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This tutorial will cover:

 Benefit Programs Online New Registration

e SDI Online Account Registration

e Accessing Your Account

e Filing a Disability Insurance Claim

* Filing a Paid Family Leave Bonding Claim - New Mother

 Filing a Paid Family Leave Bonding Claim for New Mothers (without
a prior pregnancy-related disability claim), New Fathers, or Foster
Care or Adoptive Parents

 Submitting Additional Paid Family Leave Bonding Attachments
 Filing a Paid Family Leave Care Claim
« Submitting Paid Family Leave Care Claim Attachments

 Updating My Benefit Programs Online Profile - Email, Password,
Security Questions, or Personal Image and Caption

e Paper Claim Forms




Benefit Programs Online
New Registration



The way you access Employment Development Department
(EDD) benefits and services has changed.

You will now complete a one-time registration for Benefit
Programs Online, which allows you to use a single login to
access SDI Online and Ul OnlinesM,

You will still file your Disabllity Insurance and Paid Family
Leave claims using SDI Online.




You must complete a one-time registration in Benefit
Programs Online to create a new SDI Online account.

Visit Benefit Programs Online (edd.ca.gov/BPO) to register.

Watch our Benefit Programs Online video (YouTube) for
registration instructions on a new account.



https://www.youtube.com/watch?v=OUsh6ZwLd0k&feature=youtu.be

SDI Online Account Registration



© Registration Success

You have successfully registered for an account. Return to Benefit Programs Online to log in.

Benefit Programs Online

Contact EDD | Conditions of Use | Prvacy Policy | Accessibility

Copyright @ 2017 State of California

Once you have completed your Benefit Programs Online registration, select the Benefit
Programs Online button to complete your SDI Online registration process.
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© Log in to Benefit Programs Online

En espaiiol
Email Benefit Programs Online gives you access to these EDD services:
= Unemployment or Pandemic Unemployment Assistance
- Disability
- Paid Family Leave
P’ !
I'm not a robot = Benefit overpayments

reCAPTCHA

Privacy - Terms

Don't have an account? Register now.

Enter the email address used to register, complete the security check, and select Log In.

For Spanish, select the En espaiiol link.



f% State of Cadlifornia
‘cov Employment Development Department

()

© Password

To log in to Benefit Programs Online, you must verify your personal image and personal caption, and enter your password.

* Use the latest version of Chrome or Firefox for the best expenence.

| Z

Forgot Password?

Previous I‘ Log In I ‘

Contact EDD | Condifions of Use | Privacy Policy | Accessibility

Perscnal Image:

Personal Caption:  Cup

* Passwaord:

Copyright © 2019 State of California

Enter the password you created during the registration process and select Log In.

If you do not recognize your personal image and caption, review the email address entered
on the login screen to make sure it is correct. Call 1-800-480-3287 for further assistance.



%
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My Profile

© Benefit Programs Online

Ul OnlineS™

Select Ul Online to file a claim for Unemployment
Insurance (Ul) benefits or to create or access your Ul
Online account.

To use Ul Online Mobile, you must have already
created a Ul Online account.

Ul Online

Ul Online Mobile

v Employment Development Department

Benefit Programs Online

SDI Online

Select SDI Cnline to file a claim for Disability
Insurance (D) or Paid Family Leave (PFL) benefits or
to create or access your SDI Online account.

SDI Online

Note: You will be logged out after 30 minutes on any page.

Benefit Overpayments

Select Benefit Overpayments to view your benefit
overpayment balance, make a payment, and set up an
installment agreement.

Benefit Overpayments

Contact EDD | Conditions of Use | Privacy Policy | Accessibility

Copyright ® 2019 State of California

Log Out

—

To log out of
Benefit
Programs
Online from
any page,
select the Log
Out link in the
top right hand
corner.

After you have logged in, select the SDI Online link to complete your registration for
SDI Online.
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SDI Online Registration

Select your account type.

Claimant

Select Register as a Claimant to:
* File 2 Disability Insurance (DI) or Paid Family Leave (PFL) claim.
s Access your claim information.
* View your benefit payment history.

You will need:
» Social Security number
s California driver license (CDL) or identification (ID) card

Note: If you do not have a CDL or ID, you will need to file DI by mail or file PFL by mail.
Claimant registration is available from Monday to Saturday & a.m. to & p.m. and Sunday & a.m. to 5:30 p.m.

Register as a Claimant | 4

Employer

Select Register as an Employer if you represent an employer.

You will need:
= Employer Account Mumber (EAN)
s Employer ZIP Code (as filed with the EDD Tax Branch)
» Total Subject Wages from the most recent DE 9C

Register as an Employer

Physician/Practitioner

Select Register as a Physician/Practitioner to certify Disability Insurance (DI) or Paid Family Leave (PFL) claims for your patients,

You will need:
» Medical license information (as filed with the California Department of Consumer Affairs)
» California driver license (CDL) or identification (D) card

Physician/practitioner registration is available from Monday to Saturday 4 a.m. to 12 midnight and Sunday 4 a.m. to 9 p.m,

| Register as a Physician/Practitioner |

You will be directed to the
SDI Online Registration
Option(s) page. Select
the link for Claimant
Registration.

11



Claimant: Terms and Conditions

Terms and Conditions

Please read through the entire Terms and Conditions before proceeding. The information you provide may be used to verify your identity with federal and/or state agencies. If “|
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: (i) this website (www.edd.ca.gov/); and (i) 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: (i) 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-mails 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,

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

|1 Do Not Agree | Agree

You must agree to the terms and conditions to continue. Select | Agree.

12




Claimant Registration

*Indicates Required Field

Personal Information

To register for a new SDI Online account, vou must enter your full legal name and date of birth as it appears on your California driver license or identification card.

*First Name:

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

*Last Name:

Suffix: (I wou have no suffix, leave blank.)

E-mail Address: Usability_Testo2@edd.ca.gov
*Gender: select v
*Date of Birth: MMDDYYYY)
*Social Security Number: Do not enter dashes)
*Retype Social Security Number:

*California Driver License or Identification Number:

*Retype California Driver License or ldentification Number:

| Cancel | I | Mext |

Provide your personal information and select Next.

Required fields are marked with a red asterisk (*). 13



Claimant: Personal Profile Information

“Indicates Reguired Field

Residence Address

@ us (D) International

*Address Line 1:

Address Line 2:

*City: STOCKTON

*State:

*ZIP Code: 25201

Mailing Address

All written correspondence frem EDD regarding this account will be sent to this address.
Check here to copy your Residence Address to your Mailing Address: D

@ us D International

*Address Line 1:

Address Line 2:
*City: folsom
*State: CA v
*ZIP Code:

Complete your residence address and mailing address.
14



Phone Numbers

Choose the phone number that you would like to select as your primary phone number,
*Primary Phone Number: (8 Home Phone Humber () Cell Phone Number
Home Phone Number:
[ check here if the phone number is international
Cell Phone Number: (Mo dashes or spaces)

[ check here if the phone number is international

Preferred Language

*Preferred Language: English r

Other Language:

Communication Preferences
Indicate below how vou prefer to be notified.

Maote: It may be necessary to send some documents via US Postal Service, This includes Paid Family Leave (PFL) payments and PFL claim-related forms. Updates made to your
communication preference may take additional time to take effect.

*Preferred Communication: (@) | prefer to be notified by e-mail.

(O I prefer to be notified by paper mail

Cancel Submit

Next, provide your phone numbers, preferred language, and communication preference,
then select Submit.

15



Claimant: Personal Profile Information

* Indicates Required Field

Address Validation

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

Entered Address

1123 Main Street
Sacramento CA 95814

Updated Address

123 Main Street
Sacramento CA 95814

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

Verify the address shown is correct and select Yes.

If the address information is incorrect, select No to return and correct the address.

16



SDI Online Account Registration Complete

Account Registration Successful

Your SDI Online account has been created and j.qur EDD Customer Account Number is 4608393031, o‘Iﬂo-'.iﬁcatlon has been sent to you via email and US Postal Service.

Select Benefit Programs Online to log in to your SDI Online account.

I Benefit Programs Online I

Have you heard of Paid Family Leave? You or a family member may be eligible.
People who qualify for PFL can get benefits when they need time off work to!

* Care for a seriously ill child, parent, parent-in-law, grandparent, grandchild, sibling, spouse, or registered domestic partner
* Bond with a new child after birth, adoption, or foster care placement

Visit Paid Family Leave to learn about eligibility and how to apply.

You have successfully completed your SDI Online account registration and have been
given an EDD Customer Account Number to reference.

You may now access your Home page by selecting the Benefit Programs Online link
above to log in and file your claim.

17
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© Log in to Benefit Programs Online

En espaiiol

Email:

™

reCAPTCHA

Privacy - Terms

I'm not a robot

Don't have an account? Register now.

Benefit Programs Online gives you access to these EDD services:
- Unemployment or Pandemic Unemployment Assistance
- Disability
= Paid Family Leave

= Benefit overpayments

Enter the email address you used to register, complete the security check, and select Log

In. You will then be directed to the Password page.

18
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© Password

To log in to Benefit Programs Online, you must verify your personal image and personal caption, and enter your password.

* Use the latest version of Chrome or Firefox for the best expenence.

Personal Image:

Personal Caption: Cup

* Password:

Forgot Password?

Previous | Leg In I

Contact EDD | Conditions of Use | Prvacy Policy | Accessibility

Copyright © 2019 State of California

Provide your password and select Log In to file your claim.

If you do not recognize your personal image and caption, review the email address entered on
the login screen to make sure it is correct. Call 1-800-480-3287 for further assistance. 19



Accessing Your Account

20
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© Log in to Benefit Programs Online

En espaifiol
Email- Benefit Programs Online gives you access to these EDD services:
= Unemployment or Pandemic Unemployment Assistance
- Disability
= Paid Family Leave
P’ ¥
I'm not a robot = Benefit overpayments

reCAPTCHA

Privacy - Terms

Don't have an account? Register now.

To access your account, go directly to Benefit Programs Online (edd.ca.gov/BPO) to log
in.

Enter the email address used to register, complete the security check, and select Log In.

You will then be directed to the Password page. -


https://www.edd.ca.gov/Benefit_Programs_Online.htm

()/4 State of California
/Gov Employment Development Department

© Password

To log in to Benefit Programs Online, you must verify your personal image and personal caption, and enter your password.

* Usze the latest version of Chrome or Firefox for the best experence.

Perscnal Image:

Personal Caption: Cup

* Password:

Forgot Password?

Previous | Log In I

Enter the password you created during the registration process and select Log In.

If you do not recognize your personal image and caption, review the email address entered
on the login screen to make sure it is correct. Call 1-800-480-3287 for further assistance.

22



State of California

.cov Employment Development Department

/ﬁ\ My Profile

© Benefit Programs Online

Ul Online®™

Select Ul Online to file a claim for Unemployment
Insurance (Ul) benefits or to create or access your Ul
Online account.

To use Ul Online Mobile, you must have already
created a Ul Online account.

Ul Online

Ul Online Mobile

| LogOut

Benefit Programs Online

SDI Online

Select SDI Online to file a claim for Disability
Insurance (DI) or Paid Family Leave (PFL) benefits or|
to create or access your SDI Online account.

SDI Online

MNote: You will be logged out after 30 minutes on any page.

Benefit Overpayments

Select Benefit Overpayments to view your benefit
overpayment balance, make a payment, and set up an
installment agreement.

Benefit Overpayments

Select SDI Online.

23
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Staie of California 5Dl Home Inbox New Claim Draft Profile History

Home
Message Center

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

Inbox [ New: 0, Total: 0]

Personal Information

Full Name: John Doe EDD Customer Account Number: 123456789

Mailing Address: 123 Main St Phone Number:

916-555-1212
Sacramento, CA 95814

Residence Address: 123 Main St Cell Phone Number: 916-555-1213
Sacramento, CA 95814

E-mail Address: ‘]doe@gma”-com

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. To submit an electronic document for a previously submitted care or bonding claim, select New Claim. The status of your Paid Family
Leave claim is currently not available online. For assistance with a Paid Family Leave claim, call 1-877-238-4373.

No Results Found

Once you have successfully logged into your account, you will be directed to your Home
24
page.



Filing a Disabllity Insurance Claim



Employment
men

EDD

Home

Message Center

ck the message center Inbo

box [ New: 0, Totak: 0 |

Personal Information

Full Name:

Mailing Address:

Residence Address:

E-mail Address:

take required actions as needed.

John Doe

123 Main St
Sacramento, CA 95814

123 Main St
Sacramento, CA 95814

Jdoe@gmail.com

Current Disability Insurance Claim(s)

No Results Found

Pending Disability Insurance Claim Application(s)

No Results Found

Submitted Paid Family Leave Claim Forms

EDD Customer Account Numby 123456789

Phone Numb«

916-555-1212

Cell Phone Numbi 916-555-1213

Only forms you submitted online are listed below. To submit an electronic document for a previously submitted care or bonding claim, select New Claim. The status of your Paid Family

Leave claim is currently not available online. For assistance with a Paid Family Leave claim, call 1-877-238-4373.

No Results Found

Log into your
SDI Online
account using
Benefit
Programs
Online and
select SDI
Online to be
directed to your
Home page.

To file a
Disability
Insurance claim,
select New
Claim from the
menul.

26



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 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.

Note: It may be necessary to send some documents via US Postal Service.

Apply for Disability Insurance Benefits

I Disability Insurance I

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

Select the Disability Insurance link.

27



Disability Insurance Claim Filing Instructions

Before You Start and After You File

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.

You are responsible 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 not be shared with your

employer.

Cancel Next

The Disability Insurance Claim Filing Instructions page provides important information
you will need to file a Disability Insurance claim.

Read this page and select Next to proceed.

