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Disability Insurance and Paid Family Leave Benefits

The California State Disability Insurance (SDI) program provides short-term Disability Insurance (DI) and Paid Family Leave (PFL) wage replacement benefits to eligible
workers who need time off work. You may be eligible for DI if you are unable to work due to non-work-related illness or injury, pregnancy, or childbirth. You may be eligible for
PFL to care for a seriously il family member or to bond with a new child. To file for benefits, visit SOl Online.

To provide feedback about the SDI information available on the EDD website. take our SDI Survey.

Disability Insurance Paid Family Leave Employers and Self-Employed
« About Disability Insurance = About Paid Family Leave = Eligibility
« DI Claim Process « PFL Claim Process « Requirements
9- SDI Onling 9- SDI Online « Elective Coverage
+ Am | Eligible for DI Benefits? « Am | Eligible for PFL Benefits? « Workers’ Compensation
+ More... « More... « More...
Physicians/Practitioners Voluntary Plans General Information
« Basics for Physicians/Practitioners « \oluntary Plans « FAQS

+ Independent Medical Examiners « Pre-Requisites for Becoming a Voluntary « Forms and Publications
« Medical Certification Plan Employer « Paid Family Leave Market Research Report
« Online Tutorials « Legal Reguirements 2015
« More... « Confributions Rates and Benefit Amounts « PFL Community Partners
« More... « Self-Service Options
« Contact SDI
* More...

To create an SDI Online account, visit www.edd.ca.gov/disability.
On the State Disability Insurance overview page select any SDI Online link.

You will be directed to the State Disability Insurance (SDI) Online page.



State of California

cov Employment Development Department

/ﬁ\ About EDD Find a Job File & Manage a Claim Employer Services EDD News

© sDI Online

En espafiol

The Employment Development Department (EDD) automated some key State Disability Insurance (SDI) services to better serve you with your Disability Insurance (DI) and
Paid Family Leave (PFL) needs.

SDI Online is convenient and secure. The system reduces claim processing time, provides electronic confirmation of forms submitted online, decreases costs in paper and
postage, and includes security safeguards to detect and manage fraud and abuse. A mobile-friendly version, SDI Online Mobile is available for your smartphone and tablet.

Log In or Register

If you have an existing account, select the appropriate login option. Before using SDI Online or SDI Online Mobile, you must register in SDI Online.

Log In Log into Mobile Reqgister

Note: If you are experiencing trouble accessing SDI Online, visit Troubleshooting Tips for Accessing SDI Online.

Disability Insurance Claimants Paid Family Leave Claimants
+ How to File a DI Claim in SDI Online + How to File a PFL Claim in SDI Online
« Manage Your Claim with SDI Online « Manage Your PFL Claim with SDI Online
« Am | Eligible for DI? « Am | Eligible for PFL?
+ SDI Online Tutorials « SDI Online Tutorials
« SDI Online Tips for Claimants « SDI Online Tips for Claimants
+ SDI Online FAQs + SDI Online FAQs

Select the Register for SDI Online link.

You will be directed to the SDI Registration Instructions page.



. Employment

EDD Development
Department
—_—

State of California syjsto main content Help | Login

anguage:
Contact $DI

Onling

By Location

By Phone
Telephone

SDI Registration Instructions

Important: You are required to have a valid e-mail address to register in SDI Online.

Welcome to State of California Employment Development Department’s (EDD) State Disability Insurance (301} Online
Fegistration process.

The Dizability Insurance (D1} Branch of EDD provides four registration cheices. Select the registration option for the type of
account that you need to access the system.

CLAIMANTS

If you already hawve an account with SDI Online, log in here. If you already have an acr;-:-unt .wth Unemployment Insurance
(Ul Onling) log in hers and use your Ul Online usemame 3y . s ictration. If you do not
have an 501 Online account or Ul Online account, select th Cu:untlnur:: tu:u Elalmant Re stratu:un ligk to create an SDI Cnline
account. You can file a DOl or Paid Family Leave (PFL) claints : Mcon, and view payment
history. You will need to provide your Social Security Number and Callfnrnla Dn'.fer Llcense or State ID Number to complete
the registration. Please check your California Driver License (CDL) or Identific ation (ID) card for your full legal name, correct
date of birth and CDL or ID number when complefing your entries. MOTE: If you do not have a CA Licensge or ID, please
contact the EDD to have the Claim for Disability Insurance {D1) Benefitzs — DE 2501 form mailed to you. You may request the
fiorm through Ask EDD by selecting the category <Dizability Insurance Benefits=, sub-category <Miscellaneous:=, fopic
=Dther (Questions or Comments)=, and Continue. Indicate your reguest for the mailing of the Claim for Dizability Insurance
(DI) Benefits — DE 2501 form in the body of your message and select Submit. Youw may also obtain the claim form by visiting
hitp:ffedd.ca.qoviForms! or by calling 1-300-480-3287, select option 1 for Englizh and then option 2 for forms requests.
Registration is available Monday — Saturday & a.m. to & p.m. and Sunday & a.m. to 5:30 p.m.

PHY SICIAN/PRACTITIONERS

Select thiz option if you are & Physician or Practitioner who cerifies DI or PFL claims for your patients. The SDI Online allows
authorized Physicians and Practitioners and their designated representatives to view their patient’s initial claim for benefits,
submit D1 and PFL claim certifications, and view their claim certification history. %ou will need to provide your medical license
information as filed with the Califomnia Department of Consumer Affairs in order to complete registration. Physicians and
Pracfiticners will need fo first register for an account before they can designate representatives for their account. Regisiration
iz available Monday-Saturday 4 a.m. to 12 a.m. and Sunday 4 a.m. to 9 p.m.

Continue fo Physician/Practifioner Registration

If a Phy=ician or Practitioner hag designated you az a representative in the system, you will need to provide registration
infarmation as entered by the Physician or Practitioner. Registration is available 24 hours a day, 7 days a week.

On the SDI
Registration
Instructions page,
select the Continue
to Claimant
Registration link.
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Automated Info System Security Check

Try Another

IEX0 Vision Impaired

_Help

“Please type both words separated by a space below

You do not have permission to access this website if you are using an automated
program.

Contact SBI Security Check
Online I
By Location
By Phane *Indicates Required Field
Telephone Numbers

This Security Check allows us to:

Ensure Restricted Access to Registration

Automated programs known as "Bots" cannot read distorted text as well
as humans. The Security Check helps prevent automated programs from
blocking other users from registering for accounts with the EDD.

Provide an Audio Option for Visually Impaired Customers

An audio option allows visually impaired customers to hear a set of eight
(8) digits that can be entered instead of the word challenge.

= PR T SR~ P P =T = = W= S O RS NS S P P = B T R R R

=) Try Another Select Try Another to change the text shown.

KD Vision Impaired ~ Select Vision Impaired to listen to the words.

On the
Security
Check page,
type the text
displayed then
select Next.
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" Please read through the entire Terms and Conditions before proceeding. The information you provide may be used to verify your identity
System o

Claimant: Terms and Conditions

Terms and Conditions

with federal and/or state agencies. If “l Do Not Agree” is selected, you will not be able to establish an online account.

These Terms and Conditions, which include the Conditions of Use and Privacy Statements, govern the use of and access to: (1) this website
www edd ca gov/); and (ii) the information on or provided through this website.

If you establish an online account you are responsible for maintaining the confidentiality of your username and password, and you are responsible
for all activities which you authorize under your username and password. You agree to: (1) immediately notify the Employment Development
Department (EDD) of any unauthorized use of your username and password or any other breach of security; and (i) log out from your account at
the end of each session.

By registering for an online account, you agree to check your account regularly and frequently for messages from the EDD. Please note that e-mailsjj
will only be used to send notifications to log in to your account or when you request to reset your username or password. No confidential claim
information will be sent via e-mail

The information submitted by any party will be used by the Employment Development Department to carry out its responsibilities under the
California Unemployment Insurance Code, which may include the sharing of the information with other entities as required by law.

These Terms and Conditions may change from time to time and it is your responsibility to check for updates. The last revision date for these Terms
and Conditions is February 1, 2012.

| have read and understand all the above information and wish to continue with establishing an account in the State Disability Insurance (SDI)
Online.

[ 00 Not Agree | TAgres |

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice

Read the Terms
and Conditions
and select |
Agree.

Selecting | Do
Not Agree
prevents an
account from
being
established.
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Claimant: Account Verification Information

*Indicates Required Field

If you already have an account with SDI Onling, leg in here. If you already have an account with Unemployment Insurance (U]
Onling) leg in here and use your Ul Online uzername and password to complete SD1 Online registration. MOTE: If you do not
hawve a CA License or ID please contact the EDD to have the Claim for Digability Insurance (DI) Benefite — DE 2501 form
mailed to you. Wou may request the form through Ask EDD. You may also obtain the claim form by visiting
hite:/fedd.ca.gow/Formsd or by calling 1-800-450-3287. Registration is available Monday — Saturday 6 a.m. to & p.m. and
Sunday 6 a.m. fo 5:30 p.m.

Personal Information

Pleasze enter your full legal name as it appears on your California Driver's License or ldentification card to register.

*First Mame: | Jane |

Middle Mame: |
(If you have no middle name, leave blank.)

*Last Name: | Doe |

Suffic
(If you have no suffix, leave blank.)

*E-mail Address: |Jdoe@gmai|.com |

*Re-Type E-mail | Jdoe@gmail.com |
Address:

“Gender. [Femdle ]
*Drate of Birth: |01/01/1978 | (MMDD ™)

*Social Securlt;r 555331111 (Do not enter dashes)

Mumber:

. H.E—T}I’pe Social | 555881111

Security Mumber

*CA Driver License or | N12345678 |
CA State D Number:

*Re-Type CA Dmrer| N12345678 |
License or CA State 1D

Mumber:

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opporfunity Mofice

On the Account
Verification
Information page,
complete all required
fields as indicated.
Please use your full
legal name, date of
birth, and California
Driver License (CDL)
or Identification (ID)
number as it appears
on your CDL or ID
when completing your
entries for registration.
Then select Next.

Mandatory fields are
marked with a red
asterisk (*).
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“Indicates Required Field

Account Information

Enter a Username and Password. Do not share your password with anyone

“Username: [Novermber2001
(must be 8 to 15 characters, no special characters)

*Password: (eeesssese (case sensitive)

(must be 8 to 12 characters long, including an uppercase letter, a lowercase letter, a number, and one of the
following: 1#$% " &*()-)

“Re-Type Password: I......... (case sensitive)

*Password Hint: |dia (50 characters maximum, no special characters)

Choose your Security Questions and enter your answer to each question. This will be part of your Account Recovery Options

“Question 1: | Who was your most favorite guest at your wedding? j

“Answer to Question 1: |wedd|ng (50 characters maximum, no special characters)

i

(50 characters maximum, no special characters)

“Question 2: | What is your favorite movie?

“Answer to Question 2: |m0\r|e

“Question 3: | What is your favorite sport?

[ ]

“Answer to Question 3: Ispm (50 characters maximum, no special characters)

=l

(50 characters maximum, no special characters)

“Question 4: [what is your favorite animal?

“Answer to Question 4: |anima\

*Choose your Personal Image and enter a Personal Image Caption for it The image along with your image caption helps you know that you are at aj
valid EDD site and that it is safe to enter information. Refresh to aet a new set of personal images.
| =l

rﬁ rﬁ rm r” r‘. r.

“Personal Image Caption |my car (50 characters maximum, no special characters)

=l

sancel
y

Back fo Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice

Create a username and
password. Select the
security questions and
provide an answer for
each question.

Select a personal image
and create a caption for
the image. Then select
Next.

Note: Selecting Refresh
to get new set of
personal images erases
the password entered at
the top of the page.

<




Contact SDI

Claimant: Personal Profile Information

*Indicates Required Field

Automated info

Residence Address
System

Do not include PO BOX, PMB, General Delivery or Rural Route Number

On the Personal Profile
@ US ¢ International .
‘AddressLinetIg[]gCapita\Ma” Informat|0n page, enter the
Adress Line 2| required information.

“City: [sacramento
“State: m
“ZIP Code: 95814 [
All written correspondence from EDD regarding this account will be sent to this address. Th |S Wi I I CO m p I ete yo u r

Check here to copy your [«

Residence Address to your registratlon .

Mailing Address:

Then select Submit.

@ US ¢ International

“Address Line 1: Ig[]g Capital Mall
Address Line 2: |

“City: [acramento

“State: [ ca ﬂ
“ZIP Code: [g5814

Choose the phone number that you would like to select as your primary phone number.

“Primary Phone Number. @ Home Phone Number ¢ Cell Phone Number

Home Phone Number: [g165558888 [~ Check here if the phone number is international
(No dashes or spaces)

Cell Phone Number: [~ Check here if the phone number is international

(No dashes or spaces)

Preferred Language

“Preferred Language: | English j
Other Language: [

Communication Preferences

Indicate below how you prefer to be notified. Some EDD forms are not available online and will be sent through the US Postal Service

“Preferred Communication: g | prefer to be notified by e-mail.

¢ | prefer to be notified by paper mail

Submit I Cancel
I

Back fo Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice

10
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Contact SDI A ccount Setup Confirmation
Online

By Location Successful Account Creation Notification
By Phone

Telephone Numbers - Your account has been created and your EDD Customer Account Number is 9123456789. A notification has been sent to you via e-mail and US
Automated Info Postal Service. If you do not receive an email, please check your junk/spam folder. 1o ensure e-mails from the EDD appear in your inbox, add

System . noreply@edd ca gov to your address book.

If you have not already submitted your claim form by mail, you can now log in to your SDI Online account and file a claim electronically.
Have you heard of Paid Family Leave? You or a family member may be eligible.

The State Disability Insurance program also offers California workers Paid Family Leave (PFL) benefits to qualified individuals. PFL provides up to
six weeks of benefits for individuals who need to take time off work to care for a seriously ill child, parent, parent-in-law, grandparent, grandchild,
sibling, spouse, or registered domestic partner, or to bond with a new child after birth, adoption or foster care placement. To receive benefits,
individuals must not be receiving Disability benefits or Unemployment benefits.

Login

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice

When the account is successfully created, the Account Setup Confirmation
page will appear.

Select Login to access your newly created account.
11



SDI Online Tutorial:
Logging into Your Account
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Disability Insurance and Paid Family Leave Benefits

The California State Disability Insurance (SDI) program provides short-term Disability Insurance (DI) and Paid Family Leave (PFL) wage replacement benefits to eligible
workers who need time off work. You may be eligible for DI if you are unable to work due to non-work-related illness or injury, pregnancy, or childbirth. You may be eligible for
PFL to care for a seriously ill family member or to bond with a new child. To file for benefits, visit SDI Online.

To provide feedback about the SDI information available on the EDD website, take our SDI Survey.
Disability Insurance

Paid Family Leave Employers and Self-Employed

About Disability Insurance About Paid Family Leave
« DI Claim Process PFL Claim Process

9- SDI Online 9 SDI Online
« Am | Eligible for DI Benefits? « Am | Eligible for PFL Benefits?

« More... More...

Eligibility

Requirements

Elective Coverage
Workers' Compensation
More...

Physicians/Practitioners Voluntary Plans General Information
« Basics for Physicians/Practitioners « Voluntary Plans « FAQs
« Independent Medical Examiners = Pre-Requisites for Becoming a Voluntary « Forms and Publications

Medical Certification
Online Tutorials
* More...

Plan Employer

Legal Requirements

Contributions Rates and Benefit Amounts
More...

Paid Family Leave Market Research Report
2015

PFL Community Partners

Self-Service Options

Contact SDI

More...

To file a claim for Disability Insurance (DI) or Paid Family Leave (PFL) online, you must
first have an SDI Online account. If you do not have an account, please refer to the SDI
Online Tutorial: Registration.

To begin, visit www.edd.ca.gov/disability and select any SDI Online link.

13
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The Employment Development Department (EDD) automated some key State Disability Insurance (SDI) services to better serve you with your Disability Insurance (DI) and
Paid Family Leave (PFL) needs.

