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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.



How 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 referance only
u Application for Disability
“: Insurance Benefits

Health Insurance Portability and Accountability Act (HIPAA) Authorization

[t [o[o[oJa[olo[o o] NG

[Craimant Name MI) _{Last

[Slafmlelalel TTTTT I Mchfalifmlalale[ TTTTTTTTTTI |
| authorize

[elefol£[€] T8[elolkl[e[e] [ [TTTTTTTTTTTITTITITTITITIITT]

(Person or Organization providing the information) to furnish and disclose ail my heaith
information and to allow inspection of and provide copies 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): Disablitty 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.

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

{45 CFR Section 164.508(c)(2)(iif)). 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 29, PO Box 826880, Sacramento, CA
94280. The authorization will stop on the date my request Is recelved. | understand that
the consequences for my revoking this authorization may result in denial of further State
Disability Insurance benefits.

| understand that, uniess 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 to prevent the
EDD's recovery of monies to which it is legally entitied

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

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

mant Signature (do not print) g Datesigned |
Sampte Claimart o[x[2[5[2[0[2[5
DE 2501 Rav. 82 (10-24) INTERNET) Page7of13

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
7-10)

« Part B - Physician/Practitioner’s
Medical Certificate (pages 11-13)

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

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

Health Insurance Portability and Accountability Act (HIPAA) Authorization

curity Number [o]oToJoTofo o o o EG—T
[CaimantName — Firss Mi) (Last
[slafmlel2le] [T T T TN MCRaifmla[alel [TTTTTTTTIT l
| authorize

[clofof£[¢l [Belolxlele] TTTTTTTTTTTITTITITTTTTITITT]

(Person or Organization providing the information) to furnish and disclose all my heaith
information and to allow inspection of and provide copies of any medical, vocational
rehabilitation, and billing records conceming my disability for ich this claim is filed that are
within their knowledge to the following employees of the California Employment Development
Department (EDD): Disabliity 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

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

>FR 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 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 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

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

‘Clamant Signature (do not print)

Date signed

o[1]2[5]2[0[2[s|

DE 2501 Rav. 82 (10-24) INTERNET) PageTor13

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
EDD >~ Application for Disability

riment

... Insurance Benefits

Health Insurance Portability and Accountability Act (HIPAA) Authorization

Soca Secunty NuTbe: [o[o[o]oo[o oo o

Claimant Name Firs I (Last

s[aalp[t[s[ | []T] ﬁClllalilmIAInltI BNRPEAREEE

| authorize
lcletlolflf Blofofklel«] [ [ [[TTTTTTTTTTTTITTTTTITITT]

(Person or 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 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

| 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 29, PO Box 826880, Sacramento, CA
94280. The authorization will stop on the date my request Is received. | understand that
the consequences for my reveking this authorization may result in denial of further State
Disability Insurance benefits

| understand that, uniess 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 1o 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.

Clamant Signature (do not print) p Date signed

Syl Claipat o[a[2[s[2[of2[5

DE 2501 Rav. 82 (10-24) (INTERNET) Page7of 13

Application for Disability
Insurance Benefits (DE 2501) —
Page 7 of 13

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
on pages 7-10.

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.qgov
PLEASE PRINT WITH BLACK INK.

PART A - CLAIMANT’'S STATEMENT
A1. 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

olofofJolo]olofofo] N[o] T T T T 1] z|1|2]3[4]5]6[7]| x|
A5, IFYOU EVER USED OTHE JAL SECURITY NUMBERS, AG. STATE GOVERNMENT EMPLOYEE A7. YOUR DATE OF BIRTH

e ENTER THOSE NUMBERS EBEL (IF “YES" INDICATE BARGAINING UNIT#)

sempltlel b TTTTITT1] [TTTTTTIT] IYESENO o | [ | [of1]ofz]1][9]0]0

A.n le.rnnmudumr

IlIIlII[II[I]I[II[II[II [TTTTTHTT]
ANENEENENEEE § ANEEEEEEEREN [TTT (]

