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EDD

Complete a Paper Application

Learn how to complete and submit a paper
application for disability benefits.

Get Started



EDD

Paper Claim Forms

You should file a paper application if you:

Do not have a valid California driver’s license or ID.

Do not have a valid Social Security number (SSN).

Have a name longer than 12 characters, which does not fit our online
form.

Recently changed your name.

Received an error code you cannot fix when applying online.

« For technical help applying online, call 1-800-480-3287. Select your
language option and then option 2, option 4, and then press 0 to
speak with a person. Make sure you listen to the recorded directions.

Are under 18 years old.



ow to get a paper DE 2501 application

« Order online to have it mailed to you.

 Visit an SDI Office.

« Call 1-800-480-3287 to have a paper
application mailed to you.

« Get the application from your
physician/practitioner or employer.

Important: This form can’t be downloaded
and printed. It must be an original form.

SAMPLE, this page for reference only
st Application for Disability
. Insurance Benefits

€D

Health Insurance Portability and Accountability Act (HIPAA) Authorization

EEEmmsssnnooooDog |
[Caraieme mm e
[eampifel TTTTT I Ml

| authorize
[clelof£[€l Tefofefilel= [TTTT I TTTTTTITITITTITITITT]

(Person or Organization providing the information) to furnish and disclose all my health
information and to allow IHSPEEUGI'I of and pﬂJ\H{]E coples 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 or
managers and any other EDD employee who may need to access this information in order to
process my claim or determine eligibility for State Disability Insurance benefits

ifwfafnle[ [TTTTTTTTTTI |

1 understand that the EDD Is not a health plﬂﬂ or health care p!’DVIdEI’, so the information
released to the EDD may no longer be protected by federal privacy regulations

(45 CFR Section 164.508(c)(2)(iil)). The EDD may disclose information as authorized by the
Califoria Unemployment Insurance Code

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

I 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.

1 understand that, unless revoked Uy me in wrmng this authorization is valid for 15 years
from the date received by the EDD or the effective date of the claim, whichever is later. |
understand that | may not revoke this authorization to avoid prosecution or to prevent the
EDD's recovery of monies to which it Is legally entitied

I 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.

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

- . Dale signed

= 7,

Sampte Clrimant [o[aTzIsT2[olz[5]

24) (INTERNET) PagTof13

Claimant Signature {do not print)

DE 2501 Rav. &

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



https://forms.edd.ca.gov/forms
https://edd.ca.gov/en/disability/Contact_SDI/

Complete the Application for Disability Insurance

Benefits (DE 2501) to apply for disability benefits

Your application is complete when you
submit both parts of the DE 2501:

 Part A - Claimant’s Statement pages 1-4

 Part B - Physician/Practitioner’s Medical
Certificate pages 5-7

If you already applied online, do not file a paper
application. It can delay benefits.

SAMPLE, this page for refersncs only
‘i Application for Disability
- Insurance Benefits

Health Insurance Portability and Accountability Act (HIPAA) Authorization

[ s e oleolololole o

[Caimani MameFirss) ) (Lay |
Slafmfp[ife] [[ [ [ M Mcfafilafafole [TTTTTTTTTT]
| authorize

[alefelz[€] [Bleelxlel=] [ [T TTTITTTTTITITITITITITTT]

(Person of Organization providing the information) te 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 fo the following employees of the California Employment Development
Department (EDD) Disability Insurance Branch examiners, their direct supervisors or
managers and any other EDD employee who may need to access this information in order to
process my claim or determine eligibility for State Disability Insurance benefits.

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

{45 CFR Section 164.508(c)(2)(il)). The EDD may disclose information as authorized by the
California Unemployment Insurance Code

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

I 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.

1 understand that, unless revoked D!.‘ me in Wl'lllﬂg this authorization is valid for 15 years
from the date received by the EDD or the effective date of the claim, whichever is later. |
understand that | may not revoke this authorization to avoid prosecution or to prevent the
EDD's recovery of monies to which it Is legally entitied

I 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.

I understand | have the right o receive a copy of this authorization

= 4 g
amLW ol1]z]5]2]0]z[5

“lamant Signature (do not print)

DE 2501 Rav. 82 (10-24) (INTERNET) Page7af13

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




To avoid delays when completing your

paper

claim form

/_

4\

Use black ink only.

Type or write
clearly within the
boxes provided.

Mail the completed
form in the pre-
addressed
envelope provided.

/

/_

Do not send
photocopied or
faxed forms.