28
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SDI Home

Personal Information

o Perzonal Information 2  Initial Questions

You are currently on Step 1 Personal Information

Section 1 - Personal Information

Social Security Number:
Legal Name:

Date of Birth:
Preferred Language:

Mailing Address:

Home Phone Number:

OOKHH00CK
John Doe
01-01-3000
English

123 Main St
Sacramento, CA 95814

Inbox MNew Claim Draft Profile History

Empl nt
MpRoyme: 4 | Additional Information 5  Certification

Information

EDD Customer Account Number: 1234567890
California Driver License or ID Number:  X1234567
Gender: Male
123 Main St

Residence Address:

Sacramento, CA 95814

Cell Phone Number: BE5-123-456T

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:
Last Name:
Social Security Number:
First Mame:
Last Name:

Social Security Number:

Previous

Middle Initial:

Suffix:

Middle Initial:

Suffix:

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.

29




- Employment
nent

FE,PP(%DT:"‘:N SDI Home Inbox New Claim Draft Profile History CO m p I ete th e
Section 3 - Employment Information Em p | oym ent Information
hreyeuslamployd? s O section and select Next.

*Are you a State Government employee? O Yes O No

If "Yes," indicate Bargaining Unit Number:

Required fields are
marked with a red asterisk

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

*Before your disability began, what was the last day you worked? (MMDDYYYY)
* )
(*).
*When did your disability begin? (MMDDYYYY)
Date you want your Disability Insurance claim to begin if different than the date your (MMDDYYYY)

disability began:

*Since your disability began, have you worked or are you working any full or partial O Yes O No
days?

*Haveyourecovered? ()Yes () No

If "Yes," enter date: (MMDDYYYY)

*Have you returned to work?
*How would you describe or classify your job?

If "Yes," enter date: () 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 bs.

*What is your regular or customary occupation? () Constantly lift, carry, push, pull or otherwise move objects that weigh up to 10 Ibs.; frequently up to 20 Ibs.; occasionally up to 50 lbs.
O Constantly lift, carry, push, pull or otherwise move objects that weigh up to 20 bs.; frequently up to 50 lbs.; occasionally up to 100 lbs.

*Why did you stop working? O Constantly lift, carry, push, pull or otherwise move objects that weigh up to 20 lbs.; frequently over 50 Ibs.; occasionally over 100 lbs.

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

If "Yes," indicate type(s) of pay: [ sick
[ vacation
[ paid Time off
D Annual Leave
D Other Type of Pay

Other Type of Pay:
*May we disclose benefit payment information to your employer(s)? O Yes O No
*Have you filed or do you intend to file for Workers' Compensation benefits? O Yes O No

*Was this disability caused by your job? OVes O No

*Are you a resident of an alcohol recovery home or drug-free facility? O Yes O No

ot [

30



Employment Summary

Employment
Information

« Personal Information " Initial Questions 4 Additional Information 5 Certification

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.

No Results Found

Previous Cancel i ‘ Add ‘ i Save as Draft Next
| | | |

Select Add.

il



Employer Search

: e . Employment L. . 5 c
" Personal Information " Initial Questions P y_ 4 Additional Information 5 Certification
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 ﬂ B Dalton h
Reset |I| Search | I

To search your employer, select a search option from the drop down menu. Search
options include “Begins With,” “Exact,” and “Sounds Like.”

Enter your employer’s name, then select Search.

S




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 B Dalton
Reset ‘ ‘ Search
Search Results
Employer Name Action
B Dalton Bookseller h Select

Previous ‘ Cancel I ‘ Mot Found ‘

Select your employer from the options in the search results.

If your employer is not listed under Search Results, select Not Found.

it




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 Employer Name: B Dalton Bookseller

@ US (O International

Address Line 1:
Address Line 2:
City:

State: CA ﬂ

ZIP Code:

Employer Phone Number: Ext:

(No dashes or spaces)

[ ] Check here if the phone number is international
Employment Information
* Before your disability began, what was the last day you worked for this employer? (MMDDYYYY)

* Do you currently have another employer that you have not yet reported? O Yes O No

| Previous | | Cancel | | Save as Draft ‘ | Next ‘

If you selected your employer from the options in the search results, you will be asked to complete
the Employer Contact Information and Employment Information sections, then select Next.

Select Yes to “Do you currently have another employer that you have not yet reported?” to enter
additional employers.

34



- e
Employment Details (Add Employer)

* Indicates Required Field

Section 4D - Employer Contact Information

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 example Caltrans). If you are self employed, enter “Self.”

* Last or Current Employer Name: Bob Jones

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 please use that as their mailing address.

@ Us (O International

* Address Line 1: 800 Capitol Mall

Address Line 2:
* City:

Sacramento

* State: CA ﬂ

*ZIP Code: 05814
Employer Phone Number: 9161234567 Ext: 123
[T] Check here if the phone number is international
Employment Information
* Before your disability began, what was the last day you worked for this employer? 07312018

* Do you currently have another employer that you have not yet reported? @ Yes O No

| Cancel | | Save as Draft | Next

If you selected Not Found in Section 4B, you will add your employer information here.
Complete all required fields and select Next.

Select Yes to “Do you currently have another employer that you have not yet reported?” to
enter additional employers. 35



Employment Details (Add Employer)

* Indicates Required Field

Address Validation

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

Entered Address

800 Captiol Mall
Sacramento CA 95814

Updated Address

800 Capitol Mall
Sacramento CA 95814 - 4807

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

No I‘ | Yes |

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.

36



Declaration

. i . Employment i . . .
" Personal Information " Initial Questions v " y. " Additional Information o Certification
Information

You are currently on Step 5 Certification

*Indicates Required Field

Section 9 - Payment Choice

If you are eligible to receive benefits, you have two options to receive your benefit payments: by the EDD Debit Card®™, through Bank of America, or by check, which is mailed to you from
the Employment Development Department (EDD). You do not have to accept the EDD Debit Card. Select your preferred payment method below.

*Preferred Payment Method: (@) EDD Debit Card

() Check

Disclosures Agreement: EDD Debit Card Fee Disclosures, DE 5617PD (PDF)

cknowledge that | have reviewed the EDD Debit Card Fee Disclosures.

On the Declaration page (Section 9) you have the option to select your preferred payment
method. You may select to receive benefit payments by EDD Debit Card or by check. You do
not have to accept the EDD Debit Card.

If your preferred payment method is the EDD Debit Card, select the EDD Debit Card Fee
Declaration (DE 5617PD) (PDF) link to view the disclosure agreement and select the check
box below to acknowledge you have reviewed the disclosures.
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Section 10 - Declaration

*[_] Byfny signature on this claim statement, | claim benefits and certify that for the period covered by this claim | was unemployed and disabled. | understand that willfully making a

falfe statement or concealing a material fact in order to obtain payment of benefits is a violation of California law and that such violation is punishable by imprisonment or fine or
oth. | 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. 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” section of the Important Disability Insurance Program Information page. | agree that photocopies of
this authorization 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.

Health Insurance Portability and Accountability Act (HIPAA)

] I agthorize the below named Physician/Practitioner to furnish and disclose all my health information and to allow inspection of and provide copies of any medical, vocational
reffabilitation, and billing records concerning my disability for which this claim is filed that are within their knowledge to the following employees of the California Employment
elopment Department (EDD): Disability Insurance Branch examiners, their direct supervisors/managers and any other EDD employee who may have a need to access this
information in order to process my claim and/or determine eligibility for State Disability Insurance benefits. | understand that EDD is not a health plan or health care provider, so
the information 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 the 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 form 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 processes for payment of State Disability Insurance benefits. | understand | have the right to receive a copy of this authorization.

Authorized Physician/Practitioner Name:

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.
View Claim: Claim for Disability Insurance (DI) Benefits (DE 2501)

| Previous | | Cancel ‘ | Save as Draft | ‘ Submit |

On the Declaration page (Section 10) select the first check box to authorize an electronic
signature. Select the second check box and enter the name of your 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. 38
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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 certificate through SDI
Online or by completing the paper claim form, Claim for Disability Insurance (DI)
Benefits (DE 2501).

Selecting the Form Receipt Number link will open a PDF printer-friendly view of the
information that was submitted. 39



Filing a Paid Family Leave
Bonding Claim — New Mother



New mothers transitioning from a pregnancy-related
Disability Insurance claim to a Paid Family Leave
bonding claim will:

* Receive a Claim for Paid Family Leave (PFL) Benefits — New Mother (DE 2501FP)
automatically by mail in a separate envelope at the time your final Disability Insurance
payment is issued.

e Or, if you have an SDI Online account, the link to the DE 2501FP will automatically be sent
to your inbox at the time your final Disability Insurance payment is issued.

Note: If you are a new mother who did not have a pregnancy-related
Disability Insurance claim, a new father, or a foster/adoptive parent, please
refer to Filing a Paid Family Leave Bonding Claim for New Mothers (without
a prior pregnancy-related disability claim), New Fathers, or Foster Care or
Adoptive Parents section of the tutorial.
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. Employment

—
EDD Development

¥ Department ) R
Staie of California 5Dl Home New Claim Draft Profile History

Home

@ Message Center

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

Inbox [ New: 0, Total: 0]

Personal Information

Full Name: Jane Doe EDD Customer Account Number: 123456789
Mailing Address: 123 Main St Phone Number: 916-555-1212

Sacramento, CA 95814

Residence Address: 123 Main St Cell Phone Number: 916-555-1213
Sacramento, CA 95814

E-mail Address: )
mal ress Jdoe@gmail.com

Current Disability Insurance Claim(s)

Log into your SDI Online account using Benefit Programs Online and select SDI Online to be
directed to your SDI Home page.

To file a Paid Family Leave bonding claim for new mothers, begin by selecting Inbox from

the menu or the Message Center. ”



‘Forms Available to Submit Online

Claim Information

Claimant Name:  Jane Doe Claim ID: DI-1000-XXX-XXX

Expected Return to Work Date: 03-05-2018 Claim Effective Date: 02-15-2018

Forms Available to Submit

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 listed on the form. Please allow 5-7 business days for your form to
be processed.

If you have already submitted or mailed any of the forms listed below, do not submit a duplicate form. Submitting duplicate forms may delay the processing of your claim.
Note: "The DE 2587 Notice-Automatic Payment" will only apply to your Disability Insurance claim and should not be used if you are currently receiving Paid Family Leave benefits.

Note: It may be necessary to send some documents via US Postal Service.

Paid Family Leave Bonding I

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.

Form Name Saved Date Drafts will be saved until Select
2500A Cert for Continued Benefits 06-29-2018 07-29-2018 ]
Delete |

Select the Paid Family Leave Bonding link.
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-
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 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.

Note: It may be necessary to send some documents via US Postal Service.

Apply for Disability Insurance Benefits

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

S - -
Prescreening Questions
To

adfl *Indicates Required Field

Prescreening Questions

* Are you a mother bonding with your newborn? @®VYes (O No

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

Cancel ‘ I ‘ Mext ‘ I

Answer the prescreening questions:

* New mothers applying for bonding benefits and are transitioning from a Disability
Insurance pregnancy claim, will select Yes for both questions and select Next.
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Initial Questions

olnitialQuestions 2 DI Claim Information 3 Claim Information 4 Declaration

You are currently on Step 1 Initial Questions

* Indicates Required Field

Section 1 - Contact Information

Claimant Name: Jane Doe EDD Customer Account Number: 123456789

Mailing Address: 123 Main St Phone Number: 916-555-1212
Sacramento, CA 95814

United States

If your personal information has changed, select Save as Draft. To update your personal information before completing this form, select Profile. Submission of the Claim for Paid Family
Leave (PFL) Benefits - New Mother, DE2501FP, is available Monday — Saturday, 6 a.m. to 6 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 O Yeg O No
your Disability Insurance claim?

* Have you stopped claiming Disability Insurance benefits? O Yes O No

Previous | Cancel | | Save as Draft | | Next |

Information from your SDI Online account will automatically populate portions of the Paid
Family Leave claim form.

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

+ Initial Questions o DI Claim Information 3 Claim Information 4 Declaration

You are currently on Step 2 DI Claim Information

Section 2 - DI Claim Information

Social Security Number: XXX-XX-XXXX * Disability Insurance Claim Effective (MMDDYYYY)

Date: . .
* Final Date of Disability Insurance (MMDDYYYY)
Benefits: . .

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

Previous Cancel I | Save as Draft | | Next |

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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Paid Family Leave Claim Information

« Initial Questions « DiClaim Information o Claim Information 4 Declaration

You are currently on Step 2 Claim Information

“Indicates Required Field

Section 3 - Baby Information

f you had a multiple birth, provide information for only one baby.

"Baby’'s First Name:
Baby's Middle Initial:
"Baby's Last Name:
Baby's Suffix:
*Baby’s Date of Birth:

*Baby's Gender: () Male () Female

Section 4 - Paid Family Leave Claim Information
Any overlapping period between Disability insurance and Paid Family Leave will result in a disqualification of benefits from one of the programs.

“Last Day Worked:

*Do you want your Paid Family Leave claim to begin on the day after you stop claiming Oves OnNe

disability insurance benefits?
If “No,” enter the date you want your Paid Family Leave claim to begin:

*Do you want to claim the maximum amount of benefit weeksnow? (D) ves () Mo

If “No,” enter the date you want to be paid through:

Section 5 - Employer Information

*Will you work at any time during your family leave?  (Dves (O No

If “Yes,” enter the date you returned to work:

*Will you continue to receive wages from your employer(s) during the period you are Oves (O no
claiming Paid Family Leave benefits?

If “Yes,” indicate type of pay

elec »
Beginning Payment Date:
Ending Payment Date: S iauns
*Do you have more than one employer? () ves () Ne
“Have you filed or do you intend to file for workers' compensation benefits? Oives () Ne

Complete the Baby
Information, Paid Family
Leave Claim Information,
and Employer Information
sections and select Next.

Required fields are marked
with a red asterisk (*).
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Declaration

" Initial Questionz ' DI Claim Information & Claim Informaticn o Declaration

You are currently on Step 4 Declaration

* Indicates Required Field

Section 6 - Payment Choice

If you are eligible to receive benefits, you have two options to receive your benefit payments: by the EDD Debit Card®", through Bank of America, or by check, which is mailed to you from
the Employment Development Department (EDD). You do not have to accept the EDD Debit Card. Select your preferred payment method below.

