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This tutorial will explain how to:
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Create a Benefit Programs Online Account (Step 1)
Register as a Claimant in SDI Online (Step 2)
Access Your SDI Online Account

File a Disability Insurance Claim

File a Paid Family Leave Bonding Claim - New Mother

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

Parents

Submit Paid Family Leave Bonding Claim Attachments

File a Paid Family Leave Care Claim

Submit Paid Family Leave Care Claim Attachments

10.File a Paid Family Leave Military Assist Claim

11. Submit Paid Family Leave Military Assist Claim Attachments
12. Update My Benefit Programs Online Profile - Email, Password, Security

Questions, or Personal Image and Caption

13. Complete Paper Claim Forms




Create a Benefit Programs Online
Account (Step 1)



First time access to Employment Development Department
(EDD) benefits services requires a one-time registration for
Benefit Programs Online.

Benefit Programs Online allows you to use a single login to
access the following EDD services:

 Unemployment or Pandemic Unemployment Assistance
e Disability

« Paid Family Leave

* Benefit Overpayments

Watch EDD’s Benefit Programs Online: Overview and
Reaqistration for New Users YouTube video for detailed
Instructions on how to register a new account.

If you have already completed the one-time registration in Benefit
Programs Online, skip to Reqister as a Claimant in SDI Online
(Step2).



https://www.youtube.com/watch?v=l0O37hyLU5Y&feature=youtu.be

Benefit Programs Online Registration:

1.

o s

Visit Benefit Programs Online (edd.ca.gov/BPO) to complete a one-time registration.
From the Benefit Programs Online login screen, select Register now to create an
account. To change the language of all screens to Spanish, select En espafnol on the
login screen.
Accept the Terms and Conditions. You must select | Agree in order to establish an
online account.
Provide a personal email address that is current and is used only by you.
Set up a password that is between 8 and 20 characters. The password is case
sensitive and must contain at least:

* One uppercase letter

 One lowercase letter

e« One number

» One special character from this list: |@#$%"&*( )
Create the Security Profile with security questions and answers and a personal
Image and caption.
Once you submit your registration information, an email with a link will be sent to you.
Select the unique link within 48 hours to complete your registration.
After you have registered for and logged in to Benefit Programs Online, select SDI
Online. You will directed to the SDI Online Registration Options (see Reqister as a
Claimant in SDI Online). You will always use Benefit Programs Online to access SDI
Online to file a Disability Insurance or Paid Family Leave claim,



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

Register as a Claimant in
SDI Online
(Step 2)
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Email: Benefit Programs Online gives you access to these EDD services:

1 I | | I - Unemployment or Pandemic Unemployment Assistance

" = Disability

= Paid Family Leave
P 1

2 'm not a robot - Benefit overpayments

" reCAPTCHA

Privacy - Terms
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Don't have an account? Register now.

Once you have completed your Benefit Programs Online registration, return to Benefit
Programs Online and log in to complete the SDI Online registration process.

Follow these directions to log in to Benefit Programs Online:
1. Enter the email address that you used to register.

2. Complete the security check.

3. Select Log In.

For Spanish, select the En espafol link.
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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 experience.
Perscnal Image:
4. ‘ F
Personal Caption:  Cup
5 * Password:
. Forgot Password?
6 Previous Log In
.
ﬁ Contact EDD | Condifions of Use | Privacy Policy | Accessibility
Copyright © 2019 State of California

4. Verify your Personal Image and Personal Caption are correct.

If you do not recognize your personal image and caption, select Previous to review the
email address entered on the login screen to ensure it is correct. If you are unable to verify

your personal image, select Contact EDD (edd.ca.gov/about_edd/contact_edd.htm) for
further assistance.

5. Enter the password you created during the Benefit Programs Online registration process.

6. Select Log In.


https://edd.ca.gov/about_edd/contact_edd.htm
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© 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

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.

Copyright ® 2019 State of California

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

Log Out —

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

From your Benefit Programs Online account, select the SDI Online link to begin your

registration for SDI Online.

Note: If you already filed your Disability Insurance claim by paper, you will still be able
to view and manager your claim through SDI Online. At this time, you can only file Paid
Family Leave claims through SDI Online.



SDI Online Registration

Select your account type.

Claimant

Select Register as a Claimant to:
s File 3 Dizability Insurance (DI) or Paid Family Leave (PFL) clzim.
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 6 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 Number (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 @ p.m.

Register as a Physician/Practitioner

You will be directed to the
SDI Online Registration
account type screen.

Select the Register as a
Claimant link.
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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 “I
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

Next, read the Terms and Conditions before proceeding. Select | Agree.

You must agree to these Terms and Condition in order to establish an online
account.

11



Claimant Registration

*Indicates Required Field

Personal Information

To register for a new SD1 Online account, you must enter your full legal name and date of birth as it appears on your California driver license or identification card.

*First Mame:

Middle Mame:

*Last Mame:

Suffiz:

E-mail Address:

*Gender:

*Date of Birth:

*Social Security Number:

*Retype Social Security Number:

*¢alifornia Driver License or Identification Number:

*Retype California Driver License or ldentification Number:

Cancel

f you have no suffix, leave blank.

| Next I

You must provide the following personal information. Required fields are marked with a red

asterisk (*).

* Your full legal name as it appears on your California Driver License or Identification card.

Gender.

Social Security number.

Select Next.

California Driver License or ldentification number.

Date of birth as shown on your California Driver License or Identification card.

12



Claimant: Personal Profile Information

“Indicates Required Field

Residence Address

*Address Line 1:

@ us O International

Address Line 2:
*City: | stockToN
*State: CA -
*ZIP Code: 95201
Mailing Address
All written correspondence from EDD regarding this account will be sent to this address.
Check here to copy your Residence Address to your Mailing Address: D

*Address Line 1:

Address Line 2:

*City:

*state:

*ZIP Code:

@ us O International

folsom

Complete and review your:

* residence address (can include a PO Box)

* mailing address

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

13



Phone Numbers

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

Preferred Language

Communication Preferences

Indicate below how vou prefer to be notified.

*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

[ check here if the phone number is international

I *Preferred Language: English v I

Other Language:

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:

 Home and/or cell phone number
* Preferred language
e« Communication preference

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

Select Submit.

14



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.

‘ No ‘ ‘ Yes ‘

The SDI Online system may adjust your address information under the Updated Address
field to follow USPS standards.

» Verify the address shown is correct by selecting Yes.

» |f the address information is incorrect, select No to re-enter the correct address.

15



SDI Online Account Registration Complete

Account Registration Successful

Your SDI Online account has been created and }I'OLI EDD Customer Account Number is 123456789 .L'Inotiﬂcation 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

Hawve 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; or
+ Assist with matters related to a family member’s military deployment to a foreign country.

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

When the above message displays, you have successfully completed your SDI Online
account registration.

Please keep and secure your assigned EDD Customer Account Number for future

reference. You may be asked to provide this information when requesting assistance from a
customer service representative.

You may now file your Disability Insurance or Paid Family Leave claim by:
1. Selecting the Benefit Programs Online link.

2. Logging in to Benefit Programs Online.

3. Selecting the SDI Online button.

4. Selecting New Claim from your SDI Online account main menu bar.

16



Access Your SDI Online Account

17
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Don't have an account? Register now.

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

Follow these directions to log in to Benefit Program Online:
1. Enter the email address that you used to register.

2. Complete the security check.

3. Select Log In.

For Spanish, select the En espafniol link.
18


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

| 4

Personal Caption:  Cup

5 * Password:

. Forgot Password?

6 Previous Log In I
.

ﬁ Contact EDD | Condifions of Use | Privacy Policy | Accessibility

Copyright © 2019 State of California

Perscnal Image:

4.

4. Verify your Personal Image and Personal Caption are correct.

If you do not recognize your personal image and caption, select Previous to review the email
address entered on the login screen to ensure it is correct. If you are unable to verify your personal
Image, select Contact EDD (edd.ca.gov/about_edd/contact_edd.htm) for further assistance.

5. Enter the password you created during the Benefit Programs Online registration process.

6. Select Log In.

19


https://edd.ca.gov/about_edd/contact_edd.htm

Log Out —

% State of California
‘cov Employment Development Department To log out of
Benefit
/ﬁ\ My Profile Benefit Programs Online Prog rams
| Online, select
© Benefit Programs Online the Log Out link
| . in the top right
Ul Online®™ SDI Online Benefit Overpayments pTg
hand corner of
Select Ul Online to file a claim for Unemployment Select SDI Cnline to file a claim for Disability Select Benefit Overpayments to view your benefit
Insurance (Ul) benefits or to create or access your Ul Insurance (D) or Paid Family Leave (PFL) benefits or § overpayment balance, make a payment, and set up an
Online accf)ur)ﬂ. ’ to create o{r ar):cess your SDIyOnIine eEccou)nt_ insta‘ﬁn:rent agreement. P ’ any SC ree n -

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.

Contact EDD | Conditions of Use | Privacy Policy | Accessibility

Copyright ® 2019 State of California

From your Benefit Programs Online account, select the SDI Online link to access your
SDI Online account Home screen.

20



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 nerAccountNumber: 123455789

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

Residence Address: 153 \1ain St CellPhone Number:  916-555-1213

Sacramento, CA 95814

E-mail Address:  Jdoe@gmail.com

Current Disability Insurance Claim(s)

Mo Results Found

Pending Disability Insurance Claim Application(s)

No Results Found

Submitted Paid Family Leave Claim Forms

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

No Results Foun

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

> |

Use your SDI Online account Home screen to:
* File a new claim.

« Update profile information.

« Continue a saved dratft.

* View claim history.

* View inbox messages and take required actions.
* View a current Disability Insurance claim summary, payment history, form history, and

send claim requests.
* View a pending Disability Insurance claim.

* View your submitted Paid Family Leave claim information.

21



File a Disability Insurance Claim

22



Employment

Home

Message Center

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

Personal Information

John Doe

Full Name:

Mailing Address: 123 Main St
Sacramento, CA 95814

Residence Address: 123 Main St
Sacramento, CA 95814

E-mail Address:  Jdoe@gmail.com

Current Disability Insurance Claim(s)

Mo Results Found

EDD Customer Account Number: 123456789

Phone Number:

916-555-1212

Cell Phone Number:  916-555-1213

Pending Disability Insurance Claim Application(s)

Mo Resulls Found

Submitted Paid Family Leave Claim Forms

Only ferms you submitted enline 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.

Na Results Found

Follow these
instructions to begin
filing a Disability
Insurance claim:

1. Access your SDI
Online account by
logging in to
Benefit Programs
Online.

2. Select the SDI
Online button to be
directed to your SDI
Online Home screen.

3. Select New Claim
from the main menu bar
on your SDI Online
Home screen.

23



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 a Claim for Disability insurance (DE 2501) or a Claim for Paid Family Leave
[DE 2501F), do not submit a duplicate form. It may take up to 14 days far vour Initizl Claim form to be reviewed and processed. Submitting duplicate forms may delay the processing of vour
claim.

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

Apply for Disability Insurance Benefits

I Dizability Insurance I

Apply for Paid Family Leave Benefits

Paid Family Leave Bonding

Submit Electronic Paid Family Leave Bonding Attachment

Paid Family Leawve Care

Submit Electronic Paid Family Leave Care Attachment

Paid Family Leave Military Assist

Submit Electronic Paid Family Leave Military Assist Attachment

Saved Drafts

To open and complete a form that vou saved, select the Form Name. Saved drafts are stored for 2 limited number of days and will be automatically deleted on the date indicated. To delets
a draft immediately, select the checkbox and then select the Delete button.

Select the Disability Insurance link located under the Apply for Disability Insurance Benefits header
to apply for Disability Insurance benefits.

Submit your claim no earlier than the first day your disability begins, but no later than 49 days after your
disability begins, or you may lose benefits.

If you have already submitted a claim, do not submit a duplicate claim. It may take up to 14 days for your .,
claim to be reviewed and processed.




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 Alccholic 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.

