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EDD

File a Care Application

Learn more about how to apply for care benefits if
you need to provide care to a seriously ill or injured
family member.

Get Started
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Welcome to myEDD

myEDD connects you to unemployment,
disability, paid family leave, and benefit

overpayment services.
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Log In

Email

Password
@ Show

Forgot password?
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For Spanish, select
Espanol.
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Don't have an account?

| Create Account |

Log in to myEDD to access SDI Online, update your email, password,
security question, or login verification option:

1. Visit myEDD.

2. Enter the email and password used to create your myEDD account.

3. Select Log In.



EDDNey:t You can verify your
identity through
email even if your
preferred

To protect your account, we will email verification option
You a varificetion code. is text or voice.

‘ 4 Send Email ‘

Espanol

Verify Your Identity

Copyright © 2023 State of California

To protect your account, we ask you to verify your identity every time you log
in. In this example, the identity verification option is by email.

Select Send Email.

If you set up the login verification option as text message or phone call, follow
the instructions based on that option.
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Enter Verification Code

Enter the verification code you received
at {J***@gmail.com}. This code expires
in 5 minutes.

= M Gmail Q searcn
*Required Field

*Verification Code
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= £ 3 InmyEDD, This co S minutes,
Didn't get the email? [— rificat on code in myEDD, This code will expire in S minutes,

Check your spam foldlr or resend the email. I eam
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Check your email for your verification code. This code expires in five minutes.

Check your spam or junk folder if you do not get this email.
 Enter your verification code and select Submit.

+ Select resend the email if you do not get a code.
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g N . Select Log Out
EDDNejx:t P .4 in the top right
corner of any
screen to exit
your account.
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myEDD Home

Select your EDD service.

Unemployment Disability and Paid Family Benefit Overpayments

) Leave )
Apply for unemployment benefits, Apply for unemployment benefits,
create an online account, or Apply for disability or family leave create an online account, or
manage your claim. benefits, create an online account, manage your claim.

or manage your disability claim.

m m senetie overpugment services

Contact EDD Conditions of Use Privacy Policy Accessibility

Copyright © 2023 State of California

From the myEDD homepage, select SDI Online.



Employment

EDD Development
Department

State of California
Home
@Message Center

5Dl 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

Phone Number:

123 Main St
Sacramento, CA 95814

123 Main St
Sacramento, CA 95814

Cell Phone Number:

Jdoe@gmail.com

Current Disability Insurance Claim(s)

No Results Found

Pending Disability Insurance Claim Application(s)

No Results Found

Submitted Paid Family Leave Claim Forms

EDD Customer Account Number:

Profile History

123456789
916-555-1212

916-555-1213

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

No Results Found

Select New Claim from the main menu.




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) ora 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.

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

Apply for Disability Insurance Benefits

Disability Insurance

Apply for Paid Family Leave Benefits

Paid Family Le:

ave Bonding
z Sk =3ve Bonding Attachment
I Paid Family

aall =3ve 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  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 care
benefits, select
Paid Family
Leave Care under
Apply for Paid
Family Leave
Benefits.

Submit your application 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 already submitted an application, do not submit another one. It may take
up to 14 days for a completed application to be reviewed and processed.




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 ‘ ‘ Next

Review the Information for Before You Start and After You File. It has
important information you need to file a care claim.

Select Next.




. Employment i . . . .
o Personal Information 2 St . 3 Additional Questions 4 Care Certification 5 Declaration
Information

You are currently on Step 1 Personal Information

Section 1 - Personal Information

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

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

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

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

Preferred Language:

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

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

The system automatically fills certain portions of the application form.

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

» Select Next to continue.
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Employment Details

. Employment .. .
" Personal Information o . y. 3 Additional Questions
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.

4  Care Certification

* Name of Your Employer:

* Occupation:

* Are you a state government employee? Yes No

If “Yes”, Indicate Bargaining Unit Number:

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

* Do you have more than one employer?  (J)Yes () No

* Reason for reducing work hours or stopping work:

Employer Mailing Address

* Address Line 1:

Address Line 2:

* City:

* State:

* ZIP Code:

Employer Phone Number:

() Care for Family Member () Other

@ Us () International

[No dashes or spaces) Euct:

J Check here if the phone number is interational

Save as Draft

5 Declaration

Complete Section 2 -
Employer Information
with your current
employer’s

e Business name
 Phone number

« Mailing address as
shown on your W-2
or paystub.

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

You must complete the
fields marked with a red
asterisk (*).

Select Next to continue.
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Additional Questions

Empl t
" Personal Information vy P ayrrjen o Additional Questions 4 Care Certification 5 Declaration
Information

You are currently on Step 2 Additional Questions

*Indicates Required Field

Section 3 - Additional Questions

Date you last worked: (MMDDYYYY)

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

(MMDDYYYY)

*Do you want to claim the maximum amount of benefit weeks now? (:} Vez (:) Mo

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

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

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

If you will receive any type of pay from your employer(s) during your family leave, D Sick
indicate type of pay: "] Employer Required Vacation
D 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 (T ves () No
enforcement authorities because you were convicted of violating a law or ordinance?

*Have you claimed or do you plan to claim Workers' Compensation Benefits forany (O ves () No
portion of the period covered by this claim?