Do not mail the
paper form if you
already filed a
claim online.

4\

/




SAMPLE, this page for reference only
E’D—D oenipmens  Application for Disability

Deparimend

e caiiieraia INSUrance Benefits

Health Insurance Peortability and Accountability Act (HIPAA) Authorization

[Socil Securty Nuber [o[o[o]o o]0 [0 [o [o

Claimant Name [Firsq) {MI)  (Lasf)

Slamfp[ile] [[ [ [ [ I WMel[afif=falofel TTTTTTTTTTT]

| authorize

lclelo£]£] [Blololkfelx] [ [ [T L[ [TTT[TITTTITITITITTIT]

(Person or Organization providing the information) 10 fTurnish and disclose all my heaith
Information and to allow inspection of and provide coples of any medical, vocational
rehabilitation, and billing records concerning my disability for which this claim is filed that are
within their knowledge o the following employees of the California Employment Development
Department (EDD). Disability Insurance Branch examiners, their direct supervisors or
managers and any other EDD employee who may need to access this information in order to
process my claim or determine eligibility for State Disability Insurance benefits.

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

(45 CFR Section 164 508(c)({2)(iii)). The EDD may disclose information as authorized by the
California Unemployment Insurance Code

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

| understand | have the right to revoke this authorization by sending written notification
stopping this authorization to EDD, DI Branch MIC 23, PO Box 826880, Sacramento, CA
94280, The authornzation will stop on the dale 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 15 years
from the date received by the EDD or the effective date of the claim, whichever is later. |
understand that | may not revoke this authorization to avoid prosecution or fo prevent the
EDD’s recovery of monies to which it Is legally entitied

I 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.

CERimant Signature {do not print) Date signed

- g
E.‘mhf& (hacmant o]1]2[s]2[o0[2]5

DE 2501 Rav. 82 [10-24) (INTERMET)

Application for Disability
Insurance Benefits (DE 2501) —
Page 1

This is your Health Insurance
Portability and Accountability Act
(HIPAA) Authorization.

« Enter the name of your
physician/practitioner.

« Sign and date the HIPAA
Authorization.

You must complete all questions.

The application comes with
important claim information, filing
instructions, and debit card fee
disclosures.

Review all information before
completing your paper claim
form.




Your disability claim can also be filed online at www.edd.ca.gov
PLEASE PRINT WITH BLACK INK.

PART A - CLAIMANT’'S STATEMENT
Al. YOUR SOCIAL SECURITY

A2. IF YOU HAVE PREVIOUSLY BEEN ASSIGNED AN EDD
NUMBER CUSTOMER ACCOUNT NUMBER, ENTER THAT NUMBER HERE LICENSE OR ID NUMBER MALE FEMALE

o[oJoJoJoJoJofofo] IN[o] TT T T 1] z|1|2]3[4]5]6[7] x|
A5, IFYOU EVER USED OTHE lAL SECURITY NUMBERS, AB6. STATE GOVERNMENT EMPLOYEE A7. YOUR DATE OF BIRTH

I————————— ENTER THOSE NUMBERS BEL (IF “YES" INDICATE BARGAINING UNIT#)

samptlel I} [TTTTII1]1 [ TTTTTIT1] IYESEENO P [ [ | [o]x]of2]1][9]0]0

An le.rnnwmudumr

I[IJIII[II[I]I[II[II[II [IJIIII;IHI
SENEEENENEES § DESEEEEEEEEE [T 1T ] Application for Disability

A3. CALIFORNIA DRIVER A4. GENDER

TR T TeTe AOH IORGO0R Insurance Benefits (DE 2501)
i LHMMFWIHIWUW BT TR AATIIENEN Criner Page 2

X
T Part A - Claimant’s Statement.
1[2[3] [alnfy] [s[elle[e[e] | | ENENNNENENEEN EEEEN

NEREECONNEENEEE GO BODOCEEEE NEEEEEEEE

AL, AL WAyl vl WMFMIMMMIMM
Humper, SIrest Apanme of §paces

T T T T LTI T I A1 Tip: If you do not have a

ki JVE-EN

SENEEEEENNENEES NS NSNNNNEES NESNSEEEEN Social Security number leave

R e e e 0= - _
il:jﬂ:l:!_ulnlnl-lrl |Plals[t[z[ifels] [ [ [T [ [[TTITTTTTTIT] q(l)j:rsggr[:] ﬁ;l (I;):Jaf?:veO; u?ieor
ll['?l afelnlist[ilele] Wl TTTTTTTTTTTTTITTTTTTTI y y P

Tp or Postal Cooe COUNETY M Asl LL3A Clalm.
AInIYIthlnlrlnl [T T] 5|5I2I2I2I L1 I HENEEEEE

Emplgyers pnone numper
4/9|9 3(1{1]1)1]1|1

e e Send proof of your wages (such
et o[1[2[s[2[0[2]s] as copies of your W-2s and

LI e | Paystubs) that cover the last 18

|*1::;::.:;m~,:::-m*:-w“w | e — I . | months with your application.