SDI Online is convenient and secure. The system reduces claim processing time, provides electronic confirmation of forms submitted online, decreases costs in paper and
postage, and includes security safeguards to detect and manage fraud and abuse. A mobile-friendly version, SDI Online Mobile is available for your smartphone and tablet.

Log In or Register

If you have an existing account, select the appropriate login option. Before using SDI Online or SDI Online Mobile, you must register in SDI Online.

Log In Log into Mobile Reqgister

Note: If you are experiencing trouble accessing SDI Online, visit Troubleshooting Tips for Accessing SDI Online.

Disability Insurance Claimants Paid Family Leave Claimants

How to File a DI Claim in SDI Online
Manage Your Claim with SDI Online
Am | Eligible for DI?

SDI Online Tutorials

SDI Online Tips for Claimants

SDI Online FAQs

How to File a PFL Claim in SDI Online
Manage Your PFL Claim with SDI Online
Am | Eligible for PFL?

SDI Online Tutorials

SDI Cnline Tips for Claimants

SDI Online FAQs

To access your account, select the Log In to SDI Online link.

14



"""__"“\ Employment
Development

GOV Department

State of California Skip to main content Help | Login
Language: [EREINE

. Contact SDI S Dl on"ne LO gm ______________________________________________________________ SECURITY REMINDER .

B: Il_r:::ation *Indicates Required Field Egsigg:dul?:;gar?;;?:tion_ We On the S DI On I Ine

 roepnine e, |LOgin page, enter
e “Username: JDoel = your username and
System select Submit.

Forgot username?
Register for a new online account

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice

15



Contact SDI

Additional Authentication
Online
By Location
By Phone “Indicates Required Field
Telephone Numbers

el L CRSTEC UM se curity Questions

To continue, please correctly answer your security questions.

Question 1: Where did you celebrate your 21st birthday? I “Answer fo Question 1 |pirthday

Next Cancel

If you do not recall your previous responses. please contact EDD at (800) 480-3287. The EDD staff is available from & a.m. to § p.m. (PT). Monday
through Friday. except on state holidays.

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Motice

In some
instances, you
may be asked
to respond to
one or more of
the security
guestions that
you established
when creating
the account.

Type the
answer to the
security
guestion(s) and
select Next.

16
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v Phone

ITelephone Numbers

Jiuiomated Info System

Confirm Your Personal Image and Log In

*Indicates Required Field

Verify your personal image and enter your password.

Personal Image:

Username: JDoel
*Password:

sssssssss I (case sensitive)

Forgot your personal image?
Incorrect personal image showing?

Forgot password?

Back to Top Conditions of Use

Privacv Policv Eaual Opportunitv Notice

Help | Login
SECURITY REMINDER
Recognizing your Personal
Image and Personal Image
Capticn helps you know that
you are at a valid EDD web
site, and that it is safe to ente
your password.

If you do not recognize your
personal image, do not enter
your password.

The personal
image you
selected when
you registered
will appear on
this screen.
Enter your
password, then
select Log In.

Note: The
personal image
helps identify
that you are
accessing the
real EDD
website.

17




SDI Online Tutorial:
Filing a Disability Insurance (DI)
Claim



o~ Employment

ED Development

Department
State of California

GOV

Skip to main content (Lorealruser102) Help | Logout

MAIN MENU

Personal Information

Full Nam: EDD Customer Account *  900-00-0000
Number:

ontinue a saved Dra
Manage My Profile
My Claim History

Jane Doe

Mailing Address: 123 Main St
Sacramento CA 95814,

United States

Residence Address: 123 Main St
Sacramento CA 95814.

United States
E-mail Address Jdoe@yahoo.com

Phone Number:  000-000-0000

Cell Phone Number:  000-000-0000

Message Center
Check the message center Inbox below to review messages and take reguired actions as needed
Inbox [New: 1, Total: 1]

Current Disability Insurance Claim(s)
No Results Found

Pending Disability Insurance Claim Application(s)
No Results Found

Submitted Paid Family Leave Claim Forms

Only forms you submitted online are listed below. Paid Family Leave claim status is currently not available online. For assistance with a Paid Family
Leave claim you may call 1-877-238-4373.

No Results Found

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice

Once you have
successfully
logged into
your account,
you will be
directed to the
Home page.

To file a
Disability
Insurance (DI)
claim, select
File a New
Claim from the
Main Menu.

19
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MAIN MENU

Home

Inbox

File a New Clam

Continue a Saved Draft

Manage My Profile

My Claim History

Skip to main content (Lorealruser102) Help | Logout‘

Apply for Benefits or Continue a Draft Application

Select a link below to apply for Disability Insurance or Paid Family Leave benefits. If you have already submitted or mailed in a Claim for Disability SeIeCt the
Insurance Benefits, DE2501 or a Claim for Paid Family Leave, DE2501F, do not submit a duplicate form. It may take up to 14 days for your Initial

Claim form to be reviewed and processed. Submitting duplicate forms may delay the processing of your claim. Dl S ab | I |ty

Apply for Disability Insurance Benefits | nsurance I | n k

Disability Insurance
Apply for Paid Family Leave Benefits
Paid Family Leave Bonding

Submit Electronic Paid Family Leave Bonding Attachment
Paid Family Leave Care
Submit Electronic Paid Family Leave Care Attachment

Saved Drafts

To open and complete a form that you saved, select the Form Name. Saved drafts are stored for a limited number of days and will be automatically
deleted on the date indicated. To delete a draft immediately, select the checkbox and then select the Delete button.

No Results Found

20



Disability Insurance Claim Filing Instructions

""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""" The Disability
Before You Start and After You File 0
Insurance Claim
Filing Instructions
page provides
important information
you will need to file a
DI claim.

Please have the following information available while completing this form:

+ Most current employer(s) business name, telephone number, and mailing address as stated on your W2 form and/or paycheck stub.
« Last date you worked your regular or customary duties and hours.
+ Date you began working at less than full duty or modified duty.

- Wages you received or expect to receive from your employer: sick leave, paid time off (PTO), vacation pay, annual leave, and wages earned
after you stopped working.

« Workers' Compensation claim information, if applicable.

+ The name. address, and telephone number, if any. of the Alcoholic Recovery Home or Drug-Free Facility where you are currently receiving in-
patient treatment.

Read this page and
select Next to
proceed.

= You are respensible for obtaining a Physician/Practitioner Certification for your disability. Your claim will be returned if the Physician/Practitioner
Certification is not received within 30 days. Please note that your employer will be notified that you have submitted a DI claim. However, your
detailed claim information is confidential and will net be shared with your employer.

Cancel

21
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personal Initial Questions Employment  Additional Certification
Infarmation Information Information

You are currently on Step 1 Personal Information

Section 1 - Personal Information

Social Security Number: XXX-XX-1234 EDD Customer Account
Mumber:
Legal Name: Jane Doe California Driver License
Date of Birr 00-00-0000 Gender: Female
Preferred Language: English :
IMailing Address: éii,’:;ienms& CA 95814, Residence Address: éi:zrl;/l;gms; CA 95814,
United States United States

Home Phone Number: Cell Phone Number:

Section 2 - Other Names and Social Security Numbers Used

Please enter any other names or other Social Security Numbers under which you have worked. If you have never worked under another name or Social
Security Number please leave this section blank.

First Name: |

Middle Initial: |:|
Suffix: I:l

Last Name: |

Social Security Number: |

|
|
|
First Name: | | Widdle Initial- |:|
|
|

Last Name: | Suffix: |:|

Social Security Number: |

Save as Draft

Information from your SDI
Online account will
automatically populate in
portions of the application.

Verify the information and
complete any open fields,
as appropriate. Then
select Next.

Note: Select Save as
Draft at any point in the
process to complete the
form at a later time.

22




*Indicates Required Field

Section 3 - Employment Information
“Are you self employed? () Yes @ No

“Are you a State Government () Yes @ No If "Yes." indicate Bargaining |:|
employee? Unit Number:

At any time during your disability, were you in the custody of law enforcement authorities because you () Yes @ No
were convicted of violating law or ordinance?

*Before your disability began. (MMDDYYYY) *When did your disability |g7152012 | (MMDDYYYY)
2oy [or62012 |

what was the last day you
worked?

Date you want your Disability Insurance claim to begin if different than the date your disability began- l:l (MMDDYYYY)
“Since your disahility began, have you worked or are you working any full or partial days? () Yes @ No

“Have you recovered? () Yes @ No If"Yes." enter date: |:| (MMDDYYYY)

*Have you returned to work? () Yes @ No If "Yes " enter date: l:l (MMDDYYYY)

“What is your regular or “Why did you stop working? | lliness, Injury or Pregnancy + |

customary occupation?

“*How would you describe or classify your job?
@ Mostly sitting: occasionally standing and walking: occasionally lift. carry. push. pull or otherwise move objects that weigh 10 Ibs. or less
O Walking/standing most of the time: occasionally lift, carry, push. pull or otherwise move objects that weigh up to 20 Ibs.
¢ Constantly lift, carry. push, pull or otherwise move objects that weigh up to 10 Ibs.; frequently up to 20 Ibs.; occasionally up to 50 Ibs.
¢ Constantly lift, carry, push, pull or otherwise move objects that weigh up to 20 Ibs.; frequently up to 50 Ibs.; occasionally up to 100 Ibs.

(& Constantly lift, carry, push, pull or otherwise move objects that weigh up to 20 Ibs.| frequently over 50 Ios.; occasionally over 100 Ios.

*Has or will your employer continue to pay you during your disability leave? () Yes & No

If "Yes " indicate type(s) of [ Sick ] Vacation [] Paid Time Off ] Annual Leave ] Other Type of Pay
pay-

“May we disclose benefit payment information to your employer(s)? @ Yes (& No
*Have you filed or do you intend to file for Workers' Compensation benefits? () Yes @ No
“Was this disability caused by your job? () Yes & No

“Are you a resident of an alcohol recovery home or drug-free facility? () Yes @ No

Save as Draf

Complete the
Employment
Information
section and
select Next.

Mandatory fields

are marked with a
red asterisk (*).
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Employer Search e To search your
employer, select a

& -© ®—’°—"° search option from

momaton o oeens Employment  SCTEE,  cenieaton the drop down
You are currently on Step 3 Employment Information menu. Search
“Indicates Required Field Optlons |nCIUde
“Begins With,”
Please search for your current or most recent employer. After clicking the “Search” bution, if your employer is not found, click the "Not Found” button fo “Exact”’ and

enter your employer information.

“Sounds Like.”

“Employer Name: | Begins With | v| | par | (

Enter your
employer’s name,
then select Search.
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MAIN MENU

Home

I_Inbox

File a New Claim

Continue a Saved Draft

Manage My Profile

My Ciaim History

Employer Search

> > . >
L L ¥ > L

Personal Initial Questions gpmployment Additional Certification
Information Information Information

You are currently on Step 3 Employment Information

“Indicates Required Field

Section 4B - Search Criteria

Please search for your current or most recent employer After clicking the “Search” button, if your employer is not found, click the “Not Found”
button to enter your employer information

"Employer Name: | Begins With »| |par

Search Results

Employer Name Action
PAR ABC EMPLOYER Select
PARK STUDIO EXERCISE STUD Select

Under the
Action column
select your
employer’s name
from the list
provided.

If your
employer’s name
IS not listed
under Search
Results, select
Not Found to be
directed to a
screen where the
employer
information can
be added.
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You are currently on Step 3 Employment Information

*Indicates Required Field

Section 4C - Employer Contact Information

Enter your current or most recent employer's contact information as found on your W2 and/or paycheck stub. If you are a State government employee,
enter the agency name (for example, Caltrans). If you are self-employed, enter *Self "

Last or Current Employe pAR ABC EMPLOYER
MName.

& US O International

Address Line 1 [

Address Line 2° |

City: |Roseville

State:

Employer Phone Number: \ —| Ext: [] Check here if the phone number is international

(No dashes or spaces)

Employment Information

*Before your disability began, what was the last day you worked for this employer? [p5142012 | (MMDDYYYY)

“Do you currently have another employer that you have not yet reported? ¢ Yes @ No

Previous

Save as Draft

Once you have
selected your
employer from the
options in the search
results, you will be
taken to this page.

Complete the
Employer Contact
Information and
Employment
Information sections,
then select Next.

26



Employment Summary

o -0 -0 - -0
Personal Initial Questions Employment Aﬁitional Certification
Information Informétion Information

Verify that the
employer information
IS correct and select

Next.

You are currently on Step 3 Employment Information

Section 4A - List of Employers

Please click the “Add” button to add information about your last or current employer. You must add at least one employer.

Employer Name Employer Address Last Day Worked Action
: 05-14-2012 Delet
PAR ABC Employer 123 Main St Delete

Anytown, CA 95814
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Employment Summary

o 0 -0 -0

Personal Initial Questions Employment Additional Certification
Information Information Information

You are currently on Step 3 Employment Information

Section 4A - List of Employers

Please click the “Add" bution to add information about your last or current employer. You must add at least one employer.

Mo Results Found

m Add I Save as Draft | Cancel

If your employer is
not found, selecting
Not Found on the
Search Results will
direct you to this

page.

Select Add to
provide information
about your last or
current employer.
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*Indicates Required Field

On this screen you

Enter your most recent employer first. If your employer has a PO Box, please use that as their mailing address. If you have more than one - - =
employer, you must provide the information for each additional employer. If you are a State government employee, enter the agency name (for WI” add Informatlon
example Caltrans). If you are self employed, enter “Self.”

about your employer.

*Last or Current Employer
MName:

Please provide your most current employer's mailing address as found on your W2 form and/or paycheck stubs. If your employer has a PO Box Complete a” reqUIred
please use that as their mailing address. fle|dS and Se|eCt

® US O International NeXt
*Address Line 1- | |

Address Line 2:| |

*City:| |
*State:
*ZIP Code:| | | |
Employer Phone Mumber: | | Ext- | | []Check here if the phone number is international

{No dashes or spaces)

Employment Information

*Before your disability began, what was the last day you worked for this employer? I:I (MMDDYYYY)

“Do you currently have another employer that you have not yet reported? () Yes (O No

FNeRt ] save as orart | Gancel
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Employment Summary

—0—0

Initial Questions Employment

[
|

You are currently on Step 3 Employment Information

Section 4A - List of Employers

Please click the “Add” button to add information about your last or current employer. You must add at least one employer.

Employer Name
Employment Development

Employer Address
800 Capitol Mall
Sacramento. CA 95514-4807

Last Day Worked

| o e e

This page shows the
employer information
you added from the
previous page.

Verify the employer
information is correct
and select Next, or
you may select Add
to enter additional
employers.
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Address Validation

The address you have provided has been updated to meet USPS standards. Please verify the address is correct.

Entered Address

123 Main St.
Sacramento

Updated Address

123 Main St.
Sacramento, CA 95814-0012

Would you like to proceed with the standardized address? Select "Yes' to proceed or 'No' to return to correct the address.

el e

The SDI Online system may adjust the employer address information to follow US Postal
Service standards. Confirm the Updated Address section is correct by selecting Yes.