‘ Next

‘ Cancel

The Disability Insurance Claim Filing Instructions screen provides important
information you will need to have readily available to file a Disability Insurance claim.

Read this screen and select Next to proceed.

Note: Selecting Cancel at any time during this process will cancel the claim and return you
to your SDI Online Home screen.

25



- Employment

ED Development
Department

State of Cali i

alifarnia

5D/ 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:

OOCO-X0KK
John Doe
01-01-200
English

123 Main St
Sacramento, CA 95814

Employment

4 Additional Information

Information

EDD Customer Account Number:

California Driver License or ID Number:

Gender:

Residence Address:

Cell Phone Number:

Section 2 - Other Names and Social Security Numbers Used

5  Certification

1234567890
X1234567

Male

123 Main St
Sacramento, CA 95814

5bb-123-456T

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

section blank.

First Name: Middle Initial:
Last Namea: Suffix:
Social Security Number:
First Name: Middle Initial:
Last Name: Suffix:
Social Security Number:
|

Note:

The SDI Online system will
automatically populate certain
portions of the application.

Verify the information in
Section 1 and complete any
open fields in Section 2, as
appropriate.

If your personal information has
changed, select Save as Draft
and update your SDI Online
account profile.

Select Next to proceed to the
next step.

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

» Select Previous to return to the previous screen.
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S0 Home Inbaox New Claim Draft

Section 3 - Employment Information

*Are you self employed?  ()Yes ()Mo

*Are you a State Government employee? ( J¥es () No
If "Yes," indicate Bargaining Unit Number:

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

*Before your disability began, what was the last day you worked?

*When did your disability begin?

Date you want your Disability laim to begin if di than the date your MM
disability bagan:
*Since your disability began, have you worked or are you working any full or partial {(JYes ()Mo
days?
*Have you recovered? Ci¥es (O No

If "Yes," enter date:

*Have you returned to work? ( Yes ) No

If "Yes," enter date:

*What is your regular or customary occupation?

*Why did you stop working? Select ]

*How would you describe or classify your job?
() Mostly sitting; occasionally standing and walking; occasionally lift, carry, push, pull or otherwise move objects that weigh 10 lbs. or less

) Walking/standing most of the time; occasionally lift, carry, push, pull or otherwise move objects that weigh up to 20 Ibs.

) Constantly lift, carry, push, pull or otherwise move objects that weigh up to 10 Ibs.; frequently up to 20 Ibs.; occasionally up to 50 Ibs,
) Constantly lift, carry, push, pull of otherwise move objects that weigh up to 20 Ibs.,; frequently up to 50 [bs.; occasionally up to 100 Ibs,

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

*Has or will your employer continue to pay you during your disability leave?

If "Yes," indicate type(s) of pay: 1 sick
: Vacation
] Paid Time 0ff

"] Annual Leave

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

*Was this disability caused by yourjob?  (T)ves () No

*Are you a resident of an alcohol recovery home or drug-free facility? {(_J¥es ([} Ne

Previous | Cancel Save as Draft

Profile

History

MNext

Complete Section 3 -
Employment Information.

Required fields are marked with a

red asterisk (*).

Please confirm all dates and
information you enter are correct
before proceeding to avoid a
possible delay or loss in benefits.

Select Next.
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Employment Summary

. .. . Employment . . . .
«" Personal Information " Initial Questions . y. 4 Additional Information 5 Certification
Information

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

Add ‘ I‘ Save as Draft ‘ ‘ Next

‘ Previous ‘ ‘ Cancel

Click the Add button to begin entering information about your most current employer.

You must add at least one employer.

28



Employer Search

. L. . Employment . . . .
«" Personal Information " Initial Questions e . 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 “Mot Found” button to enter your employer information.

Begins With [»] B Dalton h

* Employer Name:

Search | I

| Reset

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 as stated on your W-2 or paystub.

Select Search to proceed.
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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

Reset ‘ ‘ Search

Search Results

Employer Name ‘ Action

B Dalton Bookseller h

Select

‘ Previous ‘ ‘ Cancel I ‘ Mot Found ‘

If your employer’s name populates in the Search Results table, click Select under the
Action column.,

If your employer is not listed under Search Results, select Not Found and skip to slide 32.

30



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 ]
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 (Mo

Previous Cancel Save as Draft

If you selected your employer from the search results in Section 4B, you will be asked to complete the
Employer Contact Information and Employment Information sections (if you selected Not Found in
Section 4B, please skip to the next slide).

Add your most current employer’s business name, phone number, and mailing address as stated on your
W-2 or paystub.

If you have more than one employer, enter additional employers by selecting Yes to “Do you currently
have another employer that you have not yet reported?”

Select Next. 31



Employment Details (Add Employer)

* Indicates Required Field

Section 4D - Employer Contact Information

* Last or Current Employer Name:

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

* State:

* ZIP Code:

Employer Phone Numbaer:

Employment Information

* Bafore your disability began, what was the last day you worked for this employer?
* Do you currently have another employer that you have not yet reported?

Previous Cancel

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 emplayer, you must provide the infarmation 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.”

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 () International

800 Capitol Mall

Sacramento

[T

95814

H1E1234567 Ext: ..

[] Check here if the phone number is international

07312018
@ Yes (O No

Save as Draft

I [ Next | I

If you selected Not Found in Section 4B, you will add your most current employer’s business name, phone
number, and mailing address as stated on your W-2 or paystub under Section 4D — Employer Contact

Information.

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

To enter additional employers, select Yes to “Do you currently have another employer that you have not yet

reported?”

Select Next.



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 | Yes |

The SDI Online system may adjust the employer address information to follow USPS
standards.

* Confirm the Updated Address section is correct by selecting Yes.

» Select No to go back to the previous screen and re-enter the address.
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Declaration

. e . Employment i . . .
" Personal Information " Initial Questions v pioy X " 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: u:j:o:} EDD Debit Card
() Check

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

] 1 pcknowledge that | have reviewed the EDD Debit Card Fee Disclosures.

In Section 9 — Declaration, 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.

Select the check box below to acknowledge you have reviewed the disclosures.
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Section 10 - Declaration

"] By fhy 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
falsg 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

I 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)

("] 1 auflhorize 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
rehfibilitation, 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
Devlopment 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 resultin an
incomplete claim form that cannot be processes for payment of State Disability Insurance benefits. | understand I 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)

[ owa | [ swesimn ]

In Section 10 — Declaration, select both check boxes to authorize an electronic signature and release of
information, and enter the name of your physician/practitioner in the open field. Both boxes must be selected to
complete your claim.

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

Select Submit to send your claim to the EDD.

Note: Your claim is NOT complete. Your physician/practitioner must submit the “Physician/Practitioner’s

Certification” section of the Claim for Disability Insurance (DI) Benefits (DE 2501). 22



Confirmation

Confirmation

e resporsible for prowiding you ]

i benaefits B the sames dx
Blina. fnnirast SO Br ’
I Faim Radel pb Humbier: i I

Customer Satisfaction Survey

On the Confirmation screen, you will be assigned a Form Receipt Number.

Save this number and provide it to your physician/practitioner so they can submit the medical
certification.

Your physician/practitioner can complete the medical certificate through SDI Online or by
completing Part B of 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 you submitted. 36



File 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 the File 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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Employ
EDD Dev L|U|J nen t
Deputment

ia

State of Califo

Home

@ Message Center

I Inbox [ New: 0, Total: 0] I

Personal Information

Full Name:

Mailing Address:

Residence Address:

E-mail Address:

SDIHome New Claim Draft

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

Jane Doe EDD Customer Account Number:

123 Main St Phone Number:

Sacramento, CA 95814

123 Main St Cell Phone Number:

Sacramento, CA 95814

Jdoe@gmail.com

Current Disability Insurance Claim(s)

Profile History

123456789

916-555-1212

916-555-1213

Follow these instructions to begin filing a Paid Family Leave - New Mother claim:

1. Access your SDI Online account by logging in to Benefit Programs Online.

2. Select the SDI Online button to be directed to your SDI Online Home screen (screen above).

3. Select Inbox from the SDI Online main menu bar or the Message Center. 39



‘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.

I 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 D
Delete

Select the Paid Family Leave Bonding link under the Forms Available to Submit header.

Submit your claim no earlier than the first day your family leave begins, but no later than 41

days after your family leave begins, or you may lose benefits.

If you have already submitted a claim, do not submit a duplicate claim. It may take up to 14

days for your claim to be reviewed and processed.
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Prescreening Questions

* 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 @j Yes {:} No

with this newborn?

MNext

‘ Cancel ‘

Answer the prescreening questions:

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

Note: Selecting Cancel at any time during this process will cancel the claim and return
you to your SDI Online Home screen.
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Initial Questions

o Initial Questions 2 DIClaim 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

Ifyour 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 Yes O No
your Disability Insurance claim?

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

[

Previous Cancel Save as Draft Next

Note:

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

Select Previous
to return to the
previous screen.

The SDI Online system will automatically populate certain portions of the Paid Family Leave claim

form.

Verify the information is correct. If your personal information has changed, select Save as Draft and

update your SDI Online account profile.

Note: If you have not stopped claiming Disability Insurance benefits, you will not be able to complete
this claim form. Please submit this form after the final Disability Insurance payment has been issued.

Select Next to proceed.
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DI Claim Information

o DI Claim Information 3 Claim Information 4  Declaration

You are currently on Step 2 DI Claim Information

+ Initial Questions

Section 2 - DI Claim Information

Social Security Number: XXX-XX-XXXX * Disability Insurance Claim Effective
Date:

(MMDDYYYY)

* 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 Save as Draft Next

[

As a reminder, do not file for Paid Family Leave Bonding benefits unless you have fully recovered and
have been issued your final Disability Insurance payment.

If you have not stopped claiming Disability Insurance benefits, select Save as Draft and complete the
form at a later date.

To continue, verify the populated information is correct. Next, enter the date your Disability Insurance
claim started and ended to ensure your Paid Family Leave claim is processed correctly.

Select Next to proceed.
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Paid Family Leave Claim Information

« Initial Questions «  DiClaim Information

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 |
Section 4 - Paid Family Leave Claim Information
ny overlapping period between Disability Insurance and Paid Family Leave will result in a disqualification of benefits from one p
*Last Day Worked:
*Do you want your Paid Family Leave claim to begin on the day after you stop claiming (
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 weeks now? (
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? Oives O Mo
If “Yes,” enter the date you returned to work:
*Will you continue to receive wages from your employer(s) during the period you are ( 3
claiming Paid Family Leave benefits?
If “Yes,” indicate type of pay
Beginning Payment Date:
Ending Payment Date:
*Do you have more than one employer? Oves Qno
*Have you filed or do you intend to file for workers' compensation benefits? (ves () Mo

Previous Cancel

° Claim Information 4 Declaration

—

You must complete the following
sections:

- Section 3 - Baby
Information

- Section 4 - Paid Family
Leave Claim Information

- Section 5 - Employer
Information

Confirm you are entering the
correct information and dates to
avoid a possible delay or loss of
benefits before proceeding.

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

Select Next to proceed.
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Declaration

« Initial Questions « DI Claim Information & Claim Information

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 Dehit Card

() Check

Disclosures Agreement: EDD Debit Card Fee Disclosures, DE 5617P0 (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.

Select the check box 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 boxindicates an electronic signature executed by you, and is a legally binding equivalent of traditional hand-
jften signatures,

iy electronic signature an this claim statement, | {1) claim Paid Family Leave benefits and certify that throughout the period covered by this claim | was bonding with the
onding 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 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 foregeing statement, including any accompanying
staternents, is to the best of my knowledze 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 peried 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 | | Submit |

Next, select the box to authorize an electronic signature and the release of your information.

Select Submit to send your Paid Family Leave — New Mother claim form to the EDD.
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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 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, save and secure your Receipt Number for future reference. You may be asked

for this number when requesting assistance from a customer service representative.

Most claims are processed and a decision is made within 14 days from the date the claim was submitted. Do

not file a duplicate claim during this time, you may delay payment further.

