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VENTURA COUNTY DEPT. OF CHILD SUPPORT SERVICES
(VEDCSS)

5171 VERDUGO WAY

CAMARILLO CA 93012

9/11/2019
LOCAL MECHANIC SHOP

1234 SKYLINE DR
CAMARILLO, CA 93012

Re: DOE, JOHN

SSN- XXX-XX-XXXX
DOB:05/03/1984
CSE Case Number.
20000000000000
Participant Number:

300000000000000

Attention Payroll/Benefits Department:

Subject. Income Withholding for Support (IWO) OMB 0970-0154 and National Medical Support Notice (NMSN)
OMB 0970-0222 package

This package req| your 1,

Legal Requirements

+ The IWO requires you as the employer to deduct a portion of the employee’s eamings as defined by
Family Code (FC) section 5206 and forward this sum for payment. You must deduct eamings for support
up to the maximum amount authorized by law for situations in which trse eamings suqec‘t to withholding are
insufficient to satisfy all support obligations. Instructions for handii are included as part of the
IWO. You may deduct a fee of $1 50 from the employee's eamings for each payment. If the enclosed is an
amended WO, you will only receive documents for the case(s) which impacts your empioyee.

« FC section 17512 also requires employers to report all eamings as defined by FC 5206, including wages,
salary, bonus, commission, benefits and any other payments or credils due or becoming due regardiess
of source.

+ Report any bonus or other lump sum payments prior to payout by contacting the Department of Child
Support Services (DCS8) at (916) 464-6640 or via email at lumpsumresponseteam@dcss.ca.gov.
To report bonus payments 1hrough the reuerai Omce oicn:ld Support Enforcement (OCSE] employers may
register at www.acf.hhs, Jump-sum-g OCSE
via email at ACFEmpJoyurSumus@nf.hhs gov

» The NMSN requires you to enroll the child(ren) listed in the nofice into a group health insurance plan
available through employment with your company even if the employee refuses to cooperale.  This includes
deducting the appropriate cost for the heaith insurance premium from the eamings of your employee.

The cost to enroll the child(ren) into a group health insurance plan (child only portion) should not exceed 5%
of the employee's gross (before taxes and deduclions) eamnings.

* The IWO and NMSN lake effect immedialely and will remain in effect unlil further notice. As an employer,
you are required by law to comply with these orders and notices, oiNerwise you may be subject 1o
sanctions or penaities including, but not limited to, those available under FC sections 5241, 3768 and
California Code of Civil Procedure section 1218

EMPLOYER MIOMMSN (COVER)

(cl STATE OF CALIFORNIA — HEAL TH AND HUMAN SERVICES AGENCY
DCSS PS4 (08159018)

DEPARTMENT OF CHLD SUPPORT SERVICES
Fago 1 042

POST ORDER

Pursuant to California FC section 17309.5, if an employer pays taxes electronically to the Franchise Tax Board
or the Employment Development Department, then child support payments are required to be sent to the
California State Disbursement Unit (SDU) using Electronic Funds Transfer To rernn payments electronically
visit the California SDU at www.childsup.ca.gov/Pay 1).aspx.

Forms

If you do business in the State of California, California FC sections 3764, 3773 and 5234 require you to give
the employee the following forms within 10 days of receipt of this package:

Employee copy of each enclosed IWO (OMB 0970-0154) - If you wish to receive the IWO form electronically
in the future, visit DCSS at
www.childsup.ca.gov/Employer/Electronicli WithholdingOrders(e-iwo).aspx.

Request for Hearing Regarding Earnings Assignment (FL-450)

A copy of each NMSN Part A (OMB 0970-0222) - The information on the Custodial Parent and Child(ren)
contained on this page is confidential and should not be shared or disclosed to the employee

Request and Notice of Hearing Regarding Health Insurance Assignment (FL-478)

Information Sheet and Instructions for Request and Notice of Hearing Regarding Health Insurance
Assignment (FL-478-INFO)

Statement of Obligor's Rights and Procedures Regarding a National Medical Support Notice (NMSN) or
Health Insurance Assignment Order (DCSS 0361)

The following employer forms are located at www.childsup.ca.gov/Employer.aspx.

Termination of Benefits/Employment Notice (DCSS 0114) - Complete and return this form to the Local Child
Support Agency (LCSA) if the employee leaves your employment or has a lapse in health coverage.

Health Insurance Information (DCSS 0054) - Complete and return this form to the LCSA when heaith
insurance is provided or available through employment with your company.

Request and Notice of Hearing Regarding Heaith Insurance Assignment (FL-478)

Information Sheet and Instructions for Request and Notice of Hearing Regarding Health Insurance
Assignment (FL-478-INFO)

Employee Status Report (DCSS 0522) - Please complete and return this form to the LCSA.

If you have questions or need additional information on obtaining or downioading forms, please visit the
Employer Resource Center at www.childsup.ca.gov/Employer.aspx or call Customer Connect at

(866) 901-3212. Please update your company demographics at
www.childsup.ca.gov/Employer/EmpioyerinformationRequest.aspx. Persons with hearing or speech
impairments, please call the TTY number at (866) 399-4096.

Sincerely,

GERARDO GARIN
Child Support Representative

Enclosures
EMPLOYER IWOINMESN (COVER) STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY
DESS 0258 (08/15:2016) DEPARTMENT OF CHILD SUPPORT SERVICES
Page 202
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INCOME WITHHOLDING FOR SUPPORT

& INCOME WITHHOLDING ORDER/NOTICE FOR SUPPORT (IWOQ)
[J AMENDED IWO
0 ONE-TIME ORDER/NOTICE FOR LUMP SUM PAYMENT

O TERMINATION OF IWO Date: 09/11/2019

(@ Child Support Enforcement (CSE) Agency O Court O Attomey [ Private Individual/Entity (Check One)

NOTE: This IWO must be regular on ns rane Umer oenain clrcumsm'loes you mus1 reject Inls IWO am retumn it to the
sender (see WO instructions www. ach - olding-f

document from someone other than a s1ateor ribal CSE agencyoracou acopyoﬂhe unoeﬂymgswpmoraermloe
attached.

