obligor's principal place of employment is CALIFORNIA

ou must begin withholding no later than the first pay period that occurs _10 _days after the date
o .Send payment within _7__working days of the gay date. If you cannot withhold the full amount of support
for any or all orders for this employee/obligor, withhold up to % of disposable income. If the obligor is a non-
employee, obtain withholding limits from Supplemental Information on page 3. If the employee/obligor's principal place of
employment is not CALIFORNIA (State/Tribe), obtain withholding limitations, time requirements,
and any allowable employer fees at www.acf.hhs.gov/programs/css/resource/state-income-withholding-contacts-
and-program-information for the employee/obligor’s principal place of employment.

Disbursement Unit (SDU)), see www.acf.hhs.gov/programs/css/employers/electronic-payments. |

—

TOP OF PAGE 4
OF THE IWO

Include the Remittance ID with the payment and if necessary this FIPS code: 0600099

Remit payment to CALIFORNIA STATE DISBURSEMENT UNIT (SDU/Tribal Order Payee
at PO BOX 989067, WEST SACRAMENTO CA 95798-9067 (SDU/Tribal Payee Address)




SJ”FOR  EARING REGAL

EARINIINGVASSI@INIVIEINT

ATTORNEY OR PARTY WITHOUT ATTORNEY (Mame, State Bar number, and address): FOR COURT USE ONLY

FL-450

20000000

TELEPHONE NO.: FAX NO. (Optional):
E-MAIL ADDRESS {Cptional):
ATTORNEY FOR (Name):
SUPERIOR COURT OF CALIFORNIA, COUNTY OF

STREET ADDRESS:
MAILING ADDRESS:
CITY AND ZIP CODE:
BRANCH NAME:

PETITIONER/PLAINTIFF:
RESPONDENT/DEFENDANT:
OTHER PARENT:

REQUEST FOR HEARING REGARDING CASENREER:
EARNINGS ASSIGNMENT

NOTICE: Complete and file this form with the court clerk to request a hearing only if you object to the Income Withholding
for Support (form FL-195/0OMB0970-0154) or Earnings Assignment Order for Spousal or Partner Support (form FL-435).

This form may not be used to modify your current child support amount. (See page 2 of form FL-192, Information Sheet on
Changing a Child Support Order.) Page 3 of this form is instructional only and does not need to be delivered to the court.
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PRIVATELY ISSUED IWOs
(NON IV-D)

Upon receipt make a copy and retain the original.
Send copy to SDU (FL-195 Case Registry Form)

SDU will create a case number and provide that to
you. Payment must not be sent until that case number
is obtained

Remit payments to the SDU within 7 days of
withholding



PRIVATEVSAGENEY IWOs

Agency Case No. D
ONLY

— —® Al $$5 will go to
Agency Family

Private CaseNo. ID All $$$ will go to
ONLY ® | Private Case

Family

—
$50 with Agency Case No. ID 550 to Agency Case Family |

ith pri —]
$50 with Private Case No. ID §5010 Private Case Famil

|
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Defined by Family Code Section 5206 as:

Wages/Salary

Bonuses/Commissions

Vacation Pay

Retirement

Dividends, Royalties, Residuals

Payment for independent contractor services



Generally, the maximum deduction that can be
withheld to satisfy involuntary deductions is
50% of an employee’s net disposable income

It all IWOs are CA IV-D child support
obligations, and total exceeds 50% of net,
withhold 50% and send to the CA SDU

SDU will divide funds based on Federal
hierarchy



NET DISPOSABLEINCONME (NDI)

Calculate NDI using gross earnings less ONLY:

Mandatory deductions
State & Federal Tax, SDI

Mandatory union dues
Mandatory retirement (NOT 401k)

Tax Lien* (only if it’s in place prior to receiving the
child support garnishment)



CALCUILEATNINGHVIAXIVID
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Example -
Gross Income = $1000.00 minus:
e Federal Income Tax - 150.00
e State Income Tax -58.00
e FICA1-100.00

e FICA2-20.00
e SDI-10.00

Net Disposable Income = $662.00

Maximum Deduction = $662.00 x .50 = 331.00

VA



PRIORITY.OF DEDUECTIONS
QUTSIDE OF WeS

Child Support order

Bankruptcy order

Federal Administrative Garnishment
Federal Tax Levy*

Student Loan

State Tax Levy

Local Tax Levy

Creditor Garnishment

Employer deductions



PRIORITY. OF DEDUGTIONS
WITEINNW®@S

Current Child/Family Support
Medical Support, if on IWO
Health Insurance Premium
Current Spousal Support
Child/Family Support Arrears

