
COUNTY OF SAN MATEO

Equal Benefits Compliance Declaration Form

I Vendor Identification

Name of Contractor
Contact Person
Address 35Z~G~c-~~r~z.e~’

(~F~~J~~çL
1

1~
Phone Number
Fax Number c~c1’~5 3 ~iC

II Employees

Does the Contractor have any employees’? T~Yes LI No

Does the Contractor provide benefits to spouses of employees’? Yes Eli No

*if the answer to one or both of the above is no, please skip to Section iV *

Ill Equal Benefits Compliance (Check one)

~ Yes, the Contractor complies by offering equal benefits, as defined by Chapter 2 93, to its
employees with spouses and its employees with domestic partners

LI Yes, the Contractor complies by offering a cash equivalent payment to eligible employees
in lieu of equal benefits

LI No, the Contractor does not comply
LI The Contractor is under a collective bargaining agreement which began on _______
(date) and expires on _______(date)

IV Declaration

I declare under penalty of perjury under the laws of the State of California that the foregoing is
true and correct, and that I am authorized to bind this entity contractually

2GCZ?
Executed this 7~1st day of J~ni~a~y,2Jfl.1 at ________________________________

(City)

Name (Please Print)

39- O~(~Oi~
ContractorThx Identification NumberTitle



ATTACH~1ENTI

Assuranceof Compliancewith Section504 of the Rehabilitation Act of 1973,asAmended

The undersigned(hereinaftercalledthe “Contractor(s)”)herebyagreesthat it will comply with Section504 of
theRehabilitationAct of 1973,asamended.all requirementsimposedby the applicableDHHS regulation.and
all guidelinesandinterpretationsissuedpursuantthereto

The Contractor(s)gives/givethis assurancein considerationof for the purposeof obtainingcontractsafterthe
dateof this assuranceTheContractor(s)recogmzesireco~rnzeandagrees/agreethat contractswill be extended
in relianceon the representationsandagreementsmadein this assurance This assuranceis binding on the
Contractor(s).its successors.transferees,andassignees.and the personor personswhose signaturesappear
belowareauthonzedto signthisassuranceon behalfof theContractor(s)

TheContractor(s) (Checkaor b)

LII a Employsfewerthan15 persons

1~1.b Employs1 5 or morepersonsand.pursuantto section84 7 (a) oftheregulation(45 C F R
84 7 (a). hasdesignatedthefollowing person(s)to coordinateits effortsto complywith the
DHHSregulation

f’p~ I~

~ )i~f~ij
Nameof 504 Person- Type or Pnnt

Nameof Contractor(s)- Typeor Print

~S1,& ~f~Z ~1
StreetAddressor P 0 Box

~ C4~ cNc~is
City. State.Zip Code

I certify thattheaboveinformationis completeandcorrectto thebestofmy knowledge

Signat~je~)\~

~ ~ ~lz~~
Title of AuthorizedOfficial

1 ~/~‘
Date

*Exception DullS regulationsstatethat

“If a recipientwith fewer than 15 employeesfinds that, after consultationwith adisabledpersonseekingits
services,thereis no methodof complying with (the facility accessibilityregulations)other thanmaking a
significantalterationin its existingfacilities, therecipientmay.asan alternative,referthehandicappedpersonto
otherprovidersof thoseservicesthat areaccessible”
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MARSH USA INC. CERTIFICATE OF INSURANCE ~ DATE
~ 0~O~:2OO6

PRODUCER

Marsh USA Inc
41 1 EastWsconsn Avenue
Suite 1 oOO
Miiwaukee W,scons’q 53202-4419
At+ri CPU Phor~e(414~29C 4912 Fax (414’ 290-4953
CPU_MIwaukeeC~rrarshCorn

Tills CERTIFICATE IS ISSUEDAS A MAT’ER OF INFORMATION ONLY ANDCONFERS
~ NO RIG’-ITS UPON THE CERTIFICATE HOLDER OTHER NAN THOSE PRO”IDED IN THE
~ POLICY THIS CERTIFICATE DOES NOT AMEND EXTEND OR ALTER