State/Tribe/Territory CALIFORNIA Remittance ID (include w/payment) 200000000000000

City/County/Dist /Tribe VENTURA Order ID _DXXXXXX
Private Individual/Entity Case ID _200000000000000
_LOCAL MECHANIC SHOP Rre: DOE, JOHN
Employer/income Wilhholder's Name Employee/Obligor's Name (Last. First, Middie)
1234 SKYLINE DR WO XX
Employer/income Wihholder's Address Employee/Obligor's Social Secunty Number
CAMARILLO, CA 93012 osnues
Employee/Obligor's Date of Birth
DOE, JANE

Cuslodial Party/Obligee’s Name (Last. First, Widdie)
Employerincome Withholder's FEIN 123456789 g R

Employer's Name: LOCAL MECHANIC SHOP Employer FEIN: 123456789
Employee/Obligor's Name DOE, JOHN SSN 000 X300
Case |dentifier  20000000000000 Order Identifier  DXXXXXX

REMITTANCE INFORMATION: If the empioyee/obligor's principal place of empioyment is CALIFORNIA

{StaterTribe), you must begin withholding no later than the first pay period that occurs _10 _ days afler the date

of 9/11/19  Send payment within __7 business days of the pay date. If you cannot withhold the full amount of
support for any or all orders for this employeefobligor, withhold 50 % of disposable income for all orders. If the obligor is
a non-employes, obtain withholding limits from Supp If the empl principal place of
employment is not CALIFORMNIA. (State/Tribe), obtain mﬁmldqu Im'liwons time

and any aliowable employer fees from the jurisdiction of the employee/obligor's prlndpal place otemployvrent State-

specfic withholding limit information is available at waww aclhins gov/CSsSTes: e/51a ne-withholkding i i
pregram-requirements. For tribe-specific contacts, payment addresses. andmnhomnglmla‘bons pleasemﬁadﬂ'be

Iribe at www.act.hhs gowisiles/defaulties!) ms/cssiribal contacts.

For electronic payment
Disbursement Unit (SDUJ], see waw a

q and ¢ ized payment collection and disbursement facility information [State

Include the Remittance ID with the payment and If necessary this locator code: 0600099

Remit payment to CALIFORNIA STATE DISBURSEMENT UNIT (SDUTribal Order Payee)
at PO BOX 989067, WEST SACRAMENTO CA 957565067 (SDU/Tribal Payee Address)

[IReturn to Sender (Com Withholder). Payment must be directed to an SDU in
accordance with sections 466(b)(5) and (S}uf the Social Security Act or Tribal Payee (see Payments 1o SDU below). IT
payment is not directed to an SDU/Tribal Payee or this IWQ is not reguiar on its face, you must check this box and retum
the IWO fo the sender.

If Required by State or Tribal Law:
signalure of Judge/lssuing Official
Print Name of Judge/lssuing Official. GERARDO GARIN
Title of Judge/Issuing Official: Child Suj Re Ve
Date of Signature:

Child{ren)'s Name(s) (Last, First, Middie) Child{ren)'s Birth Date(s)

DOE, JOHN IR 0712912006
ORDER INFORMATION: This document is based on the support order from CALIFORNIA (State/Tribe).
You are required by law to deduct these amounts from the employee/obligor's income until further notice.
$21.00 Per___ MONTH __current child support
£0.00 Per__ MONTH __past-due child support - Arrears greater than 12 weeks? []Yes [INo
$0.00 Per MONTH current cash medical support
£0.00 Per MONTH jpast-due cash medical support
$0.00 Per  MONTH _ cument spousal support
£0.00 Per MONTH |past-due spousal support
£0.00 Per___MONTH___ other (must specify) .
for a Total Amount to Withhold of § 21.00 per MONTH :
AMOUNTS TO WITHHOLD: You do not have to vary your pay cycle to be in compliance with the Order information. 1f
your pay cycle does not match the ordered payment cycle, one of the
§484 per weekly pay period $10.50 per semimonthly pay period (twice a month)
$0.69 per biweekly pay period (every two weeks) $21.00 per monthily pay period
$ Lump Sum Payment: Do not stop any existing IWO unless you receive a termination order.

Document Tracking ID

If the emplayee/obigor Works in a state of fof a tribe that is different from the state or tribe that issued this order. a copy of
this IWO must be p d to the
[ If checked, the empioyerincome withnoider must provide a copy of this form Lo the employee/obiigor

Income Withholding for Support (IW0) OME 0970-0154 Expiration Date: 08/31/2020 Page 10f 4

ADDITIONAL INFORMATION FOR EMPLOYER S/INCOME WITHHOLDERS

State—specmc oomactand wilhhuidng formation can be Tul.l'll n the Feuera Errpbyer semces wensile located at

Employers/income withholders may use OCSE's Child Suppert Portal (hiips.i/ocsp aclhins.govicspl) to provide
information about employees who are eligible to receive a lump sum payment, have terminated employment, and to
provide contacts, addresses. and other information about their company.

Priority: \Withholding for support has priority over any other legal process under State law against the same income
(section 466(p){7) of the Social Security Act). If a federal tax levy is in effect, please notify the sender.

Combining Payments: When remitting payments to an SDU or tribal CSE agency, you may combine withheld amounts
from more than one employee/obligor's income in a single payment. You must, however, separately identify each
employeelobligor's portion of the payment.

Payments To SDU: You must send child support payments payabile by income withhoiding to the appropriate SDU of to
a tribal CSE agency. If this IWO i you to send a pay 1o an entity other than an SDU (e.g., payabile to the
custodial party. court. or attomey), you must check the box above and refum this notice to the sender. Exception: If this
IWO was sent by a court, attorney, or private individual/entity and the initial order was enlered before January 1, 1994 or
the order was issued by a tribal CSE agency. you must foliow the “Remit payment fo” instructions on this form

Income Withholding for Support {(IWO) Page 20f 4



Employer's Name: LOCAL MECHANIC SHOP Employer FEIN. 123456789
Employee/Obligor's Name: DOE, JOHN SEN OO XH-X000K
Case Identifier:_200000000000000 Order Identifier: DXXXXXX

Reporting the Pay Date: You must report the pay date when sending the payment. The pay date is the date on which the
amwuwaswnmrrmmempmeerougors es. You must comply with the law of the state (or tribal law if
applicable) of the employee/obligor's principal place o errpmmﬂregmmumpeﬂoﬂsmmmmml
implement the withholding and forward the support

Muitiple IWOs: If there is more than one WO agains! this and you are unabile 1o fullty honor all IWOs
due 1o federal, stale, or tribal withholding Ilmls you must honor all IWOs to the greatest extent pussble giving priority w
current support before payment of any past-due support. Follow the state or tribal law/p of the employ 9
principal place of employment to determine the appropriate aflocation method

Lump Sum Payments: You be ired o notify a state or tribal CSE agen: upcoming ments to
Im:‘epn'lployeeﬁ'agbupu such asn?b;'nse’smummnlss Wnrsevemu pay. Contact qmesendertodeugmﬁoum
required 1o report and/or withhold lump sum payments

Liability: wumwmmutwwwwmlm.cmmm If you fail to withhold income from the
em| or’slnmmasmlmdlrscts.youarehablebrbommeaocumaecimyouﬂ'mlcnavemmwd
any penaities set by state or tribal law/procedure.