* Preferred Payment Method: (@) EDD Debit Card
() Check

Disclosures Agreement: EDD Debit Card Fee Disclosures, DE 5617PD (FDF)

a-::kn::u'.*.'ledge that | have reviewed the EDD Debit Card Fee Disclosures.

You have the option to select your preferred payment method. You may select to receive benefit
payments by the EDD Debit Card or by check. You do not have to accept the EDD Debit Card.

If your preferred payment method is the EDD Debit Card, you may view the disclosure
agreement by selecting the EDD Debit Card Fee Disclosures (DE 5617PD) (PDF) link.

Select the check box below to acknowledge you have reviewed the disclosure agreement.
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Section 7 - 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-
writhen signatures,

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

Ponding recipient named above; (2] authorize EDD to release my personal information as shown on this claim to the bonding recipient; (3) authorize my employer(s) to discloss to
EDD all facts concerning my employment that are within their knowledge; and (4] authorize relzase 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 bensfitsis a viclation of California law punishable by imprisonment or fine or beth. | declare under penalty of perjury that the foregoing statemeant, including any accompanying
staternents, is to the best of my knowledge and belief true, correct, and complete. | agree that photocopies of this suthorization 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 electronic signature or the effective date of the claim, whichever
is later,

Previous Cancel | | Saveas Draft | Submit

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

Select Submit.
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Confirmation

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 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-XXXX

You requested to have your PFL claim Receipt Number: R100000000035399
begin on this date. If this field is blank,
your PFL claim will begin on the day
after you stop claiming Disability
Insurance benefits:

Warning

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 successfully
submitted online.

On the Confirmation screen, a Receipt Number will appear.

Save this number for future reference.
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Information for Before You Start and After You File

Before you Start: Information you need to submit a Claim for Paid Family Leave (PFL) Benefits -
New Mother (DE 2501FP)

MEN YOUr pregnancy-relate

After You Have Filed Your Application
* The last date you work
= Whether you returned
* Information concerni
s |nformation as towh
and a false statement
= Whether you hawe clai
* Whether you were you
= The date you want you

WHEN YOUR CLAIM IS SUCCESSFULLY SUBMITTED

The PFL office will notify you of your weekly benefit amount and request any additional information needed to determine your eligibility. If you meet all requirements, a payment
issued to you. The majority of claims are processed and payments issued within 14 days of receipt of a correctly completed claim.

Naote: It may be necessary to send some documents via US Postal Service. This includes Paid Family Leave (PFL) payments and PFL claim-related forms.
YOUR RIGHTS

Information about your claim will be 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 EDD. Section 1728.35 parmits you to request that the record be corrected if you believe it is not accurate, relevant, timely, or complete. Certain types of information
that would generally be considered persenal are exempt from disclosure to you: medical or psychological records where knowledge of the contents might be harmiul to the subject (Civil
FILING A DRAFT Code, section 1738.40]; records of active criminal, civil or administrative investigations (Civil Code, section 1798.40).

If you are denied access to records which you believe you have a right to inspect or if you request to amend your records is refused, you may file an appeal with the PFL office. You may
Saves youre ntered informat] request a copy of your file by calling the telephone number shown on your Notice of Computation (DE 4280).

) . ‘fou also have the right to appeal any disgualification, overpayment, or penalty. Specific instructions on how to appeal will be provided an any appealable document you receive.
Ty retrigve your saved draft]

SPECIAL CIRCUMSTANCE RELATING TO YOUR PAID FAMILY LEAVE CLAIM
All available information willl

Child Support Obligations. Questions should be directed to the Department of Child Support Services at 1-866-248-0773.
reduced, you 3

receive 3 w

Spousal or Parental Support Obligations. Questions should be directed to the District Attorney’s office administering the court order.
Death of Claimant. If 2 person recelving PFL benefits dies, an heir 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 band

g dies, report the death to PFL. Benefits are payable through the date of death, if otherwise eligible,

Job Benefits and Protection Programs. Family and Medical Leave Act [FMLA] and California Fam
medical reasons, Contact FMLA at B66-487-3243 or the Department of Labor Web site: https:/
Housing Web site: hitps:/iw feh.ca.gov for additional information on these pragrams,

Rights Act [CFRA) offer job protected leave to “eligible” employees for certain family and
wodolgoviwhd/fmia or CFRA at 800-884-1684 or the Department of F

mployment and

Phone Number Link
i.edd.ca.gov/Disab Contact_SDLhtm#byphone

Cancel Mext

Read all information carefully. Select Next. 51



Applying for Claim for Paid Family Leave (PFL) Benefits - New Mother

* Indicates Required Field

Applying for Claim for Paid Family Leave (PFL) Benefits - New Mother

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.

Hve read and understand the instructions above. | understand that failure to supply any or all information may cause delay in issuing benefit checks or may cause a denial
hdhefits. 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 and/or services and may initiate criminal prosecution against me.

Next

‘ Previous Cancel ‘

Select the box to authorize an electronic signature.

Select Next.
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Paid Family Leave (PFL) Survey Questions

* Indicates Required Field

Paid Family Leave (PFL) Survey

The EDD has received your portion of your claim for Paid Family Leave benefits. There is one more step to complete before you receive your claim receipt number. Please answer the

questions below and then select the “Submit” button for your receipt number.

* Before you filed your Paid Family Leave {PFL) claim, how did you learn about the Paid Family Leave (PFL} benefit program? Please select the response that best applies:

() From a brochure | received by U.S. mail.
() From a friend or family member.

() From an SDI Online Notification.

() From my employer.

O From a social worker or hospital employee.

() Mone of these.

‘ Submit

Select a response to the question that best applies to you.

Select Submit.
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Filing a Paid Family Leave
Bonding Claim for

New Mothers (without a prior
pregnancy-related disability claim),

New Fathers,
or Foster Care or Adoptive Parents



— Employment
ED Development

Department 3 i
State of California SDI Home Inbox New Claim Draft Profile History

Home

@ Message Center

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

Inbox [ New: 0, Total: 0]

Personal Information

FullName: John Doe EDD Customer Account Number: 123456789

Mailing Address: 123 Main St Phone Number: 916-555-1212
Sacramento, CA 95814

. 123 Main St
Resid Address: Cell Phone Number:
eeidence Racress Sacramento, CA 95814 TreneHmRer 916-555-1213

E-mail Address:  Jdoe@gmail.com

Current Disability Insurance Claim(s)

Log into your SDI Online account using Benefit Programs Online and select SDI Online to be
directed to your Home page. To file a Paid Family Leave bonding claim, select New Claim
from the menu.

Note: You will need to provide proof of relationship to complete your claim. Please refer to
the Submitting Additional Paid Family Leave Bonding Attachments section of this tutorial
for instructions on uploading documents. 55




= Dnﬁi‘?,m.?ﬁ SDI Home Inbox New Claim Draft Profile History
Slale oi California

Personal Information

FullName: John Doe EDD Customer Account Number: 123456789

Mailing Address: 123 Main St Phone Number:
Sacramento, CA 95814

916-555-1212

Residence Address: 123 Main St Cell Phone Number: 916-555-1213
Sacramento, CA 95814

E-mail Address: )
Jdoe@gmail.com

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 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.

Note: It may be necessary to send some documents via US Postal Service.

Apply for Disability Insurance Benefits

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

Select the Paid Family Leave Bonding link.
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Prescreening Questions

* Indicates Required Field

Prescreening Questions

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

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

Cancel I | MNext | I

Answer the prescreening questions, then select Next.

 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
guestion.

» If you are a new father or an adoptive/foster parent applying for bonding benefits, select
No for both questions.
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Information for Before You Start and After You File

Before you Start: Information you need to apply for Paid Family Leave (PFL) Initial Claim Form
for Bonding (DE 2501F)

PFL will use information provided in your EDD online profile, including:
= Your name (including other names under which you have worked), date of birth, gender, preferred language, and Social Security account number.

» Your mailing address (including ZIP code) and telephone number (including area code).

+ The last date you worked for any employer.

+ Your occupation.

» The name, mailing address and telephone number of your last employer or employers. (Be specific about the spelling of the employer’s name and make sure the mailing address is
correct. An incorrect address may delay benefit payments.)

+ Any period you returned to work or will continue to work during your period of PFL.

+ The reason why you have reduced work hours or stopped working.

PROOF OF RELATIONSHIP FOR BONDING

copies of these documents:
« Child’s Birth Certificate
« Official letter from foster care agency
« Child’s Hospital Birth Certificate
« Adoptive Placement Agreement, AD-907
- . 3

To be eligible for PFL benefits to bond with a new minor child you will also need to submit one of the documents listed below to provide proof of your relationship to the child. ONLY send

After You Have Filed Your Application

Yo WHEN YOUR CLAIM |5 RECEIVED

BE When you have suco

determine your eligibil
¥ g

y transmitted an electronic bonding claim, the PFL office will nobify you of your

ly benefit amount and request any additional information needed to

u meet all eligible requirements, a payment will be issued to you from a central payment center, The majority of claims sre processed and payments issued

Yol within fourteen (14) days of receipt of a correctly completed claim.
Fil
SPECIAL CIRCUMSTANCES RELATING TO YOUR PAID FAMILY LEAVE CLAIM
If . - . . . .
fo Child Support Obligations: Questions should be directed to the Department of Child Support Services at 1-866-249-0773.
a P . . A L

rpe" Spousal or Parental Support Obligations: Questions should be directed to the District Attorney’s office administering the court order.

—

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.

medical reasons. Contact FMLA at 1-866-487-9243 or the Department of Labor Web site:
https://www.dol.gov/whd/fmla or CFRA at 1-800-884-1684 or the Department of Fair Employment and Housing Web site:

https:/fwww.dfeh.ca.gov for additional information on these programs.

Phone Number Link
http://www/edd/ca/gov/Disability/Contact_SDI.htm#byphone

Frequently Asked Questions Link
http://www.edd.ca.gov/Disability/FAQs.htm#pfl

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

Job Benefits 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

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

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

View Types of Claims
(edd.ca.gov/Disability/
Types_of Claims.htm)
on the EDD website for
more information about
which type of claim to
file or follow the links
provided on the page
for additional
Information. 58



https://www.edd.ca.gov/Disability/Types_of_Claims.htm

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

* Indicates Required Field

This screen
Applying for Paid Family Leave (PFL) Initial Claim Form for Bonding (DE 2501F) prOVideS additional

Please read these instructions 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

aVoluntary Plan maintained by your employer. (Ask your employer for the proper forms.) I nfo rl I l atl O n abo ut
The Paid Family Leave (PFL) program provides affordable, worker-funded benefits to eligible workers suffering a full or partial loss of wages due to the need to care for a seriously ill family fl I I n g a P al d Fam I Iy

member or to bond with a new child.

The California State Paid Family Leave Program is a recipient of state funds obtained from SDI deductions on wages received by employees of employers in the State of California. The PFL Le ave b 0 n d I n g

claim.

Progiaes R ool oo e o ol el st o ot Dot ot e o P = P

(B) Call 1-877-238-4373 for required forms and instructions if:

Ifyo 1. Adisability prevents you from completing the claim form and you need to designate a representative to sign for you.

disaty 2.You are an authorized representative filing for benefits on behalf of a physically or mentally incapacitated care provider/care recipient or a deceased care provider/care

http: recipient.

Review th
Do NOT submit an electronic PFL Claim for bonding if the purpose of your family leave is to care for a seriously ill family member. Follow these instructions to file for a Paid Family Leave eVI eW e

If the} Care application.

information or

1. Select New Claim.

2. Choose Paid Family Leave Care. I t I 1 k f
- select IINKS 10r more
5‘ INELIGIBILITY: . 0
information, and
pHl  You may apply for benefits even if you are not sure you are eligible. If you are found to be ineligible for all or part of a period claimed, you will be notified of the ineligible period and the

reason(s) why you were not eligible. Below are some reasons why you may not be eligible for benefits: Se I ect th e bOX tO

« If you are claiming or receiving Unemployment Insurance or Disability Insurance (DI) benefits.

« If you are receiving workers” compensation benefits at a weekly rate equal to or greater than the PFL rate. ag re e tO th e te rm S .

« Ifyou are in custody of law enforcement authorities because you were convicted of violating law or ordinance.

FRAUD:
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. You will T h e n Se I e Ct N eXt at
— Und be paid 1/7 of your weekly benefit amount for each calendar day you are eligible unless benefits are reduced for some reason. (See Calculating Paid Family Leave Benefit Payment Amounts
ord . .
for mare information.)
the bottom of the
YOUN TAXABILITY OF BENEFITS: Paid Family Leave benefits are subject to federal income taxes and will be reported to the Internal Revenue Service. Each person receiving PFL benefits will a e
receive a 1099G form to include with his/her federal income tax return. PFL benefits are not subject to California income taxes. p g -

OVERPAYMENT: An overpayment results when you receive PFL benefits you were not eligible to receive. Once PFL determines that you were overpaid, the PFL office will contact you to
Reafl explain the reason for your overpayment. It is important that you complete and return all information requests, as there are some instances when an overpayment can be waived. If itis
confl determined that you were overpaid and the overpayment cannot be waived, you must repay this money. Benefit payments issued after an overpayment is established may be reduced by
— 25 to 100 percent to collect your payment. You will receive a “Notice of Overpayment Offset” if a reduction is taken for a DI, PFL, or Unemployment Insurance (Ul) overpayment.

DISQUALIFICATION: All available information will be considered 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 a written notice stating the reason for the disqualification or reduction.

If you deliberately report incorrect information, willfully omit or withhold information, a false statement disqualification of up to 92 days may be assessed. In addition, any resulting
ment may be increased by a 30 percent penalty. This penalty can apply to benefits you received but were not entitled to, even if the payment has not been cashed.