A1, Yiour home phons MU and ana 200 JA. Your ol phone numiber and anea code

A3. CALIFORNIA DRIVER A4. GENDER

Application for Disability

s[s[sMMo[2[3]s[7[8]o 1]2]1 lo[o]2[o[o[s[7 Insurance Benefits (DE 2501)
T ‘ o Page 8 of 13
X g
ALY ml"‘lﬂmm Erier 3 PO DOX Of Ihe MNumBer, SPes. ADSImEnt, Sule, SOSCES, Of PVIDE Sraoe Wal Box . ,
11213 Talaly] Ts[el=le[s[t] | | SENNNNNNENENE EENEN Part A - Claimant’s Statement.

NEMEECONNNEEEEE GO BOPOCEEEE NEEEEEEEE

AL, AL WA ol vl WMFMIMMM!IMM
Huminer, Sirest Apanme of S paces

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

ANENEENENNENEN mm 11T 1T Social Security number you

R may leave question A1 blank.
R|o|a|d|r|uln[n|e|x| [Pla[s]t|=[ile]s] | [ [ [ [ [[TT[TTTTII]]I I | y G

T T T e p— Or use your ECN if you have a
STl alefalsle s slelel Telalyl LTI TTT T I I TITTTTT] B Y
;mmmmun EEE GO OOPPEEEES EEENEEEEE prior claim.

495|931 /1]1]1|1/1

— e Send proof of your wages (such
S o of1 2[s[[of2[5]} as copies of your W-2s and

TITT1]] e | Paystubs) that cover the last 18

|*1:::,:;:;'.:-.;~,:::-m*:~=m~~=w | [t I - | months with your application.

DE 2501 Rev. B2 (10-24) (INTERMET) Page Bof13




SAMPLE, this page for reference only

“fiour disability application can aleo be filed online at edd.ca.gov

Prirt with black ink

beeni aeeigred an EDD aushomes (A3, Calfomia Driver Lioense

Application for Disability
Sl - . Insurance Benefits (DE 2501)
AZL Iy e wbed Olhel SOCIE DALY MulmDErs. & Those SUTDErs Do A LA Tl EpRyes AT, Your dale of birth Page 8 Of 13 cont'
EEEEEEEE EREEREEEEflE- 5- - -AEEfOROBRPERR

T Part A - Claimant’s Statement.
slaimlplile] [ [T l:lc|1|a|1|m|a|n|t| [TTITTTTIT1] l []

An Hmmmwnﬂ.m rtlrmmnl"u'm'ph 3 roakien A or Choger namss|

|l|ll||[||ll:.|[||l||l||[||[||l||l:|I
IIIIIIIIII|.D.IIIIIIIIIIIIIIIIIII.|I

A1, Yiour home phons MU and ana 200 JA. Your ol phone numiber and anea code

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

Al Your Sockl Decurfty Mumber A2 I you haree

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

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

AL3. TOLF Mating SOQiEse. ENer 8 PO DOX of e NUTIDS, SUES, ADNTTEN, SUNE, SOAGES, Of FMDS Freae Mal Bor)
ﬂﬂﬂIﬂdﬂlﬂﬂﬂﬂﬂdllllllllllll||
Alnly[elewm T T T 111

AL, AL WA ol vl WMFMMMMIMM
Huminer, Sirest Apanme of S paces

xy L Sp o Pl i

sullnu:lunlEEIFAﬂllli“

o Postal Cooe H-wlLl}A.
Mﬂﬂﬂﬂﬂﬂﬂlll

<3 EE EMMHHIIIIIIIIIIIIII
| EMpioyers onong numoss

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)]

Rjoja|d|r|u|n|n]e|x| |Plafs|t|rfilels| | [ | | [ [ [ [T 1] 11111 ]1]

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

614|7] |alr|mfils|tlifcle| |wlaly| | [ [ | [ ] [ [P T T1 11T /T 1]]]

