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Completing Paper Applications

Learn more about how to complete your paper application
for bonding, care, or military assist benefits.

Get Started




EDD

Paper Applications

If any of the following apply, you should file a paper application instead of filing online:

* You do not have a valid California driver license or ID.
* You do not have a valid SSN.
* You have a name that does not fit the space in the online form.
* You had a recent name change.
* You received an error code you cannot resolve or have any other difficulty filing an
application online.
o For technical help applying online, call 1-877-238-4373. Select your language option
and then option 2, option 4, then press 0 to speak with a person. Make sure you
listen to the recorded directions.

Get Started



How to apply for benefits by malil

2.

1. 3.

Pick your
Get the Claim Type; Submit
Paper Supporting
Application * Bonding Documents
DE 2501F * Care

* Military Assist

If you already applied online, do not send a paper claim form. It can delay
claim processing.




Get the Application for Paid Family Leave

Benefits (DE 2501F)

« Order an application online to have it mailed
to you.

 Visit an SDI Office.

« Call 1-877-238-4373 to request a paper
application be mailed to you.

 Get the application from your employer or
physician/practitioner.

It may take up to 10 days to get your
application in the mail.

New mothers applying for bonding after a
pregnancy-related disability claim: A Claim
for Paid Family Leave (PFL) Benefits — New
Mother (DE 2501FP) form is automatically
sent to you with your final disability payment.

SAMPLE, this page for reference only

= ra Application for
EDD, Paid Family Leave Benefits
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https://forms.edd.ca.gov/forms
https://edd.ca.gov/en/Office_Locator/

To avoid processing delays when completing

your paper claim form

~@ (@

« Use black ink only. « Do not send

photocopied or
faxed forms.

- Type or write
clearly within the

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

 Mail the completed
form in the pre-
addressed
envelope provided.
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Application for Paid Family Leave Benefits (DE 2501F)

Part A - Statement of Claimant:

« Complete all related information,
including your personal
information, last day worked and
employer information. Make sure to
sign and date the form.

Part A is needed for all Paid Family
Leave claim types:

« Bonding
« Care
* Military assist

A1 Tip: If you do not have a Social
Security number leave question A1
blank. Or use your ECN if you have a
prior claim.

Send proof of your wages (such as
copies of your W-2s and paystubs)
that cover the last 18 months with

your application.
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Application for Paid Family Leave Benefits (DE 2501F)

Bonding Claims
Part B - Bonding Certification:

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

« Attach your Proof of
Relationship supporting
documents. (B10)

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

Part B and Part C are
not needed for
military assist claims.

Page 2
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Application for Paid Family Leave Benefits (DE 2501F)

Care Claims

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 sections for
one claim.

Part B and Part C are
not needed for
military assist claims.

Page 2 cont.
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Application for Paid Family Leave Benefits (DE 2501F) - Page 3

Care Claims

Part D
Physician/Practitioner’s
Certification:

 Your care recipient’s
physician/practitioner must
complete all patient
information including dates,
diagnosis codes.

« Make sure the
physician/practitioner signs
the bottom of the form.

Part D is not needed for

bonding or military assist
claims. It is only for care
claims.

SAMPLE, this page for reference only

4N or Practitiones

Instructions for completing this form:
Complete the information in the spaces provided in UPPER CASE using black ink. Do not u
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1. PFL claimank’s (care provider's) D2. PFL claimant's name

Social Security Number
First Name

Ml Lact Name

Dz, Patient's date of hirth D4, Does your palient require care by the daimant?
Ko isklp b D15} s

| = Pakient's Name | First

. Diagnosis or, if nod yel debermined, a detailed staiement of symploms

0. First dale patient needed 011 Date you expect patiend io recover 01z, Dake you estimate patient will no langer need care
cane by the claimant
NEVER FEAMANENT

07 Primary ICD Code D8, Secondary ICD Codes 4. Dale when the patient’s condition starled
[Tl TTT] CTTTTTT T TTITTTT] CEETTTT]

D13 Approximately haw many latal hours per day wil the paticnt need the clamant for carel

Il EESEEEEEEEEEEEEEEEEENENEENENNEEEREEE

| 014 Would disclosure of Ehis cerfificate to your patient be medically or psychologically defrimental? | “

015 Physician/Praclifioner's [icense numb, Stale or Couniry Physician/Praclifioner is licensed

||||II|||||||||||||||'|I|||||T|’|||||||||I

II Physician/Practifioner’s Name | First Namy

D13, Physician/Practifioner's Address (o Offiee Bea s not seeptabsle s e sibe sédren

epiabale s e mle sidrrn)

Prov.  Zip or Postal Code Country Gf nof LLS.AJ

'|' SEEEEEEEEEE BN NESENNEEE NENEEENEEE

Type af Physician Praciitio

ST T PR T T

w21, Physician/Praclilioner’s cerlification and signature: | cerlify under penalty of perjury that this palient has a serious health condition and requires a care provider.
| hive periormed a physical examination an/ar freated the pafient | m autharized o cerify 3 paient disabiily of sericus healih condifi pursaal o Calfarnia
Unemplayment Insurance Code Secdion 27

Orriginal Signature of Attending PhysicianPraclitioner - rubber slamp is nol acceplable | Physician/Practilioner’s Phome Number

¢ Insurance Co t 1 ha, with

DE 2501F Rewv. 7 (1-25) (INTERNET)

10



Application for Paid Family Leave Benefits (DE 2501F) - Page 4

Military Assist Claims

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

Part E is not needed for
bonding or care claims.
It is only for military
assist claims.

SAMPLE, this page for reference only
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Application for Paid Family Leave Benefits (DE 2501F) - Page 5

Military Assist Claims

Part E - Qualifying Event for
Leave Documentation:

If you’re requesting 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 pages
needed and sign the claim form
before mailing to us.

The Qualifying Event for
Leave Documentation is
not needed for bonding or
care claims.

SAMPLE, this page for reference only

Qualifying Event for Leave — Documentation

M Lask Name

Your Legal Name | First

Your Social Security Number Mame

City Stabe/Prov. Tip or Postal Code Country (if nof ULS.A)

Describe nature of meeting, induds dates, if known:
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Complete and review your DE 2501F application

Bonding claims are complete when the following
documents are received:

Part A: Statement of Claimant >
Part B: Bonding Certification

Supporting Bonding Documentation

Care claims are complete when the following
documents are received:

Part A: Statement of Claimant >

Part C: Statement of Care Recipient

Part D: Physician/Practitioner’s Certification

Military assist claims are complete when the
following documents are received:

Part A: Statement of Claimant >
Part E: Military Assist Certification

Supporting Military Documentation
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Mail your completed application

Use the pre-addressed envelope to mail
to:

State of California

Employment Development Department
P.O. Box 989315

West Sacramento, CA 95798-9315

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




CONTACT US
1-877-238-4373
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— Helpful Links —

fa\

)

Order Schedule a Help Fight Contact Us
\ Forms j \ Webinar j \ Fraud j k j
[ Accessibility ] [ Language Resources ]

f

— Follow us -

0 V¥

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

@ English Home  Benefits Login -~ Employer Login

i Q

Insurance website for
additional resources and
information.

EDD is an equal opportunity department for this information. If you
need help or services because of a disability, call 1-866-490-8879.
TTY users, please call 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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