Select No to go back to the previous page and re-enter the address.
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Declaration
Personal Initial Questions Employment Additional Certification
Informaticn Information Information

. You are currently on Step 5 Certification

*Indicates Required Field

Cantian g . Daclaration

¥ signature on this claim statement, | claim benefits and cerlify that for the period coverad by this claim | was unemployed and disabled. |

understa@d that willfully making a false statement or concealing a material fact in order to obfain payment of benefits is a violation of California law and

iolation is punishable by impriscnment or fine or both. | declare under penalty of perjury that the foregoing statement, including any
accompanvmg statements. is to the best of my knowledge and belief true, correct, and complete. By my signature on this claim statement, | authorize
the California Department of Industrial Relations and my employer to furnish and disclose to State Disability Insurance all facts concerning my disability.
wages or earnings. and benefit payments that are within their knowledge. By my signature on this claim statement. | authorize release and use of
information as stated in the “Information Collection and Access” portion of this form. | agree that photocopies of this autheorization shall be as valid as
the original. and | understand that authorizations contained in this claim statement are granted for a period of fifteen years from the date of my
signature of the effective date of the claim, whichever Is later

Tefrance Portanility and Accountability Act (HIPAA)
| autrforize the below named F'hvsiciaan'ractitionerto furnish and disclose all my health information and to allow inspection of and prowde copies of

pl. vocational rehabilitation. and billing records concerning my disability for which this claim is filed that are within their knowledge to the
Iu\luwmg employees of the California Employment Development Depariment (EDD)- Disability Insurance Branch examiners, their direct
supervisors/managers. and any other EDD employee who may have a need fo access this information in order to process my claim and/or determine
eligibility for State Disability Insurance benefits. | understand that the EDD is not a health plan or health care provider, so the information released to
the EDD may no longer be protected by federal privacy regulations (42 CFR Section 165.508@(2)(iii)). The EDD may disclose information as authorized
by the California Unemployment Insurance Code. | agree that photocopies of this authorization shall be as valid as the original. | understand | have the
right 1o revoke this authorization by sending written nofification stopping this authorization to the EDD. DI Branch MIC 29, PO Box 826880, Sacramento.
This authorization will stop on the date my request is received. | understand that the consequences for my revoking this authorization may result in
denial of further Disability Insurance benefits. | understand that. unless revoked by me in writing. this authorization is valid for fifieen years form the date
received by the EDD or the effective date of the claim. whichever is later | understand that | may not revoke this authorization to avoid prosecution or to
prevent the EDD's recovery of monies to which itis legally entitied. | understand that | am signing this authorization voluntarily and that payment or
eligibility for my benefits will be affected if | do not sign this authorization. The consequences for my refusal to sign this authorization may resultin an
incomplete claim form that cannot be processes for payment of Disability Insurance benefits. | understand | have the right to receive a copy of this

authorization
Authorized Physician/Practitioner Name l:l I

To print or view your application in a new window, select Claim for Disability Insurance (DI} Benefits (DE 2501) To save and file your claim. select
Submit

Save as Draft Cancel

On the Declaration page select
the first check box to authorize
an electronic signature.

Select the second check box and
enter the name of the
physician/practitioner in the field.

Both boxes must be selected to
complete your claim.

Select the Claim for Disability
Insurance (DI) Benefits (DE
2501) link to view or print your
application for your records.

Select Submit to finalize the
process.
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Confirmation

You are responsible for providing this receipt number to your physician or practitioner so that they may submit a Physician/Practitioner Certificate for
your claim. Your claim form is not complete without the Physician/Practitioner Certificate. Your physician or practitioner will use this receipt number to file
the Physician/Practitioner certificate online or by mail.

Your completed claim form must be received no earlier than @ days. but no later than 49 days. after the first day you became disabled. If your completed
claim form is late. you may lose benefits. Most claims are processed within 14 days of receipt of a properly completed claim form. which includes your
portion of the DE 2501 and the Physician/Practitioner certificate.

Certification can be made by a licensed medical or osteopathic physician and surgeon. chiropractor. dentist. podiatrist. optometrist. designated
psychologist. or an authorized medical officer of a United States Government facility. Cerlification can be made by a nurse practitioner for disabilities
other than normal pregnancy or childoirth after performance of a physical examination and collaberation with a physician and/or surgeon. Certification
may alse be made by a certified nurse-midwife, nurse practitioner, or licensed midwife for disabilities related to normal pregnancy and childiirth.
Certification by a religious practitioner is acceptable only if the practitioner has been accredited by the Employment Development Department.

If you are receiving temporary Workers' Compensation benefits and are filing for reduced SDI benefits for the same disability period. the
Physician/Practitioner certificate may not be required. Please call the Disability Insurance Customer Service Center at (800) 480-3287 for further
instructions.

Print this page for your records and record the Form Receipt Number below. For future reference. you can also view your form on your Home page by
selecting the same receipt number. This page is only a confirmation that your application has been received by the DIA system and is not meant to imply
that you have been found eligible to receive SDI benefits.

Form Receipt Number R100000000060977
Customer Satisfaction Survey

Your opinion is important to us. Select the link below to complete a survey about your onling experience.

Link to Survey

The Confirmation
page will provide a
Form Receipt Number,
which you need to give
to your
physician/practitioner.

Note: Your
physician/practitioner
can complete the
medical portion online
or mail in the hard copy
claim form, Claim for
Disability Insurance (DlI)
Benefits, DE 2501.

Selecting the Form
Receipt Number link
will open a PDF printer-
friendly view of the
information that was
submitted.
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SDI Online Tutorial:
Filing a Paid Family Leave (PFL)
Bonding Claim — New Mother



MAIN MENU

Home

Manage My Profile

iy Ciaim History

SCOB Login

Contact Us

Personal Information

EDD Customer Account  304.00-0000

FullMame  j3ne Doe leo
umber:

IMailing Address: 123 Main St.
Stockton, CA 95204-3512
United States

Residence Address: 123 Main St.
S10CKION, CA Ya204-3512
United States

E-mail Address:

Phone Number:  000-000-0000

Cell Phone Numpber:  000-000-0000

Message Center

Check the message center Inbox below to review messages and take required actions as needed.

0. Total: 0]

Current Disability Insurance Claim(s)
No Results Found

Pending Disability Insurance Claim Application(s)
No Results Found

Submitted Paid Family Leave Claim Forms

Only forms you submitted online are listed below. Paid Family Leave claim status is currently not available online. For assistance with a Paid Family
Leave claim you may call 1-877-238-4373.

MNo Results Found

Once you have
successfully
logged into your
account, you
will be directed
to the Home

page.

To file a Paid
Family Leave
(PFL) bonding
claim for new
mothers, begin
by selecting
Inbox from the
Main Menu or
the Message
Center.
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1 History

It is important to read all messages from EDD carefully. Select the subject hyperlink below to view the message.

"~ Claimant Name

Jane Doe

01-07-1990

Date of Birth Subject Sent Date Due Date Type Read? Action

Supplemental  04-07-2015 04-27-2015 Requires Attention Yes Delete

Jane Doe

Jane Doe

01-07-1990

01-07-1990

EORM DE None Noﬁcation Yes Delete
e 04-07-2015
2501 FP.
Claim for Paid
Family Leave
(New Mother)
- ; pa.0a.201- N Motifcat v a

Jane Doe

Jane Doe

01-07-1990

01-07-1990

Automatic

Payment

Notice of 01-07-1990 None Notification Yes Delete
Automatic

Payment

DE 423D 05-09-2013 None Notification Yes Delete
Notice of

Computation

In your Message
Center, select the
Form DE 2501 FP
Claim for Paid
Family Leave (New
Mother) link that will
be sent to you when
your pregnancy
disability claim ends.
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Subject: FORM DE 2501 FP, Claim for Paid Family Sent Date: (04-07-2015
Leave (New Mother)

Due Date: None

Message: Our records indicate you are a new mother receiving Disability Insurance
(DI) benefits for a pregnancy-related disability. After your baby is born
and you have stopped claiming disability, you may be eligible for a
maximum of six weeks of Paid Family Leave (PFL) benefits to bond with
your baby/babies. A Claim for PFL Benefits — New Mother (DE 2501FF)
has been mailed to you. You may return the paper form or you may file
for benefits online by clicking the link below.

Link to Forr§: Forms Available to Submit Claim |D: DI-1000-111-123

Supporting Documentation

MNo Resulis Found

Delete

When the message
opens, select the
Forms Available to
Submit link to file a
claim.

If you did not have a
disability pregnancy
claim, please refer to
Filing a Paid Family
Leave (PFL)
Bonding Claim,
New Father,
Adoption, or Foster
Care section of the
tutorial.
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MAIN MENU - . N 1
Forms Available to Submitonline Select the Paid

T .
= Family Leave
pntinue a Saved Draft Clalmlnfurmaton _ Bondlng Ilnk
Enzoe iy Erofiie Claimant Name:  Jane Doe Claim1D: DI-1000-111-123

Claim History Expecied Return to Work 09-17-2013 Claim Effective Date: 04-17-2013

Date:

PAGE MENU
Forms Available to Submit
aim Summary

failabie Forms

I)rm History Below is a list of forms available to submit electronically. If you have received a form in the mail, return it by the due date. If you have already
Eyment History submitted or mailed any of the forms listed below, do not submit a duplicate form. Please allow 5-7 business days for your form to be processed.
Enefit Details Submitting duplicate forms may delay the processing of your claim.

= S Paid Family Leave Bonding

2587 Motice-Automatic Payment

Saved Drafts

To open and complete a form that you saved, select the Form Name. Saved drafts are stored for a limited number of days and will be automatically
deleted on the daie indicated. To deleie a draft immediately, select the checkbox and then select the Delete button.

Mo Results Found
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*Indicates Required Field

Prescreening Questions

*Are you a mother bonding with your newborn? () Yes (O No

“Did you receive California State Disability Insurance benefits for your pregnancy with this newborn? (3 Yes (O No

[T e

Answer the prescreening questions:
« If you are a new mother applying for bonding benefits and are transitioning from a
Disability Insurance pregnancy claim, select Yes for both questions.

« If you are a new mother applying for bonding benefits and did not file a Disability
Insurance pregnancy claim, select Yes for the first question and No for the second
question. Refer to the “SDI Online Tutorial: Filing a Paid Family Leave Bonding Claim —
New Father, Adoption, or Foster Care” for more information.

« If you are a new father applying for bonding benefits, or a parent applying for bonding
with an adopted or foster child, select No for both questions and refer to the “SDI
Online Tutorial: Filing a Paid Family Leave Bonding Claim — New Father, Adoption, or
Foster Care” for more information.

Once the two questions have been answered, select Next. -



MAIN MENU

Home

Inbox

File a New Clam

Continue a Saved Draft

Manage My Profile

Initial Questions

“Indicates Required Field

m My Claim History

0 —0 0
Initial Questions D! Claim Claim Declaration

Information Information

You are currently on Step 1 Initial Questions
Section 1 - Contact Information
Claimant Narr Jane Doe

EDD Customer Accour
Numbe

Mailing Address

1234567891
123 Main St.
Anytown, CA 95814-4504
United States

Phone Number 916-555-1212

If your personal information has changed, select Save as Draft. To update your personal information before completing this form, select Manage My
Profile. Submission of the Claim for Paid Family Leave (PFL) Benefits — New Mother (DE2501FP) is available Monday — Saturday, 6 am. to 7:30
p.m. and Sunday 6 a.m. to 5:30 p.m.

Is this address different from the address where you received your last payment for your Disability ¢ Yes ¢~ No
Insurance claim?

*Have you stopped claiming Disability Insurance benefits? ¢~ Yes — No

ual Opportunity Notice

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | E

Information from
your SDI Online
account will
automatically
populate portions
of the PFL claim
form.

Verify the
information and
complete any
open fields, as
appropriate.

Then select Next.
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= . Employment
EDD Development
Department

State of California

GOV

Skip to main content ~Help | Logout
MAINMEND " p) claim Information
o e e e e e T e T e e e e ey EN e T
Inbox
File a New Claim *Indicates Required Field
Continue a Saved Draft

Manage My Profile

iy Claim Hisfory o 2 ,/;1 & "
»(2) - e

Initial Questions by Claim Claim Declaration
Information Information

You are currently on Step 2 DI Claim Information
Section 2 - DI Claim Information

Social Security Number: X33(-XX- 0000 Disability Insurance Claim  01-01-15
Effective Date:
Final Date of Disability  04-06-2015 Paid Through Date:  04-06-15

Insurance Benefits:

Do not submit this form unless you have stopped claiming Disability Insurance benefits and you are ready to claim PFL benefits to bond wil your
baby/babies.

Cprevious

Verify information
then select Next.

Note: Select
Save as Draft at
any point in the
process to
complete the form
at a later time.
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You are currently on Step 3 Claim
Information

Section 3 - Baby Information
If you had a multiple birth, provide information for only one baby.

“First Name: | Baby Middle Initial

Lot Name: [ D53 su [— Complete the Baby

*Date of Birth: IW (MMDDYYYY) “Gender: @ Male - Female I n fo rm a-tl on ’ Pal d
Family Leave

Any overlapping period between Disability Insurance and Paid Family Leave will result in a disqualification of benefits from one of the programs. CI a.l m I n fo r m atl O n
)

“Last Day Worked: [pg302014  (MMDDYYYY) an d E m I O er
“Do you want your Paid Family Leave claim to begin on the day after you stop claiming disability & Yes — No p y

insurance benefits? I n fo rm a_tl on

If “No,” enter the date you want your Paid Family Leave claim to begin (MMDDYYYY)

“You can claim up to six weeks of Paid Family Leave benefits in a 365 day period from your baby's & Yes ¢ No SeCtlonS and SeIeCt
date of birth. Do you want to claim the full six weeks now?

If “No,” enter the date you want to be paid through (MMDDYYYY) N eXt .

Section 5 - Employer Information

*Will you work at any time during your family leave? ¢ Yes @ No
If “Yes,” enter the date you returned to work (MMDDYYYY) M a.n d atO I'y fl e I d S

“Will you continue to receive wages from your employer(s) during the period you are claiming Paid ¢ Yes @ No are marked W|th a
Family Leave benefits?

If “Yes,” indicate type of pay | Select = red aste rl S k (*) ]
Beginning Payment Date (MMDDYYYY)
Ending Payment Date (MMDDYYYY)

“Do you have more than one employer?  Yes @ No

“Have you filed or do you intend to file for workers' compensation benefits? ~ Yes@ No

| Previous | | Next | : iave as Draft | Cancel |

~
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o . Employment

ED Development
Department

GOV i catifornis

State of California gy, tomain content (Lorealruser102) Help | Logout
MAIN MENU .
Declaration
Home
Inbox
File a New Claim *Indicates Required Field

Continue a Saved Draft
Manage My Profile

My Claim Hisiory o o o - e " @

Initial Questions DI Claim Claim Declaration
Information Information

You are currently on Step 4 Declaration
Section 6 - Declaration

Read the information below and check the box if you agree. A check in the box indicates an electronic signature executed by you, and is a legally
ing equivalent of traditional hand-written signatures.

my electronic signature on this claim statement, | (1) claim Paid Family Leave benefits and certify that throughout the period covered by

3in | was bonding with the bonding recipient named above; (2) authorize EDD to release my personal information as shown on this claim to
e bonding recipient; (3) authorize my employer(s) o disclose to EDD all facts concerning my employment that are within their knowledge; and (4)
authorize release and use of information as stated in the Information Collection and Access section of the Important Paid Family Leave Program
Information page. | understand that willfully making a false statement or concealing a matenal fact in order to obtain payment of benefits is a
violation of California law punishable by imprisonment or fine or both. | declare under penalty of perjury that the foregoing statement, including any
accompanying statements, is to the best of my knowledge and belief true, correct, and complete | agree that photocopies of this authorization shall
be as valid as the oniginal, and | understand that authorizations contained in this claim statement are granted for a period of fifteen years from the
date of my electronic signature or the effective date of the claim, whichever is later.

[Previous | Save s Dran | Gancel |

Select the box to
authorize an electronic
signature and the
release and use of
your information.

Select Submit to
finalize the process.
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.Go

o~ Employment

ED

State of California

Development
Department

Skip to main content (Lorealruser102) Help | Logout

MAIN MENU

Home

Inbox

File a New Claim

Continue a Saved Draft

Manage My Profile

My Claim History

Confirmation

Print this page for your records. If a printer is unavailable at this time, record the Form Receipt Number below. The Form Receipt Number is
required to retrieve a copy of the Claim for Paid Family Leave (PFL) — New Mother (DE 2501FP) application. You will not be able to access your
confirmation page and Form Receipt Number after this window is closed.

Most claims are processed and a decision is made within two weeks of the date the claim was submitted. If you have not received anything from
PFL within 10 days or if you have any questions you may call 1-877-238-4373

Confirmation Information

Claimant Name: Jane Doe
Social Security Number: XXX-XX-1234

You requested to have your PFL claim begin on this date_ If this field is blank, your PFL claim will
begin on the day after you stop claiming Disability Insurance benefits:

Receipt Number: R100000000291746

You will receive a paper version of the Claim for Paid Family Leave (PFL) — New Mother (DE 2501FP) in the mail. Do NOT return the paper form for
the benefit period you just successiully submitted online.