Anti-discrimination: You are subject 1o a fine etermined under state or tribal iaw for discharging an emoywomuor
from employment, refusing to employ, or taking disciplinary action against an employee/obligor because of this IWO

Withholding Limits: You may not withhoid more than the lesser of 1) the amounts aliowed by the Federal Consumer
Protection Act (CCPA) 15usc §1s?a(m1 o 2) the amounts allowed by the law of th siafe of he em

obllgor's principal place of the place of employment Is in a state; or the tribal law of the employi
principal ol'ernployrnentil't eplaoecﬂ is unoenrlbalg.;rsoicno Disposabie income s the net
Income after ma e«? deductions such as: state, local taxes; Social Security taxes. statutory pension
contributions. and Medicare taxes. Tmhdualllmsso%ufundsposanlemmﬂmenﬂwls

another
family and 60% of the disposable income if the obligor is not supporting another family. However, those limits increase
5% --10 55% and 65% il the arrears are greater than 12 weeks. If parmilted by the state or tribe, you may deduct a fee
for administrative costs. The combined support amount and fee may not exceed the limit indicated in this section

oelgenungupunapplhcamasmeormw you may need 10 consider amounts paid for health care premiums in
rmining disposable income and applying appropniate withholding kimits.

Arrears Greater Than 12 Weeks? Il the Order Information section does not indicate that the arrears are greater than
12 weeks, then the employer should calculate the CCPA limit using the lower percentage.

Supplemental information:

Employers Name: LOCAL MECHANIC SHOP Employer FEIN: 123456789

Employee/Obligor's Name: DOE, JOHN SSN: 00 XX-X00K
Case : 20000000000000 Orger T DX

NOTIFICATION OF EMPLOYMENT TERMINATION OR INCOME STATUS: If this empioyee/obligor never worked for
you or you are no longer withholding income for this emploveefobligor, you must promptly notify the CSE agency andior
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 i |peri 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

Income Withholding for Support (IWO) Page 3ol 4

CONTACT INFORMATION:

Jo Employer/income Withholder: If you have questions, contact Calfomia Department of Child Support Services (ISSUST name)
by telephone: (866) 901-3212 , by fax by email or website: http:/wwy childsup-connect ca gov

Send termination/income status notice and other cx v e to: VENTURA

5171 VERDUGO WAY, CAMARILLO CA 93012 (issuer address).
To Employee/Obligor: If the employesiobligor has questions, contact GERARDO GARIN (issuer name)
by telephone: (866) 901-3212 , by fax: (805) 437-8308 by email or website:

IMPORTANT: The person completing this form is advised that the information may be shared witn the employee/obligor.

Encryption Requirements:

When communicating this form through electronic transmission, precautions must be taken to ensure the security of the
data. Child support agencies are encouraged 1o use the electronic applications provided by the federal Office of Child
Support Enforcement. Omerelecnmbnm sudlasetmp(edmlsmewmhi may be used if the encryption
method is iant with Federal Py g Standard (FIPS) Publication 140-2 (FIPS PUB 140-2).

The Paperwork Reduction Act of 1995
Tnmnfmrnahoncdlecumamasswaiearespnm&saremudednaomrdamemdﬁcmm1mdmecnlﬁ&1ppm
Enforcement Program. This form is designed to provide uniformity and standar on. Public reporting for this collection of
information is estimated to average two to five minutes per response. An agency may not conduct or sponsor, and a person
15 not required 1o respond to, a collection of information uniess it displays a cumrently valid OMB control number_

Income Withholding for Support (IWO) Page 4014



ATTORNEY O BARTY WITHOUT ATTORMEY (Mama, Stae Bar nmter, nd sdoress) FOR COURT USE ONLY

20000000000000

TELEFHONE NC. FRXNG (Cotonall
E-MAIL ADDRESS (Cpficns)
ATTORNEY FOS Name).
SUPERIOR COURT OF CALIFORNIA, COUNTY OF VENTURA

STREET ADDAESE BI0 & VICTORMA AVE
MALING ADDHESS BOD 5. VICTORA AVE
CITY AND 28 CODE VENTURA 35003
BRANCH NAME VENTLURA COUNTY SLPERIOR COURT

PETITIONER/PLAINTIFF. JANE DOE
RESPONDENT/DEFENDANT JOHN DOE
OTHER PARENT:

REQUEST FOR HEARING REGARDING AR
EARNINGS ASSIGNMENT DXXXXXX

MNOTICE: Complete and file this form with the court clerk tn request a hearing only if you ‘object 10 the Income

for Support (form FL-195/0MB0970.0154) or i Order for upport (form FL-435).
This form may nol be used to modify your current child support amount. (See page anlnnn FL-192, Information Sheet on
Changing a Chifd Support Order.) Page 3 of this form is instructional only and does not need 1o be delivered 1o the court.

1. Ahearing on this application will be held as follows (see instructions for getting a hearing date on page 3)

a. | Date Time. [ Dept. ] oiv.. [ Room
b. The address of the courtis: [__] same as noled above [_] other (specify}:

2.t reques1 that service of the Eamings Assignment Order for Spousal or Partner Support (form FL-435) or Income Withholding
for Support (form FL-195/0MB0970-0154) be quashed (set aside) because

@. [ 1am not the obligor named in the earnings assignment
b. [ There is good cause lo recall the g all of the 9 exist

(1) g the would be in the best interest of the children for whom | am ordered 1o
pay suppori (state reasons)

{2) 1have paid courl-ordered suppoit fully and on ime for the last 12 months without either an earnings

or another collection process
(3) 1do not owe any arrearage (‘oudc supporl}
(4) Service of the ould cause for me, as follows (stafe reasons, you

must prove these reasons at any ncan‘ng an this application by clear and convincing evidence)

The other parent and | have a writien agreement that allows ihe support order o be paid by an altemnative method
A copy of the agreement is attached. (NOTE: If the support obligation is paid to the local child support agency,
this agreement must be signed by a representative of that agency.)

FL-450

Page 1 ot3
IR SR T e o REQUEST FOR HEARING REGARDING EARNINGS ASSIGNMENT T
FL-450 [Flev. July 1, 2008] (Family Law— Governmental— UIF SA) m.l. ORDER

Monz7s5300200

PETITIONER/PLAINTIFF JANE DOE R e
RESPONDENT/DEFENDANT JOHN DOE
OTHER PARENT. DXKNKRK
3. [_]1request ihat the be because

a. D fthe total amount of arrearages claimed as owing is incomect. (Check one or more of the following reasons.)
(1) [ | did not receive credit for all of the payments | have made. (Check (a), (b), or both.)
@) J1have my of the p history, which includes a monthly breakdown of
amounts ordered and amounts paid.
mlmlmawmemmmmmmmm (Tor each payment, specify the date, the
amount, and the name of the person or agency paid).

(2) ] Child support has terminated (specify name of child, child's dafe of birth, date of terminafion, and reason
Support was ferminated).

(3) [ Other (specify):

b. |:| the monthily nt ified in the is more than half of my total net income each month from
all sources

U | the monthly stated in the creates an undue hardship because (describe the
hardship and state the amount you are able to pay on your amearage):

(NOTE: If you want to change the amounl of money being deducted for arrearage because it creates a
hardship, please attach a (Simplified) (form FL-155) or income and Expense
Declaration (form FL-150).)

| declare under penalty of perjury under the laws of the State of California that the foregoing is true and comect.