DE 2501 Rev. B2 (10-24) (INTERMET)




SAMPLE, this page for reference only

“fiour disability application can aleo be filed online at edd.ca.gov
Print with black ink

Past & - Clalmans 3 tabsment
Al Your Sockl Decurfty Mumber

o[o[o[olelelolols] [slel [ 1 [ [ 11 1]

AL I YOU e e Olver SOCIA SETLITTY MUMDETS, SMET ROSE SUMDETE e D, e el

EmpEyes
(LS nolcae nnguni 5
[TTTTTT T ITITTTT]

A3, ‘Vour full egal rame  (FIre]

slalmlplale] [ [T 1] -:.clllalilmlalnltl [TTITTTIIT1] l ] Part A - Claimant’s Statement.

An H}mmmwﬂmmmmmmw 3 TEien A or Choger namss|

|[|ll||[||[l[.|[||[|ll||[||[|ll||.DI:
IIIIIIIIIII.DIIIIIIIIIIIIIIIIIIII.|I

A0, Your home: phone numbar and ana 200 JAd1. ¥our el phone number ard area code

HEE ODEBGEHEBEE 1[1[1]jfo]o]2]o]0]a[7

Application for Disability
RAANGHEY Insurance Benefits (DE 2501)

——— Page 2 cont.
o[1]ol1]1]s]olo

A15 Tip: Enter your employer’s
name and address as shown on
your W-2 or paystub.

Criner

AL3. TOLF Maiing SOdiEse. ENer 8 PO DOX of I NUTDE, SUES, ARNTTE, GUNE, SOAGES, Of FMDS Freae Mal Bor)
HﬂﬂIMdﬂlﬂﬂﬂﬂﬂdllll|||||||||||
oy

Alnfyltfofwin] [ [ [ ] ] |

AL, AL WAyl vl MMFMMMMIMM
Humper, SIrest Apanme of §paces

oy tale Ip o
=

If you are unsure what address
to enter, ask your employer.

A15. YOUR LAST OR CURRENT EMPLOYER - IF YOUR LAST OR CURRENT EMPLOYMENT WAS SELF-EMPLOYMENT, ENTER “SELF" AND FILL-IN THIS OPTION. D SELF
NAME OF YOUR EMPLOYER [STATE GOVERNMENT EMPLOYEES: PROVIDE THE AGENCY NAME (FOR EXAMPLE: CALTRANS)]
Rfoja|d|r|u|n|n]e|x| |Plafs|t|rfile[s| | [ | | [ [ [ [T 1111111 ]1]

NUMBER/STREET/SUITE# (STATE GOVERNMENT EMP1LOYEES: PL FASE PROVIDE THE ADDRESS OF YOUR PERSONNEL OFFICE)

614|7] [alr|mfils|tlifcle] fwlaly|] [ [ [ | [ [ [T T T TT /T T]7J]

CITY STATE ZIP OR POSTAL CODE COUNTRY (IF NOT US.A.)

Aln|y[wlhle[r[e] [ [ [ [ [ [ Miclallele[2[2[2] [ [ [ MM TTTTTTTT]

EMPLOYER'S TELEPHONE NUMBER

ARl pARRRRR
| |




SAMPLE, this page for reference only

“four disability applicabion can also be filed online at edd.ca.goy
Prirt with bizck ink
Part & - Claimants 3 talsment

Al FOUr SO0 DECUrTY MuTber (A2 I FOu haree: b 3eigRed an EDD Qustormes A3, Calfomia Driver Uoenss
BEZHN MDY, STEY Wil UTEeS Nefe oF |0 P
ofofoJofofojolofof fmlol [ I [ [ [ 1 [] z[1[2]3]4[s[6]7

JA7. Your dale of birth

o[1]o[1]1]s]o] 0]