You have now
completed your
bonding claim which
should be processed
by the EDD within 14
business days.

The receipt number
will show on your
Home page under
the Submitted Paid
Family Leave Claim
Forms section.

Refer to the
Submitting
Additional PFL
Bonding
Attachments tutorial
for instructions on
how to attach the
birth certificate.
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SDI Online Tutorial:

Filing a Paid Family Leave (PFL)
Bonding Claim — New Father,
Adoption, or Foster Care



alata
File a Mew Claim

Manage My Profile
My Claim History

Personal Information

Full Mame: John Doe

Mailing Address: 123 Main St.
Stockton, CA 95204-3512
United States

Residence Address: 123 Main St.
Stockton, CA 95204-3512
United States

E-mail Address:

Message Center

Check the message center Inbox below to review messages and take required actions as needed.

Inbox [New: O, Total: 0]

current Disability Insurance Claim(s)
No Results Found

Pending Disability Insurance Claim Application(s)
Mo Results Found

Submitted Paid Family Leave Claim Forms

only forms you submitted online are listed below. Paid Family Leave claim status is currently not available online. For assistance with a Paid Family
Leave claim you may call 1-877-238-4373.

No Results Found

Note: You will need to provide proof of relationship to complete your claim.
Please refer to the Submitting Additional PFL Bonding Attachments tutorial
for instructions on uploading documents.

EDD Customer Account

Phone Number:

Cell Phone Number:

Once you have
successfully
logged into your
account, you
will be directed
to the Home

page.

To file a Paid
Family Leave
(PFL) bonding
claim, select
File a New
Claim from the
Main Menu.
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Select a link below to apply for Disability Insurance or Paid Family Leave benefits.

Apply for Disability Insurance Benefits

Disability Insurance
Apply for Paid Family Leave Benefits
Paid Family | eave Bonding

Submit Electronic Paid Family | eave Bonding Attachment

Paid Family Leave Care
Submit Electronic Paid Family Leave Care Attachment

Saved Drafts

Mo Results Found

Delete

Select the Paid Family
Leave Bonding link.
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*Indicates Required Field

Prescreening Questions

*Are you a mother bonding with your newborn? () Yes () No

*Did you receive California State Disability Insurance benefits for your pregnancy with this newborn? () Yes () No

Answer the prescreening questions, then select Next.

If you are a new father applying for bonding benefits, or a parent applying for
bonding for a foster or adopted child, select No for both questions.

48



~. Employment

e
EDD Development

Department
State of California g 4o main content

(Kitty588) Help | Logout

PFL will use information provided in your ECD online profile, including:

.

‘four name (including other names under which you have worked), date of birth, gender, preferred language, and Socizl Security account
number.

‘our mailing address (including Z1P code) and telephone number (including area code).

—

After You Have Filed Your Application

WHEN YOUR CLAIM |5 RECEIVED

When you have successfully transmitted an electronic bonding claim, the PFL office will netify you of your weskly benefit amount and request any
additional information needed to determine your eligibility. If you meet all eligible requirements, a payment will be issued to you from a central
payment center. The majority of claims are processed and payments issued within fourtesn (14) days of receipt of a comectly completed claim.
Benefits may be available for no more than six (5) weeks within any 12-month period. The first seven (7) days of your claim is a waiting period for
which no bensfits are paid.

When contacting PFL through the mail, include your name and Secial Security number on all comrespondence.

YOUR RIGHTS

Information about your claim will be kept confidential, except for the purposes allowed by law. California Civil Code, section 179834, gives you the
right o inspect any personal records maintsined about you by EDD. Section 179535 permits you to request that the record be cormrected if you
believe it iz not accurate, relevant, timely, or complete. Certsin types of information that would generally be considered personal are exempt from
disclosure to you: medical or psycholegical records where knowledge of the contents might be harmful to the subject (Civil Code, section 1758.40);
records of active criminal, civil, or administrative investigations (Civil Code, section 1755.40).

If you are denied atcess to records which you believe you have a right to inspect or if your request to amend your records is refused, you may file
an appeal with the PFL office. You may request a copy of your file by calling the PFL office.

‘You also have the right to appeal any disqualification, overpayment, or penalty. Specific instructions on how to appeal will be provided on any
appealable document you receive.

SPECIAL CIRCUMSTANCES RELATING TO YOUR PAID FAMILY LEAVE CLAIM
Child Support Obligations: Questions should be directed to the Depariment of Child Suppaort Services at 1-888-249-0773.
Spousal or Parental Support Obligations: Questions should be directed to the District Afforney’s office administering the court order.

Death of Claimant: If 2 person receiving PFL benefits dies, an hair or legal representative should report the death to PFL. Benefits are payable
through date of death, if otherwise eligible.

Death of Care or Bonding Recipient: If the child with whom you are bonding dies, report the death to PFL. Benefits are payable through the date of
death, if otherwise eligible.

Job Benefitz and Protection Programs: Family and Medical Leave Act (FMLA) and California Family Rights Act (CFRA) offer job protected leave to
“eligible” employees for certain family and medical reasons. Contact FMLA at 1-5366-437-9243 or the Depariment of Labor Web site:

wrw. dol. goviwhdfrnls or CFRA at 1-800-854-1684 or the Department of Fair Employment and Housing Web site:
www.dfeh.ca gov for additional information on these programs.

Phone Number Link
hitp: iwww'edd’calgoviDisability'Contact SDIhtm#byphone

Frequently Asked Questions Link
hitp-ifawwwieddicafgov/Disability/FAQs for Paid Family Leave htm

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Motice

The Information for
Before You Start and
After You File page
provides important
information you will
need to file a PFL
bonding claim.

Review the information
provided. At the bottom
of the page, select
Next.

Visit www.edd.ca.gov
for more information
about which type of
claim to file or follow
the links provided on
the page for additional
information.
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Applying for Paid Family Leave (PFL) Initial Claim Form for Bonding

*Indicates Required Field

Applying for Paid Family Leave (PFL) Initial Claim Form for Bonding (DE 2501F)

Please read these instrucfions and information before completing the electronic Claim for Paid Family Leave (PFL) Benefits (DE 2501F). Do not
complete this claim form if you are insured by a Voluntary Plan maintained by your employer. (Ask your employer for the proper forms.)

YOUR RIGHT 5:

Information about your claim will b2 kept confidential, except for the purposes allowed by law. California Civil Code, section 1798.34, gives you the
right to inspect any personal records maintained about you by the EDD. Section 1795835 permits you to request that the record be comrected if you
believe it is not accurate, relevant, timely, or complete. Certain types of information that would generally be considered personal are exempt from
disclosure to you: medical or psychological records where knowledge of the contents might be harmful to the subject (Civil Code, section 1798.40);
records of active criminal, civil, or administrative investigations (Civil Code, section 1798.40). Additionally, the EDD will not disclose or provide
copies of care recipients’ medical information to care providers. If you are denied access fo records which you believe you have a right to inspect or
if your request to amend your records ig refused, you may file an appeal with the PFL office. Vou may reguest a copy of your file by calling the
telephone number shown on your “Motice of Computation,” DE 4250,

You alzo have the right to appesal any disqualification, overpayment, or penalty. Specific instructions on how to appes| will be provided on any
appealable document you receive.

HOW EENEFIT S ARE PAID:

When your claim is received, the PFL office will notify you of your weekly benefit amount and request any additional information needed o
determine your eligibility. If you meet all requirements, a payment notification will be mailed to you. The majority of claims are processed and
payments izsued within 14 days of receipt of a comectly completed clzim. Benefits may be available for no more than six (8) payable weeks within
any 12-maonth period. The first seven (7) days of your claim is a waiting period for which no benefits are paid.

If you are eligible for further benefits, additional payments will either be sent automatically or in response to your submitted certification, whichever
is appropriate to your claim. ou will be paid 1/7 of your weekly benefit amount for each calendar day you are eligible unless benefits are reduced
for some reason. (See " How Benefits are Paid or Adjusted " for more information)

TAXABILITY OF BENEFIT 5: Paid Family Leave bensfits are subject to faderal income taxes and will be reported to the Internal Revenue Service.
Each person receiving PFL benefits will receive a 1089G form to inclede with hisfher federal income tax return. PFL benefits are not subject to
Califomnia incoms taxes.

OVERPAYMENT: An averpayment results when you receive PFL benefits you were not eligible to receive. Once PFL determines that you weres
ovempaid, the PFL office will contact you to explain the reason for your overpayment. It i important that you complete and retumn all information
requests, &5 there are some instances when an overpayment can be waived. If it is determined that you were overpaid and the overpayment cannot
be waived, you must repay this money. Benefit payments issued after an overpayment iz established may be reduced by 25 to 100 percent to
collzct your payment. You will receive a “Motice of Overpayment Offset” if a reduction is taken for a DI, PFL, or Unemployment Insurance (UL
overpayment.

DISQUALIFICATION:: All available information will be considerad before paying or disqualifying your claim. Benefits will be paid only for the days
for which you are eligible. If payment of benefits is denied or reduced for any period, you will receive & written notice stating the reason for the
disqualific stion or reduction.

If you deliberately report incorrect information, willfully omit or withhold information, a false statement disqualification of up to 52 days may be
aszsessed. In addition, any resulting overpayment may be increased by a 30 percent penalty. This penalty can apply to bensfits you received but
were not entitled to, even if the payment has not been cashed.

ve read and understand the instructions above. | understand that failure to supply any or all information may cause delay in issuing bensfit

cavrnals or may cause a denial of bensfits. If | make any false statement or misrepresentation or knowingly withhold of a material fact to obtain or
increase any benefit or payment, EDD will disqualify me from receiving benefits andior services and may initiste criminal prosecution against me.

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice:

This screen
provides additional
information about
filing a PFL bonding
claim.

Review the
information and
select the box to
agree to the terms.

Then select Next at
the bottom of the

page.
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MAIN MENU .
Personal Information

Home e
Inbox - - -
File a New Claim & & o
Continue a Saved Draft Personal Employment  Additional Bonding Declaration
Manage My Profile i Information Questions Certification

. . Information
My Claim History

You are currently on Step 1 Personal Information
Section 1 - Personal Information

Social Security Number: XXX-XX-4626 EDD Customer Account 123456781
Number:

Full Name: Other Names (if any, underl

John Doe which you have worked):

Gender:  Male

Phone Mumber: 916-584-7485

Date of Birth: 06-14-1978

Mailing Address: 123 Main St
Anytown, CA 95757

Preferred Language: English

If any of your personal information has changed from what is listed above, please Save this form as a Draft. Select ‘Manage My Profile’ to update

your personal information before completing this form.

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Motice

Verify your
information in the
Personal
Information
section. This
information is
automatically
populated from
your SDI Online
account. Then
select Next.

Note: Select Save
as Draft at any
point in the
process to
complete the form
at a later time.
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MAIN MENU .
Employment Details
Home
Inbox
File a New Claim *Indicates Required Field
Continue a Saved Draft
Manage My Profile
My Claim History o ,@ -;e =° =°
Personal Employment ~ Additional Bonding Declaration
Information Information Questions Certification

You are currently on Step 2 Employment Information
fl Section 2 - Employer Information

" Enter your current employer. If unemployed, enter your most recent employer.

“Name of Your Employer: | *QOccupation: |
“Are you a state ¢~ Yes (™ No If “¥es”, Indicate Bargaining |
government employee? Unit Number:
I *May we disclose benefit ¢« Yes ¢~ No *Do you have more than ¢ Yes = No
payment information to your one employer?

employer(s)?

“Reason for reducing work  ~ Bonding with a child ¢ Other Other Reason: |
hours or stopping work:

Employer Mailing Address

@ US ¢ International

*Address Line 1: |

Address Line 2: |
“City: |
*State: m
*ZIP Code: l— I—

Employer Phone Number: | Ext: | I~ Check here if the phone number is international
{No dashes or spaces)

| Previous

Save as Draft
Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Mofice

Complete the
Employer
Information
section and select
Next.

Mandatory fields
are marked with a
red asterisk (*).
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MAIN MENU . .
Additional Questions

Home Tt
Inbox
File a New Claim *Indicates Required Field
Continue a Saved Draft
Manage My Profile
My Claim History

o 0 - -0 -0

Personal Employment  Additional Bonding Declaration
Information Information Questions Certification

You are currently on Step 3 Additional Questions
& Section 7 - Additional Questions
i “Date you last worked: |g1[]12|:|.14 (MMDDYYYY)

* The date you want your Paid Family Leave claim to begin should not be before the child's date of birth (or the Date of foster care or adoption
placement).

*Date you want Paid Famll',rl 1022014 | (MMDDYYYY)
Leave claim to begin:

*Your claim effective date begins your non-payable waiting period. Would you like to be paid six @& Yes (™ No
continual weeks of benefits after your non-payable waiting period has been served?

If “No," enter the date you | (MMDDYYYY)
want to be paid through:

Date you returnad to work: I (MMDDYYYY)

Or date you plan to return to | (MMDDYYYY)
work:

*Will you work at any time ¢~ Yes @ No
during your family leave?

If you will receive any type [ Sick Specify if "Other type of | Select ﬂ
of pay from your employer — gpypioyer Required Vacation pay -

(s) during your family leave,
indicate type of pay: [~ Other Type of Pay

*At any time duning your Paid Family Leave, were you in the custedy of law enforcement authorities ¢ Yes @ No
because you were convicted of violating a law or ordinance?

*Have you claimed or do you plan to claim Workers' Compensation Benefits for any portion of the ¢ Yes @ No
period covered by this claim?

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Nofice

Complete the
Additional
Questions
section and
select Next
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e
Select your relationship to

MAIN MENU

Bonding Certificati - .
Hom e the child with whom you are
Indicates Required Field bondlng from the drop_down
MyCamiiser @) . @@+ ——@ menu in the Personal
Dersonal Employment  Additional Bading Declaration

nformation Information CQuestions Certification I n fo r m atl O n Sectl o n =

section 3 - Personal Information

Cnidrestorsti [Select 2] adomton o goardanetiy | o Complete the Child’s Legal

please provide the date of

m— . Name and Information
|
%Llfn;?cﬁ:léﬁ;g;:y I— (Do not enter dashes) S e Ctl o n.
*Child's First Name: I— Middle Initial: l—
*Last Name: l— Suffix: l_ . , 0 0
*Date of Birth- Ii(MMDDYYW) *Child's Gender: ~ Male  Female If Chlld S Iegal reSIdence IS
“Is child's residence address different from your residence address?: ¢ Yes ~ No d |ﬁe re nt th an you rs’ an Other

Section 5 - Proof of Relationship

screen will appear to give the
To be eligible for Paid Family Leave benefits to bond with a new child, you must submit an approved “Proof of Relationship™ document.

The “Proof of Relationship” t b ived by the Paid Family Leave Offi later than ten (10) days from the dat bmit li 1 1
boﬁdin;o;a?m.ealons ip” must be received by the Paid Family Leave Office no later than ten (10) days from the date you submit your online Chlld S Iegal address.

Further instructions on how to submit your Proof of Relationship will be provided upon submission of this form.

Proof of Relationship document includes:

Official Child's Birth Certificate Your Optlons for accepted
Child’s Hospital Birth Certificate . .

Declaration of Paternity, CS-909

A;;rirvgiooq Igameilly?gg?égiver Home, SOC-815 (also known as Family Caregiver Home, SOC-815) P rOOf Of Re I atl O nS h I p

Official Letter From Foster Care Agency (also known as Official Foster Care Agency Letter)

Notica of Placerment, AD-607 _ documents are listed on the

Independent Adoption Placement Agreement, AD-924 (also known as Independent Adoption, AD-924)
Official Letter from Adoption Agency (also known as Official Adoption Agency Letter)
1 | page.
q |Select

*Please indicate the type of *Proof of Relationship® you plan on providing from the list of appn
“p

roof of Relationship™ docum

jave as Draft

From the drop-down menu,
select the document you will
be providing to prove your
relationship to the child.