If you need additional assistance, view your options to Contact the EDD
(edd.ca.gov/about_edd/contact_edd.htm).
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https://www.edd.ca.gov/about_edd/contact_edd.htm

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)

E0 Your pregnancy-relatg

After You Have Filed Your Application

The last date you wor

i { WHEN YOUR CLAIM IS SUCCESSFULLY SUBMITTED
= Whether you refurnad

+ Information concermin 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
* |nformation ac towhefll issued to you. The majority of claims are processed and payments issued within 14 days of receipt of a correctly completed claim.
and a false statement Note: It may be necessary to send some documents via US Postal Service. This includes Paid Family Leave (PFL) payments and PFL claim-related forms.
= Whether you hawe clai
s Whether you were vou YOUR RIGHTS
* Thedate you want yoy Information about your claim will be kept confidential, except for the purposes allowed by law. California Ci ode, section 1798.34, gives you the right to inspect an rsonal records

ypes of information
the subject (Civil

maintained about you by EDD. Section 1798,35 parmits you to request that the record be corrected if you believe it is not sccurate, relevant, timely, or complete, Certai
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

FILING A DRAFT Code, section 1798.40)

}; records of active eriminal, civil or administrative investigations (Civil Code, section 1798.4

If you are denied access or if you request to amend your records is refiused, you may file an appeal with the PFL office. You may

Saves your entered infarmat] request a cogy of your fil

records which you believe you have a right tain:

by calling the telephone number sh tice of Camg

n (DE 42300,

100 your A

- ; You also have the right to appeal any disgualification, overpayment, or penalty. Specific instructions on how to appeal will be provided on any appealable document you receive.
Tor retrisve your saved draft

SPECIAL CIRCUMSTAMNCE RELATING TO YOUR PAID FAMILY LEAVE CLAIM

All available information »

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

reduced, you w

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

Death of Claimant. If & persom receiving PFL benefits dies, an heir or legal representative should report the death to PFL. Benefits are payable through date of death, If othenwise eligible.

Death of Care or Bonding Recipient. If the child with whom you are bonding dies, report the death to PFL, Ben

are payable through the date of death, if otherwize eligible,

Job Benefits and Protection Programs. Family and Medical Leave Act [FMLA] and California Fa ted leave to “eligible” employees for certain family and

Rights Act (CFRA) offer job protec

medical reasons, Contact FMLA at B66-487-3243 or the Department of Labor Web site: -§84-1684 orthe Department of F

Housing Web site: hitp eh.ca.gov far additional information on these prograr

wodolgoviwhd/fmia or CFRA 3t 800 mpleyment and

Cancel Mext

Read all information carefully. Select Next. 48



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-
psignatures.

ve 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
ol efits. 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.

| Previous | Cancel Next

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.

(O 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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File a Paid Family Leave

Bonding Claim for

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

or Foster Care or Adoptive Parents



Follow these instructions to begin

“E‘PPP.:‘:{:I??,:‘E;E SDI Home Inbox Draft Profile History flllng a' Pald Famlly Leave Claim

for new mothers (not transitioning

Employment

Home from Disability Insurance), new
fathers, foster care, or adoptive
@i parents:
Check the message center Inbox below to review messages and take required actions as needed.
et Tok ol 1. Access your SDI Online
account by logging in to
el Benefit Programs Online.
FullName:  John Doe EDD Customer Account Number: 123456789
MelingAddess 193 Main St PhoneNomber. 0165551212 2. Select the SDI Online button
Sacramento, CA 95814 to be directed to your SDI Online
et pdtrss 20 NN a CalPhaneumber: 9165551213 Home screen.
el 3. Select New Claim from the
main menu bar on your SDI
Current Disability Insurance Claim(s) Online Home screen.

Note: You will need to upload or mail a “Proof of Relationship” document after completing
your online Paid Family Leave Bonding claim. To skip to the instructions on uploading
your document(s) to your SDI Online account, please view the Submit Additional Paid
Family Leave Bonding Attachments section of this tutorial.
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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 a Claim for Disability Insurance (DE 2501) or a Claim for Paid Family Leave
[DE 2501F), do not submit a duplicate form. It may take up to 14 days for vour Initizl Claim form to be reviewed and processed. Submitting duplicate forms may delay the processing of vour
claim.

Mote: 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

LD CPCCIT T T IO Tl Tk y S ve DA |C"'IgJ‘-'-.tt3Ch‘TE"It
Paid Family Leave Care
Submit Electronic Paid Family Leave Care Attachment
Paid Family Leave Military Assist
Submit Electronic Paid Family Leave Military Assist Attachment

Saved Drafts

To open and complete a form that you saved, select the Form Mame. 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.

To apply for Paid Family Leave Bonding benefits, select the Paid Family Leave Bonding link located
under the Apply for Paid Family Leave Benefits header.

Submit your claim no earlier than the first day your family leave begins, but no later than 41 days after
your family leave begins, or you may lose benefits.

If you have already submitted a claim, do not submit a duplicate claim. It may take up to 14 days for
your claim to be reviewed and processed.

If you are unsure about the type of claim to file for, refer to the Types of Claims
(edd.ca.gov/Disability/Types_of Claims.htm) on the EDD website.



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

Prescreening Questions

* Indicates Required Field

Prescreening Questions

* Are you a mother bonding with your newborn? O vYes (O MNo

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

I Cancel I I Next I

You must answer the prescreening questions:

e 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.

e If you are a new father or an adoptive/foster parent applying for bonding benefits, select
No for both questions.

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

Note: Selecting Cancel at any time during this process will cancel the claim and return you
to your SDI Online Home screen.
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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

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
copies of these documents:

« Child’s Birth Certificate

« Official letter from foster care agency

« Child’s Hospital Birth Certificate

+ Adoptive Placement Agreement, AD-907
- a S i

After You Have Filed Your Application
Yo WHEN YOUR CLAIM IS RECEIVED
BE ly transmitied an electronic bonding claim, will na u of yo ly benefit amount and requast any additional
determine your el If you meet all eli ayment center. The majority of claims are processed and payments issued
Yo hin fourteen receipt of a correctly
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 Spousal or Parental Support Obligations: Questions should be directed to the District Attorney’s office administering the court order.
red
—
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.
Death of Care or Bonding Recipient: If the child with whom you are bonding dies, report the death to PFL. Benefits are payable through the date of death, if otherwise eligible.
Job 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
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://www.dfeh.ca.gov for additional information on these programs.
I
Phone Number Link
http://www/edd/ca/gov/Disability/Contact_SDI.htm#byphone
Frequently Asked Questions Link
http://www.edd.ca.gov/Disability/FAQs.htmipfl
e

The Information for
Before You Start and
After You File screen
provides important
information you will need
readily available to file a
Paid Family Leave
Bonding claim.

Review and gather the
information before
proceeding.

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

“Indicates

quired Field

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

Pleasze read these instructions and information before completing the electronic Claim for Paid Fam
aintained by your emp . [&sk your employer for the proper forms.)

Leave (PFL) Benefits (DE 2501F), Do not complete this claim form if are insured by

m provides afford

eave [PFL) e, worker-funded benefi

o eligible workers suffering a full or partial |
w child or assist with matters related to a family member's military deployment to a foreign country.

of wages due to the need to care for &

ill family
member, to bond with a ne

(B) Call 1-877-238-4373 for required forms and instructions if:
1. Adisability prevents you from completing the claim form and you need to designate a representative to sign for you.
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
recipient.

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
Care application.

EQ

1. Select New Claim.
fi 2. Choose Paid Family Leave Care.
lis

gAll INELIGIBILITY:

— prll  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:

+ Ifyou are claiming or receiving Unemployment Insurance or Disability Insurance (DI) benefits.
« Ifyou are receiving workers’ compensation benefits at a weekly rate equal to or greater than the PFL rate.
« 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 ta your claim. You will

Und . . - N . A s . . N
— b paid 17 of your weekly benefit amount Tor each calendar day you are elipible unless benefits are reduced for some reason. (See Cal ting Paid Family Leave Benelit Fay

orde} s -

Tor more information.)
cont

YOU[J TAXABILITY OF BENEFITS: Paid Family Leave henefits are subject to federal income taxes and will be reported to the Internal Revenue Service. Each person receiving PFL benefits will
receive a 108906 form to include with his/her lederal income tax return. PFL benelits are not subject to California income taxes,

File |
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
Readll €xplain 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
contfl determined that you were overpaid and the overpayment cannot be waived, you must repay this meney. Benefit payments issued after an overpayment is established may be reduced by
el 75 o 100 percent ta collect your payment. You will receive a “Natice of Overpayment Offset” if a reduction is taken for a DI, PFL, or Unemployment Insurance (U] averpayment.

DISQUALIFICATION: All available infarmation will be considered hefare paying or disqualifying your claim. Benefits will be paid only for the days for which you are eligible. If payment of
benelits 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 52 days may be assessed. In addition, any resulting
nt 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.

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
s, 1 make any false stat Lor misrepr

entation or i withhold of a material fact to obtain or increase any benefit or payment, EDD will disqualily me from
receiving benefits and/or services and may initiate criminal prosecution against me,

Previous Cancel Next

This screen provides
additional information
about filing a Paid
Family Leave Bonding
claim.

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

Select Next to proceed.

Note:

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

e Select Previous to

return to the previous
screen.
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Personal Information

Personal . Employment . Additional . ) _  Qualifying _ )
: 2 ) 3 . 4 Certification 3 & Declaration
Information Information Questions Events

You are currently on Step 1 Personal Information

Verify Your Personal Information

If your personal information has changed, select Save as Draft, then select Profile from the main menu to update your information before completing this form.

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
| |
| Previous | | Cancel I | | Save as Draft ‘

The SDI Online system will automatically populate certain portions of the Paid Family Leave
claim form.

Verify the information is correct. If your personal information has changed, select Save as
Draft and update your SDI Online account profile.

Select Next to proceed. -



Employment Information

o Pemonal o Employment . Additional
Information Information ~ Questions

You are currently on Step 2 Employment Information

*Indicates Required Field

Your Employment Details

Employer Information
Enter your current or most recent employer information.

Note: An incorrect employer name or sddress can delay benefit payments.

*Occupation:

*Are you a state government employee?

If “Yes;* indicate bargaining unit number:

*May we disclosc bencfit payment information te your employer(s)?
*Da you have more than one employer?

*Reason for reducing work hours or stopping work:

Other Reason:

“Name of Employer:

*Address Line 1:

Address Line 2:

“City:

*State:

Employer Phone Number:

. Qualifying

4 Certificati 5
ertification i

Oves (JHNe

Oves One

Oves Ono

() Participating in 3 qualifying event
() Other

Ext:

& Declaration

Complete Section 2 - Employer Information. Required fields are marked with a red asterisk (*).

Add your most current employer’s business name, phone number, and mailing address as stated on your

W-2 or paystub.

Select Next to proceed.
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Employment Details

. Employment " . . . . .
" Personal Information I fp' yt' 3 Additional Questions 4 Bonding Certification 5 Declaration
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

414 K 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 |

The SDI Online system may adjust the employer address information to follow USPS

standards.

Confirm the Updated Address section is correct by selecting Yes.

Select No to go back to the previous screen and re-enter the address.
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Additional Questions

Empls nt
« Personal Information v . uynjle o Additional Questions 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?  (Jves () Mo

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

Date you returned to work: (MMDDYYYY)

0r date you plan to return to work: (MMDDYYYY)

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

If you will receive any type of pay from your employer(s) during your family leave, [ sick
indicate typeof pay: 7] Employer Required Vacation

[ other Type of Pay
Specify if "Other type of pay™: Select ﬂ
*At any time during your Paid Family Leave, were you in the custody oflaw ~ (Dves (O Mo
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 () MNo
portion of the period covered by this claim?

-

Complete Section 7 - Additional Questions and confirm the dates you entered are

correct to avoid a possible delay or loss of benefits.
Required fields are marked with a red asterisk (*).

Select Next to proceed.