Date: ’

(T¥PE OF FRINT NANE OF PERSON REQUESTING HEARING) OF PERSON

CLERK'S CERTIFICATE OF MAILING

| certify that | am not a party to this action and that a true copy of the Reques! for Heanng Regarding Eamings Assignment (form
FL-450) was mailed, with postage fully prepaid. in a sealed envelope addressed as shown below, and that the request was mailed

at (place): on (date):

Date: Clerk, by . Deputy

FLA50 [Rav. July 1. 20061 REQUEST FOR HEARING REGARDING EARNING S ASSIGNMENT Page 2003
(Family Law— Governmenial— UIF SA) POST ORDER



INFORMATION SHEET AND INSTRUCTIONS i
FOR REQUEST FOR HEARING REGARDING EARNINGS ASSIGNMENT
(Do not deliver this information sheet to the court clerk.)
Flease follow these instructions to complete the Request for Hearing Regarding Eamings Assignment (form FL-450) if you do not have
an attorney representing you. Your attorney, if you have one, should complete this form. You must file the completed Request for Hearing
form and its attachments with the court clerk within 10 days after the date your employer gave you a copy of Eamings Assignment Order
for Spousal or Partner Support (form FL-435) or an income Withhoiding for Support (form FL-195/ OMB0970-0154). The address of the
court clerk is the same as the one shown for the superior courl on the eamings assignment order. YYou may have o pay a filing fee. Iif you
cannot afford to pay the filing fee, the court may waive it, but you will have to fill out some forms first. For more information about the filing
fee and waiver of the filing fee, contact the count clerk or the family law facilitator in your county
(TYPE OR PRINT IN INK)
Front page, first box, top of form, left side: Print your name, address, and telephone number in this box if they are not already there
ftem 1. a-b. You must contact the court clerk's office and ask that a hearing date be set for this motion. The court clerk will give you
the information you need to complete this section.
Item 2. Check this box if you want the court to stop the local child support agency or the other parent from collecting any support from
your eamings. If you check this box, you must check the box for either a, b, or c beneath it
a. Check this box if you are not the person required to pay support in the eamings assignment.
b. Check this box if you believe that there is "good cause” to recall the eamings assignment. Note: The court must find that
all of the conditions listed in item 2b exist in order for good cause to apply.
€. Check this box if you and the other parent have a written agreement that allows you to pay the support another way. You
must attach a copy of the agreement, which must be signed by both the other parent and a representative of the local
child support agency if payments are made to a county office.
Item 3. Check this box if you want to change the eamings assignment. If you check this box, you must check the box for either a, b, or
¢ beneath it.
8. Check this box if the total amearages listed in item 9 on the eamings assignment order are wrong. If you check this box,
you must check one or more of (1), (2), or (3). You must attach the original of your statement of arrearages. Keap one

copy for yourseif

(1) Check this box if you believe that the amount of listed on the i order does not give you
credit for all the payments you have made. If you check Illls boz you must medcone or both of the boxes beneath it
(@) Check this box if you are attaching your own This must include a monthiy

listing of what you were ordered to pay and what you acmlh« paid.

(b) Check this box if you wish to list any payments that you believe were not included in the arrearages amount. For
each payment you must list the date you paid it, the amount paid, and the person or agency (such as the local child
support agency} to whom you made the payment. Bring to the hearing proof of any payment that is in dispute.

Check this box If the child support for any of the children in the case has been terminated (ended). If you check this

box, you must list the following information for each child:

« The name and birthdate of each child
« The date the child support order was terminated.
« The reason child support was terminated
(3} Check this box if there is another reason you believe the amount of arrearages is incorrect. You must explain the
reasons in detail

b. Check this box If the total monthly payment shown in item 1 of the eamings assignment order is more than half of your

monthly net income

€. Check this box if the total monthly payment shown in item 1 of the eamings assignment order causes you a sefious

hardship. You must write the reasons for the hardship in this space.

You must date this Request for Hearing form, print your name, and sign the form under penalty of perjury. You must also complete the
certificate of mailing at the bottom of page 2 of the form by printing the name and address of the other parties in brackets and providing
a stamped envelope addressed to each of the parties. WWhen you sign this Request for Hearing form, you are stating that the
information you have provided is true and correct, After you file the request, the court clerk will notity you by mail of the date, time, and
location of the hearing.

You must file your request within 10 days of receiving the Order for or Partner Support or the
Income Withholding for Support from your employer. You may file your request in person at the clerk’s office or mail it to the
clerk. In either event, it must be received by the clerk within the 10-day period.

If you need additional assistance with this form, contact an attorney or the family law facilitator in your county. Your family law facilitator
can help you, for free, with any questions you have about the above information. For more information on finding a lawyer or family law
facilitator, see the California Courts Online Self-Help Center at www.courfinfo.ca. gow/selfhelp/.

(2]

NOTICE: Use form FL-450 lo mquest a hearlnn only if you object 170 1!78 Income Withholding for Support (form

FL-195/0MB0970-0154) or E: Order for §) Partner Support {form FL-435). This form will not

modify your current support amount. (See page 2 of form FL- 192,!.'MWM Sheet on Changing a Child

FLABO [Ray. July 1, 20| REQUEST FOR HEARING REGARDING EARNINGS ASSIGNMENT Page3or3

(Family Law —Governmental— UIF SA) POST ORDER
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NATIONAL MEDICAL SUPPORT NOTICE - PART A
NOTICE TO WITHHOLD FOR HEALTH CARE COVERAGE

This Nofice is issued under section 466(a)(19) of the Social Security Act, section 609(a){5)(C) of the Employee
Retirement Income Security M;! of 1974 (ERISA), and for State and local government and church plans, sections 401(e)
and (f) of the Chiid 5 t P and | Act of 1998 Receipt of this Notice from the lssuing Agency
mm&uﬁe:mem&auedmlthld&unnmmdmumrm&m The information on the Custodial Parent and
Child{ren) contained on this page is confidential and should not be shared or disclosed with the employee. NOTE: For
purposes of this form, the Custodial Parent may also be the employee when the State opts fo enforce against the
Custodial Parent.