I 1 ave read and understand the instructions above. | understand that failure to supply any or all information may cause delay in issuing benefit payments or may cause a denial of
nefits. 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 and/or services and may initiate criminal prosecution against me.
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Personal Information

. Employment - . . . . .
o Personal Information 2 o . 3 Additional Questions 4  Bonding Certification 5 Declaration
Information

You are currently on Step 1 Personal Information

Section 1 - Personal Information

Social Security Number: XXX-XX-XXXX EDD Customer Account Number: 123456789

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

Date of Birth: XX-XX-XXXX Gender: Male

Mailing Address: 123 Main St Phone Number: 916-555-1213
Sacramento, CA 95814

United States

Preferred Language: English

If any of your personal information has changed from what is listed above, please save this form as a draft. Select Profile to update your personal information before completing this form.

Next |

Cancel | | Save as Draft | |

Previous

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.



|
— Employment
D w
EDD
Stale el Calilornia 5DI Home Inbox New Claim Draft History
Employment Details
+"  Personal Information 3 Additional Questions 4 Bonding Centification 5 Declaration
You are currently on Step 2 Employment Information
* Indicates Required Field
Section 2 - Employer Information
Enter your current employer. If unemployed, enter your most recent emplayer,
* Name of Your Emplayer: ABE
* Dceupation: Clerical
* Are you a state government employee? () Yis
If “Yes™, Indicate Bargaining Unit Number:
* May we disclose banefit i ion to your {517 @ves OMo
* Do you have more than one employer? ::) Yes
* Reason for reducing work hours or stopping work: (8 Bondingwith achitld () Other
Other Reason:
Employer Mailing Address
5 (O International
* Address Line 1: 800 Capitol Mall
Address Line 2:
iy Sacramento
* State: cA ¥
*ZIP Code: 25814
Employer Phone Number: ETAAERT Ext:
[] Check here if the phone number is international
| Previous Cancel Save as Draft | Next
Waiting for edddiastr2ext.networkl.corp

Complete the Employer Information section and select Next.

Required fields are marked with a red asterisk (*). 61



Employment Details

. Employment . . . . .
" Personal Information | fp' yt' 3 Additional Questions 4 Bonding Certification
nformation

You are currently on Step 2 Employment Information

*Indicates Required Field

Address Validation

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

Entered Address

414 kst
sacramento CA 95834

Updated Address

414K St
Sacramento CA 95814 - 3335

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

No | Yes |

5 Declaration

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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Additional Questions

Employment

+ Personal Information ohdditionalQuestions 4  Bonding Certification 5 Declaration

Information

You are currently on Step 3 Additional Questions

*Indicates Required Field

Section 7 - Additional Questions

*Date you last worked:

(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 your Paid Family Leave claim to begin: (MMDDYYYY)

*Do you want to claim the maximum amount of benefit weeksnow? (T ves () Mo

If “No,” enter the date you want to be paid through: (MMDDYY¥Y)
Date you returned to work: (MMDDYY¥Y)
Or date you plan to return to work: (MMDDYY¥Y)

*Will you work at any time during your family leave? (T ves () Mo

If you will receive any type of pay from your employer(s) during your family leave, [ sick
indicate type of pay: ] Employer Required Vacation
D Qther Type of Pay

Specify if "Other type of pay": Select

*At any time during your Paid Family Leave, were you in the custody of law o Ves O Mo
enforcement authorities because you were convicted of vielating a law or ordinance?

*Have you claimed or do you plan to claim Workers' Compensation Benefits for any Oves (Mo
portion of the period covered by this claim?

o] [ owmem ]

Complete the Additional Questions section and select Next.
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Bonding Certification

«" Personal Information v Employrr)ent + Additional Questions e Bonding Certification 5 Declaration
Information

You are currently on Step 4 Bonding Certification

“ Indicates Required Field

Section 3 - Personal Information

* Child relationship: Select
If you select foster care, adoption or guardianship, please provide the date of (MMDDYYYY)
placement:

Section 4 - Child's Legal Name and Information

Child’s Social Security Number (if available): (Do not enter dashes)
* Child's First Name:
Middle Initial:
* Last Name:
Suffix:

* Date of Birth: (MMDDYYYY)

* Child's Gender: () Male () Female

* Is child's residence address different from your residence address? O Yes O No

Select your relationship to the child with whom you are bonding from the drop-down menu in
the Personal Information section. Complete the Child’s Legal Name and Information

section.

Note: If child’s legal residence is different than yours, another screen will appear to give the
child’s legal address. o



Section 5 - Proof of Relationship

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” must be received by the Paid Family Leave Office no later than ten (10} days from the date you submit your online bonding claim.

Proof of Relationship document includes:

= Child’s Birth Certificate

« Official letter from foster care agency

« Child’s Hospital Birth Certificate

Adoptive Placement Agreement, AD-907

« Declaration of Paternity, C5-909

Independent Adoption Placement Agreement, AD-924

Approval of Family Caregiver Home, SOC-815
» Other evidence of relationship

* Please indicate the type of "Proof of Relationship" you plan on providing from the
list of approved "Proof of Relationship" documents:

Select v

Failure to submit the "Proof of Relationship" will result in claim disqualification and no payment will be issued. Further instructions for submitting "Proof of Relationship™ will be provided
on the confirmation page.

Previous Cancel ‘ | Save as Draft Next

Your options for accepted Proof of Relationship documents are listed on the page.

From the drop-down menu, select the document you will be providing to prove your relationship
to the child. Then select Next.
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Child's Residence Address

" Personal Infermation " Employment Information " Additional Questions e Bonding Certification 5 Declarstion

You are currently on Step 4 Bonding Certification

*Indicates Required Field

Section 6 - Residence Address

@ Us () Intemational

*Address Line 1:

Address Line 2:

*City:
TState: Ch v
*ZIP Code:
Previous Cancel | | Sawe as Draft | | MNext |

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

Empl t
" Personal Information o L OW?E“ " Additional Questions « Bonding Certification o Declaration
Information

You are currently on Step 5 Declaration

* Indicates Reguired Field

Section 8 - Payment Choice

If you are eligible to receive benefits, yvou have two options to receive your benefit payments: by the EDD Debit Card®, through Bank of America, or by check, which is mailed to you from

the Employment Development Department (EDD). You do not have to accept the EDD Debit Card. Select vour preferred payment method below,
* preferred Payment Method: (8 EDD Debit Card
() Check

Disclosures Agreement: EDD Debit Card Fee Disclosures, DE 5617PD (PDF)

cknm'.'ledge that | have reviewed the EDD Debit Card Fee Disclosures.

You have the option to select your preferred payment method. You may select to receive benefit
payments by the EDD Debit Card or by check. You do not have to accept the EDD Debit Card.

If your preferred payment method is the EDD Debit Card, you may view the disclosure
agreement by selecting the EDD Debit Card Fee Disclosures (DE 5617PD) (PDF) link.

Select the check box below to acknowledge you have reviewed the disclosure agreement.
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Section 9 - 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.
m'_-.r signature on this bonding certification, | authorize the medical provider, adoption agency, adoption party(ies), or foster care placement agency to disclose to the

ployment Development Department all facts concerning the birth, adoption, or foster care placement of the above-named child. | 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 or documents, 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 original, and | understand that authorizations contained in this claim statement are granted for a period of fifteen vears

from the date of my signature or the effective date of the claim, whichever is later.

my electronic signature on this claim statement, | (1) claim Paid Family Leave benefits and certify that throughout the period covered by this claim | was bonding with the
Ehnding recipient named above; () authorize 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) 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 authorization shall be as valid as the original, and
| understand that authorizations contained in this claim statement are granted for a period of fifteen vears from the date of my electronic signature or the effective date of the

claim, whichever is later.

Previous Cancel Save as Draft Submit

Select both boxes to authorize an electronic signature, and the release and use of your
information. Then select Submit.
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o~ Employment
ED Development
= Department
_—

State of California

SDI Home Inbox New Claim Draft Profile History

Paid Family Leave (PFL) Survey Questions

* Indicates Required Field

Paid Family Leave (PFL) Survey

The EDD has received your portion of your claim for Paid Family Leave benefits, There is one more step to complete before you receive your claim receipt number. Please answer the
questions below and then select the “Submit” button for your receipt number.

* Befare you filed your Paid Family Leave (PFL) claim, how did you learn about the Paid Family Leave [PFL} benefit program? Please select the response that best applies:

() From a brochure | received by U.S. mail.
(O) From a friend or family member.

(O From an SDI Online Notification.

() From my employer.

O From a social worker or hospital employee.

() None of these.

Complete the survey and select Submit.
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= Employment
ED Development . . . .
LS Department SDIHome Inbox New Claim Draft Profile History
Stale of Califernia

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: John Doe Social Security Number: XXX-XX-XXXX

Date you requested to have your Paid 07-01-2018 I Receipt Number: R100000000033001 I
Family Leave claim begin:

Instructions for Submitting Proof of Relationship

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

Failure to submit the "Proof of Relationship" will result in claim disqualification and no payment will be issued.

Electronically Mail
You may attach your electronic "Proof of Relationship" now: If you are mailing a "Proof of Relationship” document it must be a photocopy. Do not
mail originals. On each page include your 9-digit Social Security Number, receipt
Attach my Proof of Relationship number and date you requested to have your Paid Family Leave claim begin. The

receipt number can be found above.
You may also submit your electronic "Proof of Relationship™ at a later date by following

these navigation instructions: Mail your document to:
1. Select New Claim on the Main Menu. EDD - Paid Family Leave
2. Choose Submit Electronic Paid Family Leave Bonding Attachment. PO BOX 997017

SACRAMENTO CA 95799-7017

On the Confirmation screen, a Receipt Number will appear.

Save this number for future reference.
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Instructions for Submitting Proof of Relationship

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

Failure to submit the "Proof of Relationship™ will result in claim disqualification and no payment will be issued.

Electronically Mail
You may attach your electronic "Proof of Relationship” now: If you are mailing a "Proof of Relationship” document it must be a photocopy. Do not
mail originals. On each page include your 9-digit Social Security Number, receipt
I Attach my Proof of Relationship I number and date you requested to have your Paid Family Leave claim begin. The
receipt number can be found above.

You may also submit your electronic Proof of Relationship at a later date by following

these navigation instructions: Mail your document to:
1. Select New Claim on the Main Menu. EDD - Paid Family Leave
2. Choose Submit Electronic Paid Family Leave Bonding Attachment. PO BOX 997017

SACRAMENTO CA 95799-7017

To complete your Paid Family Leave bonding claim, you will need to submit your proof of
relationship either by mail or electronically.

Select the Proof of Relationship link and follow the instructions to submit this information
electronically or mail your proof of relationship to the address on the screen.
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ED Development
Department
o Inbox I

State of California SDIHome New Claim I Draft Profile History

Home

@ Message Center

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

Inbox [ New: 0, Total: 0]

Personal Information

Full Name: John Doe EDD Customer Account Number: 123456789

Mailing Address: 123 Main St Phone Number: 916-555-1212
Sacramento, CA 95814

Residence Address: 123 Main St Cell Phone Number:
Sacramento, CA 95814 916-555-1213

E-mail Address: .
Jdoe@gmail.com

Current Disability Insurance Claim(s)

No Results Found

Pending Disability Insurance Claim Application(s)

To submit your proof of relationship document electronically, select New Claim
from the menu in your SDI Online account.
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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 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.

Note: It may be necessary to send some documents via US Postal Service.

Apply for Disability Insurance Benefits

Disability Insurance

Apply for Paid Family Leave Benefits

gi‘d Eiﬁi'i L ] L
Submit Electronic Paid Family Leave Bonding Attachment

Paig Fam||y Teave Lare

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.

Mo Results Found

Select the Submit Electronic Paid Family Leave Bonding Attachment link.
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Attachment

* Indicates Required Field

Identifying Information for Previously Submitted Paid Family Leave Initial Bonding Claim

Your Social Security Number:  XXX-XX-XXXX Date you requested to have your Paid 05-06-2018
Family Leave claim begin:

Form Receipt Number: R100000000035357

Previously Submitted Attachments for Paid Family Leave Initial Bonding Claim

No Results Found

Attachment

To attach a document, select the Browse button below.

« Filesize: less than SMB
« File type: PDF,JPG, JPEG, TIF or TIFF

* Please click the "Browse" button to browse for the document: No file chosen I

* Do you want to attach more documents? () ves (@) No

Previous Cancel | Submit I

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

|dentifying Information for Previously Submitted Paid Family Leave Initial Bonding Claim

Your Social Security Number: XXX-XX-XXXX Date you requested to have your Paid 02-02-2017
Family Leave claim begin:

Form Receipt Number: R100000000035351

Previously Submitted Attachments for Paid Family Leave Initial Bonding Claim

File Name Receipt Number

Birth Certificate.jpg R100000000035359

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 Paid Family Leave Bonding
Attachments
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Department " .
State of California SDI Home Inbox Draft Profile History

Home

@ Message Center

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

Inbox [ New: 0, Total: 0]

Personal Information

FullName: j5hp Doe EDD Customer Account Number: 123456789
Mailing Address: 123 Main St Phone Number: 916-555-1212
Sacramento, CA 95814
Residence Address: 123 Main St Cell Phone Number: 916-555-1213

Sacramento, CA 95814

E-mail Address: Jdoe@gmail.com

Current Disability Insurance Claim(s)

If you need to submit more than one (e.g. birth certificates for twins or to resubmit a

previous document), select New Claim from the menu in your SDI Online account.
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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 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.

Note: It may be necessary to send some documents via US Postal Service.

Apply for Disability Insurance Benefits

Disability Insurance

Apply for Paid Family Leave Benefits

gi‘d Eiﬁi'i L ] L
Submit Electronic Paid Family Leave Bonding Attachment

Paig Fam||y Teave Lare

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.

Mo Results Found

Select the Submit Electronic Paid Family Leave Bonding Attachment link.
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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.