Bonding Certification

. Ei L .
« Personal Information v i nf'lployr:ent + Additional Questions e Bonding Certification 5 Declaration
nformation

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

In the Section 3 - Personal Information, select your relationship to the child you are bonding with from the
drop-down menu. Complete Section 4 - Child’s Legal Name and Information with the child’s information.

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

Note: If the child’s legal residence is different than yours, an additional screen will display to enter the
child’s legal address.
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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 banding 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

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

To be eligible for Paid Family Leave Bonding benefits, you must submit
an approved “Proof of Relationship” document. Submit one of the
accepted documents within 10 days from the date you submit your
online bonding claim.

From the drop-down menu, select the “Proof of Relationship” document
you will upload or mail after completing the online claim.

Further instructions to upload or mail your “Proof of Relationship”
document(s) will be provided on the confirmation screen.

Select Next to proceed.

The accepted “Proof of
Relationship” document
options are:

. Child’'s Birth Certificate

. Official Letter from
foster care agency

«  Child's Hospital Birth
Certificate

- Adoptive Placement
Agreement, AD-907

- Declaration of Paternity,
CS-909

« Independent Adoption
Placement Agreement,
AD-924

- Approval of Family
Caregiver Home,
SOC-815

«  Other Evidence of
relationship
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Child's Residence Address

" Personal Information « Employment Information

You are currently on Step 4 Bonding Certification

*Indicates Required Fisld

Section 6 - Residence Address

Previous

' Additional Questions e Bonding Certification 5 Declaration

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

*State:

*ZIP Code:

Cancel

@ us (O Intemational

Save as Draft

If you selected Yes to “Is the child’s residence address different from your resident address?” in
Section 4 — Child’s Legal Name and Information, you must enter the child’s residential address

information here.

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

If you selected No to the above question, you will not see this screen. Please skip to the next slide.

Select Next to proceed.
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Declaration

Empl t
" Perzonal Information v I Tp Dy:-len " Additional Questions " Bonding Certification e Declaration
nformation

You are currently on Step 5 Declaration

* Indicates Required 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 L 4 v od below.

* Preferred Payment Method: (8 EDD Debit Card
() Check

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

. cknowledge 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 vou agree. & check in the box indicates an electronic signature executed by vou, and is a legally binding equivalent of traditional hand-
written signatures.

m'_-.-' 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 years
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

@hnding recipient named above; (2) authorize EDD to release my personal information as shown on this claim to the bonding recipient; (3) authorize my employen(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 years 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 check boxes to authorize an electronic signature and the release of your
information.

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

Select Submit to send your online claim to the EDD.
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Paid Family Leave (PFL) Survey Questions

*Indicates Required Field

Survey Questions

The EDD has received yvour portion of your claim for PFL benefits. There is one more step to complete before you receive your claim receipt number. Please answer the question below and
then select the “Submit™ button for your receipt number,

*Before you filed your PFL claim, how did you learn about the PFL benefit program? Please select the response that best applies:

() From a brochure | received by U.5. mail.

() Frem a friend or family member.

() From an 3D1 Online Motification,

() From my emplayer.

() From a social worker or hospital employee.

() Mone of these.

I | Submit | I

Complete the survey and select Submit to proceed to the next step.
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Employment

ED Development N . 1 i
S Departmen 5Dl Home Inbox New Claim Draft Profile History

5tale of California

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 Receipt Number: R10 00033001
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 "Praof 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, you will be assigned a Receipt Number.

Save the Receipt Number for future reference. You will need this number to upload your

supporting documentation to the correct online claim.

The Confirmation screen will also provide instructions to upload the additional documentation

for your Paid Family Leave Bonding claim.
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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 electronically or by mail.

To submit electronically, select the Attach my Proof of Relationship link and follow the
instructions. View the Submit Paid Family Leave Bonding Claim Attachments section of
this tutorial for additional instructions.

To submit by mail, send your proof of relationship to the address on the screen. Send
photocopies of your documents, do not mail originals. On each page include your 9-digit
Social Security number, Receipt Number, and your requested claim start date.
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Submit Paid Family Leave Bonding Claim
Attachments
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- Employment
ED Development
. Department

State of California

Home

Message Center

SDI Home Inbox Draft

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

Inbox [ New: 0, Total: 0]

Personal Information

Full Name:

Mailing Address:

Residence Address:

E-mail Address:

John Doe EDD Customer Account Number:

123 Main St Phone Number:

Sacramento, CA 95814

123 Main St Cell Phone Number:

Sacramento, CA 95814

Jdoe@gmail.com

Current Disability Insurance Claim(s)

Profile

123456789

916-555-1212

916-555-1213

History

To submit your “Proof of Relationship” document or if you need to submit more than one
document (e.g. birth certificates for twins or to resubmit a previous document):

Select New Claim from the main menu bar in your SDI Online account.

70



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 a Claim for Disability Insurance (DE 2501) or a Claim for Paid Family Leave
[DE 2501F), do not submit a duplicate form. It may take up to 14 days for vour Initizl Claim form to be reviewed and processed. Submitting duplicate forms may delay the processing of yvour
claim.

Mote: 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

—id Co il PO = T

Eubmit Electronic Paid Family Leave Bonding Attachmen
ald Family Leave Care

Submit Electronic Paid Family Leave Care Attachment
Paid Family Leave Military Assist
Submit Electronic Paid Family Leave Military Assist Attachment

Saved Drafts

To open and complete a form that you saved, select the Form Name. Saved drafts are stored for & 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.

Select the Submit Electronic Paid Family Leave Bonding Attachment link under the
Apply for Paid Family Leave Benefits header.
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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.

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

Select Claim to Attach Document

Form Name

DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Bond with Child
DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Bond with Child
DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Bond with Child
DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Bond with Child
DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Bond with Child
DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Bond with Child

DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Bond with Child

Cancel

Submitted Date

06-27-2018

06-26-2018

06-26-2018

06-26-2018

06-26-2018

06-19-2018

06-08-2018

Receipt Number Action
R100000000035357 I Select
R100000000035351 Select
R100000000035352 Select
R100000000035353 Select
R100000000035356 Select
R100000000035337 Select
R100000000035335 Select

Verify the Receipt Number on the screen with the number you received when you filed the

online 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: YOXXXXXXX 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

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

Previous Cancel Submit

To upload a document, select the Browse button.

To upload more than one document, select Yes and then select the Browse button.
This will navigate you back to the Attachment screen to continue uploading

documents.

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



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 screen confirms that the attachment(s) were submitted to the EDD.
Save the Receipt Number(s) for future reference.

You have now completed your Paid Family Leave Bonding claim. Please allow up to 14
days for the EDD to process your claim.
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File a Paid Family Leave
Care Claim
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Home

Message Center

Check the message center Inbox below [o review messages and take réquired actions as needed.

b [ Hew: 0, Totaki 0]

Personal Information

FullName:  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:  Jdoe@gmail.com

Current Disability Insurance Claim(s)

No Results Found

Pending Disability Insurance Claim Application(s)

Submitted Paid Family Leave Claim Forms

Only forms you submitted anline 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

Follow these instructions to begin filing a Paid Family Leave Care claim:
1. Access your SDI Online account by logging in to Benefit Programs Online.
2. Select the SDI Online button to be directed to your SDI Online Home screen.

3. Select New Claim from the main menu bar on your SDI Online Home screen. -



Apply for Benefits or Continue a Draft Application

Select a link below to 2pply for Disability Insurance or Paid Family Leave benefits. If you have already submitted a Claim for Disability Insurance (DE 2501) ar a Claim for Paid Family Leave

(DE 2501F), 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.

Hote: 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

- - - gz Attachment
Paid Family Leave Care

e Lei g iy T L Rttachment
Paid Family Leave Military Assist
Submit Electronic Paid Family Leave Military Assist Attachment

Saved Drafts

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

To apply for Paid Family Leave Care benefits, select the Paid Family Leave Care link

located under the Apply for Paid Family Leave Benefits header.

e Submit your claim no earlier than the first day your family leave begins, but no later

than 41 days after your family leave begins, or you may lose benefits.

* If you have already submitted a claim, do not submit a duplicate claim. It may take up

to 14 days for your claim to be reviewed and processed.

» If you are unsure about the type of claim to file for, refer to the Types of Claims

(edd.ca.gov/Disability/Types_of Claims.htm) on the EDD website.


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 readily available to file a Paid

Family Leave Care claim.

* Review and gather the information on this screen.

 Select Next.
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o Personal Information

Employment
Information

You are currently on Step 1 Personal Information

Section 1 - Personal Information

Social Security Number:

Full Name:

Date of Birth:

Mailing Address:

Preferred Language:

XXX-XX-XXXX

John Doe

XX-XX-XXXX

123 Main St
Sacramento, CA 95814

Additional Questions 4 Care Certification

EDD Customer Account Number:

Other Names (if any, under which you
have worked):

Gender:

Phone Number:

123456789

Male

916-555-1212

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

‘ Previous ‘

‘ | Save as Draft ‘

The SDI Online system will automatically populate certain portions of the Paid Family Leave

claim form.

» Verify the information is correct. If your personal information has changed, select Save as

5 Declaration

Draft and update your SDI Online account profile.

e Select Next to proceed.

‘ Next




Employment Details

. Employment
« Personal Information o ploy! .
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

* Name of Your Employer:

* Occupation:

* Are you a state government employee? O Yes

If “Yes”, Indicate Bargaining Unit Number:

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

* Do you have more than one employer? O Yes

* Reason for reducing work hours or stopping work:

Employer Mailing Address

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

* State:

* ZIP Code:

Employer Phone Number:

4  Care Certification 5 Declaration

(O No

(O No
(O No

O Care for Family Member O Other

@US (O International

cA v

(No dashes or spaces)

Ext:

D Check here if the phone number is international

Previous Cancel ‘ ‘

Save as Draft

[ =

Complete Section 2 -
Employer
Information by
entering your most
current employer’s
business name,
phone number, and
mailing address as
stated on your W-2 or
paystub.

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

Select Next to
proceed.
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Additional Questions

You are currently on Step 2 Additional Questions

*Indicates Required Field

Section 3 - Additional Questions

*Date you last worked:
*Date you want your Paid Family Leave claim to begin:

*Do you want to claim the maximum amount of benefit weeks now?

If “No,” enter the date you want to be paid through:
Date you returned to work:
0Or date you plan te return to work:

*Will you work at any time during your family leave?

If you will receive any type of pay from your employer(s) during your family leave,

indicate type of pay:

Specify if "Other type of pay":
*At any time during your Paid Family Leave, were you in the custody of law
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
portion of the period covered by this claim?

Empl: nt
" Personal Information vy P uyn:le o Additional Questions 4 Care Certification 5 Declaration
Information

(MMDDYYYY)
(MMDDYYYY)
Oves OMo
(MMDDYYYY)
(MMDDYYYY)
(MMDDYYYY)

O Yes () Ne
[ sick

D Employer Required Vacation
D Other Type of Pay

Select ﬂ

O Yes (O No

Oves O No

w1

o]

Complete Section 3 - Additional

Questions and confirm all dates are correct to avoid

a possible delay or loss of benefits.

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

Select Next.



Care Recipient's Information

Employment

' Personal Information :
Information

You are currently on Step 4 Care Certification

* Indicates Required Field

Section 4 - Care Recipient's Information

« Additional Questions

o Care Certification

5 Declaration

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:

* Date of Birth:
* Is any other family member ready, willing, and able and available to provide care for
the same period you are claiming Paid Family Leave benefits?

* Person you are caring for is your:

Qther Relationship:

Residence Address

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

* State:

* ZIP Code:;

Phone Number:

Previous Cancel

O Male () Female
Yes No
v
(@ Us () International
A v

Ext:

[_] Check here if the phone number is international

Next

Complete Section 4 - Care
Recipient’s Information
and Residence Address
with information about the
person you are caring for.

Details on how to submit a
signed “Statement of Care
Recipient” form will be
provided on the
confirmation screen.

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

Select Next.
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Declaration

Empl t
" Personal Information v e o;rrr_\en " Additional Questions " Care Certification e Declaraticn
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)

owledge 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.