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Nofice

Then select Next.
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Child's Residence Address

“Indicates Required Field

o -6 -0 (-0

Personal Employment  Additional Bonding Declaration
Information Information Questions Certification

You are currently on Step 4 Bonding Certification

Section 6 - Residence Address

Do not include “PQ Box™. "PMB”. “General Delivery” or "Rural Route Number®.

& US O International
*Address Line 1: | |

Address Line 2:| |

*City: | |
*State:

*ZIP Code: | | | |

Next Save as Draft Cancel

If the child’s
residence is
different than yours,
enter the child’s
residential address
information and
select Next.
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Home

Inbox

File a New Claim

Continue a Saved Draft

Manage My Profile

My Claim History

Declaration

*Indicates Required Field

o lo ho ho L@
L L L L

Personal Employment  Additional Bonding Declaration
Information Information Questicns Certification

You are currently on Step 5 Declaration
Section § - Declaration

Read the information below and check the box if you agree. A check in the box indicates an electronic signature executed by you, and is a legally
binding equivalent of traditional hand-written signatures.

y my signature on this bonding certification, | authonze the medical provider, adoption agency, adoption party(ies), or foster care placement

agengy to disclose to the Employment Development Department all facts concerning the birth, adoption, or fester care placement of the above-
named child. | understand that willfully making a false statement or concealing 2 material fact in order to obtain payment of benefits is a violation of
California law punishable by imprisonment or fine or both. | declare under penalty of perjury that the foregoing statement, including any
accompanying statements or documents, is to the best of my knowledge and belief true, correct, and complete. | agree that photocopies of this
aulhonzahon shall be as valid as the original, and | understand that authorizations contained in this claim statement are granted for a period of
years from the date of my signature or the effective date of the claim, whichever is later.

By my electronic signature on this claim statement, 1 (1) claim Paid Family Leave benefits and certify that throughout the period covered by

@aim | was bonding with the bonding recipient named above; (2) autherize EDD to release my personal information as shown on this claim to
the bonding recipient; (3) authorize my employer(s) to disclose to EDD all facts concerning my employment that are within their knowledge; and (4)
autherize release and use of information as stated in the Information Collection and Access section of the Important Paid Family Leave Program
Information page. | understand that willfully making a false statement or concealing a material fact in order to obtain payment of benefits is a
viclation of California law punishable by imprisonment or fine or both. | declare under penalty of perjury that the foregoing statement, including any
accompanying statements, is to the best of my knowledge and belief true, correct, and complete. | agree that photocopies of this authorization shall
be as valid as the onginal, and | understand that authorizations contained in this claim statement are granted for a period of fifteen years from the
date of my electronic signature or the effective date of the claim, whichever is later.

m Save as Draft m

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice

Select both
boxes to
authorize an
electronic
signature and
the release and
use of your
information.

Then select
Submit.
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Continue a Saved Draft

Manage My Profile

Wy Claim History

| Logout

Confirmation

IMPORTANT: Print this page for your records. If a printer is unavailable at this time, record the Form Receipt Number below.
The Form Receipt Mumber is required to retrieve a copy of the Paid Family Leave Claim Bonding (DE 2501F) application.
You will not be able to access your confirmation page and Form Receipt Number after this window is closed.

Maost claims are processed and a decision is made within two weeks of the date the claim was submitted. If you have not received anything from
PFL within 10 days or if you have any guestions you may call 1-877-238-4373.

onfirmation Information

Claimant Name: John Doe
Social Security Number: X004-XX-4626

Date you requested to have 01-02-2014
your Paid Family Leave

claim begi

Receipt Numbefl R100000000291754

nstruction for Submitting Proof of Relationship

l'o be eligible for Paid Family Leave benefits to bond with a new child you must submit an approved "Proof of Relationship” document. The "Proof of
Lelationship”™ must be received by the Paid Family Leave Office no later than ten (10) days from the date you submit your online bonding claim.

Please follow the instructions below to submit your "Proof of Relationship™ electronically or through the mail.
Electronically

You may attach your electronl Proof of Relationshigfat this time,or you may submit it at a later date by following these navigation instructions:
1. Select "File a New Claim.”

2. Choose "Submit Electronic Paid Family Leave Bonding Attachment.”

Mail
If you are mailing a "Proof of Relationship” document it must be a photocopy Do net mail eriginals. On each page include your 9-digit Social
Security Number, receipt number and date you requ begin. The receipt number can be found above.

Mail your document to:
EDD - Paid Family Leave

PO BOX 997017
SACRAMENTO CA 95799-7017

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice

At the Confirmation
screen, a receipt
number will appear.
Save this number for
future reference.

To complete your PFL
bonding claim you will
need to submit your
proof of relationship
either by mail or
electronically.

Mail your proof of
relationship to the
address on the
screen or select the
Proof of
Relationship link and
follow the instructions
to submit this
information
electronically
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Home
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File a New Claim

Continue a Saved Draft

Manage My Profile

My Claim History

Attachment

*Indicates Required Field

Identifying Information for Previously Submitted Paid Family Leave Initial Bonding Claim

Your Social Security XXX-XX-4626 Date you requested to have 01-02-2014
Mumber: your Paid Family Leave
claim begin:

Form Receipt Mumber: R100000000291754

Previously Submitted Attachments for Paid Family Leave Initial Bonding Claim

Mo Results Found

Attachment
To attach a document, select the Browse button below.

+ File size: less than 5MB
+ File type: PDF,JPG, JPEG, TIF or TIFF

“Please click the "Browse” button to browse for the document: por.u ments\KangRoo. jpi Browse. | |
*Do you want to attach more documents? ¢ Yes @ No

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Motice

To begin submitting
your proof of
relationship
electronically,
select the Browse
button.

Note: To browse
and attach a
document, you will
need to have
previously scanned
and saved the
document on your
computer as a PDF,
JPG, JPEG, TIF, or
TIFF file.

Once you have
attached your
document, select
Submit to finalize
the process.
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Attachment Confirmation

Identifying Information for Previously Submitted Paid Family Leave Initial Bonding Claim

Your Social Security XKK-XX-4626 Date you reguested to have 91.02-14
Mumber: your Paid Family Leave
claim begin:

Form Receipt Mumber: R1000000000037 34
Previously Submitted Attachments for Paid Family Leave Initial Bonding Claim
Recelpt Number

Adoption Agency Letter.pdf R100000000003735

This page confirms
that the attachment
has been submitted.

Save the Receipt
Number for future
reference.

You have now
completed your
bonding claim which
should be processed
by the EDD within 14
business days.
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Submitting Additional PFL Bonding Attachments
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. Employment
Development

GOV Department
b State of Califormia guinigmain content Help | Logout
MAIN MENU Home
Home T
I File 2 New Claim I:raﬂ Personal Information
Ma,ﬁgf, My-Pmﬂe FullName  j5ne Doe EDD Customer 1534567891
My Claim History 123 Main St
Mailing Address: », 1 wn, CA 95758 Phene Number  900.00-0000
United States
. . 123 Main St.
Resid Add : -000-
esidence ress: Anytown, CA 95758 Cell Phone Mumber 000-000-0000
United States

E-mail Address: Jdoe@gmail.com

Message Center

Check the message center Inbox below to review messages and take required actions as needed.

Inbox [New: 1, Total: 1]

Current Disability Insurance Claim(s)
No Results Found

Pending Disability Insurance Claim Application(s)

Submitted Date
10-18-2011

Form Name
2501 Claim for DI Benefits A

Receipt Number
R100000000000177

Status
Pending Processing

Submitted Paid Family Leave Claim Forms

Only forms you submitted online are listed below. Paid Family Leave claim status is currently not available online. For assistance with a Paid Family
Leave claim you may call 1-877-238-4373.
Form Name

Submitted Date Receipt Number

2501F PFL Bonding Claim A&B 02-07-2013 R100000000289431
2501F PFL Bonding Claim A&B 12-19-2014 R100000000291754

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Motice

In general you will
only need to submit
one bonding
attachment on a
claim. However, if
you need to submit
more than one (e.g.
birth certificates for
twins or to resubmit
a previous
document), select
File a New Claim
from the Main
Menu of your SDI
Online account.
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MAIN MENU
Home

Inbox

File a New Clam

Continue a Saved Draft

Manage My Profile

My Claim History

Help | Logout

Apply for Benefits or Continue a Draft Application

Select a link below to apply for Disability Insurance or Paid Family Leave benefits. If you have already submitted or mailed in a Claim for Disability
Insurance Benefits, DE2501 cr a Claim for Paid Family Leave, DE2501F, do not submit a duplicate form. It may take up to 14 days for your Initial
Claim form to be reviewed and processed. Submitting duplicate forms may delay the processing of your claim.

Apply for Disability Insurance Benefits

Disability Insurance
Apply for Paid Family Leave Benefits

ISubmit Electronic Paid Family Leave Bonding Attachment

als

Submit Electronic Paid Family L eave Care Attachment

Saved Drafts

To open and complete a form that you saved, select the Form Name. Saved drafts are stored for a limited number of days and will be automatically
deleted on the date indicated. To delete a draft immediately, select the checkbox and then select the Delete button.

No Results Found

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Mofice

Select the
Submit
Electronic
Paid Family
Leave
Bonding
Attachment
link.
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MAIN MEND Form Attachment
Home e
Inbox
File 2 New Claim . . . . ) ) .
Continie a Saved Drag To attach a file to your successfully submitted Paid Family Leave claim form, choose the "Select’ link under the Action field. Most claims are
i iy Brofie processed and a decision is made within two weeks of the date the claim was submitted.
My Claim History

If you have not received anything from FFL within 10 days or if you have any questions you may call 1-877-238-4373.

Select Claim to Attach Proof of Relationship

Form Name Submitted Date Receipt Number Action
DE 2501F, Claim for Paid Family ~ 12-19-2014 R100000000291754 Select
Leave (PFL) Benefits - Bond with
Child

DE 2501F, Claim for Paid Family ~ 02-07-2013 R100000000289431 Select
Leave (PFL) Benefits - Bond with
Child

Verify the receipt
number on the
screen with the
number you
received when
you filed the
claim. If it
matches your
claim, choose the
Select link from
the Action
column to attach
a form to your
claim.
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MAIN MENU

Home

Attachment

Inbox

File a New Claim

*Indicates Required Field

Caontinue a Saved Draft

Manage My Profile

Identifying Information for Previously Submitted Paid Family Leave Initial Bonding Claim

Iy Claim History

Your Social Security X00C0134 Date you requested to have 07-01-2013
Mumber: wour Paid Family Leave
claim begin:

Form Receipt Mumber: R100000000290171

Previously Submitted Attachments for Paid Family Leave Initial Bonding Claim
File Name Receipt Number

[Untitled1]. pdf R100000000290172

To attach a document, select the Browse button below.

= File size: less than 5MB
= File type: PDF JPG, JPEG, TIF or TIFF

*Please click the "Browse" button to browse for the dncument:| |[ Browse... ]
“Do you want to attach more documents? (O Yes & Mo

Previous Cancel

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice

This screen
shows one
document
uploaded.

To upload another
document, select
Yes and then
select the
Browse button.

When you are
done uploading,
select No and
then select
Submit.
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SDI Online Tutorial:
Filing a Paid Family Leave (PFL)
Care Claim



Once you have
successfully logged
S ) Personal Information Into yOUI’ SDI

Manage My Profile Full Name: Jane Doe EDD Customer Account  000-00-0000 Onllne account’

My Claim History Number:

SCOB Login . ~ 123 Main St. : i i
Contact Us Mailing Address. Stockton. CA 95204-3512 Phone Number:  950.000-0000 yOU Wi ” be dlreCted

United States
— to the Home page.
Residence Address 123 Main St. Cell Phone Number:
Stockton, CA 95204-3512

United States

E-mail Address: To file a Paid

Ml Message Center

Check the message center Inbox below to review messages and take required actions as needed. Famlly Leave (PFL)
Inbox [New: 0 . Total: 0] Care C|a|m’ Select

Current Disability Insurance Claim(s) F| Ie a NeW CI a| m

No Results Found N
e — from the Main

Pending Disability Insurance Claim Application(s)

Mo Results Found M enu.

Submitted Paid Family Leave Claim Forms

MAIN MENU

Home

File a New Claim

000-000-0000

Only forms you submitted online are listed below. Paid Family Leave claim status is currently not available online. For assistance with a Paid Family
Leave claim you may call 1-877-238-4373.

Mo Results Found

Note: You will need to provide additional care claim documents to complete your
claim. Please refer to the Submitting Additional PFL Care Attachments tutorial
for instructions on uploading documents.
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Select the Paid Family
Leave Care link.

Visit
www.edd.ca.gov/disability
for more information about
which type of claim to file.

Paid Family Leave Bonding

Paid Family Leave Care

Saved Drafts
Mo Results Found
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Department

- e
'GOV State of California

Skip to main content . . Help | Logout
MAIN MENU Information for Before You Start and After You File This screen provides
Home e e

:-EFOXN i |mp0rtant
Cloflteiinug\: S:\Irr:d g | Before You Start and After You File ] ] .
information you will
Most current employer(s) business name, telephone number, and mailing address as stated on your W2 form and/or paycheck stub n eed to kn OW to fl Ie

Manage My Profile Please have the following information available while completing this form:
My Claim History
Last date you worked your regular or customary duties and hours. o
= Wages you received or expect to receive from your employer: sick leave, paid time off (PTO), vacation pay, annual leave, and wages earned a P F L Care CI al m .
after you stopped working.
You are responsible for obtaining a Physician/Practitioner Certification to verify care is needed. A disqualification will be sent to you if the
Physician/Practitioner Certification is not received within 10 days.
Please note that your employer will be notified that you have submitted a PFL claim. However, your detailed claim information is confidential A
and will not be shared with your employer. ReVleW the

information provided

@ and select Next.

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice
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MAIN MENU

Home

State of California Skip o main content L

Inbox

File a New Claim

Continue a Saved Draft

Manage My Profile

My Claim History

___J2)Help | Logout

Personal Information

-0 -0 -0 -0

Personal Employment  Additional Care Declaration
Information Information Questions Certification

You are currently on Step 1 Personal Information
Section 1 - Personal Information

Social Security Number: XXX-XX 1234 EDD Customer Account 153457890
Number:

Full Name: Jane Doe Other Names (if any, under |
which you have worked):

00/00/0000

Date of Birth: Gender: Female

Mailing Address: 555 Main Street
Sacramento, CA 95818
United States

Preferred Language: English

Phone Number:  000-000-0000

If your personal information has changed, select Save as Draft. To update your personal information before completing this form, select Manage My
Profile. Submission of the Claim for Paid Family Leave (PFL) Benefits — New Mother (DE2501FP) is available Monday — Saturday, 6 a.m. to 7:30
p.m.and Sunday 6 am_ to 530 pm

Save as Dran | Gancel

Information from
your SDI Online
account will
automatically
populate portions
of the PFL claim
form.

Verify the
information and
complete any
open fields, as
appropriate.

Then select Next.

Note: Select Save
as Draft at any
point in the
process to
complete the form
at a later time.
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File a New Claim “Indicates Required Field
Continue a Saved Draft

Manage My Profile

s @ i @ -0 -0

Personal Employment Additional Care Declaration
Information Information Questions Certification

You are currently on Step 2 Employment Information CO m p I ete th e
Section 2 - Employer Information E m p I 0 y er

Enter your current employer. If unemployed, enter your most recent employer. I .
nformation

“Name of Your Employer: | pAR ABC EMPLOYER “Occupation.  oOffice Assistant " .
“Are you a state (~ Yes @ No If “Yes”, Indicate Bargaining Unit Number: SeCtlon Wlth
Feemmentempleyee? information about
*May we disclose benefit payment & Yes (~ No “Do you have more than ¢ u
information to your employer(s)? one employer? yeg

=| your employer and
"1 select Next.