Ifyou 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 Document

Form Name Submitted Date Receipt Number Action
DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Bond with Child 06-27-2018 I R100000000035357 I Select
DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Bond with Child 06-26-2018 R100000000035351 Select
DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Bond with Child 06-26-2018 R100000000035352 Select
DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Bond with Child 06-26-2018 R100000000035353 Select
DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Bond with Child 06-26-2018 R100000000035356 Select
DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Bond with Child 06-19-2018 R100000000035337 Select
DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Bond with Child 06-08-2018 R100000000035335 Select
Cancel

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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Attachment

* Indicates Required Field

Identifying Information for Previously Submitted Paid Family Leave Initial Bonding Claim

Your Social Security Number:  XXX-XX-XXXX Date you requested to have your Paid 05-06-2018
Family Leave claim begin:

Form Receipt Number: R100000000035357

Previously Submitted Attachments for Paid Family Leave Initial Bonding Claim

No Results Found

Attachment

To attach a document, select the Browse button below.

s Filesize: less than SMB
« File type: PDF.JPG, JPEG, TIF or TIFF

* Please click the "Browse" button to browse for the document: No file chosen ‘

* Do you want to attach more documents? () ves (@) No

Previous Cancel I Submit I

To upload a document, select the Browse button.

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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Attachment Confirmation

Identifying Information for Previously Submitted Paid Family Leave Initial Bonding Claim

Your Social Security Number:  XXX-XX-XXXX Date you requested to have your Paid 02-02-2017
Family Leave claim begin:

Form Receipt Number: R100000000035351

Previously Submitted Attachments for Paid Family Leave Initial Bonding Claim

File Name Receipt Number

Birth Certificate.jpg R100000000035359

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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Filing a Paid Family Leave
Care Claim



. Employment

—
ED Development

Department . )
State of California SDIHome Inbox New Claim Draft Profile History

Home

@ Message Center

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

Inbox [ New: 0, Total: 0]

Personal Information

FullName:  john Doe EDD Customer Account Number: 123456789

Mailing Address: Phone Number: o n
123 Main St 916-555-1212

Sacramento, CA 95814

Residence Address: 123 Main St Cell Phone Number: 916-555-1213

Sacramento, CA 95814

E-mail Address:  Jdoe@gmail.com

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. To submit an electronic document for a previously submitted care or bonding claim, select New Claim. The status of your Paid Family
Leave claim is currently not available online. For assistance with a Paid Family Leave claim, call 1-877-238-4373.

No Results Found

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

Home page. To file a Paid Family Leave care claim, select New Claim from the menu.
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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 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.

Note: It may be necessary to send some documents via US Postal Service.

Apply for Disability Insurance Benefits

Disability Insurance

Apply for Paid Family Leave Benefits

Paid Family Leave Bonding

Iwiily Leave Bonding Attachment

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.

Mo Results Found

Select the Paid Family Leave Care link.

Refer to Types of Claims (edd.ca.gov/Disability/Types_of Claims.htm) on the EDD
website for more information about which type of claim to file.
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https://www.edd.ca.gov/Disability/Types_of_Claims.htm

Information for Before You Start and After You File

Before You Start and After You File

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.
« 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.
+ 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 and will not be shared with your

employer.

Cancel MNext

This screen provides important information you will need to know to file a Paid Family Leave
care claim.

Review the information provided and select Next.
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. Employment .. . . . .
o Personal Information 2 S . 3 Additional Questions 4 Care Certification 5 Declaration
Information

You are currently on Step 1 Personal Information

Section 1 - Personal Information

Social Security Number: MOO-XX-XXXX EDD Customer Account Number: 123456789

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

Date of Birth: XX-XX-XXXX Gender: Male

Mailing Address: 123 Main St Phone Number: 916-555-1212
Sacramento, CA 95814

Preferred Language:

Ifyour personal information has changed, select Save as Draft. To update your personal information before completing this form, select Profile.

‘ Previous ‘ ‘ Cancel ‘ | Save as Draft ‘ ‘ Next |

Information from your SDI Online account will automatically populate portions of the Paid Family
Leave 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. -



Employment Details

Employment

+ Personal Information o .
Information

You are currently on Step 2 Employment Information

* Indicates Required Field

Section 2 - Employer Information

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

3 Additional Questions 4 Care Certification 5 Declaration

* Name of Your Employer:

* Occupation:

* Are you a state government employee? O Yes O MNo

If “Yes”, Indicate Bargaining Unit Number:

* May we disclose benefit payment information to your employer(s)? O Yes O Mo

* Do you have more than one employer? O Yes O MNo

* Reason for reducing work hours or stopping work: O Care for Family Member O Other

Employer Mailing Address

* Address Line 1:

Address Line 2:

* City:

* State:

* ZIP Code:

Employer Phone Number:

@US (O International

cA v

(No dashes or spaces) Ext:

D Check here if the phone number is international

Previous Cancel

‘ ‘ Save as Draft Next

Complete the
Employer
Information section
with information about
your employer and
select Next.

Required fields are

marked with a red
asterisk (*).
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Additional Questions

Employment

" Personal Information )
Information

oﬂdditionalQuesticns 4 Care Certification 5  Declaration

You are currently on Step 3 Additional Questions

*Indicates Required Field

Section 3 - Additional Questions

*Date you last worked:

(MMDDYYYY)

*Date you want your Paid Family Leave claim to begin: (MMDDYYYY)

*Do you want to claim the maximum amount of benefit weeksnow? (D) ves () Mo

If “Mo,” enter the date you want to be paid through: (MMDDYYYY)
Date you returned to work: (MMDDYYYY)

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

*Will you work at any time during your family leave? () Yes () No

If you will receive any type of pay from your employer(s) during your family leave, |:| Sick
indicate type of pay:  [7] Employer Required Vacation
[] ather Type of Pay

Specify if "Other type of pay™: Select

*At any time during your Paid Family Leave, were you in the custody of law () ¥es () No
enforcement authorities because you were convicted of violating a law or ordinance?

*Have you claimed or do you plan to claim Workers' Compensation Benefits for any O Yes O Mo
portion of the period covered by this claim?

o] [ s ]

Complete the Additional Questions section and select Next.
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Care Recipient's Information

Employment

+ Personal Information :
Information

v Additional Questions Care Certification 5 Declaration

You are currently on Step 4 Care Certification

* Indicates Required Field

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:
Middle Initial:
* Last Name:
Suffix:

* Gender: (O Male () Female

* Date of Birth:

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

* Person you are caring for is your: Selact i

Qther Relationship:

Residence Address

@ us () International

* Address Line 1:
Address Line 2:
* City:

* State: CA -

* ZIP Code:;

Phone Number: Ext:

Mo dashes or spaces

[_] Check here if the phone number is international

Previous | Cancel | Save as Draft I [ Next I

Complete the Care
Recipient’s Information
and Residence Address
sections with information
about the person you are
caring for.

Then select Next.
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Declaration

Empl t
+" Personal Information v . ayrr_mn " Additional Questions " Care Certification e Declaration
Information

You are currently on Step 5 Declaration

* Indicates Required Field

Section 5 - Payment Choice

If you are eligible to receive benefits, you have two options to receive your benefit payments: by the EDD Debit Card®, through Bank of America, or by check, which is mailed to you from
the Employment Development Department (EDD). You do not have to accept the EDD Debit Card. Select your preferred payment method below.

* Preferred Payment Method: (@) EDD Debit Card
() Check

Disclosures Agreement: EDD Debit Card Fee Disclosures, DE 5617PD (PDF)

[ " |:| | }knowledge that | have reviewed the EDD Debit Card Fee Disclosures.

You have the option to select your preferred payment method. You may select to receive benefit
payments by the EDD Debit Card or by check. You do not have to accept the EDD Debit Card.

If your preferred payment method is the EDD Debit Card, you may view the disclosure
agreement by selecting the EDD Debit Card Fee Disclosures (DE 5617PD) (PDF) link. You do
not have to accept the EDD Debit Card.

Select the check box below to acknowledge you have reviewed the disclosure agreement. -



Section 6 - Declaration

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

ﬂ my electronic signature on this claim statement, | (1) claim Paid Family Leave benefits and certify that throughout the period coverad by this claim | was providing care for the

ale recipient named above; (2) authorize EDD to release my personal information as shown on this claim to the care recipient and to the care recipient’s treating
physician/practitioner 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 EDD “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 comnplete. | agree that photecopies of this authorization shall be 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 electronic signature or the effective date of the claim, whichever is later.

| Previous Cancel | Save as Draft | I Submit | |

Select the box to authorize an electronic signature. You must select this box 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 for Disclosure of Personal-Health Information and the
Physician’s/Practitioner’s Certification sections of the Claim for Paid Family Leave (PFL) Care
Benefits (DE 2501FC).
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Paid Family Leave (PFL) Survey Questions

* Indicates Required Field

Paid Family Leave (PFL) Survey

The EDD has received your portion of your claim for Paid Family Leave benefits. There is one more step to complete before you receive your claim receipt number. Please answer the
questions below and then select the “Submit” button for your receipt number.

* Before you filed your Paid Family Leave (PFL) claim, how did you learn about the Paid Family Leave (PFL) benefit program? Please select the response that best applies:
() From a brochure | received by U.S. mail.

() From a friend or family member.

() From an SDI Online Notification.

() From my employer.

O From a social worker or hospital employee.

() None of these.

Submit

Complete the survey and select Submit.
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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 Pard Family
Leave 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 1-877-238-4373.

Confirmation Information

Claimant Name: Jane Doe Social Security Number: WEESLTOR
Date you requested to have your Paid 08-01-2018 I Receipt Number: R100000000033448 I
Family Leave claim begin:

Instructions for Submitting Physician/Practitioner's Certification for Care Recipient

To be eligible for Paid Family Leave benefits to care for a family member, you must submit a "Physician/Practitioner’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.

Failure to submit the "Physician/Practitioner’s Certification for Care Recipient” and "Care Recipient Authorization for Disclosure of Personal Health Information” will result in claim
disqualification and no payment will be issued.

A paper "Physician/Practitioner's Certification for Care Recipient” and "Care Recipient Authorization for Disclosure of Personal Health Information” is available to print from
http://www.edd.ca.gov/pdf_pub_ctr/de2501fc.pdf. Follow the instructions below to submit the completed form electronically or through the mail.

Electronically Mail

You may attach your electronic Physician/Practitioner's Certification for Care You may mail your "Physician/Practitioner's Certification for Care Recipient” and "Care

Recipient and Care Recipient Authorization for Disclosure of Personal Health Recipient Authorization for Disclosure of Personal Health Information”.

Information

http://www.edd.ca.gov/pdf_pub_ctr/de2501fc.pdf Mail your document to:

EDD - Paid Family Leave
You may also submit it at a later time by following these navigation instructions: PO BOX 997017

1. Select New Claim SACRAMENTO CA 95799-T017
2. Choose Submit Electronic Paid Family Leave Care Attachment.

On the Confirmation screen, a Receipt Number will appear.

Save this number for future reference. 93



A paper "Physician/Practitioner's Certification for Care Recipient” and "Care Recipient Authorization for Disclosure of Personal Health Information" is available to print from
http://www.edd.ca.gov/pdf_pub_ctr/de2501fc.pdf. Follow the instructions below to submit the completed form electronically or through the mail.

Electronically Mail
You may attach your electronic Physician/Practitioner's Certification for Care You may mail your "Physician/Practitioner's Certification for Care Recipient” and "Care
Recipient and Care Recipient Authorization for Disclosure of Personal Health Recipient Authorization for Disclosure of Personal Health Information”.
Information
I http://www.edd.ca.gov/pdf_pub_ctr/de2501fc.pdf I Mail your document to:
EDD - Paid Family Leave

You may also submit it at a later time by following these navigation instructions: PO BOX 997017
1. Select New Claim SACRAMENTO CA 95799-7017
2. Choose Submit Electronic Paid Family Leave Care Attachment.

On the Confirmation screen you will also find instructions to complete your Paid Family Leave
care claim.

Select the link to open a PDF copy of the Claim for Paid Family Leave (PFL) Care Benefits (DE
2501FC) form. Print this PDF and have it filled out entirely and signed by all parties.

You can also print the DE 2501FC form and the Solicitud de Beneficios del Permiso Familiar
Pagado (PFL) para Proveer Cuidado (DE 2501FC/S) from Paid Family Leave Forms and
Publications (edd.ca.gov/pfl forms_and_publications.htm).

Once the DE 2501FC is completed and signed, scan and save it (as a PDF, JPG, JPEG, TIF, or
TIFF file) to your computer if you will submit it electronically.

You may also mail the completed form to the address on this page. 3


https://www.edd.ca.gov/Disability/pfl_forms_and_publications.htm

Employment

pr Development Claim for Paid Family Leave Enter your receipt number here.
= Depariment oEy ) Care Benefits [FI |

Stale of Califormia

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
Recipient’s Authorization for Disclosure of Personal-Health information” on page 2. If
the care recipient is physically or mentally unable to sign, call PFL at 1-877-238-4373
for instructions.

Both pages may be mailed or sent electronically in SDI Online as attachments. If
submitting by mail, send to the following address: Paid Family Leave, PO
Box 997017, Sacramento, CA 95899-7017. If submitting electronically in SDI Online,
under Main Menu on your Home page click on: “File a New Claim,” then click “Submit
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
the next step.

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
Leave, PO Box 997017, Sacramento, CA 95899-7017._ If the care recipient is under the
care of an accredited religious practitioner, call PFL at 1-877-238-4373 for the proper
form DE 2502F.

PART C— STATEMENT OF {MAY BE COMPLETED BY GLABMANT IF GARE RECIFIENT I8 MENTALLY OR PHTSICALLY UMABLE TODO 80,
CARE RECIPIENT BusTEE B C:ARE RECIIENT OR CARE RECIPIENT % AUTHORIZED REPREXENTATIVE }

©2 RECIPIENT S DATE OF BIRTH "
C1.CARE PROVIDER $8H EmR LT N XX 3. RECIPIENT'S PHONE NUMBER MALE FEMALE
| CE. LEGAL NAME OF CARE RECIPIENT {FIRST, MIDDLE INITIAL, LAST)
©8. CARE RECIPIENT'S RESIDENCE ADDRESS
CITY STATEPROV. ZIWP oRPOSTAL CODE COUNTRY [FHOTULLA)

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 Reciplant s Signaturs 00 NOT PRINT] Dals Signed (MM 0o [ 77T 7]

1

8. Authorized Represantative signing on benalf of care racipient must complets the following: | , Fepresant Me care of bonding
reciplent in this matier as authorized by [] parental ight [] power of attomey (attach copy) [] court order {attach copy) {For spouse or domestic partmer, contact EDf).
a = 5ig (DO HOT PRINT) Date Signed (MDD Y

DE 2501FC Rev. 4 {11-18) (INTERNET) Page 10f4 cu

Claim for Paid Family Leave (PFL)
Care Benefits (DE 2501FC)

Page 1 is the Statement of Care
Recipient, Part C.