Spousal Support Arrears



DIEDAYI@INING

We are not asking that you change your

payroll cycle to adjust to the child support
deductions

Child Support Orders are not first come, first
served

If you receive multiple orders for the same
children and custodial party, contact all state
agencies and senders involved



COMPETING
ORDERS
EXAMPLE



Total

RSHEROIVINDI e

Amount Amount/Total
(Current

Support)

$90 39.65% ($90/$227)
$75 33.04% ($75/$227)
$62 27.31% ($62/$227)

$227 100%

Amount Paid On Order
(NDI is $360
Maximum Deduction is
$180)

$71.37 (5180 x 39.65%)

$59.47 ($180 X 33.04%)

$49.16 ($180 x 27.31%)

$180



If any money remains, follow the
same steps for the next type of
support in order or priority.
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These payments made to employees include:

Bonuses

Severance or buy-out payments
Cash Awards

Vacation payouts

Incentive payments
Retirement incentives
Commissions
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Report bonus or lump sum payments prior to payout by contacting CA DCSS
umpsumresponseteam@dcss.ca.gov or (916) 464-6640

One Team Does It All!




PAPERILESSIOPTION!
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e-IWO (Electronic IWO)

Receive Income Withholding Order electronically
Notify child support agencies of terminations and
lump sums

Acknowledge acceptance or rejection of IWOs

e-IWO Questions?

www.acf.hhs.gov/programs/css/employers/e-iwo
Contact: Bill Stuart
Email: william.stuart@acf.hhs.gov



PAPERILESS OPTION!
e-IWO (Electronic IWO)

System-to-System Interface

* Receive more than 100-200 per year

* Requires significant IT resources for programming
* 2-3 months implementation

No Programing Option
* Receive less than 100-200 per year
* PDF copy of IWO is provided



PAPERILESS OPTION!
e-IWO (Electronic IWO)

Benefits

Child support gets to the family sooner
Automated responses
Ensures uniform IWO data from all states

Increases accuracy and reliability of data



Wo5

SEPARATION OF EMPLOYMENT
or
CHANGE IN WORK STATUS

Return one of the following notices or report changes
by phone at:

(866) 901-3212

eTerm is now available for electronic reporting of terminated employees.
Contact the Federal Employer Services Team at: employerservices@act.hhs.gov




Employer's Name: Employer FEIN:

Employee/Obligor's Name: SSN:

CSE Agency Case Identifier:20000000 Order Identifier:

NOTIFICATION OF EMPLOYMENT TERMINATION OR INCOME STATUS: If this employee/obligor never worked for
you or you are no longer withholding income for this employee/obligor, you must promptly notify the CSE agency and/or
the sender by returning this form to the address listed in the contact information below:

O This person has never worked for this employer nor received periodic income.
O This person no longer works for this employer nor receives periodic income.

Please provide the following information for the employee/obligor:

Termination date: Last known phone number: :

Last known address:

Final payment date to SDU/tribal payee: Final payment amount:

New employer's name:

New employer's address:




L OYEESTATIUS REPC

CSE Case Number:
Noncustodial Parent:

DCSS Form 0522 Court Case Number:
Employer Name:
Online at
childsup.ca.gov Employer Address:

ATTN: PAYROLL

EMPLOYEE STATUS REPORT

The Income Withholding Order/Notice for Support (IWO) is to remain in effect until further notice.
Please complete the information requested below and return the Employee Status Report

to the following address within 10 days of the date on this letter:

1.0 We received the IWO regarding the employee named above on
(Date)

2.[J The employee named above is presently employed. The withholding will begin on
(Date)

3.0 Our payroll is issued: [] Weekly [] Bi-weekly [JMonthly []Twice a month on

(Date)
4.] On , the above employee:

s [0 was terminated O voluntarily left our employment
O is presently on lay-off status and will return to work on ;

{Estmated retum date)
5.0 The employee named above is currently employed at

(Company name, if known)

(Address, # known)
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STATE OF CALIFORNIA — HEALTH AND HUMAN SERVICES AGENCY CEPARTMENT OF CHILD SUPPORT SERWICES

TERMINATION OF BENEFITS F EMPLOYMENT NOTICE

DCSS 01 13 (08 1205

L ® =

PHONE: (866) 901-3212
EMPLOYEE: AUSTIN A HORN, Il

e DCSS Form 0114
Online at g?)’;
childsup.ca.gov —j '

Participant

Number:

TERMINATION OF BENEFITS / EMPLOYMENT NOTICE
INSTRUCTIONS: Use this form to report termination of emplioyment or benefits of an employee
for whom yowu have a requirement to withhold support and/or provide health benefits.