Issuing Agency: VENTURA DCSS Court or Administralive Authority.
Issuing Agency Address SUPERIOR COURT OF CALIFORNIA. COUNTY OF VENTURA
5171 VERDUGO WAY
CAMARILLO CA 93012 Order Date: 03022011
Order Identifier: DXXXXXX
Notice Date: 9/11/2019 Document Tracking identifier
CSE Agency Case Identifier: 20000000000000 Employer web site:
Telephone Number (888) 801-3212 See NMSN Instructions: hitp-/www.acf hhs goviprograms/
FAX Number. (808) 437-8308 In inational-medical-support-notice-form
123456789 RE: DOE, JOHN
Employer/\Withholder's Federal EIN Number Employee's Name (Last, First, MI)
LOCAL MECHANIC SHOP O X00-X0KX
Employer/\Withholder's Name Employee’s Social Securify Number
1234 SKYLINE DR
CAMARILLO, CA 93012
ployer/Withholder's Add Employee's Mailing Address
VENTURA COUNTY DEFT. OF CHILD SUPFORT SERVICES
(VCDCES)
Custodial Parent's Name (Last, First, MI} Substituted Official/Agency Name

5171 VERDUGO WAY
CAMARILLO CA 93012
Custodial Parent's Mailing Address Substituted Official/Agency Address
(Required if Custodial Parent's mailing address is left blank)

Child(ren)'s Mailing Address (f different from

Custodial Parent's)

Mame and Telephone of a Representative of the Mailing Add of a Rep five of the Cl 1]
Child(ren)

Child{ren)'s Name(s) Gender DOB 55N Child{ren)'s Name(s) Gender DOB SSN
DOE, JOHN IR 077202008 300001111

The order requires the 1o be enrolied in & all health o only the 9 Q

[ Medical, [J Dental; (] Vision; (] Prescription drug; Uuerluneam [ Other specify:

THE PAPERWORK REDUCTION ACT OF 1995 (P.L. 104-13) Public reporting burden for this collection of information is

fo ge 10 minutes per g the time: g and g the data
needed, and reviewing the coll of inf i Mwmaymmmaw mdapetmumlmh
respond to, a collection of information unless it displays a currently valid OMB control number.
'OMB control 0970-0222 Expiration Date: 08/31/2019.
NMSN —Part A Page 1of 5

LIMITATIONS ON WITHHOLDING

The total amount withheld for both cash and medical support cannot exceed 50 % of the employee's
aggregate disposable weekly ings. The empl may not withheld more under this National Medical Support Notice
than the lesser of.

1. The amounts allowed by the Federal Consumer Credit Protection Act (15 U.5.C., section 1673(b));

2. The amounts allowed by the State of the employee's principal place of employment; or

3. The amounts allowed for health insurance prurrdurne by the child suppon order, as indicated
here:

The Federal limit applies to the aggregate disposable weekly eamings (ADWE). ADWE is the net income left after making
mandatory deductions such as State, Federal, local taxes, Social Security taxes, and Medicare taxes. As required under
section 2.b.2 of the Employer Respnmlbillllun on page 4, complete item § of the Employer Response to notify the Issuing
Agency that enroll cannot be p of prioritization or limitations on withholdings.

PRIORITY OF WITHHOLDING

If withholding is required for employee contributions to one or more plans under this notice and for a support obligation
under a separate nofice and available funds are insufficient for withholding for both cash and medical support
contributions, the amployer must withhold amounts for purposes of cash support and medical support contributions in
accordance with the law, if any, of the State of the employee's principal place of employment requiring prioritization

bet cash and medical support, as described here:

1) current child, family, and/or spousal su . 2) health insurance premiums and/or medical support. 3) amounts
ordered for payments on arrears; and 4) any remaining court ordered amounts

As required under section 2.b.2 of the Employer Responsibilities on page 4, complete item 5 of the Employer Response to
notify the Issuing Agency that enroliment cannot be completed because of prioritization or limitations on withholdings

NMSEN = Part 4 Fapelof §



EMPLOYER RESPONSE

If 1,2, 3, 4 or 5 below applies, check the appropriate box and return this Part A to the Issuing Agency within 20
busmess days after the date of the Notice, or sooner if reasonable. NO OTHER ACTION IS NECESSARY i1
through 5 does not apply, complete item 7 and forward Part B to the appropriate Plan A within 20
business days after the date of the Notice, or sooner if reasonable. This includes any organization or labor
unicn that provides group health care beneﬁls to the employee. Check number 5 and retumn this Part A to the
Issuing Agency if the Plan Administrator informs you that the child{ren) would be enrulled in or qualify{ies) for
an option under the plan for which you have i that the empi 1 ds the amount that
may be withheld from the employee’s income due to State or Federal withholding limitations and/or prioritization.
You are required to respond to the Issuing Agency by returning this E Response of

you provide group health benefits or the employee named herein is no longer d by your

Information for the Plan Administrator and the Employer Rep tative at the botiom of this section is required.

[ 1. The employee named in this Notice has never been employed by this empleyer.

[ 2. We, the employer, do not offer our employees the option of purchasing dependent or family health care
coverage as a benefit to their employment.

O 3. The employee is among a class of employees (for example, pari-ime or non-union) that are not eligible
for family health coverage under any group health plan mainfained I:r;r the employer or fo which the employer

contributes. Do not check this box if the ployee is only temp igible for health care coverage.
O 4. Health care coverage is not ilable b ployee is no longer employed by the employ
Date of

Last known telephone number:

Last known address:

Mew employer (if known):

Mew employer telephone number:

Hew employ

[ 5. State or Federal withholding limitations and/or prioritization prevent the withholding from the ployee's
income of the amount required to obtain coverage under the terms of the plan.

[] 6 The participant is subject to a waiting period that expires {more than 90 days from the date of

receipt of this Motice), or has not completed a waiting period, which is determined by some measure other than
the passage of fime, such as the completion of a ceriain number of hours worked {describe here:
). At the completion of the waifing period, the Plan Adminisirator will process the enrcliment.

|:| 7. Employer forwarded Part B to Plan Admini: on

MM/DDMY
CONTACT FOR QUESTIONS
Flan Admini: Hame: FAX Numb
Contact Person: Telephone Numbel
Employer Name: LOCAL MECHANIC SHOP Telephone Number:
Employer Rep tative Name/Title: Federal EIN:

(if not provided on Page 1 of this Notice}

Employee Name: JOHN DOE Date:

30000000000000

MMSN =Fart &

Pape3of 5

INSTRUCTIONS TO EMPLOYER

This document serves as legal nofice that the employee identified on this National Medical Support Nofice is
obligated by a court or administrative child support order to provide health care coverage for the child(ren)
identified on this Notice. This National Medical Support Notice replaces any Medical Support Notice that the
Issuing Agency has previously served on you with respect to the employee and the children fisted on this Nofice.

The decument cunmsw of Part A - Notice to Withhold for Health Care C ge for the emp to

any empl quired by the group health planis) in which the child(ren) is/are enrolled; and Part
B- Medlcal Support Notice to the Plan Administrator, which must be forwarded to the Administrator of each
group health plan identified by the employer to enroll the eligible chil ), or by the emp , if the
employer serves as the health Plan Administrator.

An employer receiving this legal Notice is required to complete and return Part A. If group health coverage is
not available to the employee named herein, or the employee was never or is no longer employed, the employer
is still required to plete Part A - Employ P and return it to the Issuing Agency with the

i . If you, the employer, provide the health care benefits to the employee, forward
Part B Plan Administrator Response to the health Plan Administrator of your organization. If the
employee's health care benefits are administered through another organization, including a labor union, forward
Part B of the MNofice to the labor unien or other organization acting as the Plan Administrator for completion. If
the employee has already enrolled the child(ren) in health care coverage, the employer must forward Part B to
the Plan Admini for and ittal to the Issuing Agency.