To avoid delays in claim processing:

1. Enter the receipt number you
were given when you completed
the electronic portion of your
Paid Family Leave care claim in
the top right corner.

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

3. The care recipient or his/her

authorized agent must sign and
date the bottom of this page.
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Enter your receipt number here. 1
[R1 |

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
my current personal-health information to my care provider, as identified on Part A of
this claim, and to the California Employment Development Department (EDD).

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

| understand that EDD may disclose this information as authorized by the California
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
signature on Page 1 in Iltem C7 of Part C shall be as valid as the original.

| understand that unless | inform EDD in writing at PO Box 997017, Sacramento, CA
95899-7017, 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 right to receive a copy of an authorization form from EDD if
| request one in writing.

| make this autharization 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 CANNOT PROCESS THIS CLAIM UNLESS YOU SIGN BOTH THIS PAGE AND
PAGE 1 IN ITEM C7 OF PART C.

Care recipient's name (Prnt your name)

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

DE 2501FC Rev. 4 (11-18) (INTERNET) Page 2 of 4

Claim for Paid Family Leave (PFL)
Care Benefits (DE 2501FC), cont'd

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

1. Be sure to enter the receipt
number you were given when
you completed the electronic
portion of your Paid Family
Leave care claim 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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Madhcad certfications must be completed by a liensad physiclan or practitioner suthartzed to certfy o 3

patient’s disablifty/serious health condition pursuant to Calfomia Unemployment Insurance Code

Section 2708

PART D—-PHYSICIANFRACTITIONER'S CERTIFICATION

Enter your receipt number here.

D1.pFL CLAIMANT'S [CARE
PROVIDER'S) SOCIAL
SECURITY NUMBER

D2 PFL CLAIMANT'S NAME (FIRET, MIDOLE INITAL, LAST)

r

DX PATIENT'S DATE OF
BIRTH
M M D D Y Y YY

4. DOES YOUR PATIENT REQUIRE CARE BY THE CARE

D6 PATIENT'S NAME (FIRST, MIDOLE INITIAL, LAST)

De. DIAGNOSIS OR, IF NOT YET DETERMINED, A DETAILED STATEMENT OF S YMPTOMS

O7T.PRIMARY ICD CODE

D& SECONDARY ICD CODES

M W 0D DY Y Y O¥

D& DATEPATIENTS CONDITION COMMENCED

Oi0. FIRST DATE CARENEEDED

M M DD Y Y Y XY

0. DATE YOU EFTIMATE PATIENT WILL NO LONGER
REQUIRE CARE BY THE CARE PROVIDER

M MDD Y Y Y Y PERMANENT CARE REQUIRED

O

m H D DYTY Y Y

012 DATE YOU EXPECT RECOVERY

HEVER

D13 APPROXIMATELY HOW MANY T

HOURE COMMENTS

DTAL HOURS PER DAY WILL PATIENT REQUIRE CARE BY A CARI

[0 |

I

L2

D44, WOULD DISCLOSURE OF THE MEDICAL INFORMATION ON THIS DM6. PHYSICIANPRACTITIONER'S | D18. STATE oR COUNTRY [F MOT LA ) IN
CERTIFICATE BE MEDICALLY OR PSYCHOLOGICALLY DETRIMENTAL TO LICENSE NUMBER WHICH PHYSICIAN/PRACTITIONER IS
YOUR PATIENT? LICENSED TO PRACTICE

YES MO

7. PHY SICIAN/PRACTITIONER'S NAME (FIRST, MIDOLE INTTWAL, LAST)

D1E. PHYSICIANPRACTITIONER'S ADDRESS [FOST OFFICE BOKIE NOT ACCESTABLE AS THE SOLE ADDRESS)

cImy STATE/PROV. ZIP cRPOSTAL CODE COUNTRY [F wOT U.2.A )

D1E. TYPE OF PHYSICIANPRACTITIONER

D21- Physiclan/Praciitionsr's Certification:

1 cartity under pemalty of

anu'nrimmn npgla F
m ZT08.

S

rjury that thiz patient has a serlous health condition and rsquun a care proviger. | have perrorrnw a pn)-sln-a! examination
1 am authorized to certity a patient disabllity or serious heatth Coie

Original Signature of physiclan/practitionsr —

RUBBER 3TAMF 12 NOT ACCEFTABLE

PHYSICIAN/PRACTITIONER'S PHONE NUMBER Date Signed (wmjoo]vyy

r—

condiion of any person in order to ootain disabiity Insurance benefts, whether for the makar or for any other person, and Is punishabie by Imprisonment and/or 3 fne i
exceeding $20,000. Seclions 1142 and 3305 require additional admiristrative panaliies.

Under Sections 2116 and 2122 of the Calfomia Unampioyment insurance Code, It Is 3 violation for any Individual who, with intent o oefraud, faisely certifies the medical 3

DE 2501FC Rev. 4 (11-18) (INTERNET)

Page 3of4

Claim for Paid Family Leave (PFL)
Care Benefits (DE 2501FC), cont'd

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 in the top right corner.

2. Have the care recipient’s
physician/practitioner complete
all applicable information.

3. Obtain a signature from the
care recipient’s
physician/practitioner prior to
uploading or mailing the form.
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Submitting Paid Family Leave Care Claim
Attachments
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Employment

— “
ED Development
¥ Department ) X
State of California SDI Home Inbox New Claim Draft Profile History

Home

@ Message Center

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

Inbox [ New: 0, Total: 0]

Personal Information

FullName:  John Doe EDD Customer Account Number: 123456789

Mailing Address: Phone Number: 916-555-1212
123 Main St

Sacramento, CA 95814
; . . 916-555-1213
Residence Address: 123 Main St Cell Phone Number:
Sacramento, CA 95814

E-mail Address: .
Jdoe@gmail.com

Current Disability Insurance Claim(s)

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

Note: It may be necessary to send some documents via US Postal Service.

Apply for Disability Insurance Benefits

Disability Insurance

Apply for Paid Family Leave Benefits

Paid Family Leave Bonding
Submit Electronic Paid Family Leave Bonding Attachment

i jly 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.

Mo Results Found

Select the Submit Electronic Paid Family Leave Care Attachment link.
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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.

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

Select Claim to Attach Document

Form Name Submitted Date Receipt Number Action
DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Care for Sick 10-24-2018 R100000000033445 Select
DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Care for Sick 10-24-2018 R100000000033448 Select

Cancel

Verify the receipt number on the screen with the number you received when you filed the
electronic portion of the claim. If it matches, choose the Select link from the Action column to

attach a document to your claim.
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Attachment

* Indicates Required Field

Identifying Information for Previously Submitted Paid Family Leave Initial Care Claim

Your Social Security Number: XXKXXXKXXX Date you requested to have your Paid 08-01-2018
Family Leave claim begin:

Form Receipt Number: R100000000033448

Previously Submitted Attachments for Paid Family Leave Initial Care Claim

No Results Found

Attachment

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 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
+ File type: PDF,JPG, JPEG, TIF or TIFF

* Please click the "Browse" button to browse for the document:| No file chosen

* Do you want to attach more documents?  (O)Yes (@) No
q

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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e
Attachment

* Indicates Required Field

Identifying Information for Previously Submitted Paid Family Leave Initial Care Claim

Your Social Security Number: XXX-XX-XXXX Date you requested to have your Paid 08-01-2018
Family Leave claim begin:

Form Receipt Number: R100000000033448

Previously Submitted Attachments for Paid Family Leave Initial Care Claim

No Results Found

Attachment

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 or download from
http://www.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.

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

* Please click the "Browse" button to browse for the document: No file chosen

* Do you want to attach more documents? () Yes (@) No I

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. 103



Attachment Confirmation

Identifying Information for Previously Submitted Paid Family Leave Initial Care Claim

Your Social Security Number: XXX-XX-XXXX Date you requested to have your Paid 08-01-2018
Family Leave claim begin:

Form Receipt Number: R100000000033448

Previously Submitted Attachments for Paid Family Leave Initial Care Claim

File Name Receipt Number

Care Recipient Authorization.JPG R100000000033449

This page confirms that the attachment(s) 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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Updating My Benefit Programs
Online Profile -

Email, Password, Security Questions, or Personal
Image and Caption
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% State of California
‘cov Employment Development Department

0

© Log in to Benefit Programs Online

En espaiiol
Email: Benefit Programs Online gives you access to these EDD services:
+ Unemployment or Pandemic Unemployment Assistance
- Disability
- Paid Family Leave
P ¥
I'm not a robot + Benefit overpayments

reCAPTCHA

Privacy - Tenms

Don't have an account? Register now.

Visit Benefit Programs Online (edd.ca.gov/BPO) to change or update your email,
password, security questions, or personal image and caption.

Enter the email address used to register, complete the security check, and select Log In.
You will then be directed to the Password page. 106


https://www.edd.ca.gov/Benefit_Programs_Online.htm

(7/4 State of California
/Gov Employment Development Department

© Password

To log in to Benefit Programs Cnline, you must venfy your personal image and personal caption, and enter your password.

* Use the latest version of Chrome or Firefox for the best experience.

Personal Image:

Personal Caption: Cup

* Password:

Forgot Password?

Previous | Log In I

Contact EDD | Conditions of Use | Privacy Policy | Accessibility

Copyright © 2019 State of California

Enter your password and select Login.

If you do not recognize your personal image and caption, review the email address entered
on the login screen to make sure it is correct. Call 1-800-480-3287 for further assistance. s



| Log Out

&4 State of California
:cov Employment Development Department

/ﬂ\ My Profile Benefit Programs Online

© Benefit Programs Online

Ul Online®M SDI Online Benefit Overpayments

Select Ul Online to file a claim for Unemployment Select SDI Online to file a claim for Disability Select Benefit Overpayments to view your benefit
Insurance (Ul) benefits or to create or access your Ul Insurance (DI) or Paid Family Leave (PFL) benefits or  overpayment balance, make a payment, and set up an
Online account. to create or access your SDI Online account. installment agreement.

To use Ul Online Mobile, you must have already
created a Ul Online account.

Ul Online SDI Online Benefit Overpayments

Ul Online Mobile

Note: You will be logged out after 30 minutes on any page.

From your Benefit Programs Online account, select My Profile.
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Benefit Programs Online

O My Profile

dnincd the links to the dght of sach cection bo update your proflie.

Moiz: You will b= logoed cut after 30 minutes an any pege. Any Information entered will not be saved.
Email and Password

S -
FameA T

Security Questions I

Q@
i
i
5
@
—

Question 1 What was e Airst movie $ou saw in B movie heater?

Angwer  Soe—

Question 2:  Where & e coidest kocaton you vished as e chiid?

Angwer  Soe—

Guesiion 2: WWhat s the name of your favorbe= cartoon character™

Anpmer  Soee

Question 4 WWhet was your fether's oocupation?

Anpmer  Soee

Personal Image and Caption

Personal Image:

Perzonal Caption:  UAT

On the My Profile page
select the link to the section
you wish to update.

Follow the instructions given

to update your profile
information.
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| Log Out
% State of California
.cov Employment Development Department

/ﬂ\ My Profile Benefit Programs Online

© My Profile

I You have successfully updated your profile. A notification will be sent to your email confirming this update.

Email and Password

Update Email
Email. Savanna.spence’l@iou.com

Update Password
Password: *ee

Security Questions

Update Security Questions
Question 1:  Where did you celebrate your 21st birthday?

Answer: e

A message confirming the change will be displayed at the top of the My Profile page and
a notification will be sent to your email confirming the change.

Note: Use your SDI Online account profile to update your mailing and residence address,
phone number, and preferences for language and communication.
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Paper Claim Forms
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SAMPLE, this page for reference only SAMPLE, this page for reference only

Claim for Disability Insurance (D) Benetets

Health ility and ity Act (HIPAA)
o[o]o]oJo[o]o]0
¢ tusme=r_[o[o]o[o[o[o]o]ofo G o =
s[ame[ufe] [ [ [ [ [ I Mc[uAxpas[z] ]
4 YOUR TELEPHONE NUMBER ] e, oraem east s 1s s, unes wincs vou save womn.
[s[s[sMMol2[ale[7[els] [T [T [T [[[[TTTITTTTTITTITTT]

| authorize = . b e 3 PRy o) i 2 - DDRESS ootk st o et e S T ey o P [
clelolele] Telofold el TTTTTTTTTITTTITTITITTITITITT] [1[2[3] [a[n[v] [s[e[e[efelr] [ [[[[[[[[[T[[TT MIITTTTI
{Person/Organization providing the information) to furnish and discl R “' REIEINE EH ST
information and to allow inspection of and provide copies of any medical, vocat

rehabilitation, and billing records concerning my disability for which this claim is filed R L DL o SV N
that are within their knowledge to the following Errr\piow:-cs of the California Employment 3“\°|A‘D RJU[N[N[E[R] \P\A|S\T|I(!“I"E‘S e E!EIIII

Development Department (EDD): Disability Insurance Branch examiners, their direct
supervisors/managers and any other EDD E’n,':loyce who may have a need o access AN|YWHERE 66[2]2]2 uﬂﬂ 3[1]1]3[1]2]1)

this infor in order to p s my lerming bilih 3 o v 2 > DD YO WoRK caw :

his information in order to process my claim and/or determine bility for State 11, DATE TOU WANT TOUR A12 DATE TOU RETURNED OK XT3, DID YO WORK 08 WILL 10U CONTINGE TO.