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

Aln|y[wlhle[=[e] [ [ [ [ [ [ Miclallele[2[2[2] [ [ [ M T TTTTTTT]

EMPLOYER'S TELEPHONE NUMBER

4[oo 311 2 2] ] |
| |




SAMPLE, this page for reference only

“four disability applicabon can also be filed online at edd.ca.goy

Prirt with Elack ink

[AZ I DU hare: DrEvioUS!y Iseen assigred an EDD customes

Al FOUr SOCAH DECUrTy NuTber A3, Calfomia Driver Uoenss
BEZANT MDY, STEY Ml HUTES Nefe

oF |0 P

ofo[oJofofojolofof [mlol [ I [ [ [ ][]

AL Iy S ] Sl SOCEE DGl Mulmiiet, e Those SUFMDERS Deduw

z[1]2]3[4]5]6]7

|47, Your dale of birth

T SRR
i roliaEs ring uni 5

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

A3, ‘Your full egal rame  ([FIne)

s[almlp[ile] [ TT1] .:.*EIllaIilnlaInItI HEEEREREREE . [

HI\. "ﬂummm“ﬂ'w mmmmm 3 TR N O CROEGEr N3
CUTR

IIIIIII[IIl:.l[llllllll[lllll ul
|||||||||||.:.|||||||||||||||| | Hl
AL Your homse phons: numiber and ama code JAd1. Your cell phone numiber and anea code
OEBE GDEBGHEE 1[1|1.u|u|2|n|n]4|7—
N Mmjmﬁi"ﬂ'ﬂiﬁ VIEMaTeES ATTENGEN T e
R T T

AL TOuF Mg Sadrest. Erber 3 PO B oF e Numiesr, SIS, ARrImenl, Sulle, SOacer, of PMDE (Frvome Wal Box)

23] [Alalyl TeleEeEE [T T I I T T I T I T T M I T
= Stale Fp o Bostal Coos COUNTY Hnat UEA
NENREOCOENENENEE OO BEOOCEEEE EEEEEEEEE

Al AGEE whEE you lve MIMFMIHMMHII BITEES
Wumiper, SITest Apanme of Spaces -

i ol UE A

L1 mmwamw

L1
[ 11

rmuuwﬂwmﬂmwwwwﬂmmw

] e
RIoI-IdIrIuInInI-IrI IPI-I-ItIrIiI-I-I HEEERERENEREEEREEN

T
RS S TAry AT e

Humbes, S SUlER (e Coeemrer Epio/ees SEmE Se0r I BOPESL OF 0L Dermaee OITCE

ijs(t|ijc|ja| |W|a|y
Chaie

L1 1 71 1 [ J /]

Application for Disability
Insurance Benefits (DE 2501)
- Page 8 of 13 continued

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.

AUTHORITIES BECAUSE YOU WERE CONVICTED OF
VIOLATING A LAW OR ORDINANCE?

6. AT ANY TIME DURING YOUR DISABILITY, WERE YOU IN THE CUSTODY OF LAW ENFORCEMENT

e B

A17. BEFORE YOUR DISABILITY BEGAN, WHAT
WAS THE LAST DAY YOU WORKED?
1|2[o0]1[2]0]1]5

A19. DATE YOU WANT YOUR CLAIM TO BEGIN IF DIFFERENT THAN THE DATE ENTERED IN A18

A18. WHEN DID YOUR DISABILITY BEGIN?
3213 62 o][ I

A21 A. IFYOU RECOVERED, ENTER DATE:

A21 B. IF YOU RETURNED TO WORK,
ENTER DATE:

A20. SINCE YOUR DISABILITY BEGAN, HAVE YOU WORKED OR
ARE YOU WORKING ANY FULL OR PARTIAL DAYS?