Termination of: [0 Employment [ Health Benefits [ Both

DATE OF TERMINATION -BENEFITS REASON FOR TERMINATION

T COBMA HEALTH INSURANCE AVAILASLE ©
0O ~no [0 YE=ES. coverage thnu
e -7 | -
DATE OF TERMINATION - EMPLOYMENT REASON FOR TERMINATION SUSJECT TO REHIRE?
NO YES

[ LAST RNOWEN HOME ADDRESS (See: S0Oress. Chy, Siate. =p cooe)

NEW EMPLOYER'S NAME (If known ) TELEPHONE NUMBER

[TNEW EMPLOYERS ADDRESS (f knOwn - SUeet S0Oress. CRy. Siate. Op Cooe)







NATIONAL IMEE
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Cari Watson
Alameda County DCSS




1TYPE:

Medical
Dental

Vision Care
Prescriptions

Mental Health

r;‘i_//‘

— —

JAN




Health insurance must be provided to the
employee’s children even if the employee
declines personal health coverage

Not subject to open enrollment guidelines

Once the child(ren) are enrolled, complete the
Health Insurance Information Form which can be
found at: www.childsup.ca.gov/IWOForms


http://www.childsup.ca.gov/IWOForms
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HEALTH INSURANCE INFORMATION
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DEPARTRENT OF CHILD SLPPORT SERICES

P) A\
Py

SUY
9
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County: Phone: 565-201-3212

MNoncustodial Parant:

LCSA Case Mumber

Full Name [First, Middie, Last, Suffh)

| am the
Custodial Party
[] Emoioyer

[ Moncustodial Parent

AGATEES [Sieet)

City, State, ZIp Code

Phons

Social Securtty Number

Employer (Mame, sirest, city, siate, zip code, phans)

INSTRUCTIONS: Plsase compiere SECTION I i heaith INSUrance is provided or avanable by the NONCUSTOdE! Parent or ampioyer.
SECTION Il 15 abour the oTher ParenTs INsurance. Employers complere Secoons [ and W only. Please sign and
dare the completed form.

YOUR HEALTH INSURANCE

SECTION I

HEALTH INSURANCE:
Dio you cumently hawe Health Insurance coverage?

O ves [ Mo

If Y26, please complete the following.

Healh Insurance Company of Unikon [provide Union Local numioer) Prowided oy ]

(] Cusiodlal Party ] Moncustodial Parent

[] Empiayer ] Other.

Redationship:

Insurance COMpPany's Address. Sireet, ADanment Mumber or Unit Mumper Telephone Mumoer
(Address where ciaims are mabed) (nclude Area Codel
Chy Siate ZIp Code Faflcy Humbsr
Premium Amount 5 Check One: ] Weskly ] E-weskly ] SemPMaonaily
Amount You Pay § Check Ona:  [] Weskly [ B-weskly ] SemkMonmly
Amourt Employer Pays 5 Chack One: ] Weakly ] E-Weskly ] SemiMonTily
Amount of deducion applled to employee’s Amount of deduction appled io dependent's portion Cost i add additional child
portion of Health Insurance § of Health Inswrance § <

Dependent{s) Currently Covered By Health Insurance

Mame [First, Middig, Last) | Soclal Securiy
Humber

Sex | Date of Birth Pollcy Numibesis) Stan Date End Date

W

&

o)

E.

[ Piease check this box If names and polcy NUMGET of a0Hbonal Gependents Cowersd by YOUr HEaRh INSUrance are istzd on a
separate sheel Plaase attach the shest
[ Met avallabés to dependanis
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SECTIONI: YOUR HEALTH INSURANCE

T T 11 I S ToRAr o H lth
Do you currenty hiawe Health Insurance oowsrags=™ I:I TEE I:I b L1 ] H ¥es, pleass compleie thie Tolloaing. ea
Health Imsuramca Camoany or Unlon {orowvids Linkon Losal mumbes) Iilr:r-'l:}ed Dj': I_
Custadlal Pa HNoncusbadlal Parent
5 Corpey © =t H e Insurance
ARelatonship:
Insurancs Company s ASdress. Sirest, Aparoment MM b==r or Unit M wmoer Teisphone Mumb=r
[Agdress where cizlms are mafed) {mciucle Ares Code) Coverage
Clty Stans Zlp Code | Poilcy Mumber detalls and
Fremium Amowt 5 Check One: [] Weekly C] sweekny 0 Semrmontniy costs for
Amount You Pay 5 Check One: [ ] Weekly [0 B-weekly [0 SemiMonthly 5
Amount Employer Pays § Check One: [ Weekly [ E-Weskly [ Sembsonthly medlcal,
AMount of desducbon applied 10 employee's AMDENt 0 deduciion appilied o depenoents poroon CoEl b0 add agdibonal chilkd
portion of Health Inswrance § of Health Insurance § 5 dental and
Depandent]s) Currently Cowered By Health Insurance
Hame [FIrst, Migdie, Last) Social Security Sex | Dabte of Sirth Folicy Mumbens) Start Date End Date VvVISION
HMumib=r