AL Iy S ] Sl SOCEE DGy Mulmiert, e Those SUMMDErE Deduw

A3, ‘Your full egal rame ([FIne)
slamlplaje] [ [T l:.*:IllaIiImlaInItI HENEEREEEN . [ ]

ﬂl. "ﬂummmﬂﬂ'w mmmmm 3 TR N O ChOEeer N2

|l|Il||[||[l:.|[||[|Il||[||[|ll||l:|I
SENNEENENEES § NESESNSSENSNSNSENEES BN

AATL Yiour homse phone: number and ama oo JAd1. Your cell phone numiber and ana code
OEE DEBGHEE 1hh.ﬂﬂﬂﬂﬂﬂ?........i
AIZ Language you prefer to Lse
Canpress ViEMaTaes SITIENGEN e
R T T

L3 FOLF g Siess. Erier 8 PO DO of a2 WU, SUes, ADAIMET, CUTE, SOMGES, Of FMDS Freme al Box
1[2[3] [Aln[y] [s[e[=lele[e]l [T T T TT T T TTTTTTT MM TTTTITTI

NEREECONENENEEE GO POPNCEEEE EEEEEENEE

Al AENERE whEfE you lve. WMFMIMMHII BITEES
Wumiper, SITest Apanme of Spaces +

i ol 2 A

LS ‘m.rus:um.rruﬂ:m - F i B OF LLATEE £ TEN Al SETMETEN VTSR ERSY HET 0 M1 TN 0. D,_,y

R[oja]a[=]uln|a]e]x] [?lala]t]z]s]e]s] | | ] T TTTTTTTTTTTTTT]
isleltlefof Iwlalyl | 111 ]Illlllllllllllll

A U3

Humbes, S SUlER (e Conemren ERio/ees SEmME Seer i BOPeSs OF 0L Dermaee DITCE

Application for Disability
Insurance Benefits (DE 2501) -
Page 2 cont.

Part A - Claimant’s Statement.

A17 Tip: Enter the last day you
worked your regular schedule
before your disability started.

A18 Tip: Enter the day your
disability started.

A19 Tip: Leave blank if you want
your claim to start the same date
entered in A18. Only enter a date
if you want your claim to begin on
a different day. For example, your
disability is work related and
worker’s compensation payments
ended, but you are still disabled.

A17. BEFORE YOUR DISABILITY BEGAN, WHAT
5. AT ANY TIME DURING YOUR DISABILITY, WERE YOU IN THE CUSTODY OF LAW ENFORCEMENT .
AUTHORITIES BECAUSE YOU WERE CONVICTED OF WAS THE LAST DAY YOU WORKED?
VIOLATING A LAW OR ORDINANCE? 1 I2]0|1[2I OI 1[ 5

A18. WHEN DID YOUR DISABILITY BEGIN? A19. DATE YOU WANT YOUR CLAIM TO BEGIN IF DIFFERENT THAN THE DATE ENTERED IN A18
1[2]1[6]2[0]1]5 LT

ENTER DATE

A20. SINCE YOUR DISABILITY BEGAN, HAVE YOU WORKED OR A21 A. IFYOU RECOVERED, ENTER DATE: A21 B. IF YOU RETURNED TO WORK,
ARE YOU WORKING ANY FULL OR PARTIAL DAYS? :

10




SAMPLE, this page for reference only

“four disability applicabion can also be filed online at edd.ca.goy
Prirt with bizck ink
Part & - Claimants 3 talsment

Al FOUr SO0 DECUrTY MuTber (A2 I FOu haree: b 3eigRed an EDD Qustormes A3, Calfomia Driver Uoenss
BEZHN MDY, STEY Wil UTEeS Nefe oF |0 P
ofofoJofofojolofof fmlol [ I [ [ [ 1 [] z[1[2]3]4[s[6]7

JA7. Your dale of birth

o[1]o[1]1]s]o] 0]

AL Iy S ] Sl SOCEE DGy Mulmiert, e Those SUMMDErE Deduw

A3, ‘Your full egal rame ([FIne)
slamlplaje] [ [T l:.*:IllaIiInlaInItI HENEEREEEN . [ ]

ﬂl. "ﬂummmﬂﬂ'w mmmmm 3 TR N O ChOEeer N2

|[|Il||[||[l:.|[||[|Il||[||[|ll||l:|I
SENNEENENEES § NESESNSSENSNSNSENEES BN

AATL Yiour homse phone: number and ama oo JAd1. Your cell phone numiber and ana code
OEE DEBGHEE 1[1|1.u|u|2|n|n]4|7—
AIZ Language you prefer to Lse
Canpress YIETATSES SITIENGEN e
R T T