10




SAMPLE, this page for reference only

“four disability applicabon can also be filed online at edd.ca.goy
Prirt with bizck ink
Part & - Claimants 5 talsment

Al FOUr SOCAH DECUrTy NuTber A2 IT O haree: DPEVIOUSHy D8en Jesigred an EDD qustomes A3, Calfomia Driver Uoenss

BEZANT MDY, STEY Ml HUTES Nefe oF |0 P
ofo[oJofofojolofof [mlol [ I [ [ [ ][] z[1[2]3]4[s[6]7
AL Iy S ] Sl SOCEE DGl Mulmiiet, e Those SUFMDERS Deduw [t PAT. Your dsie of birth

T SRR
i roliaEs ring uni 5

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

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

HI\. "ﬂummw“ﬂ'w mmmm’m 3 TR N O CROEGEr N3

|l||l||[||ll:.|[||l||l||[||l||l||l:|I
SENNEENENESS § BESESNSSENNSNSNSENEES BN

AL Your homse phons: numiber and ama code JAd1. Your cell phone numiber and anea code
OEBE GDEBGHEE 1[1|1.u|u|2|n|n]4|7—
AIZ Language you prefer i e
Canemess ViEMaTess AITIENGN T e
R T T

L3 TOLF g Sa0iEss. ENer 8 PO DO of e WD, SUes, ADIMEN, CUTE, SOMGES, Of FMDS Freme al Box
1j2[3] IAInIYIISItIrlnlnltIIIIIII|||||||||.|IIIIII

NOREECONENENEEE GO AEPNCEEEE EEEEEEEEE

Al AGEE whEE you lve MMFMIMMHII BITEES
Wumiper, SITest Apanme of Spaces -

i ol UE A

LS mwwmuﬂ:mﬁ F e B O LTI ESTEYPEN i SETMETEN VTN £ BT 0 M1 T SR D,_,y

R|o|a|d|r|u[n[a]e|c] [Plals|t|c|ilefa] | | [ [ [ [ [ [T [TTTTTIII]

Humbes, S SUlER (e Coeemrer Epio/ees SEmE Se0r I BOPESL OF 0L Dermaee OITCE

Ill?l alxinl]s|t|1lcle] walyl | 1 wlaly[ |||IIIIl|IlIIIIIl|Il

A U3

EEEEEEEE SN AAN N e S ————

Application for Disability
Insurance Benefits (DE 2501)
Page 8 of 13 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 YOL WORKED?
VIOLATING A LAW OR ORDINANCE? 1 [2 ] 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 HEEREE

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

E SEEF YOUF S0k SEUrTy Mmber L] Dlﬂ'lﬂlﬂlﬂ ﬂ|ﬂ|ﬂ_

Application for Disability
Insurance Benefits (DE 2501)
Page 9 of 13

————— Elala]t]c y] [chla]f Part A - Claimant’s Statement

il ey o Yoo H0g WOANG® Bdc miv s b

A24. WHY DID YOU STOP WORKING? (SELECT ONLY ONE BOX) ILLNESS, INJURY, OR PREGNANCY
[ vavorr [] unmaiD LEAVE OF ABSENCE [] voLunTARILY QUIT OR RETIRED [] TermMmisTED [] 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. ar less.

|:| Mostly walk'stand; occasionally lift, carry, push, pull, or otherwise move objects that weigh up to 20 lbs.

[:] Canstanily lift, carry, push, pull, or otherwise move objects that weigh up io 10 lbs.; frequently up to 20 Ibs.; oceasionally up to 50 lbs.

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

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

AZE. IF YOUR EMPLOYER(S) CONTINUED OR WILL CONTINUE TO PAY YOU DURING YOUR DISABILITY, INDICATE AZ27. MAY WE DISCLOSE BENEEIT PAYMENT
TYPE OF PAY: INFORMATION TO YOUR EMPLOYER(S)?
Paid Time Off
SICK VACATION  (PTO) ANNUAL OTHER [EXPLAIN) YES NO

S B 0 N EEEEEEEEEEEE

AZB. SECOMND EMPLOYER NAME (IF YOU HAVE MORE THAN ONE EMPLOYER)