1.
N
_ Coverage
3.
= details for
| medical,
E.

[CIFleasa check this bax F names and policy numbers of addilonal dependants covered Dy your Health Inswance ars Isted on a dental and
saparate shest. Pleass atisach the shesl o«
[Oxot avalable to dependsants VvVISiON

SECTION Ill: (MUST BE COMPLETED)
| have enclosed the insurance card(s)/information about the coverage for the child(ren).
(I (s) g (ren) Reasons
At this time | do not have the insurance cards/information about the coverage for the child(ren). | will send the information to ygu when |
get it from the insurance company. health
[ Atthis time there is no health insurance coverage available. | understand that if it becomes available, | will have to add my child{ren) Insurance
onto the plan and then notify the local child support agency of the coverage. Coverage is unavailable because:
coverage
Cnotoffered [C]seasonal [JPart-Time []Refused enroliment [Junreasonable in cost [_] Probationary periodidate eligible i
IS not

available
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Within 10 business days of receiving an NMSN, the
employee must be notified that it was received

If employee is no longer employed or health care is
not available, complete items 1-5 on the employer
response form & return to LCSA

Within 20 business days, employer must forward a
copy of Part B Medical Support Notice to the health
care plan administrator



= IVIELEONISIRSESE@INS TSI ES

If employee is subject to a waiting period, notify
LCSA and the plan administrator

Within 40 business days, provide LCSA with a
description of the coverage available

Withhold any employee contributions required®

Continue coverage until notified by the LCSA
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NATIONAL MEDICAL SUPPORT NOTICE - PART A
NOTICE TO WITHHOLD FOR HEALTH CARE COVERAGE

This Motice is issued under section 468(a)({19) of the Social Security Act, section B00{a)(5)(C) of the Employee
Retirement Income Security Act of 1874 (ERISA), and for State and local govermment and church plans, sections 401(g)
and (f) of the Child Support Performance and Incentive Act of 1938, Receipt of this Motice from the Issuing Agency
constitutes receipt of a Medical Child Support Order under applicable law. The information on the Custodial Parent and
Childiren) contained on this page is confidential and should not be shared or disclosed with the employee. NOTE: For
purpases of this form, the Custedial Parent may also be the employee when the State opts to enforce against the

Custodial Parent.

Issuing Agency: ALAMEDA DCS3
Issuing Agency Address:

5680 GIBRALTAR DR
PLEASANTON CA 24588-8547

Nofice Date: 10/14/2015

CSE Agency Case |dentifier:
Telephone Number: (858) B01-3212
FAX Number: [B25)468-0207

Court or Administrative Autharity:
SUPERIOR COURT OF CALIFORNIA, COUNTY OF ALAMEDA

Order Date:

Order ldentifier:

Document Tracking [dentifier:

Employer web site:

See MMSN Instructions: hitp:/fwww.acf hhs.gowiprograms/
cssiresource’nationak-medical-support-notice-form

RE:
EmployerWithholder's Federal EIN Mumber Employee's Name [Last, First, M1}
| CORPORATION
EmployerWithhalder's Mame Employee’s Social Security Mumber
EmployerWithholder's Address Employes’s Mailing Address
ALAMEDA COUNTY DEPARTMENT OF CHILD SUPFORT
SERVICES
Custodial Parent's Mame (Last, First, MI} Substituted Official/Agency Mame
5660 GIERALTAR DR
PLEASANTOM CA 04588-8547
Custodial Parent's Mailing Address Substituted Official/Agency Address
(Required if Custodial Parent's mailing address is left blank)
Child{ren)'s Mailing Address (if different from
Custodial Parent's)
Name and Telephone of 3 Representative of the Mailing Address of a Representative of the Child{ren)
Child{ren)
Childiren)'s Name(s) Gender DOB SN Child{ren)'s Mame(s) Gender DOB 55N

The order requires the childiren) to be enmalled in [ all health coverages available; or only the following coverage(s
O Medical: [ Dental; O Vision: [J Preseription drug: [0 Mental health; [0 Other specify:

THE PAPERWORK REDUCTION ACT OF 1985 (P.L. 104-13) Public reporting burden for this collection of information is
estimated to average 10 minutes per response, induding the time reviewing instructions, gathering and maintaining the data
needed, and reviewing the collection of information.  An agency miay mot conduct or sponsor, and a person is not required to
respond to, & collection of information unless it displays a currently valid OMB control number.