“Reason for reducing work & Care for Family Member ¢~ Other Other Reason: |
hours or stopping work:

Mandatory fields
@ US ¢ International are marked Wlth a

“Address Line 1: l red aStenSk (*) 0

Address Line 2: |
city |
“State: [ j
*ZIP Code: li l—

Employer Phone Number: | Ext: | [~ Check here if the phone number is international
(No dashes or spaces)
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wialliaye vy rriuing

My Claim History

o 0 - -0 -0

Personal Employment  aqditional Care Declaration
Information Information Questions Certification

You are currently on Step 3 Additional Questions
Section 3 - Additional Questions

*Date you last worked: [pg312014  (MMDDYYYY)

“Date you want Paid Family [ggg12014  (MMDDYYYY)
Leave claim to begin:

*Your claim effective date begins your non-payable waiting period. Would you like to be paid six & Yes ¢ No
continual weeks of benefits after your non-payable waiting period has been served?

If “No,” enter the date you (MMDDYYYY)

want to be paid through:
Date you returned to work: {(MMDDYYYY)

Or date you plan to return to (MMDDYYYY)

work:

“Will you work at any time — Yes @ No
during your family leave?

If you will receive any type [~ Sick Specify if "Other type of | Select
of pay from your employer — Empjoyer Required Vacation pay
(s) during your family leave, Other T ip
indicate type of pay: - EIRVEEC Y
“At any time during your Paid Family Leave, were you in the custody of law enforcement authorities ¢ Yes @ No
because you were convicted of violating a law or ordinance?

*Have you claimed or do you plan to claim Workers' Compensation Benefits for any portion ofthe ¢ Yes @ No
period covered by this claim?

I Next | Save as Draft

Rark tn Ton | Cantact FNN | Conditinns nf lea | Privary Policw | Fanal Onnortunite Niotice

Complete the
Additional
Questions
section and
select Next.
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Inbox

File a New Claim

Continue a Saved Draft

Manage My Profile

*Indicates Required Field

ety @@ @ - @
> L L J
Personal Employment Additional Cgfé Declaration
Information Information Questions Certification

You are currently on Step 4 Care Certification
Section 4 - Care Recipient's Information

You must submit a signed "Care Recipient Authorization of Disclosure of Personal Health Information” form and a signed "Statement of Care
Recipient” form. Details on how to submit these forms will be provided on the confirmation page.

These documents must be received by the Paid Family Leave Office no later than ten (10) days from the date you submit your online care claim.

“First Name: [Barbara Middle Initial:
*Last Name: [Doe ] Suffix:
“Date of Birth: |po11047  (MMDDYYYY)

“Is any other family member ready, willing, and able and available to provide care for the same period ¢ Yes & No
you are claiming Paid Family Leave benefits?

“Gender: @ Male ~ Female

“Relationship to care | Parent =]

Other Relationship: |
recipient:

Residence Address

@ US ¢ International

*Address Line 1: |gg[] Capital Mall
Address Line 2: |

“City: |Sacramento

“State: m
*ZIP Code: W |—

Ext:l

Phone Number: | [~ Check here if the phone number is international

(No dashes or spaces)

Savo as Draft | Cance |

Complete the
Care
Recipient’s
Information
and Residence
Address
sections with
information
about the
person for
whom you will
be providing
care.

Then select
Next.
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Skip to main content o

MAIN MENU

Home

______JHelp | Logout

Declaration

Inbox

File a New Claim

“Indicates Required Field

Continue a Saved Draft

Manage My Profile

My Claim History

o .;o =° .;o

Personal Employment Additional Care
Information Information Questions Certification

S

Declaration

You are currently on Step 5 Declaration
Section 5 - Declaration

Read the information below and check each box if you agree. A check in the box indicates an electronic signature executed by you, and is a legally
binding equivalent of traditional hand-written signatures

* [~ By njy electronic signature on this claim statement, | (1) claim Paid Family Leave benefits and certify that throughout the period covered by
this claiml was providing care for the care recipient named above; (2) authorize EDD to release my personal information as shown on this claim to
Ecare recipient and fo the care recipient’s treating physician as they are listed on this claim; (3) authorize my employer(s) to disclose to EDD all

facts concerning my employment that are within their knowledge; and {4) authorize release and use of information as stated in the Information
Collection and Access section of the Important Paid Family Leave Program Information page. | understand that willfully making a false statement or
concealing a material fact in order to obtain payment of benefits is a violation of California law punishable by imprisonment or fine or both. | declare
under penalty of perjury that the foregoing statement, including any accompanying statements, is to the best of my knowledge and belief true,
correct, and complete. | agree that photocopies of this authonzation shall be as valid as the onginal, and | understand that authorizations contained
in this claim statement are granted for a period of fifteen years from the date of my electronic signature or the effective date of the claim, whichever

15 later.
Save as Draft m

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice

Select the box to
authorize an electronic
signature.

The box must be
selected to complete
your claim.

Select Submit.

Note: Your claim is not
complete. You still need
to submit the Statement
of Care Recipient, Care
Recipient’s Authorization
and the
Physician’s/Practitioner’s
Certification sections of
the Claim for Paid Family
Leave (PFL) Benefits,
DE 2501FC.
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MAIN MENU

Home

Inbox

File a New Claim

Continue a Saved Draft

Manage My Profile

My Claim History

Confirmation

Print this page for your records_ If a printer is unavailable at this time, record the Form Receipt Number below The Form Receipt Number is
required to retrieve a copy of the Paid Family | eave Claim Care (DE 2501F) application. You will not be able to access your confirmation page and
Form Receipt Number after this window is closed.

Most claims are processed and a decision is made within two weeks of the date the claim was submitted. If you have not received anything from
PFL within 10 days or if you have any questions you may call 1-877-235-4373.

At the Confirmation
screen, a receipt number

TR, will appear. save this

Claimant Name: Jane Doe
Social Security Number. XXX-XX 1234

Date you requested to have 09-01-2014
your Paid Family Leave
claim begin_

Receipt Number§ R100000000291744

Instructions for Submitting Doctor's Certification for Care Recipient I

To be eligible for Paid Family Leave benefits to care for a family member, you must submit a "Doctor's certification for care recipient” and "Care
recipient authorization for disclosure of personal health information”. These documents must be received by the Paid Family Leave Office no later
than ten (10) days from the date you submit your online care claim

A paper “Doctor's Certification for Care Recipient” and “Care Recipient Authorization for Disclosure of Personal Health Information” is available to
print from  hitp://www.edd.ca.govipdf pub ctr/de2501fc.pdi. Follow the instructions below to submit the completed from electronically or through
the mail.

Electronically
You may attach your electronic "Doctor's Certification for Care Recipient” and "Care Recipient Authorization for Disclosure of Personal Health
Information" or you may submit it at a later time by following these navigation instructions:

1. Select "File a New Claim"
2. Choose "Paid Family Leave Claim Care Attachment”

Mail
You may send the "Doctor's certification for care recipient” and "Care recipient authorization for disclosure of personal health information”
documents by mailing it to:

EDD - Paid Family Leave
PO BOX 997017
SACRAMENTO CA 95799-7017

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice

number for future
reference.
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MAIN MENU

Home

Inbox

File a New Claim

Continue a Saved Draft

Manage My Profile

My Claim History

Confirmation

Print this page for your records_ If a printer is unavailable at this time, record the Form Receipt Number below The Form Receipt Number is
required to retrieve a copy of the Paid Family | eave Claim Care (DE 2501F) application. You will not be able to access your confirmation page and
Form Receipt Number after this window is closed.

Most claims are processed and a decision is made within two weeks of the date the claim was submitted. If you have not received anything from
PFL within 10 days or if you have any questions you may call 1-877-235-4373.

Confirmation Information I

Claimant Name: Jane Doe
Social Security Number. XXX-XX 1234

Date you requested to have 09-01-2014
your Paid Family Leave
claim begin-

Receipt Number: R100000000291744

Instructions for Submitting Doctor's Certification for Care Recipient I

To be eligible for Paid Family Leave benefits to care for a family member, you must submit a "Doctor's certification for care recipient” and "Care
recipient authorization for disclosure of personal health information”. These documents must be received by the Paid Family Leave Office no later
than ten (10) days from the date you submit your online care claim

A paper j v ‘ pient Authonization for Disclosure of Personal Health Information” is available to
print fron® http://www.edd.ca.govipdf pub ctr/de2501fc.pdi. Folfpbw the instructions below to submit the completed from electronically or through

the mail.

Electronically
You may attach your electronic "Doctor's Certification for Care Recipient” and "Care Recipient Authorization for Disclosure of Personal Health
Information" or you may submit it at a later time by following these navigation instructions

1. Select "File a New Claim”
2. Choose "Paid Family Leave Claim Care Attachment”

Mail
You may send the "Doctor's certification for care recipient” and "Care recipient authorization for disclosure of personal health information”
documents by mailing it to:

EDD - Paid Family Leave
PO BOX 997017
SACRAMENTO CA 95799-7017

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice

On the Confirmation
screen you will also find
instructions to complete
your PFL care claim.

You will need to submit the
Claim for Paid Family
Leave (PFL) Care
Benefits, DE 2501FC,
either by mail or
electronically.

Select this link to open a
PDF copy of the form. You
will need to print this PDF,
have it filled out entirely
and signed by all parties,
then scan it and save it to
your computer to be
uploaded to your account.

You may also mail the

completed form to the
address on this page.
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Stafe of California (PFL) Care Benefits |Rl ‘
PART C — INSTRUCTIONS FOR PFL CARE CLAIMS

The care recipient (the person for whom you are providing care) must do the following:
Complete and sign “Part C — Statement of Care Recipient.” Read and sign the “Care

Employment
EIDB‘ 3:?-1'::‘»?::: Claim for Paid Family Leave Enter your receipt number here. [ ]

Recipient's Authorization for Disclosure of Personal-Health information” on page 2. If Page 1 is the Statement of Care
the care recipient is physically or mentally unable to sign, call PFL at (1-877-238-4373) _
for instructions. RGClplent, Part C.

Both pages may be mailed or sent as electronically in S'PI Online as attachments. If
submitting by mail, send to the following address: Paid Family Leave, P.O.

Box 997017, Sacramento, CA 95799-7017. If submitting electronically, in SDI Online i i i i .
under Main Menu on your Home page click on: “File a New Claim,” then click “Submit TO aVOId delays In Clalm processmg '
Electronic Paid Family Leave Care Attachments.”

If the care recipient’s physician/practitioner has completed “Part D —

Physician/Practitioner’s Certification” ONLINE (electronically), Stop Here! Do not go to 1. Enter the reCEipt number from
the next step. . .
your Paid Family Leave Care

Have the care recipient’s physician/practitioner complete and sign “Part D —

Physician/Practitioner’s Certification” and mail it to the following address: Paid Family I ili i i
Leave, P.O. Box 997017, Sacramento, CA 95799-7017. If the care recipient is under Clalm flllﬂg In the tOp rlght
the care of an accredited religious practitioner, call Paid Family Leave at corner

1-877-238-4373 for the proper form DE 2502F. )

For instructions on how to complete the DE 2501FC in Spanish go to the following link: 2. Make sure all appllcable
http://www.edd.ca.gov/Disability/PFL_Forms _and Publications En_Espanol.htm

information is completed in the

PART C -STATEMENT OF {MAY BE COMPLETED BY CLAIMANT IF CARE RECIPIENT IS MENTALLY OR PHYSICALLY UNABLE TO DO S0.
CARE RECIPIENT MUST BE SIGNED BY CARE RECIPIENT OR CARE RECIPIENT’S AUTHORIZED REPRESENTATIVE.) . .
C2 RECIPIENT'S DATE OF BIRTH C4. RECIPIENT'S GENIER p p p t t
C1.CARE PROVIDER SSN M M D DY Y Y Y c3. RECIPIENT'S TELEPHONE NUMBER MALE FEMALE a ro rl a' e SeC IO n .
= 3. Obtain all th ired
I C5. LEGAL NAME OF CARE RECIPIENT (FIRST, MIDDLE INITIAL, LAST) al n a' e re q u I re

CE. CARE RECIPIENT'S RESIDEMCE ADDRESS S i g n atu reS p ri Or to u p I oad i n g or
CITY STATE/PROV. ZIP orR POSTAL CODE COUNTRY (IF NOT U.5.A.) m ai I i n g th e fo rm .

C7. CONFIRMATION OF MEDICAL DISCLOSURE AUTHORIZATION. | have read and signed the Care
Recipient's Authorization for Disclosure of Personal-Health Information on page 2 of this claim. | understand
that by signing it | have agreed to all its provisions and terms. | further understand that copies of my signature
below are as valid as the original.

Care Recipient’s Signature (DO NOT PRINT) Date Signed (MM| DD Y‘Wr ]

8. Authorized Representative signing on behalf of care recipient must complete the following: | , represent the care or bonding 3
recipient in this matter as authorized by [] parental right [] power of attomey (attach copy) [ ] court order (attach copy) (For spouse or domestic partner, contact ED

Authorized Representative's Signature (DO NOT PRINT) | Date Signed (mm[DD [ vy Y

DE 2501FC Rev. 1 (12-12) (INTERNET) Page 10of4 Ccu
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Enter your receipt number here. | 1
Rl

CARE RECIPIENT'S AUTHORIZATION FOR DISCLOSURE OF
PERSOMNAL-HEALTH INFORMATION

| authonize my physician or practiticner, as identified on Part D of this claim, to discloss
my current personal-health information to my care provider, as identified on Part A of
thiz claim, and to the Califormia Employment Development Department (EDD).

| understand that such information includes a diagneosis and prognosis of my current
condition, the date it commenced, and an estimation of the amount of care that |
reguire from my care provider as a result of my current condition. | further understand
that disclosure of my personal-health information may include my AIDSHIY status,
drug or alcohol addiction, or any other physical or mental condition.

| understand that EDD may disclose this information as authorized by the Califomia
Unemployment Insurance Code and that such re-disclosed information may no longer
be protected. | agree that photocopies of the authorization form in conjunction with my
gignature on Page 1 in Item C7 of Part C shall be as valid as the original.

| understand that unbess | inform EDD in writing at P.O. Box 997017, Sacramento, CA
Q5799-7017, that | wish to revoke this authorization, it will be valid for 10 years from
the date EDD receives it or the effective date of this claim, whichever is later. |
understand that | have the nght to receive a copy of an authorization form from EDD if
| request one in writing.

| make this authorization to support my care provider's claim for Paid Family Leave
benefits. | understand that | may not revoke my authorization to avoid prosecution or
to prevent EDD's recovery of monies to which it is legally entitled.

WE CAMMOT PROCESS THIS CLAIM UNLESS YOU SIGM BOTH THIS PAGE AND
PAGE 1IN ITEM C7 OF PART C.

Care recipient’s name (Print your nams) | 2

Date signed Care recipient’s signature (Sign your name)

DE 363 FG Few. 11212 gNTERMET) Fage 2 of & [=1]

Page 2 is the Care Recipient’s
Authorization for Disclosure of
Personal-Health Information.

1. Be sure to enter your receipt
number from your Paid Family
Leave Care Claim filing in the
top right corner.

2. The care recipient or his/her
authorized agent must sign and
date the bottom of this page.
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Page 3 is the
Physician/Practitioner’s
Certification, Part D.

To avoid delays in claim processing:

1. Enter the receipt number from
your Paid Family Leave Care
Claim filing in the top right
cornetr.

2. Make sure all applicable
information is completed in the
appropriate section.

3. Obtain a signature from the
care recipient’s
physician/practitioner prior to
uploading or mailing the form.
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Submitting Additional PFL Care Attachments
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MAIN MENU

Home

File a New Claim

Manage My Profile
My Claim History

Customer Satisfaction Survey
Your opinion is important to us. Select the link below to complete a survey about your online experience.
Link to Survey

Personal Information

EDD Customer Account
Number:

Full Name Jane Doe

Mailing Address: 123 Main St.
Sacramento, CA 95814

Phone Number: 200-000-0000

Residence Address: Cell Phone Number: 300-000-0000

E-mail Address:

Message Center
Check the message center Inbox below to review messages and take required actions as needed.