AL FOUR UG SOresE. (ENDer & PO B o e Numbes, T, ADFFIment, Sulle, SOaces, of PNVDE Frvme bl Baxl

1[2[3] [Aln[y] [s[e[=lele[e]l [T T T TT T T TTTTTTT MM TTTTITTI

L= Stale B o Bostal Cooe COUNTY Hnat .3 A
Anfy[tlofwln| [ [ [ [ | | | Ic/all1[2]3]4[5

Al AENERE whEfE you lve. WMFMIMMMI BITEES
Wumiper, SITest Apanme of Spaces +

i ol 2 A

LS mmwmuﬂ:mﬁ F o B O LTI £V PEN i SETMETENEVTRERL £ BT 0 M1 TN SR D,_,y

R|o|a|d|r|u[n[n]e|c] [Plala[t|c[ifefs] | | [T [ [ [ [T [TTTTTTII]

Humbes, S SUlER (e Conemren ERio/ees SEmME Seer i BOPeSs OF 0L Dermaee DITCE

Ill?l alzinl]s|t|1lcle] walyl | L1 wlaly[ |||]IIIl|IlI]IIIl|Il

A U3

Application for Disability
Insurance Benefits (DE 2501)
Page 2 cont.

Part A - Claimant’s Statement.

A20 Tip: If you are working a
reduced work schedule while
disabled select Yes.

A21 A - A21 B Tip: Only enter a
recover or return to work date if
you have recovered or returned to
work. Do not enter future dates.

A17. BEFORE YOUR DISABILITY BEGAN, WHAT
5. AT ANY TIME DURING YOUR DISABILITY, WERE YOU IN THE CUSTODY OF LAW ENFORCEMENT .
AUTHORITIES BECAUSE YOU WERE CONVICTED OF WAS THE LAST DAY YOU WORKED?
VIOLATING A LAW OR ORDINANCE? 1[2]0'1[2] 0|1[5

A18. WHEN DID YOUR DISABILITY BEGIN? A19. DATE YOU WANT YOUR CLAIM TO BEGIN IF DIFFERENT THAN THE DATE ENTERED IN A18
1[2]1[6]2[0]1]5 LT

ENTER DATE

A20. SINCE YOUR DISABILITY BEGAN, HAVE YOU WORKED OR A21 A. IFYOU RECOVERED, ENTER DATE: A21 B. IF YOU RETURNED TO WORK,
ARE YOU WORKING ANY FULL OR PARTIAL DAYS? :

11




SAMPLE, this page for reference only

PET A - ClRAnDS §halemeT] - G0

0 (SIRET YOUr CHGEN CETUrTy MUmDEr

"l By Ml O GO (LT

24, ey o pop workng” B oy s b
[ Layorr O unpaid Lemes 0¥ Ansencs

24, WHY DID YOU STOP WORKING? (SELECT ONLY ONE BOX)
[ vavorr [] uNPAID LEAVE OF ABSENCE

ILLMNESS, INJURY, OR PREGMAMNCY

|:| WOLUNTARILY QUIT OR RETIRED |:| TERMINATED: D OTHER REASON

A25. HOW WOULD YOU DESCRIBE OR CLASSIFY YOUR JOB?
D Mostly sit; occasionally stand or walk; occasionally lift, carry, push, pull, or otherwise move objects that weigh 10 lbs. or less.

|:| Mostly walk/stand; occasionally lift, carry, push, pull, or otherwise move objects that weigh up 1o 20 |bs.
D Constantly lift, carry, push, pull, or otherwise move objects that weigh up 1o 10 Ibs.; frequently up to 20 lbs.; occasionally up to 50 lbs.
Constantly lift, carry, push, pull, or otharwise move objects that welgh up 1o 20 lbs.; frequently up to 50 |bs.; occasionally up to 100 lbs.

I:‘ Constantly lift, carry, push, pull, or otherwise move abjects that weigh over 20 |bs.; fraquently owver 50 Ibs.; oecasionally ovar 100 Ibs.