OMB control number: 0970-0222 Expiration Date: 08/3172016.

NMSN —Part A

Page 1of 5
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NATIONAL MEDICAL SUPPORT NOTICE - PART B
MEDICAL SUPPORT NOTICE TO PLAN ADMINISTRATOR

This MNotice is issued under section 466(a)(19) of the Social Security Act, section 609(a)(5)(C) of the Employese
Retirement Income Security Act of 1974 (ERISA), and for State and local govermment and church plans, sections 401(e)
and (f) of the Child Suppert Performance and Incentive Act of 1998 (CSPIA). Receipt of this Notice from the lssuing
Agency ecnstitutes receipt of a Medical Child Support Order under applicable law. The rights of the parties and the dutie
of the plan administrator under this Notice are in addition to the existing rights and duties establizhed under such law.
The information on the Custedial Parent and Child{ren) contained on this page is confidential and should not be shared
or disclosed with the employes. NOTE: For purposes of this form, the Custodial Parent may also be the employee when
the State opts to enforce against the Custodial Parent.

lszuing Agency: ALAMEDA DCSS
Issuing Agency Address:

5668 GIBRALTAR DR
PLEASAMTOM CA D4583-8547

Maotice Date

CSE Agency Case

Telephone Number: (886) 801-3212
FAX Mumber: (925) 468-0207

Court or Administrative Authority:
SUPERIOR COURT OF CALIFORNIA, COUNTY OF ALAMEDA

Order Date:

Order ldentifier:

Document Tracking ldentifier:

Employer web site:

See NMSN Instructions: hitp:/fewew acf hhs_goviprograms/
cas/resource/national-medical-support-notice-form

Employer/Withholder's Federal EIN Number
CORPORATION

Employer/Withholder's Name

Employer/Withholder's Address

Custodial Parent's Name (Last, First, MI)

Custodial Parent's Mailing Address

Child{ren)'s Mailing Address (if different from
Custodial Parent's)

MName and Telephone of a Representative of the

Child{ren)

Child{ren)'s Mame(s) Gender DOB

RE:

Employee’s Name (Last, First, MI)

Employee’s Social Security Number

Employee’s Mailing Address

ALAMEDA COUNTY DEPARTMENT OF CHILD SUPPORT
SERVICES

Substituted Official/Agency Name

5860 GIBRALTAR DR
PLEASANTOMN CA D4588-8547

Substituted OfficialAgency Address
(Required if Custodial Parent's mailing address is left blank

Mailing Address of a Representative of the Child{ren)

Child(ren)'s Mame(s) Gender DOB SSH

The order reguires the child(ren) to be enrolled in [ all health coverages available; or only the following coverage(s):
[ Medical;, [ Dental; [ Vision; [] Prescription drug; [ Mental health; [ Other (specify):

THE PAPERWORK REDUCTION ACT OF 1995 (P.L. 104-13) public reporting burden for this collection of information is
estimated to average 20 minutes per response, including the time reviewing instructions, gathering and maintaining the data
nesded, and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not required to
respond to, a collection of information unless it displays a currently valid OMB control number.

OME control number: 1210-0113 Expiration Date: 03/31/2016.

NMSN— Part B

P)
1>
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PLAN ADMINISTRATOR RESPONSE
(To be completed and retumed to the Issuing Agency within 40 business days after the date of the Notice,
or sooner if reasonable)

Case # (to be completed by the issuing agency)

This Notice was received by the plan administrator on

1. This Notice was determined to be a "qualified medical child support order, " on
Complete Response 2 or 3, and 4, if applicable.

2. The participant (employee) and altemate recipient(s) (child(ren)) are fo be enrolled in the following
family coverage.

a. The child({ren) isfare currently enrolled in the plan as a dependent of the paricipant.

b. There is only one type of coverage provided under the plan. The child(ren) isfare included as
dependenis of the participant under the plan.

¢. The paricipant is enrolled in an option that is providing dependent coverage and the child({ren)
will be enrolled in the same option.

d. The participant is enrolled in an option that permits dependent coverage that has not been
elected; dependent coverage will be provided.