Inbox [New: 0, Total: 0 ]

To attach your
completed and
signed Claim for
Paid Family
Leave (PFL)
Benefits, DE
2501FC, to your
claim, return to
the Home page
of your SDI
Online account.
Select File a New
Claim from the
Main Menu.

80



MAIN MENU

Home

Inbox

File a Mew Claim

Continue a Saved Draft

Select a link below to apply for Disahility Insurance or Paid Family Leave benefits.

Manage My Profile

My Claim History

Apply for Disability Insurance Benefits

Disability Insurance Se|eCt the
Apply for Paid Family Leave Benefits Su b m It
Paid Family Leave Bonding

Submit Electronic Paid Family Leave Bonding Attachment EI eCtI‘O ni C

Paid Family Leave Care q .
I Submit Electronic Paid Family | eave Care Attachment Pal d Fam | Iy

L eay

To open and complete a form that you saved, select the Form Name. Saved drafts are stored for a limited number of days and will be Attac h m ent
automatically deleted on the date indicated. To delete a draft immediately, select the checkbox and then select the Delete button.

link.
Mo Results Found

Delete
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Verify the receipt
number on the
screen with the
number you
received when
you filed the
claim. If it
matches your
claim, choose the
Select link from
the Action
column to attach
your form to your
claim.

Form Attachment

To attach a file to your successfully submitted Paid Family Leave claim form, choose the ‘Select’ link under the Action field. Most claims are
processed and a decision is made within two weeks of the date the claim was submitted.

If you have not received anything from PFL within 10 days or if you have any questions you may call 1-877-238-4373.

Select Claim to Attach Proof of Relationship

Form Name Submitted Date

DE 2501F, Claim for Paid Family ~ 08-24-2012
Leave (PFL) Benefits -

Action
Select

Receipt Number
R100000000060954
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MAIN MENU

Home

Attachment

Inbox

File a New Claim

“Indicates Required Field

Continue a Saved Draft

Manage My Profile

Identifying Information for Previously Submitted Paid Family Leave Initial Care Claim

Wy Claim History

Your Social Security 3000134
Mumber:

Date you requested to have 07-01-2013
your Paid Family Leave
claim hegin:

Form Receipt Number: R100000000290168

Previously Submitted Attachments for Paid Family Leave Initial Care Claim

Mo Results Found

To be eligible for Paid Family Leave benefits to care for a family member, you must submit a "Doctor's certification for care recipient” and "Care
recipient authorization for disclosure of personal health information”. These documents must be received by the Paid Family Leave Office no later
than ten (10} days from the date you submit your online care claim.

A paper "Doctor's Certification for Care Recipient” and “Care Recipient Authorization for Disclosure of Personal Health Information” is available te
print or download from http/fwww edd ca gov/pdf pub_ctr/de2501fc pdf - Follow the instructions below to attach the completed form electronically
or through the mail.

To attach a document, select the Browse button below.

= File size: less than 5MB
+ Fila type: PDF.JPG. JPEG. TIF or TIFF

“Please click the "Browse" button to browse for the document: |C:"\Dnc:uments and Semnl[ Browse... ]I

“De you want to attach more documents? (O Yes @) Mo

Previous

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Motice

Select the
Browse button
to upload the
completed
documents from
your computer.

Note: To
browse and
attach a
document, you
will need to
have previously
scanned and
saved the
document on
your computer
as a PDF, JPG,
JPEG, TIF, or
TIFF file.
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State of California guiyigmain content " 186) Help | Logout
MAIN HENU Attachment
Home T
Inbasx
File a MNew Claim “Indicates Required Field
Continue a Saved Draft
Manage My Profile Identifying Information for Previously Submitted Paid Family Leave Initial Care Claim
My Claim History Your Social Security XX-XX-0134 Date you requested to have 07-01-2013
Number: your Paid Family Leave
claim begin:

Form Receipt Mumber: R100000000290168

Previously Submitted Attachments for Paid Family Leave Initial Care Claim

ile Name Receipt Number
Untitled]. pdf R100000000290169

Attachment

To be eligible for Paid Family Leave henefits to care for a family member, you must submit a "Doctor's certification for care recipient” and "Care
recipient authaorization for disclosure of personal health information”. These documents must be received by the Paid Family Leave Office no later
than ten (10} days from the date you submit your online care claim.

A paper ‘Doctor's Certification for Care Recipient™ and “Care Recipient Authorization for Disclosure of Personal Health Information” is available to
print or download from http: e edd ca gov/pdf pub_ctr/de2501fc. pdf - Follow the instructions below to attach the completed form electronically
or through the mail.

To attach a document, select the Browse button below.

+ File size: less than 5MB
« File type: PDF PG, JPEG, TIF or TIFF

*Please click the "Browse" button to browse for the document: |C;"\Dgcuments and Settind[ Browse... |
“Do you want to attach more documents? &) Yes (O No

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Motice

This screen
shows one
document already
uploaded.

To upload another
document, select
Yes and then
select Submit.
This will navigate
you back to the
Attachment page
to continue
uploading
additional
documents.

When you are
done uploading,
select No and
then select
Submit.
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Attachment Confirmation

dentifying Information for Previously Submitted Paid Family Leave
Your Social Security X00{-XX-1234

Date you requested to have 04-12-2012
your Paid Family Leave
claim begin:

Form Receipt Mumber: R1000000000037,

Previously Submitted Attachments for Paid Family Leave |

File Name
Physician Certificate

Receipt Number
RACOO000000037F

This page confirms that the attachments have been submitted.
Save the Receipt Number for future reference.

You have now completed your care claim which should be processed by the
EDD within 14 business days.
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SDI Online Tutorial:
Paper Forms
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Claim for Disability Insurance (D) Benefts 250104131

Health Insurance Portability and A bility Act (HIPAA) Auth
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[Cmimant Fama e iy (s
[NENENEENENEEE B EREREREEREENEEREERN |

Clamant Social 560
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rent Department (EDD) Lo M
s/managers and ary |er EDD amplo ueth may Im\ue a \ueJI 55 A NY|T OW|N 9 alg 9 7\ 7T 7_5 5/56|9|19|9/9
rh.«. invfio rnnhon in ordaer to proc y claim 2I|"l:'(l|l dotarming eligibility for Stat ‘ viTlowin | [T 11 ‘ I ‘ ‘—I 717l 91051
Disability Insurance bonofits. FR—— A nm:(nlu‘m‘: ‘\ | |- DTV N L
1a cthalEBDnsmta’\ealthp r health care pr olo[[o[2[o[1]4 09|2 u|20 1fs] [171]o a|2014
L Ty wl g tederal priv:

EDD |nj|_,.’ sclosa nfor I DI YO WL YU DU YR WO O O o MR

H Sex Jr 16 -:
the Call fornia U'\emplo,mb'\t Ir‘sura-\ce Code.

|8[e[S[E[a[r[c]H] [aN[alLIvIS[T] [ | I

| agree that photecopies of this authorization shall be as valid as the original.

DING RECHDNT

SMI\TIH\HIIIIHII\HIII\I

1 und

nd | have the right to revoke this au |l||c orization by sending written
stopping this authariz: > EDD, DI Branch MIC 29, PO Box 826880, £
("A S4280. The authorization will stop on tho rhIo My rogqu ivad, | undorstand
that tho consoquences for my romklnc\ this authorization may in denial of furthor
Slate Disability Insurance benelits.

oL LD DR 00 10U PN T0 CAM WO
ANT PORTION OF THE PEBOD COVER

LG N TEANT
i AR o T ESAME PERROP v
AR 771 TR

FENSATION
iz

1 understand thal, unless
years from the date r
later. | understand that y ot

prevent EDD's recovery of IIIL\III&; b

evoked by me in wriling, this authorization is valid for fitteen

EDD or lhe effective dale of the claim, whiche
oke this authy n to avold prosecution or to
» which it is legally entifled

=y e Lo S
ORATION T0 YOLR EMROYERH

I undarstand that | am signing this autharization valuntarily and I‘n( paymant or

y for n
conseguences for r~y refusal to sign this authorization '-m,a resul m an incomplete
claim form that cannot be processed for payment of State Disability Insurance benefits.

1 undarstand | have the right to recoive a copy of this authorization

= R T S
‘ ofs]2 zlz ol1]4

B a0 Wi b el by T i il Ty SO

Q O¢ 25015 Rev. | 7-14) ANTERNET g 1 cf 4

Claim for Disabillity Insurance Claim for Paid Family Leave
(D) Benefits, Form DE 2501 (PFL) Benefits, Form DE 2501F

The DE 2501 for DI benefits and the DE 2501F for PFL benefits are scanned to
interface with SDI Online. These forms may not be submitted as photocopied
versions or faxed to the EDD for processing.

If you have already applied online, you do not need to file a paper claim form.
Duplicate claim requests will delay claim processing.
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Claim for Disability Insurance (Di) Benefits 250104121 Claim for Disability Insurance (DlI)
Health Insurance Portability and Accountability Act (HIPAA) Authorization Beneflts, DE 2501, Part A - C|a|mant,s
[ciamant Social secury umber | | [ [ [ 1 1 [ | EEEEE Statement, pages 1-4.
Claimant Name  (First) (MI)  (Last)

EEEREENENEE N |

o Page 1 — The Health Insurance
authorize - 8ro
EEEEEEEEEEEEEEREEEEEEEEE RN EEEREREEEE Portability and Accountability (HIPAA)

(Person/Organization providing the information) to furnish and disclose all my health i i i

information and to allow inspection of and provide copies of any medical, vocational AUthorlzatlon needS to be Slgned by
rehabilitation, and billing records concerning my disability for which this claim is filed th I : t

that are within their knowledge to the following employees of the California Employment e Claimant.

Development Department (EDD): Disability Insurance Branch examiners, their direct

supervisors/managers and any other EDD employee who may have a need to access Pages 2,3,and 4 — Complete the

this information in order to process my claim and/or determine eligibility for State . . .

Disability Insurance benefits. claimant information. Page 4 needs to
| understand that EDD is not a health plan or health care provider, so the information be Signed by the Claimant_

released to EDD may no longer be protected by federal privacy regulations.
(45 CFR Section 164.508(c)(2)(iii)). EDD may disclose information as authorized by
the California Unemployment Insurance Code.

| agree that photocopies of this authorization shall be as valid as the original.

| understand | have the right to revoke this authorization by sending written notification
stopping this authorization to EDD, DI Branch MIC 29, PO Box 826880, Sacramento,
CA 94280. The authorization will stop on the date my request is received. | understand
that the consequences for my revoking this authorization may result in denial of further
State Disability Insurance benefits.

| understand that, unless revoked by me in writing, this authorization is valid for fifteen
years from the date received by EDD or the effective date of the claim, whichever is
later. | understand that | may not revoke this authorization to avoid prosecution or to
prevent EDD’s recovery of monies to which it is legally entitled.

| understand that | am signing this authorization voluntarily and that payment or
eligibility for my benefits will be affected if | do not sign this authorization. The
consequences for my refusal to sign this authorization may result in an incomplete
claim form that cannot be processed for payment of State Disability Insurance benefits.

| understand | have the right to receive a copy of this authorization.

Claimant Signature (Do Mot Print) Date Signed

@ DE 2501 Heav. 78 (4-12) Page 10f 7 o
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Claim lor Disabil Ily e (DI} Benefits -
Phyﬁ |||||| 'Prnc' ¥ th“unlu
PLEASE PRINT rr B

PART B - PHY SICIANPRACTITIONER'S CERTIFICATE

TR T —

250104125

'H' I YOU RHOW !_l ] | | l [ ]I LR RIEIT HERE
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EEEN [ [ [TIITTITIITT]

—IlLl WHEEEDANESENE
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L T O T T T T
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DE 2501, Part B -
Physician’s/Practitioner’s Certificate,

pages 5-7.

All appropriate information including
dates, diagnosis, and treatment codes
must be completed by the
physician/practitioner. The
physician/practitioner needs to sign page
7.
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s TRAL I s TRENEWY I TH WHOM 7O ARE BOMNIHMNG (CARE OR BONIING RECIFIENT)

L
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2501F Rew. 1 (7-14) (INTERNETY

Fage 1 cf 4

Claim for Paid Family Leave (PFL)
Benefits, DE 2501F, Part A -
Statement of Claimant, page 1.

Complete the information,
including whether this is for a
bonding or care claim. Make sure
to sign and date the form.
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CARE RECIPIENT'S AUTHORIZATION FOR DISCLOSURE OF
PERSONAL-HEALTH INFORMATION

| authorize my physician or practitioner, as identified on Part D of this claim, to disclose
urrent personal-health information to my care provider, as identified on Part A of
s claim, and to the California Employment Development Department (EDD).

| understand that such information includes a diagnosis and progna8is'of my current
condition, the date it commenced, and an estimation of the amalint’of cag@hat | require
from my care provider as a result of my current condition. | furthehunderstand that
disclosure of my personal-health information may include my AIDSIHIY statusfdrug or
alcohol addiction, or any other physical or mental condition.

| understand that EDD may disclose this informatien as 3utherized bigthe California
Unemployment Insurance Code and that suchfresdis€losedNinfermiation may no longer
be protected. | agree that photocopies of ti@@uthorization formiin conjunction with

7

my signature on Page 3 in ltem 6 of Part C\SREIL bed@8%alid as the original.

| understand that unless | inform ECENingAiting 38RO . Box 989315, West Sacramento,
CA 95798-9315, that | wish tggevokeithisauthorizaien, it will be valid for 10 years
from the date EDD receivesdtarthe cfféetivesdate of this claim, whichever is later. |
understand that | have the righte, régéine 8copy of an authorization form from EDD if |
request one in writing.

| make this authorizatien telsuppect my care provider's claim for Paid Family Leave
benefits. | understandthat imaynet revoke my authorization to avoid prosecution or
to preventElEKs recod@lPOf monies to which it is legally entitled.

WE CANNGIRPROCESS THIS CLAIM UNLESS YOU SIGN BOTH THIS PAGE AND PAGE 3
M ITEM C5 OF PARIE

MARY T. SMITH

Care recipient’'s name (Print your name)

Segr. 25, 20714 Wary 0. Swith

Date signed Care recipient’s signature (Sign your name)

DE Z501F Rev. 1 (7-14) (INTERMET) fage 2 of 4

DE 2501F, Care Recipient
Authorization for Disclosure of
Personal-Health Information, page 2.

The person receiving care, or his/her

authorized agent, must sign the
bottom of this page.
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N (TD BE COMPLETED BY PERSOMN CLABMIMNG PFL BEMEFITS TO BOND WITH A CHILDY

B DATE OF FOSTER CARE DR B3 CHILD MAMEL IN BS 15 MY
EL FOUR SOCIAL 1I L IL‘I I‘I LALCE M \
SECLIRITY M LWABER HIL FTECHILD

1/2|3|4[5l6/7[8]9 | I T11] |

B LEGAL WAME OF CHILD [t [ v

E4. YONUIR LEGAL LAST MAME (MIZIII W CASE PACTS OF THIS E=. CHILLFS SOCIAL SECURITY Es. CHILLYS DATE OF EIRTH 87 CHILIF'S GEMDER
LA BECTIME S ARA TID MUMEER (¥ AvARUIL} M MDD ¥ T Y ¥ MALE  FEMALD
a5l

ALHILE IRITIAL

L. CHILLXS RESIDENCE ADDRESS (I DermmesT

amy STATE'PROY.  ZIF oa POSTAL COIDE COUNTRY i o7

T TR L ABARHTS)
1.5 4

Ele. AS EVIDENCE OF THE RELATIOMNSHIP 1N B3, CHECK OREOF THE FOLLOWIMG AND ATTACH A GO DE THE DOCUMBNT OHECKE DN
At NOT SEMICHIGINAL TOCLMERT. I WILL KT BE RETUESRETL)

CHILIY'S BIRTH CERTIFICATE D CERLIEICATE OF PEACEMENT, AD-97

CHILDFS PASSPORT 5 FAOWING | W UMBGRATI O 4 MDD

] g 5P, THARGE RECOR
D CHILIN'S HOSMTAL INSCHARGE RECORID T e, r

D DECLARATION OfF PATERMITY, C5-006

D INDEPES IENTA DWOPTION PEMCEMENT ACREEMENT, ADWGT4

D FOSTER CARE PLACEMENT RECORD, SOC-E15

El1. Dodaration and Signature. &
Bk E L

PART C — STATEMENT OF
CARE RECIPIENT

Tl RECIPIENT'S DATE OF EIRTH

olzlololi]e]z2]s

T2 RECIE RER
|5|3|ﬂ.5|5|5|?|?|7|?