AZE. IF YOUR EMPLOYER(S) CONTINUED OR WILL CONTINUE TO PAY YOU DURING YOUR DISABILITY, INDIGATE AZT. MAY WE DISCLOSE BENEFIT PAYMENT

TYFE OF PAY: Pald Time OH INFORMATION TO ¥OUR EMPLOYER(S)?
id Ti
SICK VACATION  (FTO) ANNUAL CTHER [EXPLAIN YES HO

0 _EH E E HEIEENEEEEEER

AZ2B. SECOND EMPLOYER MAME [IF YOU HAVE MORE THAN ONE EMPLOYER)

Clo|s|m{ife| |clojolk|ife[s| | [ [ | [ [[[[TITTIIIITTTTLI1]]

NUMBER/STREET/SUITE#

alefo] [rin|rfifelefy| [wlalyl [ [ I [T 1T TP T T PTT PP TT1]

CITY STATE ZIF OR POSTAL CODE COUNTRY (IF NOT U.S.A)

B[1[ufe[ble[1[1] [ [ [ [ ] ] MlclaBMsl«[3[s[s] T[T M T TTTTTTT]

BEFORE YOUR DISABILITY BEGAN, WHAT WAS THE LAST DAY ¥OU WORKED FOR THIS EMPLOYER? EMPLOYER'S TELEPHOME NUMEER

1[2[1[6[2[o[1]5 [T TTTTT]

A30. IFYOU ARE A RESIDENT OF AN ALCOHOLIC RECOVERY HOME OR A DRUG-FREE RESIDENTIAL FACILITY, PROVIDE THE FOLLOWING:
MNAME OF FACILITY

HEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE

NUMBER/STREET/SUITE#

HNEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE

CITY STATE ZIP OR POSTAL CODE AREA CODE AND TELEFHOME NUMEER

HEEEEEEEEEEEE BN EEEEEEEEE BEEE EEEEEE

A31. HAVE ¥YOU FILED OR DO ¥OU INTEND TO FILE FOR WORKERS' COMPEMNSATION BENEFITS?

A3Z WAS THIS DISABILITY CAUSED BY YOUR JOB?

[[] ves - coMPLETE mEmS Ag2 THROUGH Ass [[] no-skip mems Asa THROUGH Aas [Jves [mo

Application for Disability
Insurance Benefits (DE 2501)
Page 3

Part A - Claimant’s Statement
(continued).

A24 Tip: Tell us why you
stopped working. If it was
because of your disability,
select illness, injury, or
pregnancy. If you left work
for reasons other than your
disability, select the
appropriate box.

A26 Tip: If your employer
continues to pay you while
getting disability benefits,
select the type of pay. If your
employer will supplement
benefits with your paid leave,
select other and write in
“integrate.” If not, select the
appropriate box.

Iy T A e LTI el L

[F 2501 R, B2 (10-24) {INTERNET]

12




PET A - ClRAnDS §halemeT] - G0

0 (SIRET YOUr CHGEN CETUrTy MUmDEr

SAMPLE, this page for reference only

"Gl e A Sl O CLEDONTATY O SET Pla|alt|r iC h a f
il ey did you H0g WOANG® oo miv b K| ress. Ty or Fregnancy
[ Layorr O unpaid Lemes 0¥ Ansencs [ wohursarty Cast O Fostired O rermired [ cower Rmamar

[

S 3=

AZ4. WHY DID YOU STOP WORKING? (SELECT GHLY GNE BOX)
[ vavorr [] unPaID LEAVE OF ABSENCE

ILLNESS, INJURY, OR PREGNANCY

|:| VOLUNTARILY QUIT OR RETIRED |:| TERMINATED D OTHER REASON

—_—
A25. HOW WOULD YOU DESCRIBE OR CLASSIFY YOUR JOB?
D Mostly sit; cccasionally stand or walk; occasionally lift, carry, push, pull, or otherwise move objects that weigh 10 Ibs. or less.

|:| Mostly walk/stand; occasionally lift, carry, push, pull, or otherwise move objects that weigh up to 20 lbs.
D Constantly lift, carry, push, pull, or otherwise move objects that weigh up o 10 Ibs.; frequently up to 20 Ibs.; occasionally up to 50 lbs.
Caonstantly lift, carry, push, pull, or otherwise move objects that weigh up to 20 lbe.; frequently up to 50 Ibs.; oceasionally up to 100 lbs.

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

AZE. IFYOUR EMPLOYER(S) CONTINUED OR WILL CONTINUE TO PAY YOU DURING YOUR DISABILITY, INDICATE
TY¥FE OF PAY.

AZT. MAY WE DISCLOSE BENEFIT PAYMENT
INFORMATION TO YOUR EMPLOYER(S)?