Coverage is effectiveasof _ f_/  (includes waiting period of less than 90 days from date of receipt
of this Notice). The child(ren) has/have been enrolled in the following option (if plan is insured, identify
provider, policy and group numbers): . Any necessary withhelding should
commence if the employer determines that it is permitied under State and Federal withholding and/or

prioritization limitations.

3. There is more than one option available under the plan and the participant is not enrolled. The Issuing
Agency must select from the available options. Each child is to be included as a dependent under cne of
the available options that provide family coverage. If the Issuing Agency does not reply within 20

business days of the date this Response is returned, the child(ren), and the participant if necessary, will be
enrolled in the plan's default option, if any:

4. The participant is subject to a waiting period that expires _ /_ /_ (more than 90 days from the date
of receipt of this Notice), or has not completed a waiting period which is determined by some measure
other than the passage of time, such as the completion of a certain number of hours worked (describe here:
). At the completion of the waiting period, the Plan Administrator will

process the enroliment.

5. This Notice does not constitute a "qualified medical child support order” hecause:
The name of the childiren) or participant is unavailable.
The mailing address of the child(ren) (or a substituted official) or participant is unavailable.
The following child{ren) is/are at or ahove the age at which dependents are no longer eligible for
coverage under the plan (insert name(s) of child{ren}).

Plan Administrator or Representative:

Name: Telephone Number:

Title: Date:

Address:
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Employee must maintain health insurance, if available, for the child at
reasonable or no cost

“Reasonable” cost is not more than 5% of employee’s gross
income to add the child

50% of NCP’s net disposable income (total current support + coverage)

“Accessibility of Health Insurance” which means coverage is
“within 50 miles of the supported child’s residence”

If the employee states the children are enrolled in alternative
coverage

*Notify LCSA if it appears any of these situations apply



REPORUINGENMPLOYEE
SEZARATIN
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Notifying Your Local Child Support Agency (LCSA)
When an Employee Separates Employment

Report terminated employees promptly by completing and
returning the Termination of Benefits/Employment and Health
Insurance Information which can be found at
www.childsup.ca.gov/IWOForms

Return notice to the issuing Local Child Support Agency or contact
them by phone to report at (866) 901-3212

eTerm is now available for electronic reporting of terminated employees.
Contact the Federal Employer Services Team at: employerservices@acf.hhs.gov



http://www.childsup.ca.gov/IWOForms

REPORINNGHENVIEIEOYEE
SEEARATNIONS

STATE OF CALIFORNIA - HEALTH AND HUMAN SERVIGES AGENCY

TERMINATION OF BENEFITS / EMPLOYMENT NOTICE

DEES 0114 (CWAT1S]

EMPLOYER:

EMPLOYEE:

SSN:
DOB:

PARTICIPANT NUMBER:

INSTRUCTIONS: Use this form fo report fermination of employment or benefits of an employee for whom you
have a requirement to withhold support and‘or provide health benefits.

Termination of: O Employment O Health Benefits

[ Temporary Lapse - date coverage s toresume

CERTIFICATION OF RECORD

1 declare under penalty of perjury under the laws of the State of California that the
foregoing is true and correct.

SIGMATURE
PRINTED NAME

TITLE
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Cari Watson
Alameda County DCSS




PAYMENTEREMITHIANCE
EMPLOYER RESPONSIBILITIES

Deduct the appropriate amount from the
withholding notice

Remit payments within 7 days of deduction

Provide identifying information about your
employee(s)

Forward payments to the appropriate state
SDU



PAYAVIENIRSEVANAINCE

Include necessary identification information for each
employee:

Employee name
Social security number
CSE participant number

Child support case number provided by the SDU or
other State

Date of withholding
Amount of Payment
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INSUEFICIENT INFO RV ATTICN

:_- W — T L0 7 i 4 i,., ™" L - " - - — . - u g " E——
; PLEACE BOST THIS PAYMENT FOR OUR MUTUAL CUSTOMER
] Account: 5
| Please Direct Any Questions To
n 877.248-7023 d 033
. Fayment Processing Center
/ ] PO Box 1029
S ERKELET. ARG Hickery, NC 28603-1029 J .
' : NORTHERN TRUST June
MEMO
C. WATSON PAR ID# 000000000000000

‘Pay THREE HUNDRED SEVENTY AND 62/100 i DOL

TO STATE DISBURSEMENT UNIT REMITTANCE VOID IF MOT CASHED W
THE PO BOX 9830867

ORDER WEST SACRAMENTO, CA 95758.9067 AL

OF AN AU S—Q Ll u

AUTHORIZCD SIGMATURE

O R I R o AL P bt L . ‘HH-I
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WMYEFIFLE EVIPLOYEES S AIVIE S PG