T
HE COVERAGE

~ AFFORDED BY TIlE POLICIES DESCRIBED HEREN
i AM Best Rating

COMPANiES AFFORDING COVERAGE ~ ~ of 07105106)
~*See Below

Company IllInoIS UnIon Insurance Company
A P0 Bcx~-~4~maiep’ia ~A11C

1 A+ xv
•

NSURED
Jo’ir’so” ~.,oitroIs I~c Attn Corp Risk Mgrrt X 92
Johnson Con

t
rols Battery Group ic p ~ Box 591

Jo”rson Controls Ineriors L L C Miwaukee WI 532O~
Joh~sor’Controls ~ Pue~toRico Inc

Ca-Air Inc
GES An’erca L L C
Optima Ba’teres Inc
Pro_Tel lric

USI Companies Ir~c

Company Sentry Insurance A Mutual Co
B ~sx No Pc’~Di~eS*e=e~~sPc~”~*I ~

A+ XV

! Company IndemnIty Insurance Company of North America
~ C and for CA ACE AmerIcan Insurance Company

POBcx.~E~°‘-acec~a ~A~
1

O~
I A+ XV

Company

D LexIngton Insurance Company i A+ ~
~33 Si.’~e-St~ee B3s01 MA C2~13

~

COVERAGES This certificate supersedes and replaces any previously issued certificate
THIS IS TO CERTIFY THAT POLICIES OF INSURANCE DESCRIBED HEREIN HAVE BEEN iSSUED TO ‘HE INSURED NAMED HEREN FOR THE POLICY PERIOD INDICATED
NO~’V’ITHS

T
AND:NGANY REQUIREMENT TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WF~ICH‘~ECERTIFICATE MAY BE ISSUED OR MAY

~ERTAIN ~HE NSURANCE AFFORDED BY THE POLCIES DESCRIBED HEREIN iS SUBJECT TO ALL
T

HE TERMS CONDITIONS AND EXCLUSIONS CF SUCI~DOLICIES L&1TS SHOWN
MAy HAVE BEEN REDUCED BV PAID CLAIMS

i~ TYPE OF INSURANCE ~ POLICY NUMBER ~~ ~POUCYEXP1RA1]ON ~ LIMITS

A [~~NEZ~ALLIABILiTY=~12.3 ~ ~ ~ ~

I ~ ~ . ,_ - - ~ i HD0G21723551 10-1-2005 :10-1-2006 ~ . “~ ~

I ~ ~COPiP’ERCI,~L~ENtR~L LIApLTY ~• ~ ~ ~~RODUCTS COMP’OP AGG: ~~C~AMS MADE ~ OCCUR ~ ~ ~ ~PERSONAL & AD~INJURY
~ ~OWNER S & CON’RAC’DR S PRO

T j ~ ~ :EACH OCCURRENCE

,-15~:-—c t I F RE CAPf.~3E~ e

x ~ - ~ ~-

‘x A=.--~-a -s~.-&: ~eeE&~ ~ ~ ‘~EDEXDA~.:~ecers:~

‘S5uuOoOO
,.

~~ ~ ~. uOu

S 5 000 000

S 5 000 000

:~LJC ‘0~

i:

~ “

I B : AJTO’IOBILE JAB~L
1

\’ ~ 2 3 : ~ . ~

~ ~ ,~ 90 04606 01 10 1 2005 10 1-2006 ‘~‘ SNEES CLE fT

1_-_-_~~L C~NED,~.TCS ~: ~ ~ BODLY ‘NJURY
r—; SCI-~ED~JLED.~J

T
C.S ~ ~ ~ ~e_~e~sc~

~—_-~ ~ ~

x ~~ ~Ej ALJCS . BOD~L~-NJLRY

i S2 ~‘

.

I ~ ~ ~_____~_ .x NC~43~NEDALOS ~ ~ ~ ._~ ~

i ~ ~ ~ i~ ~RCPER’YD~M4GE :
34R1.GE LLBLIY ~ ~ ~ ; ~L!?D ON~VEA ACCt3ENT

L—_-~~ ~LTC- ~ ~ ~: ~OTHER Ti-II~NALTO O~4LY

~ ~ ; ~ ~ ~ EkCLiACCDENT

~ I ~ ~ AGGREG.
T

E
:

I ~D EYCESSLABiLT~’ : ~ !_ ,~ ~ •,~

I~ I 5577313 10-1-2005 10-1-2006 ~~ x “~PE’L~~C~’1 ~ ) .
. ~ . .