83



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.
y electronic signature on thiz claim statement, | (1) claim Paid Family Leave benefitz and certify that throughout the period covered by this claim | was providing care for the
el 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 | | Submit | I

On Section 6 — Declaration, select the check box to authorize an electronic signature. You
must select this box to complete your claim.

Select Submit to send the online portion of your claim to the EDD.

Note: Your claim is NOT complete. You must submit the “Statement of Care Recipient” and
the “Physician’s/Practitioner’s Certification” sections of the Claim for Paid Family Leave (PFL)
Care Benefits (DE 2501FC).

The Confirmation screen will provide instructions to complete and upload or mail the

additional documentation for your Paid Family Leave Care claim.
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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.

85




Confirmation

Print this page for your records. If a printer is unavailable at this time, record the Form Receipt Number below. The Form Receipt Number is required to retrieve a copy of the Paid Family
Leave Clarm 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 XXX-XX-XXXX

Claimant Name: Jane Doe Social Security Number: X(-XX-1014

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
Recipient and Care Recipient Authorization for Disclosure of Personal Health

You may mail your "Physician/Practitioner's Certification for Care Recipient" and "Care
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
PO BOX 997017
SACRAMENTO CA 95799-7017

You may also submit it at a later time by following these navigation instructions:
1. Select New Claim

2. Choose Submit Electronic Paid Family Leave Care Attachment.

On the Confirmation
screen, you will be
assigned a Receipt
Number.

Save the Receipt
Number for future
reference. You will need
this number to complete
the additional
documentation and to
upload to the correct
online claim.

The Confirmation screen also provides instructions to complete the additional

documentation for your Paid Family Leave Care claim.
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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, select the link to print a PDF copy of the Claim for Paid Family
Leave (PFL) Care Benefits (DE 2501FC) form. It is your responsibility to ensure all forms are
completed and signed by all parties and submitted to the EDD within 10 days.

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

* You may also mail the completed form to the address on this screen if you do not submit it
electronically.

Note: You can also print the DE 2501FC in English and Spanish from Paid Family Leave Forms
and Publications (edd.ca.gov/pfl_forms_and_publications.htm).

87


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

forraiieres  (PFL) Care Benefits [z |

EDﬁ E{':'"T’E.E Claim for Paid Fa.mil}f Leave Enter your receipt number here. | 1

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.” If the care recipient is
physically or mentally unable to sign, call PFL at 1-877-238-4373 for instructions.

The care recipient’s physician/practitioner must complete “Part D — Physician/
Practitioner’s Centification” either electronically in SDI Online, or by completing and
signing page 3 of Claim for Paid Family Leave (PFL) Care Benefits (DE 2501FC). If
the care recipient is under the care of an accredited religious practitioner, call PFL at
1-877-238-4373 for the proper form Practitioner’s Certification for Paid Family Leave
Benefits (DE 2502F).

The easiest way to have your claim processed is to submit the completed forms
electronically in SD1 Online as an attachment. If submitting by mail, send to the following
address: Paid Family Leave, PO Box 997017, Sacramento, CA 95899-7017. If submitting
electronically, return to the Homepage of your SDI Online account. Select New Claim
from the Menu, and select Submit Electronic Paid Family Leave Care Attachment.

PART C — STATEMENT OF MUY BE COMPLETED BY CLAMAANT |F CARE RECIPIENT IS5 MENTALLY DR PHYSMOALLY LIMABLE TIO) [N SO,

(CARE RECIFIENT MLIST BE SWENED EY CARE RECIFIENT 08 (CARE RECIFIENT'S AUTHOMITED BEPRESENTATIVE)
1. CARE FROVIIMER 558 2. RECIFIENTS DATE OF BIRTH C1. RECIFIEMT'S FHOME NUMEER 1. RECIPIENTS GEMNIDER

Ouse  [Jresmsce

5. LEGAL NAME OF CARE RECIPIENT FIRST, MIDOLE IRITIAL LAST)

6. CARE RECUPUENT S RESIDENCE ADMDRESS I 2

aTy STATEFRON. ZIF O POSTAL OOIKE COUNTRY {IF FIOT U SA)

C7. CONFIRMATION OF MEDICAL DISCLOSURE AUTHORIZATION. | authorize my physician/practitioner
to disclose my current personal-health information to my care provider and to the California Employment
Development Department (EDD). | further understand that copies of my signature below are as valid as the
original.

Cam Recipleat's Signaters (D0 NOT FRINT)

Diabe Sgmesd
3. Authorired Representathve signing on behal! of e red plem mus comples the following: | regresent the e reciplent in
this maser a5 aushorsed :w|:|:u'rf|r. righe D:m\:’ of asormey [ach copryl |:|.1:u': ordar [asach oopy) (For S of domesdc parmar, oo EDI.
Authorired Representaibee’s Sigmalure (O NOT PRINT —
Dabe Shgmed I 3
DE Z501FC Rew, 5412-200 Fage | of 4 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 online
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 representative must sign
and date the bottom of this page.

Note: Page 2 is left blank intentionally
and not shown in this tutorial.
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Madical cerdfcadons mus: be compleed by 2 licemaed physiclan or pracstioner author zed w orify

13 pasione’s disbiliysorous haalih condlion pursian s Califormia Unempioymant Inssance Code
Sardon 3704,

Enter your receipt number here.

[rx

PART D — PHYSICIAN/PRACTITIONER'S CERTIRCATION

PFL CLAIMANT'S (CARE
PROVIDERS: SOCIAL
SECURITY MNUMEER 02, FRLOLUMANT'S MAME [Fest, SMENILE IMITLAL, LAST

D3,

PATIENT'S DATE OF BIRTH D4, [MIES VOUR PATIENT RECHUIRE CARE EY THE CARE PROYIDERT

Ovs  Oso saprtoms

PATIENT'S MAME rets1, Siiar B4ImaL, LAST,

Da.

AGRIFSIS OR, IF MIOT YET [FETERMIMELY, A DETAILED STATEMENT OF SYMPTOMS

PRIMARY BCD COOHFE 08, SECOMDARY FCD COHFES

DNATE PATIEMNTS CO DNT 0 COWSMSEMICEDY

7. [DWATE YOIL! ESTISATE PATIENT WILL MO LOMNCER REQUIEE CARE BY
FIRST DMTE CARE MEEIDED) THIE CARE FROVIDER

DF! RAANEMT CARE RECHIREDY

2. DATE YOHU EXPECT RECOWERY

[Onever

3. APFROXKIMATELY HOW MANY FOTAL HOURS PER DAY WILL PATIENT REQUIRE CARE EY A CARE FROYIDERT

HOURS OOMMENTS

D4 WOLLDY DISCLOSURE OF THE MEDMCAL INFORMATION 08 THIS 015 PHYSHIIANYS D& STATE ox COUNTRY ar wom 1.5 IN WHINCH
CERTIFICATE BE MEDHCALLY OR PSYCHOLDGICALLY ETRIMENTAL TO PRACTITHIMER'S PHYSICIAMPRACTITIOMNER |5 LICENSED T
VOUR PATIENTY LICEMSE NUMBER PRACTICE
Oves oo

M7 PHYSICIAMPRACTITIONER'S NAME (st sanoor i, LasT

DB PHYSIOIANPRACTITIONER'S ADIFRESS. (16T CHTICT BOK 15 HOT ACCTFTARLE A5 THE SCHLE ALNRES,

any STATE PRV TIP o POSTAL OOHHE COUNTRY ar o1 LS A
D15 TYPE OF PHYSICIANPRACTITIONER D0 SPECIALTY ar Ane
021, Physiclan/Prctitioner's Certification:
| certify ender penally of pesjury al this patient has 3 serioss haalth condiios asd mquens 3 care Erovider. | have performed 2 physcl cxamination ana/or treals
e partient. | e seiRorieed bo cerify a patient dissbdlity cor sericus Bealth conditica pursuant o Caliomia Usesployment Inserance Code secllon T708.
DOwiginal Signature of phrysiclan/practitioner -
RUBEIR STARSP 15 WO ACCEFTAELE
2
J
PHYSIOIAMPRACTITIONERS PHOME NMUMEER DATE SIGMNED
Lindior socHons 2116 and 2122 of tho CalIfimE Linempiopman: INssranco G, k 15 2 vicladon for amy natvigual who, Wi NS 55 oeraws, [Riscly conef o ihe mod ks
ConclEn of any person In orier 5 Chein disabiley RSURRO: bonofls, WHEEhor 1or 70 Maker of for any SHher pOrmon, and & punishab by IMprscnman: andon 2 NG no

axceeding 530,000 Secdons 1143 and 3305 requine addifonal admininmeve penaltes.

DE 25

DTFC Rew, 5 (12-200 Fage 3 of 4

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.

Note: You may also provide your
Receipt Number to your care recipient’s
physician/practitioner so they can submit
the medical certificate through SDI
Online. Talk to the physician/practitioner
about their process for submitting a PFL
claim. They do not all follow the same
process. 89



Submit Paid Family Leave Care Claim
Attachments
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Employment

EDD Development
Department R 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 submit your completed and signed Claim for Paid Family Leave (PFL) Care
Benefits (DE 2501FC) form, return to your SDI Online account Home screen.

Select New Claim from the main menu bar.

Note: This form must be received within 10 days from the date you submitted your
online claim.
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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 a Claim for Disability Insurance (DE 2501) or a Claim for Paid Family Leave
(DE 2501F), 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 vour
claim.

Mote: 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

Daid Fopaile ] ooaes ~ars

Submit Electronic Paid Family Leave Care Attachment
PEI0 Tamily Leave MIItary ASSISt

Submit Electronic Paid Family Leave Military Assist Attachment

Saved Drafts

To open and complete a form that you saved, select the Form Name. Saved drafts are stored for & 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.

Select the Submit Electronic Paid Family Leave Care Attachment link under the Apply
for Paid Family Leave Benefits header.
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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
online portion of the claim.

If it matches, click 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:  yxX_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.

+ 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

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

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

Note: To upload a document, you must have previously uploaded and saved the document on your
computer as a PDF, JPG, JPEG, TIF, or TIFF file. All file sizes must be 5MB or less.

To upload additional documents, select Yes and then select Submit. This will navigate you back to the

Attachment screen to continue uploading documents.

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



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 screen confirms the attachment(s) were submitted.
Save the Receipt Number(s) for future reference.

Your Paid Family Leave Care claim is complete once you upload the “Statement of Care
Recipient” and “Physician/Practitioner’s Certification” portions of the DE 2501FC.

Please allow up to 14 days for the EDD to process your claim.
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File a Paid Family Leave
Military Assist Claim



Home

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

Personal Information

Full Hame: John Doe EDD Customer Account Number: 123456789
Mailing Address: Phene Numbar:
123 Main St 916-555-1212
Sacramento, CA 95814
Residence Address: Cell Phone Number:

123 Main St 916-555-1213
Sacramento, CA 95814

E-mail Address: 300 @gmail.com

Current Disability Insurance Claim(s)

No Results Found

Pending Disability Insurance Claim Application(s)

anding claim, select Mew Claim. The status of your Paid Family

Follow these instructions to begin filing a Paid Family Leave Military Assist claim:
1. Access your SDI Online account by logging in to Benefit Programs Online.
2. Select the SDI Online button to be directed to your SDI Online Home screen.

3. Select New Claim from the main menu bar on your SDI Online Home screen. 97



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 a Claim for Disability Insurance (DE 2501) or a Claim for Paid Family Leave
(DE 2501F), 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 vour
claim.

Mote: 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

o are Attachment

Military Assist Attachment

Saved Drafts

To open and complete a form that you saved, select the Form Name. Saved drafts are stored for & 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.

Select the Paid Family Leave Military Assist link under the Apply for Paid Family Leave
Benefits header.