Keepa copy D{Parl A as it may be used to notify the Issuing Agency if the employee separates from service for
any reason i} or

EMPLOYER RESPONSIBILITIES

1. If the individual named in this Nofice is not your employee, or if the family health care coverage is not
available, please complete item 1, 2, 3, 4 or 5 of the Employer Response as appropriate, and return it to
the Issuing Agency. NO OTHER ACTION IS NECESSARY

2. If family health care coverage is available for which the childiren) identified above may be eligible, you
are required to:

a. Transfer, not later than 20 business days afler the date of this Notice, a copy of Part B -
Medical Support Notice to the Plan Admini to the Admini of each appropri
group health plan for which the child(ren) may be eligible, complete item 7, and

b. Upon nofification from the Plan Admini ) that the child(ren) is/are , either
1) withhold from the employee’s income any employ ibuti q under each group
health plan, in with the i law of the employee's principal place of

P and transfer employ ibuti to the approp plan[s} or

2) complete item 5 of the Employer Response to notify the Issuing Agency that enroliment
cannot be completed because of prioritization or limitations on withholding.

c. If the Plan Administrater notifies you that the employee is subject to a waiting period that
exprres more than 90 days from the date of its receipt of Part B of this Notice, or whose
is i bya other than the passage of time (for example, the
completion of a certain number of hours worked), complete item 6 of the Employer Response to
notify the Issuing Agency of the enroliment timeframe and notify the Plan Administrator when
the employee is eligible to enroll in the plan and that this Notice requires the enroliment of the
child{ren) named in the Nofice in the plan

NMSHN = Part & Pagedof §



DURATION OF WITHHOLDING

The child(ren) shall be treated as dependents under the terms of the plan. Coverage of a child as a dependent
will end when conditions for eligibility for coverage under ferms of the plan no longer apply. However, the

isions of ERISA may entitle the child to continuation coverage under the plan. The
employer must conhnue fo withhold employee contributions and may noi disenroll (or eliminaie coverage for) the
child(ren) unless:

1. The employ ided satisf. y written evid that:
a The couﬂ or administrative chlcl support order referred to in this Notice is no longer in
effect; or

b The child(ren) is or will be enrolled in comparable coverage which will take effect no
later than the effective date of disenrollment from the plan; or

2, The employer eliminates family health coverage for all of its employees.
POSSIBLE SANCTIONS

An employer may be subject to sanctions or penalties imposed under State law and/or ERISA for discharging an
employee from employment, refusing to employ, or taking disciplinary action against any employee because of
medical child support withhelding, or for failing to withhold income, or transmit such withheld amounts to the
applicable plan(s) as the Notice directs. Sanctions or penalties may be imposed under State law against an

ployer for failure to respond and/or for non-compliance with this Notice

NOTICE OF TERMINATION OF EMPLOYMENT

In any case in which the above employee's ! t terminates, the empl must p tly notify the

Issuing Agency listed above of such ion. This i it may be satisfied by ding to the Issuing

Agency a copy of Part A with response 4 checked or any “notice the employer is required to provide under the
ge provisi of ERISA or the Health Insurance Portability and Accountability Act,

EMPLOYEE LIABILITY FOR CONTRIBUTION TO PLAN

P

The employee Is liable for any employee contributions that are required under the plan(s) for enroliment of the
child(ren) and is subject to appropri fi . The employee may contest the withholding under this
Notice based on a mistake of fact (such as the identity of the cbligor). Should an employee coniest the
withholding under this Notice, the employer must proceed to comply with the employer responsibilities in this
Notice until notified by the Issuing Agency to discontinue withholding. To contest the withholding under this
Notice, the employee should contact the Issuing Agency at the address and telephone number lisied on the
Notice. With respect to plans sumct to ERISA, it is the view of the Department of Labor that Federal Courts

have jurisdiction if the employ h ges a detb that the Notice constitutes a Qualified Medical Child
Support Order.
CONTACT FOR QUESTIONS

If you have any questions regarding this Noetice, you may contact the Issuing Agency at the address and
telephone number listed on page 1 of this Notice.

NMSN —Part A Page5of §
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NATIONAL MEDICAL SUPPORT NOTICE - PART B
MEDICAL SUPPORT NOTICE TO PLAN ADMINISTRATOR

This Notice is issued under section 466(a){19) of the Social Security Act, section 609(a)(5)(C) of the Employee
Retirement Income Security Act of 1974 (ERISA), and for State and local government and church plans, sections 401(e)
and (f) of the Child Sup Per and ive Act of 1998 (CSPIA). Receipt of this Notice from the Issuing
Agency constitutes receipt of a Medical Child Support Order under applicable law. The rights of the parties and the duties
of the plan administrator under this Notice are in addition o the existing rights and duties established under such law

The information on the Custodial Parent and Child{ren) contained on this page is confidential and shouid not be shared

or disclosed with the employee. NOTE: For of this form, the Custodial Parent may also be the employee when
the State opts to enforce against the Custodial Parent
Issuing Agency: VENTURA DCSS Court or Administrative Authority
qulng Agency Mdrus SUPERIOR COURT OF CALIFORNIA, COUNTY OF VENTURA
171 VERDUGC
C-!MARILLO CA mu Order Date: 03/0272011
Order Identifier. DXXXXXX
Notice Date: 09/11/2019 Document Tracking ioenufier
CSE Agency Case Identifier:20000000000000 Employer web site
Telephone Number. (800) 901-3212 See NMSH Instructions. hitp /fwww ac hhs goviprograms/
FAX Number (BOS) 437-8308 support-notice-form
123456789 RE: DOE, JOHN
Employer/Withholder's Federal EIN Number Employee's Name (Last, First, MI)
LOCAL MECHANIC SHOP OO0 302000
Employer/Withholder's Name Employee’s Social Secunty Number
1234 SKYLINE DR PO BOX 088
CAMARILLO, CA 33012 LOST HILLS CA 93240-0008
Employer/Withhoider's Address Employee's Mailing Address
VENTURA COUNTY DEFT. OF CHILD SUPPORT SERVICES
(VCDCSS)
Custodial Parent's Name (Lasl, First, MI) Substituted Official/Agency Name
§171 VERDUGO WAY
CAMARILLO CaA 3012
Custodial Parent's Malling 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 a Representative of the A Cl
Chadiren) Mailing ofa of the. (ren)
Child(ren)'s Name(s) Gender DOB SSN Child(ren)'s Name(s)

DOE, JOHN IR 07/292008 111-11-111%

1] §
g
2

The order requires the child{ren) to be enrolled in [ all health . ilable; or only the following gels):
CIMedical; (] Dental; 0 Vision, (] Prescription drug, [] Mental heatth, [ Other (specify)

THE PWER\‘WRKRED‘JC“ONMTOFW!S(FL 104-13) public reporting mnhm collection of information is

estimated fo average 20 minutes per the time ‘and maintaining the data

needed, and the of An agency may nof conduct of sponsor, and a person is not required to
d fo, a collection of inf unless it di a thy valid OMB control number

OMB control 12100113 Date: 08/31/2019.