Disability Insurance benefits Ao BATESOU LAST WORKED PrLCLAINTO e WL RETURTO Wk WORK BURING YOUR FAMILY LEAVE PERIGDE
1|2|o|1j2|0|1|5| |1|2|1|6]2|0[1[5| [0]1}2]|7]2|0]|1|6

| understand that EDD is not a health plan or health care provider, so the inform:
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 e il S PARTIIE S et
the California Unemployment Insurance Code. A[S[T[R[Y] |C

AT WY D10 YU o8 WILL YO0 REDLCEYOUN WERK HOURS O STOF WORKINGT

1 agree that photocopies of this authorization shall be as d as the onginal

I understand | have the right to revoke this authorization by sending written
stopping this authorization to EDD, DI Branch MIC 29, PO Box 826880, Sa |
CA 542B0. The authorization will stop on the date my request is received. | understand
that the consequences lor my revoking this authorization may result in denial of further

115 ANY OTHER FAMILY MEMIER SEADN, WILLING. AND ABLE AND.

e DP"[D‘II.‘ HUNEAIES N AVAILABLE TO PROVIDE CARE FOR THE SAME PERIOD YOU ARE

T AREOR BONDING ‘

YOU CLAMED DR DD YOU PLAN TO CLAIM WORKERS COMPENSATION
NEFITS FOR ANY PORTION OF THE PERIOD COVERED Y THIS CLAME

| understand that, unless revoked by me in writing, this authorization is valid for fifleen
years from the date received by EDD or the effective date of the claim, whichever is

e atn e thin mrth - ! B . DOYOU HAVE MORE a1 1FYOUR EMPLOYER s, CONTINUTD ou WILL CONTINUETD PAY FOU 5 MAY W DISCL O BENEST PAYMENT
later. | understand that | may not revoke this authorization 10 avoid prosecution or to THAN ONE EMPLOVER! DURING VOUR FAMILY LEAVE, INDICATE TYPE OF PAY: INFORMATION TO YOUR EMPLOVER::1

prevent EDD's recovery of monies to which it is legally entitied

| understand that | am signing this authorization voluntarily and that payment
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 incompl
claim form that cannot be processed for payment of State Disability Insurance benefits.

|2015

1 unders

Claim for Disability Claim for Paid Family
Insurance (DI) Benefits Leave (PFL) Benefits
(DE 2501) (DE 2501F)

The DE 2501 for Disability Insurance benefits and the DE 2501F for Paid Family Leave
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, do not file a paper claim form. Duplicate claim

requests will delay claim processing. r



SAMPLE, this page for reference only

Drevelopment

@ﬂ% Claim for Disability Insurance (DI) Benefits Claim for Dlsablllty Insurance (Dl)
Benefits (DE 2501)

Health Insurance Portability and Accountability Act (HIPAA) Authorization

[GoirartScc Sty arerJo[o[e[o[o]oolo o I

Claiman Nams sl T Health Insurance Portability and
Slalm[plafe[ TTT T T N Mchlalifmlalnle T[TTTTTTTITT] Accountability Act (HIPAA)
| authorize Authorization, page 7.

Glelol£]£] [Blofolklelel [ [ I [TTITTIIITTIITTITTITITIT]

(Person/Organization providing the information) to furnish and disclose all my health
information and to allow inspection of and provide copies of any medical, vocational

trﬁgtagirgtitr:?hnihatggirbli(ll]ig%lreegords concerning my disability for which this claim is filed You must Sign and date the Health

ge to the following employees of the California Employment . .
B s s i oeren amners e areet . | Insurance Portability and Accountability
}I;;:;&Trﬁ;n}ﬁggpahncgrlcjrlgrr]écf)itgrocess my claim and/or determine eligibility for State ACt (HlPAA) Authorization and prOVide

I understand that EDD is not a health plan or health care provider, so the information the name of your phySiCian/praCtitioner.

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 autheorization 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
Sample Claimant 1|2|2|5|2|0|1|5

DE 2501 Rev. 81 (3-20) (INTRANET) Fage 7 of 13 113




SAMPLE, this page for reference only

“our disability claim can also be filed online at wew edd.ca gov CI ai m fo r Di S ab i I ity I n S u ran C e (D I)

PLEASE PRINT WITH BLACK INK.

Benefits (DE 2501)

Al YOUR SOCIAL SECURITY A2 |IF YOU HAVE PREVIOUSLY BEEN ASSIGNED AN EDD A3 CALIFORNA DRIVER

NWJMBER (CUSTOMER ACCOUNT NUMBER, ENTER THAT NUMBER HERE LICENSE OR IDNUM3ER
oJoJoJoJoJofolo]o] [N[of T T [ [T ][] z]1]2[3]4[5]6]7
AS. IFYOU EVER USED OTHER SOCIAL SECURITY NUMBERS, AL STATE GOVERMMENT EMPLOYEE AT, YOUA DATE OF BIATH

| |Eh'||'E=|ih:r|3ENILUE|E=SQEII.-'.WI| | I I I I | | | | {F "YES" INDHCATE BARGANING LUINITE) 0|1|0|1|1|9|0|0 ga]-réA_ Clalmants Statement’ pages

AB. YOUR LEGAL NAME

slhbhllllll|.chhhhhlhhlllllllIIIIII||

’-9 am HEF HAMES, IF ANY, UNDER WHICH YOU Hay EW".F‘I( I:

NENNENNNENES § NENNENNENNNNRNNENEEE NN Pages 8, 9, and 10 — You must
SENEENENEEEE § SESESNEEEENENENENEEE BN complete all applicable information. Do

A0 YOUR HOME AREA CODE AMD TELEPHOME MUMBER 411, YOUR CELL AREA CODE AMD TELEPHONE NUMBER 1
STSTsMo2I3[sT7 s[> M (17 WolozTolor< - | 1Ot fOrget t0 sign page 10.

ATZ. LANGUAGE YOU PREFER TO USE
ENGLISH SPANISH CANTONESE VIETHAMESE AAMENIAN  PUMJAR TRGALDG OTHER

oL L L L L L Page 10 also includes checkboxes to
HEENLCNEECECOCININNNNNNNNNNENE NNNENEN request to receive benefit payments by
e check or debit card, if eligible.

|
ZIP OA POSTAL CODE CUIT“"" IF \ClUbAl
AInhrltlcl"-*lnl|II|IIIIEE.1I2I3|4I5IIIII 1211

A%4. YOUR AESIDENCE ADDRESS, REGUIRED IF DIFFERENT FROM YOUR MALING ADDAESS
NUMBER/STREETIARAMATMENT OF SPACES

EZIFC"‘T-\L CODE COUNTHY (IF \C USJU

|
IENENNENENENNES SN SNNENEEEE EEEEEN

415, YOUR LAST OR CURAENT EMPLOYER - IF YDUR LAST 0F CURRENT EMPLOYMENT WAS SELF-EMPLOYMENT, ENTER "SELF” AN FILLN THIS OPTION. |:| SELF
NAME OF YOUR EMPLOYER [EIAIE SOVERNMENT EMPLOYEES: PROVILE THE AGENCY NAME (FOH EXAMFLE CALTAANS)

1]
RloJa[d[r[uln|n]e]z[ [Plals[t|x]i]e[s] [ [ [ [ [[[TTITTTTTTTT]

MNUMBERSTREET/SUITES [EIATE GOWERNMENT EMPLOYEES: PLEASE PROVIDE THE ADDHESS OF YDUR PERSONNEL OFFICE)

G|4|'fIIA|rImII=|tIIc|=IIWIa|rIII|III|III|II

ZIP 0A POSTAL CODE COUNTHY [IF KOT LLE.A)

AlalyTwIalelzle] T 11T T [ MiciaBelsl2l2l2l [T T M [ [ [[[TTT]

EMPLOYER'S TELEFHONE NUMEBER
NEE BRRARAER
e o T = M TRIT AR T Af7. BEFORE YOUR CESABILITY BEGAN, WHAT
ki ’}\T:;F “EEfE}ET::CamYJi:?.&E;EEL_I:_E;EE T L GUERI Y £ EAR ER TR WS THE LAST DAY YU WORKED?
1]2[o]1]2]0]1]5

VICLATING A LAW DR OADINANCE
ATE. WHEN DID YOUR DISABILITY BEGINT A19. DWTE YOU WaNT YOUR CLAM TO BEGIN B DEFERENT THAN THE DATE ENTERED IN A1E

1EIEHEIE Julofe]v]viv]

SINCE YOUR DISKEILITY BES J\.l HAVE YOU u\.‘- I -1I oA AZ1 AL FYOU AECOVERED, ENTER DATE: A21 B. I fOU RETUANED TOWORK,
" ARE YOU WORKING ANY FULL GR PARTIAL [ ENTER DATE

114
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SAMPLE, this page for reference only

Claim for Disability Insurance (DI} Benefits -
Physician/Practitioner’s Certificate

i e Claim for Disability Insurance (DlI)
1. pmenTs sociaL securmrsumesa (Ol o|lolo|olololo|o m parenTERLENuMesh |69 | -|6|4]|2( -] 3|8 Ben efItS (DE 2501)

B3. IFYOU KNCW THE PATIENT'S ELECTRONIC RECEIPT NUMBER, ENTER IT HERE: B4, PATIENT'S DWTE CF BIRTH

SANSARENEEEDREN o[1[o[1]1[s o]0
T I Part B - Physician’s/Practitioner’s
S[almp[2[e[ [ [ [ [ [N MCRREEERE [T T TTIIT1T] . y
Ba. PFHYSICIANPRACTITIONER'S LICENSE NUMEER BY. STATE OR COUNTRY (F NOT LLEA) THAT ISSLUED LICENSE MUMEER ENTERED N BE Certlflcate’ pages 11-13'
s[a[e-Jo[2]7[s[3lo] | [ [ | EecrAMEEEE [ [ [TTTII[[I]]]
wo] [ [ [T [ [T ITTTTTIT] CLITLIITIIIIIIIIIIT] | Your physician/practitioner must
ST S R complete all applicable information

8 DOOICCENNNANNNNERENN 5N including dates, diagnosis, and treatment

Glelolflfl [ | 1 |
codes. The physician/practitioner must

E11. PHYSICIANPRACTITIONER'S ADDRESS
MAILING ADDAESS, PO BOX OR NUMBER/STREETR

r|c|e|

SUITES
= R ] also sign page 13
:
Alaly[w[als[els[ [T [ 1T MCIAM7[2[e[s[«[ [ [ [ W [[[[[[T]
COUNTY HOSPITAL/GOVERNMENT FACILITY ADDRESS
FACILITY NAME [F AFPLICABLE]
FACILITY ADDRESS, NUMBERISTREET/SUITES
STRTE ZIF POS CODE COUNTRY (IF ncr i

B12 THIS PATIENT HAS BEEN UNDER MY CARE AND TREATMENT FOR THIE MEDICAL PROBLEM

Fam|1|3|1|6|2|0|1|5|rc| I I I | | | I | -:~E-:vc9—5-15".cHen:u:.t.'raml.-.ﬂ.:;sT.LnE.A'lnG'n—.aF.ﬁ.'|E\'
areervasor: [ |oay [ wesay [X] wowmay [ Asnesoeo |:|3T-Eﬁ| I | I I | | | I | | | | | I

E12. AT ANY TIME DURING YOUR ATTENDANCE FOR THIS MEDICAL PROBLEM, HAS THE PATIENT BEEN INCAPAELE OF PEAFOAMING HISHER REGLLAR
OR CUSTOMARY WORKT

el 1|2 [1[6 |2 [0[ 1]

WAS THE DISABILITY CAUSED BY AN ACCOENT CATRAMAT [ yes [ ] mo
| | I | | | | |IFYE;INI:-.'\TE HE DATE THE ACCIDENT OR TRAUMA OCCURAED

B14. DATE YOU AELEASED OR ANTICIPATE RELEASING PATIENT TO RETURN TD HISHER REGULAR OR CUSTOMARY WORK
[UNKNCWIT, THOEFINITE", ETC., NOT ACCEFTABLE )

D CHECK HEAE TO INDICATE PATIENT'S DISABILITY IS PERMANENT AND YOU NEVER ANTICIPATE RELEASING PATIENT TO RETURN TO HISHER
AEGULAR DA CUSTOMARY WORK

B15. I PATIENT IS NOW PREGNANT OR HAS BEEN PREGNANT, PLEASE CHECK THE APPRCPRIATE BOX AND ENTER THE FOLLOWING:

el | | [ 1111]

TYPE OF DELIVERY. IF FATIENT HAS DELIVERED: D WAGINAL D CESAREAN

DE 2501 Rev. 81 (3-20) (INTRANET) Pape 11 of 13 115




SAMPLE, this page for referance only

Empl
[

DD SE o i oty L Claim for Paid Family Leave
e (PFL) Benefits (DE 2501F)

(CARE O BONDHNG PROVIDER
A2 YOUR DATE OF BIRTH
As YOUR CENDER

Al YOUR SOOAL SECURITY NO. M M O D T Y ¥ T
o[o[oJoJofofoJofo| |o]1Je]1]1]e]o]o

Ad. YOUR LEGAL NAME

TR T MM Ml LAST ML MALE  FEMALE

S|A|M|P|L|E C|L|A|I|MAN|T g

|.I;|\';L| ;ﬂiP;T;\lL';\TE_S | T | a| 9| |4 |U'||‘|HR i.'\ST| '\J\i\.u}i 13 -i\'l'f.||. \li)[E|1\-||i(.H\0L| HAVE “0“|l\|[.‘| | | | | | | | | | | |

A YOUR MAILING ADDEESS 70 BICENT WAIL 5T A PESVATE CPCTAL STRVIT BTE—YOW) ALST SR THE SLAMRER [ THE “PRBE" s PMBE ar aprucan pag e 1 "

1[2[3] [AIN[Y] [S|TREET [ [ [[[]1(1[{ {1 ([[MIIIIIT]

CITY STATEFROV. TIP oa POSTAL COHE COWUNTRY 5 M0T Ls.A

AN[y[T[oW[N] [ [ [ [ []] 1f2[3a[s[ [T T MM TTTTTTTTTT .