If you are unsure about the type of claim to file for, refer to Types of Claims
(edd.ca.gov/Disability/Types_of Claims.htm) on the EDD website.
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Complete this form if y

Note: Do not complete t

Have the fo

Employment Info

Paid Family Leave - Military Assist Claim Information

Gather Your Information

Personal Information

u ha

ing available while completing this farm:

have a los:

es while assisting with matters related to a family member’s military deployment to a foreign country.

mif you are insured by a Voluntary Plan maintaine

remployer. A

This screen provides important
information you will need readily
available to file a Paid Family Leave
Military Assist claim.

Full name (and other
Date of birth
Gender
Preferred langi
So
Mailing address
Phone number

curity

Your relation to the nf

QOccupation
Date tworked
Date returned to

Reason

Wage Information

= If you are receiving, or e o receive, a

ayments from your employer
ent received, such as (but not limited to):

= Sick leave
r-required vacation

Commissions

Earnings from part-time or modified duty

Residuals

Bonuses
Holiday

Note: Failure to report any payment can result in an overpayment, penalties, and disqualification.

Bargaining unit num

Most Recent Emp

Name of employer
Mailing address
Phone number

Additional Information

» Ifyou claimed or planto cl

If you were convicts

ur benefit weeks at once or split them over 2 specified period of time
ssist claim to begin

Review and gather the information
on this screen.

Select Next.

Qualifying Events

Military Member’s Info

You can request PFL benefits for multiple qualifying events. You must provide the following for each event:

Fullname

Date of birth . such as (but not

gualifying eve

nge childcare for the mi

.

nge care for the military]

gits of their Sociall
re notified of coy
ive d
» Mailing address

o Attend counseling

tart daty o Make financial/legal arrangements

o assistthe military member durine - Cild Support Obligations
o Attend a military
@ Represent the milita
Address issues due to the military m
Event start and end dates

Contact infarmatio

Direct your questions to the Department of Child Support 5

Supporting Military Do

Spousal or Parental Support Obligations

for the person or
Description of the event

After you file your PFL claim, you m

. Cow

ed active duty S

Death of Claimant

s Letter of impending call ororf
= Documentatiol

Reasonable Accommoda

oving re:

If a person receiving PFL benefits dies, an heir or legal representati

Call 1-877-238-437. quired forms and instr

—
Death of Military Member

Need this form in an altern:
Do net understand this
Are prevented from cor
Need to choose arep
Are an authorized representat

ormat (e.g.

Fthe military member dies, report the death to the PFL office. ¥

Job Benefits and Protection Programs

For individuals with disal requesting auxili

sit the Departmen!
visit the Department o

ontact FMLA, call 1
‘0 contact CFRA, call 1

For more information about Paid Fam|

Resources for Special Circumstances

are eligible to rec

The Family and Medical Leave Act (FMLA) and California Family Rights Act (CFRA) of

y Leave, visit the EDD website.

vices at 1-866-243-0773.

Direct your questions to the District Attorney’s Office administering the court order,

ffice. Benefits are

d report the death to the PFI

benefits to take care of any business

rotected leave to eligible employ rcertain family and medical reasons.

Labor.
air Employment and Housing.

o




Military Assist Claim Instructions

*Indicates Required Field

Read and understand the following information before completing this form,
Requirements

Your Responsibilities

foumust: Ineligibility
ad the:
. ude y]

You must not be:

ving Unemployment Insurance (U} or Dis:
kers’ Compen:

nsurance (DI) benefits.

enefits at a weel € equal greater than the PFL benefit rate.

v ol
- . of law enforcement authorities becaus: u were convicted of a crime.

@ o for benefits even if you are not sure you are eligibl u are ineligible for all or part of a period claimed, the EDD will notify
© Th

If you are not s

f the ineligible period and the reason(s)

This screen provides instructions
on how to file a Paid Family
Leave Military Assist claim.

Review and select Next.

::?:ﬁ Benefits Your Rights

Have ean

Benefit Amount
Have subl Confidentiality

Carefully decide the

v law. The EDD will not disc

Information about your claim will be kept confidential, except for the purposes allowed b;

paid one-seventh of your wg
start date of

rclaim can

Inspection

¥ou have the right to inspect any of your personal records maintained by the EDD, except for:

ur claim is processe
ment wil s Medical or psychological records where knowledge of the contents might be harmful to the subject.
i * Records of active criminal, civil, or administrative invesf

to request a copy of your records. If the EDD denies you access, you can mail a request to review the denial to:

Note: The majority of claim

ment Department

Taxability of Bene ty Office, MIC 33

PO Box 826380
PFL benefits are subject to f Sacramento, CA 34280-0001

PFL benefits are not subject|

Correction
Overpayment

Call 1-877-238-4373 to correct your records if you believe they are no

If you receive PFL benefit

PO Box 826880

Fraud Sacramento, CA 24280-0001

— ADpeal

Agree Before Continuing

[ 1 understand these instructio
report incorrect or incomplete in

Previous Cancel

ion to collect or increase my benefits, the EDD will disqualify

Disqualification
Basic Elig
The PFL office will cansider all available information before disqualifying your claim. If the PFL office denies your claim, you will raceive a written notice stating the reason(s) why.
You must:
Do not deliberately report inf
hovest percent penalty, The penaltf]  Reporting incorrect orincomplete information to collect or increase your benefits violates the California Unemployment Insurance Code and is punishable by imprisonmant, a fine us to
* Haveafs entpenatty.
o 520,000, or both. The EDD ad fraud, and claimants who are caught will face criminal prosecution to the fullest exten
notificati

se or provide copies of medical information to medical providers.

rate, relevant, timely, or complete. If the EDD refuses your reque:

ou can mail a request to review the denial to:

¥ou have the right to appeal any overpayment, penalty, or disqualification. Instructions on how to appeal will be provided on any appealable document you receive.

bmitting a military assist claim. If | don't provide complete and accurate information, my benefits can be delayed or denied. If | deliberately
y claim and | can face criminal prosecution.
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Perzonal . Employmeéent v . Additionsl
Information °  Information " Questions

You are currently on Step 1 Personal Information

Section 1 - Personal Information

Social Security Number:

Full Name:

Date of Birth:

Mailing Address:

Preferred Language:

XXX-XX-XXXX

John Doe

XX-XX-XXXX

123 Main St
Sacramento, CA 95814

N . Quaiifying
4 Certification 3
Events

EDD Customer Account Number: 123456789

Other Names (if any, under which you
have worked):

Gender: Male

Phone Number: 916-555-1212

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 ‘

& Declamtion

The SDI Online system will automatically populate certain portions of the Paid Family Leave

claim form.

Verify the information is correct. If your personal information has changed, select Save as

Draft and update your SDI Online account profile.

Select Next to proceed.

‘ Next




Employment Details

Personal Employment Additional - ualifyin
v i P yrn 3 ) 4 Certification 5 Ll 6 Declaration
Information Information Questions Events

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.

* 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 No
* Do you have more than one employer? O Yes O No
* Reason for reducing work hours or stopping work: O Care for Family Member O Other
Employer Mailing Address

@US (O International

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

* State: CA ﬂ

* ZIP Code:

Employer Phone Number: Ext:

(No dashes or spaces)

D Check here if the phone number is international

e | [ sweson |

Complete Section 2 -
Employer
Information by
entering your most
current employer’s
business name,
phone number, and
mailing address as
stated on your W-2 or
paystub.

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

Select Next.
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Additional Questions

Perzonal Employment
Information Information

You are currently on Step 2 Additional Questions

*Indicates Required Field

Paid Family Leave Information

The date you want your Paid Family Leave (PFL) benefits to begin cannot be before the date the military member was notified of covered active duty status.

*Date you want your PFL claim to begin:

*Do you want to claim the maximum amount of benefit weeks now?

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

*Did you or will you work at any time during your family leave period?

If you have or will receive any type of pay from your employer(s) during your family
leave period, select the type of pay:

If “Other Type of Pay,” specify the type:
*Have you claimed or do you plan to claim Workers' Compensation during your family

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

Previous

Complete the Paid Family Leave Information section and confirm all dates are

Additional 4 Certificati 5
Questions Srtiication "~ Events

*Date you last worked:

Date you returned to work:

or date you plan to return to work:

Qualifying

[MMDDYYYY)

[MMDDYYYY)
Oves Ono
(MMDDYYYY)
(MMDDYYYY)
(MMDDYYYY)

If:) Yes I":\ No
|:| Sick

[] employer Required Vacation
[ other Type of Pay

Select hd

If:) Yes I":‘ No

O ves (O No

Save as Draft

correct to avoid a possible delay or loss of benefits.

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

Select Next.




Person ploryment helditiona
o - "y
rheernstan Inflormation Questions

You are currently on $tep 4 Certification

Your Information

Military Member’s Information
*Military Member's First Hame:
Millitary Members Middle Initial:
* Military Membeer's Last Haime:
Military Member's Suffix
“Military Member's Date of Birth:

"Military Member's Gender:
“Last four digits of Military Member's Social Security Number:
* Date Military Member was notified of covered active duty status:

*Covered active duty start date:

Covered aotive duty end date (il known):

Military Member's Mailing Address

“Address Line 1.
Address Line 3:

*City:

Supporting Military Documentation

“Select the type of military document you will submit:

: J_ i o
Events
w~
Fermale
(]
w
velits
erde
est

Complete the following sections:

* Your Information

 Military Member’s
Information

e Military Member’s Mailing
Address

e Supporting Military
Documentation

Make sure the information you
are entering is about the military
member you are assisting.

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

Instructions on how to submit
supporting military
documentation after submitting
your online claim will be
provided on the confirmation
screen.

Select Next.
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Qualifying Events

Persanal Employment

Infarmation nbaermation

You are currently on $tep 5 Qualifying Events

“Indicgtes Required Field

Add Event

Enter 2 qualifying event. fyou are requesting FFL benefits for multiple svents, enter each event separatel

Event Details

Adgitional
Questions

“What is your qualifyingevent?

W “other* please spedify:

“Event $lart Date:

*Event End Date:

"Mame or Organization:

Address Line 12

Address Line 3:

City:

State:

2IP Code:

*Phone Number:

Email Address:

*“Describe your qualifying event:

o  Certification

®us (O internatianal

& | Declaration

Complete the following sections:
 Add Event
 Event Detalils

Make sure you are entering
information about the qualifying
event you will attend.

If you are requesting PFL Military
Assist benefits for multiple events:
» Enter each event separately.

* You can add up to eight events.

* Instructions to add additional
events are located on the next
slide.

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

Select Next to proceed.
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List of Qualifying Events

Personal Employment Additional : : ualifyin
" : vy Py ) v ) « Certification Qualifying & Declaration
Information Information Questions Events

You are currently on Step 5 Qualifying Events

*Indicates Required Field

Your Events

Select Add to enter another gualifying event. If you are finished adding events, select Next to continue.

Qualifying Event Name or Organization Event Start Date Event End Date Action

MM-DD-YYYY MM-DD-YYYY

Provide/arrange care for the military member's parent Maother Jones Delete

| Previous | Cancel I ‘ Add | | Save 3z Draft ||
1

To submit more than one event:
« Select Add and enter in additional qualifying event information.

Select Next once all events have been submitted.
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Declaration

Personal Employment
Information Information

You are currently on Step 6 Declaration

*Indicates Required Field

Payment Choice

Additional
Questions

§ B Qualifying _
Certificat arz
« Certification v Events e Declaration

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.

I *Preferred Payment Method:

(® EDD Debit Card
l:) Check

Digital Signature

Read the following information and check the box if you agree.

* Authorize the release an
imprisonment or fine or both.

and complete.

whicheveris later.

Previous

Disclosures Agreement:

kro‘«:.edge that | have reviewed the EDD Debit Card Fee Disclosures.

* Agree that photocopies of this authorization shall be as valid asthe original.

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

Note: & check in the box is 3 digital signature executed by vou and is the legally binding equivalent to a traditional handwritten signature,

E y signature on this Military Assist Certification and claim statement, I:
Claim Paid Family Leave benefits and certify that, throughout the period covered by this claim, | was assisting a military member during a qualifying event.
* Authorize the EDD to release my personal information as shown on this claim to the military member | am assisting.
* Authorize my employer(s) to disclose allfacts concerning my employment that are within their knowledge to the EDD.
se of information as stated in the Information Collection and Access section onthe Claim for Paid Family Leave (PFL) Benefits (DE 2501F).
» 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

» 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,

» Understand that suthorizations contained in this claim statement are granted for a period of 15 years from the date of my signature or the effective date of the claim,

Cancel

Select both check boxes to acknowledge you have reviewed the disclosure

agreement and to provide a digital signature.