NMEN= Pari B Page 1ot &

PLAN ADMINISTRATOR RESPONSE
(To be completed and returned to the Issuing Agency within 40 business days after the date of the Nofice,
or sooner if reasonable)

Case # (to be completed by the issuing agency)

This Notice was received by the plan on

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

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

a. The child(ren) is/are currently enrolled in the plan as a dependent of the participant.

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

c. The participant is enrolled in an option that is providing d dent ge 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 effective as of __/__/____ (includes waiting period of less than 90 days from date of receipt
of this Motice). The child(ren) has/have been enrolled in the following option (if plan is insured, identify
provider, policy and group bers): Any necessary withholding should
commence if the employer determines that it is permitted 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 one of
the available options thal 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:
). Atthe completion of the waiting period, the Plan Administrator will

process the enroliment,

5. This Notice does not constitute a "gualified medical child support order” because:
The name of the child{ren) 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 above 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: Teleph Numb

Title: Date:

Address:

LOCAL MECHANIC SHOP JOHN DOE 30000000000000
NMSN— Pan 8 Page2of 5



INSTRUCTIONS TO PLAN ADMINISTRATOR

This Notice has been forwarded from the employer identified above to you as the plan administrator of a
group health plan maintained by the employer {or a group health plan to which the employer contributes)
and in which the noncustodial parent/participant identified above is enrolled or is eligible for enroliment.

This Notice serves to inform you that the noncustodial parent/participant is obligated by an order issued
by the court or agency identified above to provide health care coverage for the child{ren) under the group
health plan{z) as described on Part B.

(A} If the participant and child{ren} and their mailing addresses (or that of a Substituted Official or
Agency) are identified above, and if coverage for the child(ren) is or will become available this Notice
constitutes a "qualified medical child support order” (QMCS0) under ERISA or CSFIA, as applicable. (If
any mailing address is not present, but it is reasonably accessible, this Notice will not fail to be a QMCSO0
on that basis.) You must, within 40 business days of the date of this Motice, or sooner if reasonable:

(1) Complete Part B - Plan Administrator Response - and send it to the Issuing Agency:

(a) if you checked Response 2:

(i} notify the noncustodial parent/participant named above, each named child, and the
custodial parent that coverage of the child{ren} is or will become available (notification of the
custodial parent will be deemed notification of the child{ren) if they reside at the same address);

(i) furnish the custodial parent a description of the coverage available and the effective
date of the coverage, including, if not already provided, a summary plan description and any
forms, documents, or information necessary to effectuate such coverage, as well as information
necessary to submit claims for benefits;

(b if you checked Response 3:

(i} if you have not already done so, provide to the Issuing Agency copies of applicable
summary plan descriptions or other documents that describe available coverage including the
additional participant contribution necessary to obtain coverage for the child{ren) under each
option and whether there is a limited service area for any option;

(ii) if the plan has a default option, you are to enroll the child(ren) in the default option if

you have not received an election from the Issuing Agency within 20 business days of the date you

returned the Response. If the plan does not have a default option, you are to enrcll the child{ren)
in the option selected by the Issuing Agency.

{c) if 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 whose duration is determined by a
measure other than the passage of time (for example, the completion of a certain number of hours

(d) upon completion of the enroliment, transfer the applicable information on Part B - Plan
Administrator Response to the employer for a determination that the necessary employee
contributions are available. Inform the employer that the enroliment is pursuant to a National
Medical Support Notice.

(B) If within 40 business days of the date of this Notice, or sooner if reasonable, you determine that this
Notice does not constitute a QMCSO, you must complete Response § of Part B - Plan Administrator
Response and send it to the Issuing Agency, and inform the noncustodial parent/participant, custodial
parent, and child(ren) of the specific reasons for your determination.

(C) Any required notification of the custodial parent, child(ren) and/or participant may be satisfied by
sending the party a copy of the Plan Administrator Response, if appropriate. You may choose 1o furnish
these notifications electronically in accordance with the requirements of the Department of Labor's
electronic disclosure regulation codified at 20 C.F.R. 2520.104b-1(c)

UNLAWFUL REFUSAL TO ENROLL.

Enrollment of a child may not be denied on the ground that: (1) the child was born out of wedlock, (2) the
child is not claimed as a dependent on the participant's Federal income tax retum; (3) the child does not
reside with the participant or in the plan's service area; or (4) because the child is receiving benefits or is
eligible to receive benefits under the State Medicaid plan. If the plan requires that the participant be
enrolled in order for the child(ren) to be enrolled, and the participant is not currently enrolled, you must
enroll both the participant and the child(ren) regardiess of whether the participant has applied for
enroliment in the plan. All enroliments are to be made without regard to open season restrictions.

PAYMENT OF CLAIMS

A child covered by a QMCSO, or the child's custodial parent, legal guardian, or the provider of services
to the child, or a State agency to the extent assigned the child's rights, may file claims and the plan shall
make payment for covered benefits or reimbursement directly to such party.

worked), complete Response 4 on the Plan Administrator Response and return fo the employer and
the Issuing Agency, and notify the participant and the custodial parent; and upon safisfaction of the
period or requirement, complete enroliment under Response 2 or 3, and

NMEN= Part B Page3of §
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PERIOD OF COVERAGE

The alternate recipient(s) shall be treated as dependents under the terms of the plan. Coverage of an
alternate recipient as a dependent will end when similarly situated dependents are no longer eligible for
coverage under the terms of the plan. However, the continuation coverage provisions of ERISA or other
applicable law may entitle the alternate recipient to continue coverage under the plan. Once a child is
enrolled in the plan as directed above, the alternate recipient may nof be disenrolled unless:

(1) The plan administrator is provided satisfactory written evidence that either
(&) the court or administrative child support order referred to above is no longer in
effect, or
(b} the alternate recipient is or will be enrolled in comparable coverage which will
take effect no later than the effective date of disenroliment from the plan;

(2) The employer eliminates family heaith coverage for all of its employees; or

(3) Any available confinuation coverage is not elected, or the period of such coverage expires.

CONTACT FOR QUESTIONS

If you have any questions regarding this Notice, you may contact the Issuing Agency at the address and
telephone number listed above,

Paperwork Reduction Act Notice

The Issuing Agency asks for the information on this form to carry out the law as specified in the
Employee Retirement Income Security Act or the Child Support Performance and Incentive Act,
as applicable. You are required to give the Issuing Agency the information. You are not required
to respond to this collection of information unless it displays a currently valid OMB control
number. The Issuing Agency needs the information to determine whether health care coverage is
provided in accordance with the underlying child support order. The average time needed to
complete and file the form is estimated below. These times will vary depending on the individual
circumstances.

Learning about the law or the form  ............ Preparing the form
First Notice The  aaaass 1 hr., 45 min.
Subsequent — 20 min.