L4 ECAL MAME OF SRE BEDIRIENT |15 Illu:l:llr

Cs. CARE RECHFIENTS RES)

LHEMCE ADDVRES S
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amy TATE'PROY.  ZIF o8 POSTAL COIDE COUNTRY (I bOT UL

slom[e] ez T T [ [T Mcale7lzl77lolololo M [ [T T T[]

C6. CONFIRMATION OF MEDICAL DISCLOSURE AUTHORIZATION. | have read and signed
the Care Recipient's Authorization for Disclosure of Personal-Health Information on page 2 of
this claim. 1| understand that by signing it | have agreed to all its provisions and terms. | further
understand that copies of my signature below are as valid as the original.

Care Redipiont's Signature [0 ROT PRIMTE Dale Signed | M oo [ vevs)

. mwthorired Representative sig
In this maser as authoriz

hata r .y nding reciplen
COUN Dnoer (o oogry) LSS D GO 1 EL
- Aughorired Represeniabve’s Sgnature TH FAOT PRINTY Date Signed | smm | 00 7

2501F Rew. 1 (7-14) (INTERNET) Page 3 of 4

DE 2501F, Part B - Bonding
Certification (bonding claims only)
and Part C - Statement of Care
Recipient (care claims only), page 3.

Part B — For bonding claims the
claimant must complete all bonding
information and sign the form.

Part C — For care claims the care
recipient or claimant must fill out the
appropriate care information. The
care recipient or their authorized
representative must sign the form.
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Doctor’s Certification may be made by a licersed medical or asteopathic physician and @

surgeon, chiropracior, dentist, podistrist, opiometrist, designated psychologist, or an
authorized medical officer of 2 United States Government facility

2E01P0T143
f hand gnlﬁ place @ach Ec-rl.‘r-rb-or::' 2Se0anate boo 25 shown

TTFE OF DNOCTOR

r-_;:‘E =ﬂﬂﬂgnm fyoc acros Ecotes in PP FER CASE as shown
PATIEMT'S DATE OF EIRTH TYPE OF DOCTOR

07 |24 1930 | | [PboiatRist | | | 07j2]ef1]93jo] |plojbjz]AlT|R|T] ST

PART D} - D{OCTOR'S CERTIFHCATION (DR SOT COMPLETE THIS PART IF REASON FOR PFL LEAVE IS BONDING WITH CHILD)

I PFL CLAIMANT'S §CARE
PROVIDER'S) SOCIAL
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Do PATIENT'S DATE OF BIRTH |“IJ(.I\E4 'r(.anRI' TIENT REQUARE CARE BY THE CARE PROVIDERT
racs e T DV 5 T
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D21, Dodors Ce ation and Signahwe RECRLIREDY): | cerli ify undier perality of perjury #at, based on my examination, this Doclor’s Cerlificaie naly describes the patient’s

runition arel lm'd iu nca @ and the sstimated duration hcr of.

Ovignal Signature of Afionding D0CE0r — RUINICE STAMF B SOT ALTFTASLE DOCTOR'S TELEFHOME WO Date Signed [ mm [o[yeys

Doeald B B, 0 530 | .5$54444| | | ud |27 |zd14 |
= 1 s w 3 calir I II
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2500F Rew. 1{7-14) (INTERNET} age 4 of 4

DE 2501F, Part D - Doctor’s
Certification, page 4.

The physician/practitioner must
complete all patient information for
care claims, including dates and
diagnosis codes. The
physician/practitioner must sign the
bottom of the form.

Claimants should make sure all
pages are completed and all
signatures are obtained before the
claim form is mailed back to the
EDD for processing.
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SDI Online Tutorial:
Username Recovery



% State of California
‘cov Employment Development Department

/ﬁ\ About EDD Find a Job File & Manage a Claim Employer Services

© State Disability Insurance

Disability Insurance and Paid Family Leave Benefits

The California State Disability Insurance (SDI) program provides short-term Disability Insurance (DI) and Paid Family Leave (PFL) wage replacement benefits to eligible
workers who need time off work. You may be eligible for DI if you are unable to work due to non-work-related iliness or injury, pregnancy. or childbirth. You may be eligible for
PFL to care for a seriously ill family member or to bond with a new child. To file for benefits, visit SDI Online.

To provide feedback about the SDI information available on the EDD website, take our SDI Survey.

Disability Insurance Paid Family Leave Employers and Self-Employed
« About Disability Insurance « About Paid Family Leave « Eligibility
« DI Claim Process « PFL Claim Process « Requirements
9- SDI Online 9 SDI Online « Elective Coverage
« Am | Eligible for DI Benefits? « Am | Eligible for PFL Benefits? « Workers' Compensation
« More... « More... « More...
Physicians/Practitioners Voluntary Plans General Information
« Basics for Physicians/Practitioners « Voluntary Plans « FAQs
« Independent Medical Examiners = Pre-Requisites for Becoming a Voluntary « Forms and Publications
« Medical Certification Plan Employer « Paid Family Leave IMarket Research Report
« Online Tutorials » Legal Requirements 2015
« More... « Contributions Rates and Benefit Amounis « PFL Community Pariners
« More... « Self-Service Options
« Contact SDI
« More...

To recover your SDI Online username, visit www.edd.ca.gov/disability.

On the State Disability Insurance overview page select any SDI Online link.

95



% State of California
cov Employment Development Department

/ﬁ\ About EDD Find a Job File & Manage a Claim Employer Services EDD News

© sDI Online

En espafiol

The Employment Development Department (EDD) automated some key State Disability Insurance (SDI) services to better serve you with your Disability Insurance (DI) and
Paid Family Leave (PFL) needs.

SDI Online is convenient and secure. The system reduces claim processing time, provides electronic confirmation of forms submitted online, decreases costs in paper and
postage, and includes security safeguards to detect and manage fraud and abuse. A mobile-friendly version, SDI Online Mobile is available for your smartphone and tablet.

Log In or Register

If you have an existing account, select the appropriate login option. Before using SDI Online or SDI Online Mobile, you must register in SDI Online.

Log In Log into Mobile Reqgister

Note: If you are experiencing trouble accessing SDI Online, visit Troubleshooting Tips for Accessing SDI Online.

Disability Insurance Claimants Paid Family Leave Claimants

How to File a DI Claim in SDI Online
Manage Your Claim with SDI Online
Am | Eligible for DI?

SDI Online Tutorials

SDI Online Tips for Claimants

SDI Online FAQs

How to File a PFL Claim in SDI Online
Manage Your PFL Claim with SDI Online
Am | Eligible for PFL?

SDI Online Tutorials

SDI Cnline Tips for Claimants

SDI Online FAQs

On the State Disability Insurance (SDI) Online page, select the Log In to SDI Online link.

You will be directed to the SDI Online Login page.
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f""‘“\ Employment
Development

Department

State of California

_anguage: Engllsh hd

On the SDI Online

Contact SDI

ol 8Dl Online Login SECURITY REMINDER

nine Enter the username you provided i

By Location *Indicates Required Field during registration. V'Erre WF;| ask LO g In page’ SeIeCt

By Phone you for your new password and For Ot usernam e’)
Telephone Mumbers display your personal image on g .
Automnated Info the next screen.
System o “Usemame: |

Forgot username
. online account

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice
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o . Employment
ED Development
Department

* State of Califormia gyptomain content Help | Login

Contact SDI
Forgot Username
Online
By Location
By Phone “Indicates Required Field
Telephone Numbers
Automated Info System [

Provide your last name, e-mail address, and user account type associated with your account to retrieve your SDI Online username.
“Last Name: pge

“E-mail Address: jpoe@gmail.com

“User Account Type: Claimant M

Provide your last name, email address, and select your user account type from the
drop down menu. Your account type is either a claimant, a physician/practitioner, or

an employer. Then select Next.
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Skip to main centent Help | Log

Contact DI

Forgot Username Answer the

Online

By Location SeCU rlty
By Phone *Indicates Required Field

Telephone Numbers q I
Automated Info Syztem Answer Security Questions u eStI O n S an d
Before you can retrieve your SO Online username, you must correctly answer your security questions. SeIeCt N eXt "

Cuestion 1: What was the model of your first car? *Anzwer to Question 1: |

Next Cancel

If you de net recall your previcus regponges, please contact EDD at (800} 480-3287. The EDD =taff iz available from & a.m. to § p.m. (PT}, Monday threugh Friday, sxcept on)
state holidavs.

Forgot security guestions and answers?

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice:
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Skip to main content Help | Login

Contact SDI
Forgot Username
Online
By Lacation Username Sent Confirmation
By Phone
Telephone Numbers Your SDI Online username has been sent to you via e-mail. If you do not receive an email, please check your junk/spam folder. To ensure e-mails
g:::;n"?ted Info R appear in your inbox, add noreply@edd ca.gov to your address book

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice

Once you have
successfully
answered your
security
guestions, your
SDI Online
username will be
sent to your
email address.

Select Login to
access your
account with the
username that
was sent to your
email.
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/ﬁ\ About EDD Find a Job File & Manage a Claim Employer Services EDD News

© State Disability Insurance

Disability Insurance and Paid Family Leave Benefits

The California State Disability Insurance (SDI) program provides short-term Disability Insurance (DI) and Paid Family Leave (PFL) wage replacement benefits to eligible
workers who need time off work. You may be eligible for DI if you are unable to work due to non-work-related illness or injury, pregnancy, or childbirth. You may be eligible for
PFL to care for a seriously ill family member or to bond with a new child. To file for benefits, visit SDI Online.

To provide feedback about the SDI information available on the EDD website, take our SDI Survey.

Disability Insurance Paid Family Leave Employers and Self-Employed
9- About Disability Insurance 9 About Paid Family Leave « Eligibility
« DI Claim Process « PFL Claim Process « Requirements
» SDI Online = SDI Online « Elective Coverage
« Am | Eligible for DI Benefits? « Am | Eligible for PFL Benefits? « Workers' Compensation
« More... « More... « More...
Physicians/Practitioners Voluntary Plans General Information
« Basics for Physicians/Practitioners « Voluntary Plans « FAQs
« Independent Medical Examiners = Pre-Requisites for Becoming a Voluntary « Forms and Publications
« Medical Certification Plan Employer « Paid Family Leave Market Research Report
+ Online Tutorials « Legal Requirements 2015
« More... « Confributions Rates and Benefit Amounts « PFL Community Partners
« More... = Self-Service Options
« Contact SDI
« More...

To recover your SDI Online password, visit www.edd.ca.gov/disability.

On the State Disability Insurance overview page select any SDI Online link
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© sDI Online

En espafiol

The Employment Development Department (EDD) automated some key State Disability Insurance (SDI) services to better serve you with your Disability Insurance (DI) and
Paid Family Leave (PFL) needs.

SDI Online is convenient and secure. The system reduces claim processing time, provides electronic confirmation of forms submitted online, decreases costs in paper and
postage, and includes security safeguards to detect and manage fraud and abuse. A mobile-friendly version, SDI Online Mobile is available for your smartphone and tablet.

Log In or Register

If you have an existing account, select the appropriate login option. Before using SDI Online or SDI Online Mobile, you must register in SDI Online.

Log In Log into Mobile Reqgister

Note: If you are experiencing trouble accessing SDI Online, visit Troubleshooting Tips for Accessing SDI Online.

Disability Insurance Claimants Paid Family Leave Claimants
+ How to File a DI Claim in SDI Online + How to File a PFL Claim in SDI Online
« Manage Your Claim with SDI Online « Manage Your PFL Claim with SDI Online
« Am | Eligible for DI? « Am | Eligible for PFL?
+ SDI Online Tutorials « SDI Online Tutorials
« SDI Online Tips for Claimants « SDI Online Tips for Claimants
+ SDI Online FAQs + SDI Online FAQs

On the State Disability Insurance (SDI) Online page, select the Log In to SDI Online link.

You will be directed to the SDI Online Login page.
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Language: EFENE

| Login

Contact SDI . .
_ sblonlinetogin SECURITY REMINDER
Online Enter the username you
By Location *Indicates Required Field provided during registration. We
By Phone will ask you for your new
Telephone password and display your
Numbers = .. personal image on the next
Automated Info *Username:  JDoel screen.
System

Forgot username?
Reqister for a new online account

Back to Top | Contact EDD | Conditions of Use | Privacy Paolicy | Equal Opportunity Notice

On the SDI
Online Login
screen, enter your
username and
select Submit.
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SECURITY REMINDER

Recognizing your Personal On the CO nfl rm

Online Image and Personal Image
Caption helps you know that

By Lacation Indicates Required Field you are at a valid EDD web YO ur PerS on al
By Phone Verify your personal image and enter your password site, and that it is safe to

Telephone Mumbers ) enter your password. I m ag e an d L O g I n

Automated Info System )
Personal Image: If you do not recognize your page Select
personal image, do not enter !

your password. FO rg Ot
password?

Contact SDI

Personal Image Caption: ohone home

Username: JDoel

*Password: | (case sensitive)

Forgot your personal image?
mage showing?

Forgot password?

Back to Top Contact EDD Conditions of Use Privacy Policy Equal Opportunity Motice
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omi.:mm R B 6 Provide your SDI
g%ﬁ:enumm *Indicates Required Field On“ne username
Quomaisdin and email
Provide your SDI Online username and e-mail address to retrieve your password. addreSS, and
o ' select Next.

*E-mail Address: |JDoe@gmaiI.com

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity MNotice
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Skip to main content Help | Login

Contact SDI

Online

By Location

By Phone

Telephone Numbers

System ..

Forgot Password

“Indicates Required Field

Answer Security Questions

Before you can retrieve your SDI Online password, you must correctly answer your security questions.

Question 1: What is the title of your favorite song? *Answer to Question 1: |

et ] cancol

If you do not recall your previous responses, please contact EDD at (800) 480-3287. The EDD staff is available from 8 a.m. to 5 p.m. (PT), Monday
through Friday, except on state holidays

Forgot security questions and answers?

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice

Answer the
security questions
and select Next.
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Skip to main content Help | Login

Contact SDI
Online
By Location
By Phone
Telephone Numbers
Automated Info System

Forgot Password

Password Hint Options I

Your password hint is: test

| remember my password and would like to login Password: I

I @ Send me my temporary password I

If you need further assistance, please contact EDD at (800) 480-3287. The EDD staff is available from 8 a.m. to 5 p.m. (PT), Monday through Friday,
excepl on state holidays.

Back to Top Conditions of Use Privacy Policy Equal Opportunity Notice

On the Forgot
Password page,
select Send me my
temporary
password and then
select Next.
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Skip to main content
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EDD Development
Deparlment

State oi California Help | Login

Contact SDI
Online
By lLocaton ~  ooC
By Phone
Telephone Numbers | Temporary Password Sent Confirmation
Automated Info System

A temporary password has been sent via e-mail. This password will expire in 15 days. If you do not receive an email, please check your
Junk/spam folder. To ensure e-mails from the EDD appear in your inbox, add noreply@edd.ca gov to yvour address book.

Login

Back to Top Conditions of Use Privacy Policy Egqual Opportunity Notice

A temporary
password will be
sent to your
email address.

This password will
expire in 15 days.

If you do not
receive an email,
please check your
junk spam folder.

After you receive
the email, select
Login to access
your account.
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Visit www.edd.ca.gov/disability for more
Information about State Disability Insurance.

The EDD is an equal opportunity employer/program. Auxiliary aids and
services are available upon request to individuals with disabilities. Requests
for services, aids, and/or alternate formats need to be made by calling
1-866-490-8879 (voice) or through the California Relay Service at 711.
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