43, NAME OF VOUR EMPLOVER MAILING ADDRESS Complete a” appllcable
R[O[AIDIRIVINNTE[ ] TeAlS[T e F[E[s] MEs ] AR R e o i e
A|N|Y|W|H|E|R|E| EERN 6|5|2|2|2| HER OEE EBRRRRRER ! gy y

e | NEEREEET | P | I worked and employer information.
Make sure to sign and date the

M M D D Y Y Y X M W D D Y ¥ Y Y M M D D Y YT T Y L 1~
1[2Jo[1]z]o[1]5] [1[2]1]efz]0]1]5]| |o]1]z][7]2]0]1]s
AL WHY INDYOL ok WILL YOU BEDUCEYOUR WORK HOURS OR STOP WORKINGT

CARrrow BCHND WITH

TASULY SAERMRE: CHIL OTHER EXFLAM Als WHAT ISTYOUR OCCUPATIONT O rl I I L]
B BN ([ [ [ [ ([ [T [°a[s[TR¥] [clR[E[F[ [ [T []]
| Ale. LEGAL NAME OF PERSON FOR WHOM YOU ARE CARING rust JlsansoL il LasT: O WITH WHOM YOU ARE BOMDING (CARE OR BONDING RECIPIENT) |
[clofo[x[z[e] T T[] clLlaltal[e] [TTTTTTTTTTTTT]
A7 THE ABDWE-NAMED T {}E HU'»IJNG I!{IFIE\JI’ BYOUR

ARINT

REGISTERETH CRAND
WD sPousE PAETHER PagEs I\Hﬂ PagEnT

SIRLING DTHIR EAAIN

Aln 15 ANY OTHER FAMILY MEMBER READY, WILLING AND ABLE ANIH Als. HAVEYOU CLAIMED OR DO YOU PLAN TO CLAIM WORKERS' COMPERNSATION
AVAILABLE TO PROVIIDE CARE FOR THE SAME PERIOD YOU ARE HENEFITS FOR ANY PORTIOMN OF THE PERMID COVERED BY THIS CLAIME
hic] CLAIMING PHL BENEFITST hacr s

)

Az, DO YOU HAVE MORE Azl DFYOUR EMPLOYERS CONTINUED o= WILL COMNTINUE T PAY YOU 12 MAY WE DISCLOSE BENEFIT PAYMENT
THAN OMNE EMPLOYER? DURING YOUR FAMILY LEAVE, INDNTATE TYPE OF PAY: INFORMATION TOYOUR EMPLOYER: 1
L IS SN WCATION NP e 5

Az1. AT ANY TIME DURING YOUR FFL LEAVE, WERE YOU IN THE CUSTODY OF LAW ENFORCEMENT AUTHORITIES BECALSE YOU WERE X
CONVICTED OF VIOLATING A LAW OR ORINNANCE!

Az, Dechration and Sgnature.
o itk - al

IF signature |lr"ud¢b- mark 1%, pleace place mark here* ‘ Date Sgned § s | DI | YEY T

112§1(6f2(0]1[5

1ple f,,'.?w.- ank
i mark {0, it mus! he atiested by two wilnesses with their a

e 4 (F-200 (INTRANET) Page 1 of 4

116



SAMPLE, this page for reference only

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

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

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

I understand that EDD may disclose this information as authorized by the California
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 signature on Page 3 in ltem 6 of Part C shall be as valid as the original.

| understand that unless | inform EDD in writing at PO Box 989315, West Sacramento,
CA 95798-9315, 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 right to receive a copy of an authorization form from EDD if |
request one in writing.

I make this authorization to support my care provider’s claim for Paid Family Leave
benefits. | understand that 1 may not revoke my authorization to avoid prosecution or
to prevent EDD’s recovery of monies to which it is legally entitled.

WE CANNOT PROCESS THIS CLAIM UNLESS YOU SIGN BOTH THIS PAGE AND PAGE 3
IN ITEM Co OF PART C.

Care recipient’s name (Print your name)

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

D 2501F Rew. 4 (7200 (INTRANET) Page 2 of 4

Claim for Paid Family Leave (PFL)
Benefits (DE 2501F)

Care Recipient’s Authorization for
Disclosure of Personal-Health
Information, page 2.

Only complete this page if you are
filing for a Paid Family Leave care
claim.

The person receiving care, or his/her

authorized agent, must sign the
bottom of this page.
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SAMPLE, this page for reference only

Claim for Paid Family Leave (PFL)
Benefits (DE 2501F)

PART B — BONDING CERTIFICATION (M0 BE COMFLETED BY FERSOM CLAIMING FFL BENEFITS T BOND WITH A CHILDY

Bz DATE OF FOSTER CARE OR Ex. CHILDY MAMED IR BE 15 MY
EL. YOUR SOCIAL ADDFTION Fl l{L\dl‘\ BRI CHACAL POSTER ATHOFTE

SECURITY NLIMEER M M D O ¥ D STEPCISLLY CHILT L TR . . g -
ololofolofolofoo] [[ I TT] [T Part B - Bonding Certification
Ba. VOUR LEGAL LAST NAME (hEInam i CASE PAGE OF THE Bs. CHILIYS SOCIAL SECLRITY (HIlIJSI]lTEUI BIHII e CHILEY'S GENDER

CRBRE TTTTT] [TITTTITT] AEREEEEE M (bonding claims only) and Part C -
clofoteislsl | 1111 | aMCERase [ 11T TTT 1] Statement of Care Recipient (care

0 W MM B S claims only), page 3.

IF o P(J"I'\] fl'JIJE

PO al
Bl AS EVINEMCE OF THE RELATINSHIP IN B3, CHECK ONE OF THE FOLLOAWING AND ATTACH A COPY OF THE [RICUMENT CHECKED. Part B If Ou are fIIIn a bondln
ik KIOT SENIFORICEMAL DOCUMENT. [1TWILL MOT B BETURNEL.!

E CHILYS BIRTH CERTIFICATE D ADOFTIVE PLACEMENT AGREEMENT, AlI-S0T

D DECLARATIMIN OF PATERNITY, C5-%0% D INDEPESDENT ADOPTION PLACEMENT AGREEMENT, ADW924 C I ai m ] yo u m u St CO m p I ete aI I bo n d i n g
|:| FOSTER CARE PLACEMENT RECORID, S0C-815 |:| OTHER I nform atlon and Slg n the form ]

n o, | aahoriee e T, 5 jon ageny, a Tyilesl, of s o o SgANCY 10

El'. Declaration and Sigalure. &y m
3 y

Part C — If you are filing a care claim,
Savlectiane. lilelzol you or the care recipient must fill out
b _ the appropriate care information. The
i o e ot o care recipient or their authorized
ARENRNNAENNENNN § EENNNSNNENNNSEEEEEEENN representative must sign the form.

5. CARE RECIPIENT'S RESIHENCE AINDRESS

e POSTAL CORE COUNTRY DT usAd

u
JEENENEEEEENEEE BN BENEEAEEE DENEEEEEEE You will complete either Part B or
Ch. __-:ZONFIR."«_MTIIO\ OF_MEDIC{&L D_ISCLOSL R_E.A.I_.'THI‘_“IRIZ.!\TID.’_\I.I"m_u. read and SIE.!I'_IE‘E.‘ Part C _ but never both for One

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 Clal m
understand that copies of my signature below are as valid as the original.

Care Recipient's Signature 1 D) KT PRINT Dade Signad (um | 00 | ¥rvn

A IE IO EVED Y CLARAANT I CARE EECIFICST IS MENTALLY C4 PIESHCALLY LINABLE T D050,
MIST BESIGMED BY CARE EECHFIENT CHf CARE ERCIFIENT'S ALTISORIERD REFRISIN ATV

7. Autharized Representative sgmog = LT o |I Iollomang et g o
n this maner 25 utharned by [] Ir;;h |:| paweer of A tarach copy) [ coun order (anach copw (For spouse or domiest 1
- Authonzed Represen@iive's Sonanss IJb \lm I"I'Il\r Dhaie Signed | mm | 0o | vrvw
i

E2501F Rew. 4 (7200 {INTRANET] Page 3 of 4
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SAMPLE, this page for reference only

Medical certifications must be nunph ed by a licensed physician ar practitioner
authorized o certify to 2 patients disa fseriows healtf condition pursuant i
Cafifomia Unemployment fnsumance Code Section 7700,

INSTRUCTIONS FOR COMPLETING THIS FORM:
Please complete the information in the spaces provided in UPPER CASE using black ink. Do not use special characters (-, ./ ).
If handwritten, print each letter or number in a separate box. Ignore the boxes provided if using a typewriter or printer.

PART D — PHYSICIAN/PRACTITIONERS CERTIFICATION (DO NOT COMPLETE THIS PART IFYOU ARE BONDING WITH A CHILDL)

1. PR CLAIMANT'S (CARE
FROVIDER'S) SOOIAL
SECLIRITY RUMBER PEL CLAIMANT'S NAME

HNEEEANE |||||I|.| EEEENEANEEIRNNAN

D3. PATIENT'S DATE OF BIRTH Da IJ(?IF.S\UL R PATIENT ElQl Ill CARE BY THE CLAIMANT?
1 ar IS

||:n PAT |:ursuwz ' 1 |

D HACKOSIS OR, IF NOT VET DETERMINED, A DETAILED STATEMENT OF SYMPTOMS

7. FRIMARY 10D CORE . SECOMIARY ICT) COMES

D DWATE PATIENT'S CONINTION COWMENCED
L . SECH = LR RN DT B N T TR
HEDEESESENEONEEE BEEONEE HEE NN

M1 DATE VOU ESTIMATE PATIENT WILL NO LONCER
RECFUIRE CARE BY THE CLAIMANT
I N N G N O | FEEMANANT

Do FIRST DATE CARE NEHDED D11, DATE YOU EXPECT RECOVERY
MW BE ¥ ¥ R O P A G
Dz APPROKIMATELY HOW MANY TOTAL HOURS FER DAY WILL PATIENT REQUIRE CLAIMANTT

novLes COMMINTS

D WOULD INSCLOSURE OF THIS CERTEFICATE TO YOUR PATIENT BE MEDICALLY OR PSYCHOLOGICALLY DETRIMENTALT | “

= PHYERC AN/ FRACTITMOMER'S LICENSE WUMBER e COUNTRY PHYSICIAN PRACTITROMER 15 LICENSHD.

TEC

| 7. PHYSICIAM PRACTITIONER'S MAME (10s

Drle. PHYSPOIAMN /PRACTITIONER'S AIMIRESS orosT oamict B 15 CIFTABLE 45 THE SCHE ALDEES
STATE'PRIN. 7P os POSTAL CODE COUNTRY ar sor us.
0

SR EE
|I|I||I|||I|||.:l:. II||.|I|||‘|I|||
i

TYPE OF PHYSICIAN/PRACTITIONER ECLALTY ar asw

[1s. [x |

1. PHYSICIAMPRACTITICNER'S Cortification and 5 Jnim 1 certify undes penalty of porury that this patient has a serious health condition and requires a cars previdur.
I lm. pesformed a physical cxamination andror treated the patient. 1 am authorired 1o certify 2 patient disability or cerious heabth condition persuant 1o California
Unereployment Inssrance Code Seclion 2708,

‘Original Signature of Afending Physican/ Practiliones - SUSIEE ST 15 0T ACCTARE | PRIYSICIAN/PRALC nnuuu 5 PHONE M, Dale Signed (s | DD | vrom
de, It s dnvidral ] ]
fioe 2y 2

120 P

E 2501F Rew. 4 (7-200 (INTRANET) Page 4 of 4

Claim for Paid Family Leave (PFL)
Benefits (DE 2501F)

Part D - Physician/Practitioner’s
Certification, page 4.

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

You should make sure all pages are
completed and all signatures are
obtained before the claim form is
mailed to the EDD for processing.

If you are filing a bonding claim,
Part D is not required.
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California Employment Development Department Debit Card
Fee Disclosure and other Important Disclosures®
You have an option in how you receive your benefit payments. The Employment Development Department
(EDD) issues benefit payments by the EDD Debit Card® or by check. The EDD Debit Card is the fastest and
most secure way to receive your benefits. However, you do not have to accept the EDD Debit Card.

No action is required to receive your benefits through the EDD Debit Card. Authorized benefit payments
are issued on the EDD Debit Card within 24 hours and are immediately available to you.

To receive your benefits by check, complete and return this form with your claim:

If eligible, | want to receive benefit payments by check.
Allow 7-10 days for delivery of checks in the mail.

Name (Print) DOB

Signature Date

EDD Debit Card Fee Disclosures

Monthly Fea Per purchase ATM withdrawal Cash reload

$0 $0 $0 in-netwark N/A
$1.00* out-of.network

ATM balance inquiry 30

Customer service $0 per call

Inactivity %0

We charge 5 other types of fees. Here are some of them:

Replacement card, express delivery 510.00

Each international transaction 2%

*This document entitled ‘Fee Disclosure and Other Important Disclosures’ is included with, and
incorporated in, the California Employment Development Department Debit Card Account Agreement.

**Fees can be lower depending on how and where this card is used.

Soe the materials you received with your card for free ways to access your funds and balance information.
Mo overdraft/credit features.

Your funds are eligible for FDIC insurance.

For more information about prepaid cards, visit cfpb_gov/prepaid.

Find details and conditions for all fees and services in the cardholder agreement.

DE 5&17IF (4-19) (INTRANET) Page 1 of 2

California Employment Development
Department Debit Card Fee Disclosure and
other Important Disclosures (DE 56171F)

The new DE 2501F form, Rev. 3 (4-19),
claim packets include the DE 5617IF insert.

ONLY complete and return this form
with your claim if you prefer to receive
benefit payments by check.

To request to receive benefit payments by
check, mark the checkbox and print and
sign your name.

If you are completing an older version of
the DE 2501F, the California Employment
Development Department Debit Card Fee
Disclosure and Alternate Payment Option
(DE 5617) form will be mailed to you after
the EDD receives your claim.
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Visit State Disability Insurance
(edd.ca.gov/disability) for more information.
For additional help call
Disability Insurance at 1-800-480-3287 or
Paid Family Leave at 1-877-238-4373.

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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