CHECK REQUEST

CoST CEMTER: ACCOTUNT = VENDOR #
WORE ORDER/ FUNCTICN
FOOMD = BAME :
PAYABLE TOC: STATE DISBURSEMENT UNIT

PO BOX SBS0&7
WEST SACBRAMENTZ, CA 2357958

EMP HMAME SEN # SDU CASE # PARTICIPANT ID# ANMOUMNT

EMPLOYEE 1 oA Rl A gl A A Q0000000000000 0D A A 275.00
EMPLOYEE 2 o s e (alaXatalnlnlalalolalelnlalale] SO T 42 .77
EMPLCOYEE 3 Al A A Q0000000000000 0D A A 11.353
EMPLOYEE 4 o s e (alaXatalnlnlalalolalelnlalale] SO T 1,804.00
EMPLOYEE 5 Al A A Q0000000000000 0D A A 2c8.02

BPAY PERICD ENDING: PAYROLL DATEIN: TOTAT.: 235305.32




PAYIVIENTEOPTIONS

All child support payments must be remitted to the
State Disbursement Unit (SDU)

Mail check payments only to:
State Disbursement Unit
P.O. Box 989067
West Sacramento, CA 95798

Payments should never be mailed directly to
the Local Child Support Agency issuing the IWO




Employers transmit payments through Automated
Clearing House (ACH) network:

ACH Credit — Push a payment from your account
to the SDU account

ACH Debit — Pull a payment from your account to
the SDU account



e e

ACH CREDININEROIE

~ N D ( \/ll._a I'-\)\/JI,_.\/\/
Contact SDU to Receive . : Complete and
h Receive Guide
Guide and Enrollment
and Form
Form

Receive
Create and Send Authorization
Return Form to Test File to SDU from SDU to Make a Payment
SDU .
Remit
l ACH : '
s ‘ < > { /
~ B> ierator(s) . ;
Employer Bank

$

SDU Bank
$ $ =

27 ) : 2?7
327 e Debit Credit 277 e
227 R, R o
22222008 3
295370,
233337

Employer

guuv
uu-
ST
INNNN Y
SINNNNY

2]
O
c
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Online — Employers can complete the enrollment
information at the SDU website: www.casdu.com

(Employers can download or print the Employer Handbook)

By phone — Employers can initiate the process by
contacting the SDU at: (866) 901-3212

By e-mail - Employers can send a request to the
SDU at: casdu-electronichelpdesk@dcss.ca.gov

(The SDU can send the employer an Enrollment Form)


http://www.casdu.com/
mailto:casdu-electronichelpdesk@dcss.ca.gov
mailto:casdu-electronichelpdesk@dcss.ca.gov
mailto:casdu-electronichelpdesk@dcss.ca.gov

=L ECIRO@INIEEAVIVIEIN IS

Fewer errors

No lost checks

Saves time and money

Reduces risk of theft and fraud &v

Faster SDU receipt and processing

It’s ‘green’!
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SDU} STATEANDICOUNTY

California State Disbursement Unit (SDU)
Collection Processing
Electronic Help Desk

State (DCSS)

Stop Payments

Non-sufficient funds

Non IV-D Customer Service
Employer Verification Services

LCSA

IV-D customer service & case management
Questions regarding IWO, NMSN, etc.

One centralized phone number: (866) 901-3212



NS ERIBEONASIRYEUINIH

Employer must contact the NSF Recovery Unit IMMEDIATELY by phone:
(888) 851-6317 (Monday - Friday 7:30 a.m. to 5 p.m. or email
dcssnsfstoppay(@dcss.ca.gov) IF:

Employers determine they need to issue a stop payment on a recently
remitted payment.

To discuss the status of an unfunded collection or replacement of an
unfunded collection

If a payment was issued to the SDU by mistake

IMPORTANT: Employers should NOT place stop payments on remitted
checks until the NSF Recovery Unit has been contacted


mailto:dcssnsfstoppay@dcss.ca.gov

S TAY COININECTED
Michelle Arrington
Alameda County DCSS
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Still Have Questions?
Case Specific Questions Call: (866) 901-3212

Visit the DCSS Employer Resource Center for more
information:

www.childsup.ca.gov/employer.aspx



STAYECOININIECTTED

\

CALIFORNIA DEPARTMENT OF CHILD SUPPORT SERVICES

_f/ Press 1 for the \]']

Customer Service
1-866-901-3212

EMPLOYER PHONE TREE FLOW CHART

A
f/ Stay on the line for the LCSA /I

SDU
e

) \
' N\

LCSA

W

State Disbursement Unit —
Make A Payment

When you hear:

“To make a payment, press 1,7

Press 1 and you will be transferred to
the SDU.