OTHER [EXPLAIN) YES NO

INEEREERREN

Paid Time Off

SICK WACATION (FTO) ANNUAL

A2B. SECOND EMPLOYER NAME [IF YOU HAVE MORE THAN ONE EMPLOYER)

Clofs|mlife| |clofolkfifels| | | [ [ [ [ [ 1 I 11T TTITTITTIT1]

NUMBER/STREET/SUITE#

al6fo] [Tibl=fafelely] Iwlalyl [ [ [ [T 1 ITLLTTT I T T TTTTT1]

CITY STATE ZIP OR POSTAL GODE COUNTRY (IF NOT LSA)

B[1[ufe[ble[a[a] [ [ [ [T [ WiclaMMsls[s[e[s] [T T MM [ [ TTTTTT]

BEFORE YOUR DISABILITY BEGAN, WHAT WAS THE LAST DAY ¥OU WORKED FOR THIS EMPLOYER? EMPLOYER'S TELEFHOMNE NUMBER

1[2[1[6]2]o]1]5 [T TTTTIT]

A30. IF¥0OU ARE A RESIDENT OF AN ALCOHOLIC RECOVERY HOME OR A DRUG-FREE RESIDENTIAL FACILITY, PROVIDE THE FOLLOMWING:
MAME OF FACILITY

HEEEEEEEREEREEEEEEEEEEEREEEEEEEEEEEEE

MUMBER/STREET/SUITE#

HEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE

cimy STATE ZIP OR POSTAL CODE AREA CODE AND TELEFHONE NUMBER

HEEEEEEEEEEEE BN EEEEEEEEE BEEE EEEEEE

A31. HAVE¥OU FILED OR DOYOU INTEND TO FILE FOR WORKERS' COMPEMSATION BENEFITS?

A32 WAS THIS DISABILITY CAUSED BY YOUR JOB?

[] vEs - compLETE mEMS A32 THROUGH A3s [[] no - siiP mems A33 THROUGH Asa

[]ves [ ]wo

iNANNNNNNSANNES Bl ANANANNES WEANBREEEN

[F 2501 R, B2 (10-24) {INTERNET]

Application for Disability
Insurance Benefits (DE 2501)
Page 3 cont.

Part A - Claimant’s
Statement (continued).

A27 Tip: If your employer
supplements benefits with
your paid leave, they can
only get payment
information from us if you
select Yes. We will not
release confidential claim
information.

A31 — A 32 Tip: Do not
forget to answer both
questions. If the disability
is not work related, select
No to both.
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Application for Disability
Insurance Benefits (DE 2501)
Page 4

Part A - Claimant’s Statement
(continued).

A39 — A40 Tip: Make sure to
select how you want to get
payment and sign the form. We
cannot process your claim
without a signature.

ANE e yOuf Dieferted DayTert FEOl. | |DebiCad | |Creck

A4l Decnacglida afd Lighataltd By iy U953000 39 TR ISR D0

SN B TEL 3R STy TR 0 TP Dt 0o SewaBflia] g ERIL DRRAIS INOA

L Ut 60 Aok pRRE o lighafute S By T T

Ny

] Wil enerplmyed g Sesdbied. | ureem Bed that eiully muiindg a Taiss slaris oF poroeaing & Taberia facl in order fo obbae payment of Bene®ia i 3

| ] SRS O C NGO (Deh 3R T BER WIS 0E 1 Dol Pl Dy | FHt Lo T il oF BOSR | S0 Rt DECONTY OF Py TR TR MRS R

E PSR AP SCCOMDanying ElnieTesia, & 0 The Desl OF my nowedgs an0l e comecl and comipiels

] By =y LR EE OF THE ARGEIE RS LR | SuTNES D0 B TR e B o ISR MELNEHM 3 My BTl B TUMER 358 RESsEd B TR

B FAD Aty inpLr pCe a0 Faoie COMCemneg T LA e wages [F eaings w0 Dereel| pummerdy Tl are wre e roweeoge

- I-'.' ey r.n?'.1 L OF TEE SRGEEE IGN PTNTeET | TS DE S 3N s OF FEDIMSNGS B g 1N TRESETENGS CHIEETISS 30 ADDEE i OfF TRE

i n DN IRRrTEnrE, Do F el I PRELOCODEE 7 g AUITOF T N0A Ehil BF 5N SEiE 34 T AN D | UPSe I TN Bul TGN TSNS
"—|.1 ad 1 Eid 05 (S _'I':r':-‘l Faf 3 jarfind OF | & vd i Fors the dade oF My Biptahuste o Tl &=l 43l & 0 dlam | whicBdwar 18 3l