Clo[s[m[i]c] [clofolxlilels] [ [ [ [ [T TTTTITTTTITTTTITTIT]

NUMBER/STREET/SUITE#

al6fo] |Tin|=xfilflely| [wlaly| | [ [ | [ 1T IT TP 0 11T 0TTT]]
CITY STATE ZIP OR POSTAL CODE COUNTRY {IF NOT ULSA)
B[1[ule[ble[a[a] [T T T T T Mlclalsls[a[e[sI TTT M [TTTTTTT]
BEFORE YOUR DISABILITY BEGAN, WHAT WAS THE LAST DAY YOU WORKED FOR THIS EMPLOYER? EMPLOYER'S TELEFHONE NUMBER

1]22 62 o2 ] Y | | W ([ T[]
| AZ29_ IFYOU HAVE MORE THAN 2 EMPLOYERS CHECK HERE. _

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

HEEEEEEEEEEEEEEEEEEEREEEEEEEEEEEEEEED

NUMBER/STREET/SUITE#

HENEEEEEEEEEESEEEEEENEEEEENENEEEEEEEN

cimy STATE ZIP OR POSTAL CODE AREA CODE AND TELEPHONE NUMBER

A31. HAVE YOU FILED OR DO YOU INTEND TC FILE FOR WORKERS COMPENSATION BENEFITS? A32. WAS THIS DISABILITY CAUSED BY YOUR JOB?
[] ves- compLETE MEmMs As2 THROUGH Ass [] wo-skip mems asa THROUGH Asa [Jves [ no
cay TIx  Ep ool Cooe TR COTERTO S N
ENEEEEEEEEEEEE BN EEREEEEEE EEREEEEE
DF 2501 Raw. B2 [10-24) INTERMET) Page Dof 13

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.

12



SAMPLE, this pags for reference only Application for Disability
Insurance Benefits (DE 2501)

Page 9 of 13 cont.

Part A - Claimant’s Statement
(continued).

AZ4. WHY DID YOU STOP WORKING? (SELECT GHLY GNE BOX) ILLNESS, INJURY, OR PREGNANGY
[ vavorr [] unPaID LEAVE OF ABSENCE [ voLuNTARILY QUIT OR RETIRED [] TermMmiaTED [ 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. A2 7 TI p : I f yO U r e m p I Oye r
[] Mostly walk/stand; aceasicnally lift, carry, push, pull, or etherwise meve objects that weigh up to 20 lbe. S u p p I e m e n tS b e n efi tS Wi th

D Constantly lift, carry, push, pull, or otherwise move objects that weigh up to 10 lbs.; frequently up to 20 Ibs.; occasionally up to 50 Ibs.

Caonstantly lift, carry, push, pull, or otherwise move objects that weigh up to 20 lbs.; frequently up to 50 Ibs.; oceasionally up to 100 |bs. yo u r p a I d I e a V e ] t h e y C a n
|:| Constantly lift, carry, push, pull, or otherwise move objects that weigh over 20 Ibs.; frequently over 50 |bs.; occasionally over 100 Ibs. O n I y g et p a y m e n t

AZE. IF YOUR EMPLOYER(S) CONTINUED OR WILL CONTINUE TO PAY YOU DURING YOUR DESABILITY, INDICATE AZT. MAY WE DISCLOSE BENEFIT PAYMENT . . .
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Application for Disability
Insurance Benefits (DE 2501)
Page 10 of 13

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.
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Application for Disability
Insurance Benefits (DE 2501)
Pages 11-13

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.
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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
EDD == Application for Disability
— ..., Insurance Benefits

Health Insurance Portability and Accountability Act (HIPAA) Authorization

Caees000000088
ERESNONAEREE B GoONCCCCEESEEESEEEE |
authorize

alelole[e] Telelells[E T T T T T T T T T T T TIITIIIIITT]

Sampbe. Claimant o]II;f;':z'o]z]s

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

- J

g J

0

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

information.

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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