When you hear:
“If you are an employer making a child
support payment, press 1,”

Press 1 again and you will hear:
“Please enter your company’s nine-digit
Federal Employer Identification
Number.”

Local Child Support Agency — Ask about a Case

When you hear:
“Are you a parent or guardian calling about your case?”

Say, no, or to talk to an agent at any time say agent or press zero.
You will hear:

“Say employer, government agency, attorney or escrow title
company.”

Say, “Employer”

You will hear:

“What's the employee’s Sacial Security Number?”

If you know the employee’s SSN, press the numbers on your keypad.
If you don’t know the SSN, say, “Let's go on” or press zero.

You will hear:

“Please tell me the county you would like to be transferred.”

Say the name of the county you would like to be transferred or
press the first four letters of the county’s name using the touch-tone
numbers on your phone.

If the case is not being managed by a county, say, “the state.”
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Home  Custodial Party Noncustodial Parent Employer Payments Reports Resources Child Support Professionals

Visit the

Employer
Resource
i Center!
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.childsup.ca.gov/employer.aspx L-cls Employer

® [ 3 @aliforniaDepartment of.
ChildiSUpportiServices

Home Custodial Party Noncustodial Parent Employer Payments Reports Resources Child Support Professionals

Employer
I NEED TO... Employer Resource Center
» Update Employer Contact Information Welcome to the Employer Resource Center! As employers, you are one of our most important

partners. You play an important role in helping ensure families get the financial and medical support
they need. More than 70 percent of all child support collections are through payroll deductions.

See Income Withholding Order

Information Visit the Employer Resources section for information about employers’ responsibilities. Stay current
with our program by visiting our Outreach and Campaigns section. If you have questions or need
assistance you can contact us at any time as we are here to better serve you.

See National Medical Support Notice
Information

Report a New Hire to EDD Employer Resources

Contact My Local Child Support =Ctrol D Iding Orders
Agency © Quick Reference Guide MAKING IT EASIER FOR YOUE
© Employer Handbook

A faster, easierway for employers
UPCOMING EMPLOYER EVENTS

€

Update Employer Contact Information = ¥ m‘w:::j::ggr P
Income Withholding Order (IWQ) - :
National Medical Support Notice (NMSN)

© New Hire Reporting and Updating
08/25/16 (Thu} Kern County Employer Workshop : 1
iR Information (EDD)

€

€

Event Start Title

Our Partners

© Employment Development Department

08/21/16 (Wed) Alameda County Employer © Employer Payment Information F Rt ;

08:30 AM Workshop o Bonus/Lump Sum Reporting » State Drsbw_‘semem Unit

09/21/16 (Wed) LA County Employer Workshop | il 4 © Office of Child Support Enforcement

08:30 AM Playa del Rey & Termination Reposting © Native American Tribes

12/01/16 (Thu) LA County Employer Workshop | La [>] Emp|oyer Forms

08:30 AM Mirada © Board of Equalization

Event Archive FAQs and Contacts © American Payroll Association (No Link)

EMPLOYER EMAIL SUBSCRIPTION o Employer FAQs Outreach and Campaigns

© Find your Local Child Support Agency
© Employer Phone Tree Flow Chart
e Contact DCSS

Subscribe to the DCSS Employer Update
email list to receive tips, information,

Emamlos rme i Bl e Lot o el b Lo €l

© Program Brochures
© Outreach Flyers




SIFANCCONNECRED,

State of California Department of Child Support
Services (DCSS): www.childsup.ca.gov

California Employment Development Department
(EDD): www.edd.ca.gov

Small Business Administration: www.sba.gov

California State Disbursement Unit (SDU):
www.casdu.com

Department of Health and Human Services:
www.chhs.ca.gov


http://www.childsup.ca.gov/
http://www.edd.ca.gov/
http://www.sba.gov/
http://www.casdu.com/
http://www.chhs.ca.gov/

SISINIERINES

Michelle Arrington
Alameda County DCSS







THANKYOU!

We couldn’t have done it

without your help!
i




QUESTHIONS?




SURVAEY

For those attending via webinar, you will be sent
an e-mail with a link to Survey Monkey

For those attending in-person, please complete
the survey provided in the handout and leave on

your table for collection

Thank you in advance, we value your feedback!