Select Submit to proceed.

On the Declaration screen, 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.
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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

Claim Information

claimant Name: John Doe

Requested Claim Start Date: 11-07-2021

Important Next Steps

You have successfully submitted your PFL claim. Allow two weeks for it to be processed. If you have any questions, call 1-877-238-4373.

Soci rity Humber: XXX-XX-XXXX
Receipt Number: R100001000032163

Failure to submit your supporting document will result in disgualification, and you will not receive payment. You must send it within 10 business days electronically or by mail.

Send Electronically

You can attach your supporting document now or at a later date by following these
instructions:

1. Select New Claim from the main menu.

2. Select the corresponding attachment link,

Send by Mail

Mail a photocopy of vour supporting document to:
EDD - Paid Family Leave

PO Box 997017

Sacramento, CA95799-T017

Do not mail the original document. Include your 9-digit Social Security number, receipt
number, and requested claim start date on each page.

On the Confirmation screen, you will be assigned a Receipt Number.

Save the Receipt Number for future reference. You will need this number to upload your

additional documentation to the correct online claim.

The Confirmation screen will also provide instructions to upload your additional
documentation to your Paid Family Leave Military Assist claim.
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Important Next Steps

Failure to submit your supporting document will result in disqualification, and you will not receive payment. You must send it within 10 business days electronically or by mail.
gend Electronically send by Mail
You :arIattach your supporting document now :-Iate later date by following these Mail a photocopy of your supporting document to:
instructions:

EDD - Paid Family Leave

1. Select Wew Claim from the main menu. PO Box 997017
2. 5elect the corresponding attachment link, Sacramento, CA95799-7017
Do not mail the original document. Include your 9-digit Social Security number, receipt

number, and requested claim start date on each page.

To complete your Paid Family Leave Military Assist claim, you will need to submit your
supporting military documentation and documentation of the qualifying event within 10 days.

To submit your documentation electronically:

e Select the attach your supporting document now link.

* View the Submit Paid Family Leave Military Assist Claim Attachments section of this tutorial
for instruction on uploading your documents to your online claim.

To submit your documentation by mail:

» Send copies of your supporting military documentation and documentation of the qualifying
event to the address on the screen.

* Do not mail the original documents. Include your 9-digit Social Security number, Receipt

Number, and requested claim start date on each page.
110



Submit Paid Family Leave Military Assist Claim
Attachments
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Employment
EDD Development
Department
California

Stafe of

Home

@ Message Center

Inbox [ New: 0, Total: 0]

Personal Information

Full Name:

Mailing Address:

Residence Address:

E-mail Address:

SDI Home Inbox Draft

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

John Doe

EDD Customer Account Number:

123 Main St Phone Number:

Sacramento, CA 95814

123 Main St Cell Phone Number:

Sacramento, CA 95814

Jdoe@gmail.com

Current Disability Insurance Claim(s)

Profile

123456789

916-555-1212

916-555-1213

History

To upload the required military documentation and documentation of the qualifying event to

your online claim:

e Return to your SDI Online account Home screen.
* Select New Claim from the main menu bar.

Note: Your documentation must be received within 10 days from the date you submitted

your online claim.
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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 a Claim for Disability insurance (DE 2501) or a Claim for Paid Family Leave
[DE 2501F), do not submit a duplicate form. It may take up to 14 days for vour Initial Claim form to be reviewed and processed. Submitting duplicate forms may delay the processing of yvour
claim.

Maote: |t 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
Paid Family Leave Military fAzsist

Submit Electronic Paid Family Leave Military Assist Attachment I

Saved Drafts

To open and complete a form that you saved, select the Form Name. Saved drafts are stored for & 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.

Select the Submit Electronic Paid Family Leave Military Assist Attachment link under
the Apply for Paid Family Leave Benefits header.
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Form Attachment

Allow bwo weeks for attachments to be processed, 1fyou hav

Select a Claim

Only elaims you have suecassfully submittad will be listad.

Form Name Date Submitted

Claim For Paid Family Leave (PFL) Benefits - Milidary Assist (DE 2501F MM-DD-YYYY

Cancel

Verify the Receipt Number on the screen with the number you
online portion of the claim.

received when you filed the

If it matches, choose the Select link from the Action column to attach a document to your

claim.
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Attach File

Hé&guired

Claim Information

Social Security Number:  XXX-XX-XXXX Requested Claim Start Date: MM-DD-YYYY

EElri'd Number: R1000:01 000032163

Current Attachments

Mo Results Found

Select a File

Select Browse to attach a file to vour claim

= Files must ba less than SMB
» Allowed file types: PDF, JPG, JPEG, TIF or TIFF
*Choose a file: : > | m
*Attach another document? [} Yes (B Mo
Previous Cancel Submi
e —

Select the Browse button to upload a document from your computer.

Note: To upload a document, you must have previously uploaded and saved the document on your
computer as a PDF, JPG, JPEG, TIF, or TIFF file. All file sizes must be 5MB or less.

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

115

When you are done uploading your documents, select No and then select Submit.



Attachment Confirmation

Your file has been uploaded and attached to your claim,

Claim Information

Social Security Number: XXX XX-XXXX Requested Claim Start Date: MM-DD-YYYY
Receipt Number: R100001000032163
Attachments
File Name Date Submitted Attachment Receipt Number
covered active duty orders - provide care JPG MM-DD-YYYY R1GOO0100003216T

This screen confirms that the attachment(s) have been submitted.

Save the Receipt Number(s) for future reference.

Once the supporting military documentation and documentation of the qualifying event are
submitted, your military assist claim is complete and should be processed by the EDD within

14 days.
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Update 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

A

© Log in to Benefit Programs Online
— —-} En espafiol

Email: Benefit Programs Online gives you access to these EDD services:

1 I | | I = Unemployment or Pandemic Unemployment Assistance

" = Disability

= Paid Family Leave
P 1

2 'm not a robot - Benefit overpayments

" reCAPTCHA

Privacy - Terms

3

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.

Follow these directions to login to Benefit Programs Online:
1. Enter the email address that you used to register.

2. Complete the security check.

3. Select Log In.

For Spanish, select the En espafiol link. 11


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

&4 State of California
‘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 experience.

Personal Caption:  Cup

5 * Password:

. Forgot Password?

6 Previous Log In I
.

ﬁ Contact EDD | Condifions of Use | Privacy Policy | Accessibility

Copyright © 2019 State of California

Perscnal Image:

4.

4. Verify your Personal Image and Personal Caption are correct.

If you do not recognize your personal image and caption, select Previous to review the email
address entered on the login screen to ensure it is correct. If you are unable to verify your personal
Image, select Contact EDD (edd.ca.gov/about_edd/contact_edd.htm) for your options on further
assistance.

5. Enter the password you created during the Benefit Programs Online registration process.
6. Select Log In.
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https://edd.ca.gov/about_edd/contact_edd.htm

| Log Out

% 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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D My Profile

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

Email and Password

u will b= logged gut efter 30 minuies on any page. Any iRformation enfered will not be sene

Benefit Programs Online

d.

Q@
i
i
5
@
—

Emalt jdoe@gmail.com
Pazmwomrg: e
Security Questions I
Question 10 WAt wes e st movie Pou sEw in B movie hester?T
A ——

Question 2:  Where & e coidest kocaton yow v

A ——

= Wk me of your Tavorke carboon character™
Ans —

Question 4 Wit wes your fath Ccupath
Ans —

=ption:

On the My Profile screen

select one of the following

links:

 Update Email

 Update Password

» Update Security Questions

» Update Personal Image
and Caption

Follow the instructions to

update your profile
information.
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| Log Out

% State of California
‘cov Employment Development Department

/ﬁ\ My Profile Benefit Programs Online

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

Email and Password

Update Email
Email. jdoe@gmail.com

Update Password

Password: e

Security Questions

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

Answer T

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

Note: Update your mailing and residence address, phone number, and preferences for
language and communication through SDI Online:

» Select Benefit Programs Online

e Select the SDI Online link

» Select Profile from your SDI Online main menu bar .



Complete Paper Claim Forms
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SAMPLE, this page for reference only

005 cumrraarvine IINNNININNANINN @

Claim for Disability insurance (Di) Benefits — (PFL) Benefits
CLABMNT IO,

Health ility and ity Act (HIPAA) :
- [o[o[ofofofo[oTolo I = o | =
IIIIIII||||.:.||IIIIIIIIIIIIIIIII
e T
jﬁl‘ll|||||||||||||||||||||||||||||||||||

| authorize e 3 5 - 7 b2
Glefofe[e] Telelelelel=l TTTTTTTTTITTTTTITITTITITIT] ot e —— ——
{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 =

rehabilitation, and billing records concerning my disability for

that are within their knowledge to the following trmpion:-cs | | | [ |“| |H|4n!_|_|!€| [T
Development Department (EDD): Disability Insurance Branch axam
supervisors/managers and any other EDD employee who may h
this information in order to process my claim and/or determine elig
Disability Insurance benafits

| understand that EDD is not a health plan or health care provider, so the information
released to EDD may no longer be protectad by federal privacy regulations

J_I_IIHIIIIIIIIIIIII

{45 CFR Section 164.508(c)(2)(ii1)). EDD may disclose information as authorized by e
the California Unemployment Insurance Code. [TTTTTTT] [ O mome oar 0 o |
1 agree that photocopies of this authorization shall be as valid as the original ——

v i ‘ = . |||||||||||||.:.||||||||||||||||||||||

| understand | have the right to revoke this authorization by sending wril

smppmglnws authorization to EDD, DI Branch MIC 29, PO Box 826880, Sa
CA 942B0. The authorization will stop on the date my request is received

that the consequences lor my revoking this authorization may result in denial of further
State Disability Insurance banafits

| understand that, unless revoked by me in writing, this kLIL"DfIZ] jon is valid for fifteen
years from the date received by EDD or the efie i the claim, whichever is
later. | understand that | may not revoke this aul n ln avoid prosecution or 1o
prevent EDD's recovery of monies to which | ally entitied

| understand that | am signing this authorization volu E hal payment o

for my benefits will affected it | do not :.qn th uthorization. The

uences for my ref sign this authorization may resul an incomplete
cessed for payment of State Disability Insurance benefits

1 understand | have the right to receive a copy of this authorization.
Claimant Signature Do Not Print Date Sgrad
Sample Claimant 1z]z 5[}13[—1‘[;]

X 2507 K 81 11200 (IS TRANET)

LRI O 0 VO P T CLA WORETES N
 PORTICA G THE P00 CENERED 14 THB (14

Claim for Disability
Insurance (Dl) Benefits
(DE 2501) SAMPLE

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

The DE 2501 is used to file for Disability Insurance benefits and the DE 2501F is used to
file for Paid Family Leave Bonding, Care, or Military Assist benefits. These forms are
printed with special red ink so they may be scanned into the SDI Online system. 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. 124



To avoid delays in claims processing, complete EDD forms as follows:

Use black ink only.
Type or write clearly within the boxes provided.

Complete and review your portion of the form:

Disability Insurance: Part A of the Claim for Disability Insurance (DI) Benefits (DE
2501) and have your physician/practitioner complete Part B.

Paid Family Leave Bonding: Part A and Part B of the Claim for Paid Family Leave
(PFL) Benefits (DE 2501F), and include a “Poof of Relationship” document.

Paid Family Leave Care: Part A and Part C of the Claim for Paid Family Leave
(PFL) Benefits (DE 2501F), and have the care recipient’s physician/practitioner
complete Part D.

Paid Family Leave Military Assist: Part A and Part E of the Claim for Paid Family
Leave (PFL) Benefits (DE 2501F), and include the required supporting military
documentation.

