STATE £ CALIFORKI-DEPARTMENT OF FINSHCE
PAYEE DATA RECORD
(Required when receiving payment from the State of California in beu of IRS W-2)

BT0 204 jFoav. &-23003)

Statemeant.

INSTRUCTIONS: Complete all informniaion on this form. Sign, date, and retum to the State agency (depariment/office) address shown at
1 the bottom of this page. Prompt return of this fully completed form will prewent defays when processing payments.  Information prowded in
this. form will be used by State agencies to prepare Information Returns (1029).  See reverse side for more information and Privacy

HOTE: Govemmental entibes, federal, State. and bocal (incuding school districts), are not required bo submit this form.

FATEE & LEGAL BUSIHNESS NAME (Type or Prim
ABC Company Inc
2 | SOLE FROFPRIETOR — ENTER NAME AS SHOVIN ON 55N (L35t Firss, ML) E-MAIL ATDRESS
mailabecome. com
WMAILING ADDRESS BUSINESS ADDRESS
123 Mamn 5t 123 Main 5t
CITY, STATE, ZIF TODE CITY, STATE, 2IF CODE
Armwhere, CA 12345 Armywhere CA 12345
3 ENTER FEDERAL EMPLOYER IDENTIFICATION MUMBER (FEIM): |1|2|—|3|¢|5|6|?|E|9| NOTE:
Payment will not
[C] PARTMERSHIP CORPORATION: be processed
PAYEE 1 MEDICAL (2., demisfry, psychotheramy, chiropractc, i) without an
ENTITY (] EsTATE OR TRUST O LEGAL j=g. atomey senvces) accompanying
TYPE O EXEMPT (nonpront) n I'Ef;? ’
& ALL OTHERS B
CHECK |
ONEBCY | [ | INDMDUAL OR SOLE PROPRIETOR | | |_| | |_| | | | |
OMLY ENTER SOCIAL SECURITY NUMBER:
V5N required by aumonty of Calfomia Revenue and Tax Code Sacion 15545
4 California resident - Qualified to do business in California or maintains a permanent place of business in California.
[] Califomia nonresident [see reverse side) - Payments to nonresidents for services may be subject to State income tax
PAYEE withholding.
RESIDENCY O Mo services performed in California
STATUS O Copy of Franchise Tax Board waiver of State withiolding attached.
o] I hereby certify under penalty of perjury that the information provided on this document is true and comect.
Should my residency status change, | will promptly notify the State agency below.
ALTHORIZED PAYEE REFRESENTATIVE'S MAME (Type or Print) TITLE
John Dioe CEQ
SIGNATURE DATE TELEPHONE
Gobin Doe 02/05/2015 ( 555,355-1212
Please returmn completed form to:
E Department/Office: —
Unit/Section: Vendor Management Group
Mailing Address: Ll S
City/StateZip: Sacraments, CA 93815
1725 27
Telephone: (335 347-2250 Fax: (916 576-5200
E-mail Address: vendors{@fiscal ca gov