Notices

NMSN=Part B PageSof §
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BTATE OF CALFORNA - HIALTH AND HUMAN BERVICES AOEMCY DEPARTVENT OF OLD SUPPORT SERACES

STATEMENT OF OBLIGOR'S RIGHTS AND PROCEDURES REGARDING A NATIONAL
MEDICAL SUPPORT NOTICE (NMSN) OR HEALTH INSURANCE ASSIGNMENT ORDER

DS GO0 [0

The following Family Code (FC) sections inform you how and when to notify the county court that has
rour child supforl order if you want to exercise your right to contest or end a NMSN or other health
nsurance assignment order.

Under FC section 3765, you have the right to contest a NMSN or other health insurance assignment
order if:

* No order to maintain health insurance has been issued;
o The amount to be withheld for premiums is more than the law allows, or is more than the

court ordered amount,
The cost of the increased health insurance premium s unreasonable;

* ‘You are not the person who is ordered to provide health insurance;
The child(ren) is, or will otherwise be, provided with health insurance coverage; or
The employer's choice of coverage is not appropriate,

Under FC section 3770, you have the right to ask the court to end a NMSN or other health insurance
assignment order if:

® Anew order has been entered that is inconsistent with the existing NMSN or health
insurance assignment order;

* Your employer has discontinued health insurance coverage once available to you,

* You believe that there is good cause to terminate the NMSN or health insurance
assignment order; or

* The child{ren) for which you are ordered to provide health insurance have died or
emancipated.

Under FC section 3762, “good cause” is limited to any one of the conditions listed above or a finding
by the court that enforcement of the NMSN or health insurance assignment order would cause
extraordinary hardship to you.

If any of the above applies to you, you must file the necessary paperwork with the county court if
you want to contest or end the order. The court will provide you with a date to appear. You will be
required to attend the hearing and show proof of the reason enforcement should stop. Based on the
information provided to the court, the court may end the NMSN or other health insurance
assir?nmeni order and/or make any other order it finds appfzpriate. The reasons you provide to the
cou rlr.1t ay giso create a change in circumstance which could result in a medification of your child
support arder.

POST ORDER
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What else do you need

to know?




IWO — Notification of Employment and Termination

Return the NOt|f|Cat|0n Of Employer's Name: LOCAL MECHANIC SHOP Employer FEIN. 123456780
. . Employee/Obligor's Name: DOE, JOHN SSNC XK= XX-X000K

Employment Termination or Income Case identfer. 0000000000000 Order Gentifer. DX

Sta’tus (fo u n d WI thl n th e |WO) O r C al I NOTIFICATION OF EMPLOYMENT TERMINATION OR INCOME STATUS: If this employee/obligor never worked for

you or you are no longer withholding income for this employeefobligor, you must promptly notify the CSE agency andior
us at l - 8 6 6 - 9 O l - 3 2 l 2 . the sender by retumning this form to the address listed in the contact information below

O This person has never worked for this employer nor received periodic income

P rOV| d e the term | n atl on d ate an d O This person no longer works for this employer nor receives periodic income
y Please provide the following information for the employee/obli
employee’s last known address. e R

Last known address:

If you know the name and/or

addreSS Of the employee ’S neW F\na!paymentdalelo.s{)ufrnbalpayee: Final payment amount:
employer, please provide this omaimnindive
information.

CONTACT INFORMATION:

To Employeriincome Withholder: If you have questions, contact Califomia Depament of Child Support Services (ISSUET name)
by telephone: (866) 901-3212 , by fax by email or website: hitp /iwww childsup-connect ca gov

Send termination/income status notice and other corespondence to: VENTURA
5171 VERDUGD WAY, CAMARILLO CA 93012 (issuer address).




NMSN Termination of

Benefits/Employment Notice

If the employee leaves your
employment or has a lapse in health
insurance coverage for the
dependents, complete and return this
form within 10 business days.

Provide the termination date and
employee’s last known address.

If you know the name and/or address
of the employee’s new employer,
please provide this information.

Link to form:

https://childsupport.ca.gov/wp-
content/uploads/sites/252/Employers/Te
rmination-of-Benefits.pdf

BTATE OF CALFORNMA - HEALTH AhD HUMAN BERVICES AGENCY

TERMINATION OF BENEFITS / EMPLOYMENT NOTICE

DCES 0114 a2

CEPARTMENT OF CHILD SUFPORT BERVICES

DATE:
EMPLOYER:
EMPLOYEE: COUNTY:
SSN:
DOB:
PARTICIPANT NUMBER: PHONE:

INSTRUCTIONS: Use this form to report termination of employment or benafits of an employee for whom you
have a requirement to withhold support andlor provide health benefits.

Termination of: [0 Employment

DATE OF TERMINATION - BENEFITS REAIDN FOR TERMINATICN

[ Health Benefits [1 Both

[[] Permanent Termnation

[7] Temparary Lapse - dat= coverage is to resume g
DATE

COBRAHEALTH INZURANCE AVAILASLE?

Ml M wEs rnusrese e


https://childsupport.ca.gov/wp-content/uploads/sites/252/Employers/Termination-of-Benefits.pdf

Health Insurance Information

ETATE OF CALIFORMNIAHEAL TH AND HUMAN BERVICES AGENCY DEPARTMENT OF CHILD SUPPORT SERVICES

Complete and return this form when:
HEALTH INSURANCE INFORMATION

DCEE D54 D42 T2005)

The children listed on the NMSN are already
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Updating Employer Demographics

https://childsupport.ca.gov/employer-update-contact-information-form/

Employer Update Contact Information Form

% 2ol Dear Employers: Receive Income
mployers - -
Quick Links Thank you forvisiting our website and for your interest in updating your company information. Maintaining V\ﬁthhuk?mg Orders
accurate employer information with the California Department of Child Suppart Services benefits employers Electronically
by ensuring notices are sent to the proper location and preventing issuance of duplicate notices. The (e-IW0)
Update Employer information you provide will be used ta issue Income Withholding Orders, Medical Suppart Notices and
Information I Verifications ta the ddr and individuals. This information will not be shared B
N e - e Federal law requires
Mew Hires and Child with any outside agency. Thank you for your participatien and for keeping us infermed. that employers have the
Support Update your information using the Employer Information Update Form. option of receiving IWOs
Bonus/Termination Sincerely, electronically.
Reporting Emploger Senvces California uses the
federal e-WO Process
Making Payments to save you time and

Employer FAGs. * Required fietd maney!
Employer Workshops EMPLOYER LEGAL/REGISTERED INFORMATION

and Events CSE Employer Number

Local child Support form.
Office Locations | |

* 8 Digit Federal Identification Number (FEIN) OR  [INo FEIN, Emplayer reporls with SSN

(Do not include the dash) (Do not provide S5M)
% Employer
Forms * Employer Legal Name (CorpngiLLC) OR  [Isole Praprietor (Owners Name)
To request versions Employer “Doing Business As" Name

accessible to persons
with visual disabilities,

PAYROLL/GARNISHMENT INFORMATION


https://childsupport.ca.gov/employer-update-contact-information-form/
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