Ninth District PTA Observer Insert

August/September 2010

Please use this form to remit the PTA Insurance Premium.

We have included the Worker’s Compensation Report which must be filled out for each PTA association.
Please follow the directions on the form.

Ninth District

PTA

everychild. onevoice.”

6401 Linda Vista Road, Annex A
San Diego, CA 92111
Phone: 858-268-8077

Fax: 858 -268-8017

Email: phoebe@sdcoe.net

BILL TO: Name of Unit

Insurance Billing Statement

Statement Date

Policy Period

August 5, 2010

From 1/5/2011 to 1/4/2012

COMMENTS:

Name of Council

* Payments are due on or before

11/15/2010

* Submit a copy of Workers'
Compensation form with insur-

ance payment.

DESCRIPTION RATE AMOUNT
Unit PTA Premium 196.00
Council PTA Premium 120.00
Late Fee - Must accompany payment for processing if received after 12/15/2010 25.00
TOTAL DUE| $ =

REMITTANCE

Due Date 11/15/2010

Check #

\Amount Enclosed

All PTA checks must have two signatures
Unit PTA/PTSAmake checks payable to your council PTA

Council PTAs & out of council PTA/PTSAMake all checks payable to Hinth District PTA
Thank You for Your Payment!
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August/September 2010
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EVERY UNIT, COUNCIL AND DISTRICT PTA
MUST COMPLETE AND RETURN THIS FORM EVEN IF WO ONE WAS PAID

WORKERS" COMPENSATION ANNUAL PAYROLL REPORT
{Attach insurance premium payment to Report and forward fo council/district PTA as directed
by their deadine date. Payment must be received from district PTA on or before: Januany 31)

MWame of PTA Diistrict
Addiress Cpumicil
City Zip

Pleags note: List anly those empioyees that PTA pays direcily. Aflach coples of 3l DE-6 and DE- 542. Do MOT Bst when
monies are donabed b school district for employee salarles.. Do MOT Bst company name, only indvidual names.

T W [\OES PERSON PAID CARRY
Ut wre oF Woex HISIHER: SWH WORKERS”
Mame of Worker COMPENSATICH ISURAREET

DaTES PaYRELL
WoRKED AMOUNT PAID

BE sPECIFIC YEs* 1] Mg, ]
b

i

Total Payrol for ALL EMMOYEEs
Less E1000 | - §1,000.00
Gross Payrall
Fremilm oue for aohonal Workers' Compensanion MsUTEnce Coverage. 5% of Gross Faproll (Lne C)
*If yes, worker [l SUPply the PTA with @ Cenieale of Insurance from hEner Woekers Compansation INEUrance carmer.
This report foemn messt be completed and forsarded hrosgh channets o reach the Calomia Siole FTA office no later than January 31.
= Uni¥, coundl and district PTAS are requined to file this form, even If no one was pakd.
- Report ALL pald workers — attach addsional Payroll Report detall pages(s) 35 necessary.
= Altach coples of quarterty empioyes reparing forms DE-6 and DE-542 for Independent Confracions.
- Wiriie "NO ONE PAID® achoss fam If no ane was paid.
= Signed by ireasurer ar president..
= Forward through channeks (unit o councl fo distict), DO NOT send direcity o the Calfomila State PTA oifice,
= Insurance premium recelved in the Calfomia State PTA ofice after January 31 Is subjact bo a 525 late fee by State PTA.
= 5ee Calffomia State PTA Toolklt, "Workers' Compensation Arnual Report,” 5.6.5 for mare Information.
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