E

%
|

[E T ]

o/1/3]1]2]0][2/5

In'Tie matier a8 by DI: of

Claming Dleatilty Insurance Benefie Dwe an Incapsc Lyled or Deceased Claimanl, OE 2522
D Power of ADimey asech caey)
Peraonal represerialive’s slgrale oo net pene

Dae signed

DE 2501 Fav, 82 [10-24) INTERNET]
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Application for Disability Insurance {4 Benefits -
Physician or Practitioner’s Cortificate
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DE 2501 Rev. B2 (10-24) INTERNET)

Application for Disability
Insurance Benefits (DE 2501)
Pages 5-7

Part B - Physician/Practitioner’s
Certificate.

Your physician/practitioner must
complete all information including:

« Treatment dates

« Diagnosis.

* ICD medical codes.

« Signing the certification.

If you completed your application
online:

Enter the Receipt Number provided on
your Confirmation screen in question B3
and give the form to your doctor.

If your doctor will complete their part
online:

Send your claim form to us first and
allow 5 business days for mailing. Then,
contact your doctor and they can
complete their medical certificate

through SDI Online. .



Mail in your completed application

Use the pre-addressed envelope to mail to:

State of California

Employment Development Department
PO Box 989777

West Sacramento, CA 95798-9777

Do not submit the same claim more than
once. This can delay your benefits.

Allow at least 14 days for processing
once we get Part A and Part B of the DE
2501 form.

SAMPLE, this page for reference only
= Application for Disability
s ... Insurance Benefits

Health Insurance Portability and ility Act (HIPAA) Authorization

[ Socst Securty Number [oToToJoo]o o o o EG—
Claimant Name (st M) (Last

slafalp[Llel TTTTT I MR ailalafale TTTTTTTTTTT] I
| authorize

[lalolelel T8folofwfele] TTTTTTTTTTTTTTITTITITTITITII

(Person or Organization providing the information) to furnish and disciose all my health
information and o allow inspection of and provide coples of any medical, vocational
rehabilitation, and billing records conceming 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 difect SUpervisors or
managers and any other EDD employee who may need 1o access this information in order to
process my claim or determine eligibility for State Disability Insurance benefits.

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

(45 CFR Section 164 .508(c)(2)(ii)). The EDD may disclose information as authorized by the
Califomnia Unemployment Insurance Code.

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

1 understand | have the right o revoke this authorization by sending written notification
stopping this authorization to EDD, DI Branch MIC 29, PO Box 826! acramento, 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.

I understand that, unless revoked by me in writing, this authorization s valid for 15 years
from the date received by the EDD or the effective date of the claim, whichever is later. |
understand that | may not revoke this authorization to avoid prosecution or o prevent the
EDD's recovery of monies to which it is legally entitied

1 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.

lunderstand | have the right to receive a copy of this authorization
Claimant Signature (do not prnt) ., s Pa J; ed
uyamwumz NREBARRAG

DE 2501 v, 82 (10-24) INTERNET) Page7of 13

SAMPLE
Application for Disability
Insurance Benefits (DE
2501)
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CONTACT US
1-800-480-3287

Order

Forms

J

4 E )
Schedule a
Webinar

— Helpful Links —

4 a N
Help Fight
Fraud

g J

g J

)

Contact Us

\_ J

N
[

Accessibility

J

Language Resources

J

f

— Follow us -

0 9

In
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https://forms.edd.ca.gov/Forms/
https://forms.edd.ca.gov/Forms/
https://edd.ca.gov/en/Disability/Events_Calendar
https://edd.ca.gov/en/Disability/Events_Calendar
https://edd.ca.gov/en/about_edd/fraud/
https://edd.ca.gov/en/about_edd/fraud/
https://edd.ca.gov/en/about_edd/contact_edd/
https://edd.ca.gov/en/about_edd/accessibility/
https://edd.ca.gov/en/language-resources/
https://www.instagram.com/ca_edd/
https://www.facebook.com/californiaedd
https://www.youtube.com/user/CaliforniaEDD
https://twitter.com/CA_EDD
https://www.linkedin.com/company/californiaedd

Visit the State Disability
Insurance website for
additional resources and

iInformation.

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 alternate formats need to be made by

calling 1-866-490-8879 (voice), or through the California Relay Service
at 711.
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https://edd.ca.gov/en/disability/
https://edd.ca.gov/en/disability/
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