$5033300:
~ 5 3~•-~033

L~_~OT~~E~<~‘~hAN-~~
4

pr~tL~ ~ I
~C ~O~”ERS CC-’ ~~E’~S4

T
’ON A’~iD ~ X ~ ~ ~3:~

~ E~’R2YE~SL~EL~” 3 WLRC44333879 ~10-1-2005 10-1-2006 ~YL, ~ ~ Erc

~ I WLRC44333880 - CA ~ ~. ~_‘~j ~

I —~ CT Is ~ eC~~i I’.—
~ r-iE PRO~~IET3~ X I’~CL ~ ~rer :s c~c~a~a~oes ~ca JOi ~‘ ~ ~a . EL DISE..SE ~3LCY LriiT

P~’NERSEXEC~ E ° C -D “ o ~ fl J°C-o—

C~_CE~~E t:)~~_ I ~ :i -‘ e E_ 3ISE~SEE-C-’ E ~LCVEE

S 1 XCi 000

~~0_300
c~

CO
CT~ER
(1) ADDITIONAL INSUREDILOSS PAYEE Inciudes coverage for Addit,onai Insureds & Loss Payees as requ,red by lease orcontract
If specific naming is requ,red COU”~TYOF S~NS1~TEO
(2)PRIMARY COVERAGE Where required by lease orcontract this coverage is primary and not excess of or contributing with other insurance or self insurance
(3)WAIVEROF SUBROGATION Insured waives subrogation to the extent required bycontract

IDESCR’P~]ONO~OPERATONS LOC~TICNS’E~LLESSPECIAL ~
T

E~4S JC Cc~a: ~
P~~e:Na’e St~CHOJ DA 2’~Cac~e.Dozy
C_s’~-~e~P0 ~ ~O~E3 ~ ~ CC.LiN~VOFSAN

ICERTIFICATE HOLDER CANCELLATiON

~ COL\Th OF SA\ \1 ATEO I ~ ~ ~ ~ ~
P ~i~\

1 \V ATSO\ -E-~~,~i=~i~ Gø-.-_~OEiTC z:E~.:-c~ ~E~ECE\’-.E~

~ 455 COL\T\ CE\TER ~ ~1AR3~ USA INC BY

. 3RD FLOOR ~ ~~ .

:~T°1~
- . ~ - ~.

! REDWOODCITY. CA 94063
. A M Best ratings of insurers are provided for information purposes only and are based upon information with respect to such ratings available to Marsh USA Inc on the date sat forth herein with respect to such ratings. Marsh USA Inc
~w~iinot and will have no responsibility or obligation to inform the certificate holder or any person relying upon this certificate of any changes in such A M Best ratings occurring after such date Marsh USA inc wili have no liability with
. respectto the solvency or future ability to pay claims of any of the insurance companies which have issued the insurance policies referenced herein



STATE OFCALIFORNIA Gray Davi~Govern~
~PARTMENT OF INDUSTRIAL RELATIONS
SELF4NSURANCE PLANS
2265 Watt Avenue, Suite 1
Sacramento,CA 95825
Phone No (916) 483-3392
FAX (916) 483-1535

CERTIFICATION OF SELF-INSURANCE
OF WORKERS’ COMPENSATION

To WHOM IT MAY CONCERN

This certifies that Certificate of Consent to Self-Insure
No 2082 was issued by the Director of Industrial Relations
to

JOHNSONCONTROLS, INC

under the provisions of Section 3700, Labor Code of
Califorru.a, on December 1, 1987 The Certificate is now and
has been in full force and effective since that date

Dated at Sacramento, California
This l7t~ day of December, 2001

ager
Self Insurance P1

Orig Phyllis N Doane
Paralegal Assistant
Ned L Gaylord & Associates
3530 Atlantic Ave , Suite 210
Long Beach, CA 90807

cc Kathleen E Theisen
Vice President
Marsh USA, Inc
411 E Wisconsin Ave , #900
Milwaukee, WI 53202