« The EDD does not accept photocopied or faxed forms.

* Mail the completed form to the EDD in the pre-addressed envelope provided.

e Do not mail this form to the EDD if you have already submitted this claim online.
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SAMPLE, this page for reference only

. Employment
D Drevelopment

Depariment

stiteut califurnia  Claim for Disability Insurance (DI) Benefits

Health Insurance Portability and Accountability Act (HIPAA) Authorization

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

Claimant Name  (First) (MI)  (Last)
Slalm[p[afe] [ [ [ [ [ M MMchfalilm[a[n[e[ [ [[TTTTTTTT]
| authorize

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
rehabilitation, 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
Development 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 EDD, DI Branch MIC 29, PO Box 826880, Sacramento,
CA 94280. The authorization will stop on the date my request is received. | understand
that the consequences for my revoking this authorization may result in denial of further
State Disability Insurance benefits.

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

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

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

Claimant Signature (Do Mot Print) Date Signed

Sample Claimant 1]2]2]s[2[o]1]s

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

Claim for Disability Insurance (DlI)
Benefits (DE 2501)

Health Insurance Portability and
Accountability Act (HIPAA)
Authorization, page 7.

You must sign and date the Health
Insurance Portability and Accountability
Act (HIPAA) Authorization and provide
the name of your physician/practitioner.

Note: Pages 1-6 includes information
and instructions for filing your Disability
Insurance claim and EDD Debit Card
Fee Disclosures. Please review all
information before completing your
paper claim form.
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SAMPLE, this page for reference only

“our disability claim can also be filed online at wew edd.ca gov
PLEASE PRINT WITH BLACK INK.

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
ENTEA THOSE NUMBERS BELOW {IF "YES™ INDICATE BARGANING UNITH)

INNEENEED ERRERENER [ 11 [o]x]o[afa]o[0]0
AB. YOUR LEGAL MNAME

slhbhllllll|.chhhhhlhhlllllllIIIIII||

AD. QT HEF[M:'E; IFANY, UNDER WHICH YOU HAY E'i"‘_‘:‘l( I:

SUFFIN
SUEFIX

A0 YOUR HOME AREA CODE AMD TELEPHOME MUMBER 411, YOUR CELL AREA CODE AMD TELEPHONE NUMBER
9I9I9I0I2I3I6I7I8I9‘ i T olor2]ofo < M—

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

A13. YOUR MAILING ADDRESE. PO BOX OR NUMBERSTREETIAPAATMENT, SUITE, SPACES, OR PMB# (PRIMATE MaIL BOX)

112(3] [alnly| [Sleicfalalel [] 1] 1111} HEEEE EEN

|
ZIP OA POSTAL CODE ""‘UIT“"" IF \ClUbAl
AInhrltlcl"-*lnl|II|IIII.E.1I2I3|4I5IIIII 1211

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

EZIFC"‘T-\L CODE "‘UrTZ‘” IF WOT USAl

|
IENENNENENENNES SN SNNENEEEE EEEEEN

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

1]
MlﬂﬂﬂﬂﬂﬂdﬂIﬂdﬂﬂﬂIdﬂIIIIIIIIIIIIIIIII|I

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

GHTIMMMIﬂdI44IM4ﬂIIIIII|III|II

STATE ZIP 0A POSTAL CODE COUNTRAY (IF KOT LLE.4)

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

EMPLOYER'S TELEPHONE NUMBER

NEE BRRARAER

o Y o pr— C T AfT r‘l F YOUR DESABILITY BEGAN, WHAT
ATE. AT ANY TIME DURNG YOUR DISABILITY, WERE ‘f._nL N THE CUSTODY OF LAW ENFORCEMEN AS
ALTHORITIES SECAUSE YOU WERE CONVICTED G S LA DAY YL S ST
VIOLATING A LAW OR OFDINANCE 1|2|0|1|2|0|1|5
A1E. WHEN DID YOUR DISABILITY BEGINT A19. DATE YOU WaNT YOLR CLAM TO BEGIN I DEFERENT THAN THE DATE ENTERED IN A1B

1EIEHEIE Julofe]v]viv]

SINCE YOUR DISKEILITY BES J\.l HAVE YOU u\.‘- I -JI oA A21 AL FYOU AECOVERED, ENTER DATE A21 B. I fOU RETUANED TOWORK,
" ARE {}U | WOFBING ANY FURL CFR P I AL O ENTER DATE

DE 2501 Rev. 81 (3-20) (INTRANET) Pape 8 of 13

Claim for Disability Insurance (DlI)
Benefits (DE 2501)

Part A - Claimant’s Statement, pages
8-10.

Pages 8, 9, and 10 — You must
complete all applicable information. Do
not forget to sign page 10.

Page 10 also includes checkboxes to

request to receive benefit payments by
check or debit card.
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SAMPLE, this page for reference only

Claim for Disability Insurance (DI} Benefits -
Physician/Practitioner’s Certificate
PLEASE PRINT WITH BLACK INK.

1. pmenTs sociaL securmrsumesa (Ol o|lolo|olololo|o gz pATENTEFLENUMEER (B9 |- 6|4]|2(=]|3|8B

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

SAARREEREEREEY of1[o[1[3[s[0[ 9]

BS. PATIENT S NAME [FIRST) M) {LAST)

Samlp[ale] T T T T T Mehlalilalale]l TT TTTTTTTTTTTT]
BA. PHYSICIANPRACTITIONERS LICENSE NUMBER BY. STATE OR COUNTRY (F NOT LLEA) THAT ISSLUED LICENSE MUMEER ENTERED N BE
s[3[4[-Jol2[7[s[3[o] [ [ | IR ER AN NS
B8. PHYSICIANPRACTITIONER LUCENSE TYPE B0, SPECIALTY §F ANY)

Mol | JITTTITIRI0T]] I O 0

E 0. PHYSICIANPRACTITIONER'S NAME AS SHOWN ¢ \ L .EN’E

CRET) LAST)

Gle[o[#[#[ [ [ [ 1] .:.B|°|°|k||||||||||||||||.||
B11. PHYSICIANPRACTITIONER'S ADDRESS

MAILING ADDAESS, PO BOX OR NUMBER/STREETFSUITES

rIII|III|II||II
ar

OR POSTAL CODE

|
AInIwaIhI Irlel HENEEE CR pPGEECE

COUNTY HOSPITAL'GOVERNMENT FACILITY ADDRESS
FACILITY NAME

FRCILITY ADDRESS, NUMBERISTAEET/SUITES

STATE F ORPOSTA

STAT OSTAL CODE

B12. THIS PATIENT HAS BEEN UNDER MY CARE AND TREATMENT FOR THIS MEDICAL PROSLEM

rmow [L]2[2]6]2]oals]=[ [ T T T T 1] [ ceoxneneromocsrsvousns snimesmme e amess
areervasor: [ |oay [ wesay [X] wowmay [ Asnesoeo |:|3T-E=| 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

X el 1 2 1[6 ]2 [0[1]5]

WAS THE DISABILITY CAUSED BY AN ACCOENT CATRAMAT [ yes [ ] mo
| | I | | | | ||rwsdlnr-m HE DATE THE ACCIDENT OR TRAUMA OCCURAED

CCIL\T-!‘( {IF LJ us

L

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

D CHECK HERE TO INDICATE F-\ IF\"»E SABILITY 1§ PERMANENT AND YOU NEVER ANTICIPATE RELEASING PATIENT TO RETURN T HISHER
AEGULAR DR CUSTCMARY W

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. B1 (3-20) (INTRANET) Page 11 of 13

Claim for Disability Insurance (DI)
Benefits (DE 2501)

Part B - Physician/Practitioner’s
Certificate, pages 11-13.

Your physician/practitioner must
complete all applicable information
including dates and diagnosis/treatment
codes. The physician/practitioner must
also sign page 13.
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] Claim for Paid Family Leave
€00 cmironsee [INIMININNNN  ® | (PFL) Benefits (DE 2501F)

{PFL) Benefiis FRELIFLRTY

hn-\.

—— | PAaGE1

'T'|||'| |||||||
AL &

Part A - Statement of Claimant:

information, including your
personal information, last day
| [TTTIT “|'|'|'|'|'|'|' 11 |"|'|'|'| worked and employer

& WHT DT 1 WILL WA R W LS WL HCL S L ST Wl G | I | | I | |'-"|'"i"| | | I | | | | | | i Information. Make Sure to Slgn

l:-:-:l TIITTTT] [T m’" 3 o s v “xl and date the form.

7. LEGAL RAMITC CRME, (M BULITART AT EIX]PEMT

at N Ll BN ST a1 TR BT
DATE A LT FTLELAR B B

- MO SEPARE LAS PAGIMNAS

n THE h\l'\-\ﬂ.ﬂ JERRL BORIENG lh.lll .I.E"i\ll‘t'l ‘1

S REEREEREEEERE Part A is required for all Paid
R e e i | [ e i e o e Famlly Leave claim typ es:
- wIINI |||||| _— S S e Care

e — « Military assist

O MOT DETACH PAGES

e rulary b v by Ak (0 r b DDl by fe o romem S ik Wl s
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T .

-J.II i R
'|'\|:rl'.-:- J.l:"'" :I'h |l\.||||

|||||||| ||| ||
(R ‘1h|l:h J.I‘uh-.:-:l-...-l-.: > L ':-Uli LAY TR OATE I.III

HEstEm s v
EEBENIERNESY |||||||| |||||||
| . L AL AL CHE |
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|||||||II—[||||||||||||||||||||.|||||||

.........

||||||||||||||.:|:.|||||I||.||||||||||
.'.'-II iil-lll-{l | |-|-w._u FTHE FOLCWPIG M2 ATTSEH & TP 408 THE IXMLAINT (S0

W L w

|:| ALIFU NETH CIRTIHCAT |:||n'| TAEMT AR TMENT, AT

D:'III.-'.A PRITENITY, [3-508 |:| AIHPEMIENT ATHIPTH PLACTMIRT ACHIRMINT, AL ETY
D-‘-llll.--'\."Iﬁldl'\-'i.'-Cl:\.l'.:"u-.'". |:|..|-I

IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII
||||||||||||l:|:.|||||I||l||||||||||

'|:I. CONFIRMATION OF MEDICAL DISCLOSURE AL 'I'H{.JHZII \TI{J"-I | authorize my

palctan/practitianer (o dis Iw.'r'. current personal healt |r| irmation to my care provider and
E 2yl NP rII-_w tment (EDE. 1 further un 'L"‘- ani that coples ¢

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

PAGE 3

Part B - Bonding Certification:

« If you are filing a bonding claim,
you must complete this section and
sign the form.

Part C - Statement of Care Recipient:
» If you are filing a care claim, you or
the care recipient must complete
this section. The care recipient or
their authorized representative

must sign the form.

Complete either Part B or Part C —
but never both for one claim.

Note: Part B and Part C are NOT
required for military assist claims.
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Claim for Paid Family Leave (PFL)
Benefits (DE 2501F)

PAGE 4

Part D - Physician/Practitioner’s

Certification:

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

Note: Part D is NOT required for
bonding or military assist claims. It is
only required for care claims.

Page 4 is left blank intentionally and

not shown in this tutorial. Do NOT
remove this page.
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Claim for Paid Family Leave (PFL)
Benefits (DE 2501F)

PAGE 5
Part E — Military Assist Certification:

You must complete all information

under Part E, including:

« The military member’s personal
information

« Dates of covered duty

« Qualifying event information

* Your signature

Note: Part E is NOT required for

bonding or care claims. It is only
required for military assist claims.
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Claim for Paid Family Leave (PFL)
Benefits (DE 2501F)

PAGE 6

Part E - Qualifying Event for Leave
Documentation:

If you're requesting family leave to

meet with a third party, you must

include:

» Third party contact information.

» Description of the event, including
dates.

Make sure to complete all required
pages and sign the claim form before
mailing to the EDD for processing.

Note: The Qualifying Event for Leave

Documentation is NOT required for
bonding or care claims.
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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. TTY users, please call the California Relay Service at 711.
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