Complete Section 3 - Additional Questions and confirm all dates are correct to
avoid a delay or incorrect payment of benefits.

You must complete the fields marked with a red asterisk (*).

Select Next.



Care Recipient's Information
« Additional Questions

= - mploymen
« Personal Information v
formation

You are currently on Step 4 Care Certification

Section 4 - Care Recipient's Information

nts 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:

Other Relationship:

Residence Address

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

* State: A v
* ZIP Code:

Phene Number:

Female

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 are
available on the
Confirmation screen.

You must complete the
fields marked with a red
asterisk (*).

Select Next.
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Department
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51ate of California

5Dl Home Inbox Mew Claim

Benefit Payment Options

" Personal Information « Employment Infermation " Additional Questions

You are currently on Step 5 Declaration

*Indicates Required Field

Section 5 - Select Your Option

If you're eligible for benefits, you have three optiens to receive your benefit payments.

" Care Certification

*Select your payment option: O Direct Deposit
() Debit Card
(O Mailed Checks

hve reviewed the Debit Card Fees and Disclosures.

vour bank routing and account numbers and select Next to continue.

Profile History

Complete Section 5 to choose your benefit payment option.

Select the “l have reviewed...” box to confirm you have read the disclosures,

then select Next.




Enter Your Banking Information

Lecst Name

feuting and Account Namber Sample

Py

1L SAMPLL
OHEEI0N0 Fale Lot ] 10ea
1 1
Rrating ot [T
Humibsar Hunbar i

Rowting Mumbar
B Tbe

Mzeaurt Mumibar

“Canfirm Account Murnb-er

fzcourt Type

Before You Submit

"You meist resd and agree to the fellowing documents

If you selected Direct Deposit, you
will be asked to provide your
banking information.

You must select and open the
“terms of use” documents and
disclosures before you can submit
your information.

Select Submit to continue.
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Section 6 - Declaration

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

written sionatures.
y electronic signature on this claim statement, | (1) claim Paid Family Leave benefits and certify that throughout the period covered by this claim | was providing care for the

wel 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 complete. | agree that photecopies of this authorization shall be valid as the original, and | understand that authorizations contained in this claim statement are granted fora
pericd of fifteen years from the date of my electronic signature or the effective date of the claim, whichever is later,

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

Note: You cannot modify the form after you select Submit.

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

Your application is not complete. The Confirmation screen provides
instructions to order and submit the Statement of Care Recipient and the
Physician’s/Practitioner’s Certification sections of the Application for Paid
Family Leave Benefits (DE 2501F).

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

() From a social worker or hospital employee.

) None of these.

Submit

Complete the survey and select Submit.

17



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 Claim Care (DE 2501F) application. You will not be able to access your confirmation page and Form Receipt Number after this window is closed.
Most claims are processed and a decision is made within two weeks of the date the claim was submitted. If you have not received anything from PFL within 10 days or if you have any

questions you may call 1-877-238-4373.

Confirmation Information

Claimant Name: AARON B EVANS Social Security Number: HHH-XK-0003
Date you requested to have your Paid 01-01-2025 Receipt Numherl R100000000332708 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.

Mail

You may mail your "Physician/Practitioner’s Certification for Care Recipient” and "Care
Recipient Authorization for Disclosure of Personal Health Information”.

Mail your document to:
EDD - Paid Family Leave
PO BOX 997017
SACRAMENTO CA 95799-7T017

We assign your claim a Receipt Number on the Confirmation screen.

Save the Receipt Number for future reference. You need this number to
upload the supporting documentation to the correct online application.



EDD

Submit Supporting Documents

Learn more about how to submit supporting
documents to complete your application for care
benefits.

Get Started
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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 Infarmation”. 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.

Mail

You may mail your "Physician/Practitioner's Certification for Care Recipient” and "Care
Recipient Authorization for Disclosure of Personal Health Information”.

Mail your document to:
EDD - Paid Family Leave
PO BOX 997017
SACRAMENTO CA 957959-T017

You must order an Application for Paid Family Leave Benefits (DE 2501F) to obtain
Part C and Part D. These are the required supporting care claim documents.

It is your responsibility to make sure Part C and Part D of this form are completed
and signed by all parties and sent to us within 10 days.

You can order the DE 2501F in English or DE 2501F/S in Spanish from
Online Forms and Publications.
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https://forms.edd.ca.gov/forms

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 Infarmation”. 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.

Mail

You may mail your "Physician/Practitioner's Certification for Care Recipient” and "Care
Recipient Authorization for Disclosure of Personal Health Information”.

Mail your document to:
EDD - Paid Family Leave
PO BOX 997017
SACRAMENTO CA 957959-T017

« Complete the Part C and have it signed by the care recipient.

« Mail the completed, signed Part C via US mail to the address on the screen above.

* Your physician/practitioner can submit Part D using SDI Online.
« Or you may send a paper copy of the completed, signed Part D via US mail to the
address on the screen above.

It is your responsibility to make sure Part C and Part D of this form are
completed and signed by all parties and sent to us within 10 days.
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SAMPLE, this page for reference only

Part B — Bonding Certification go b

B1. Your Social Security Number 2. ke of foster care or

adopdion placement
oloofo[ofofofofo [[-[-[-] [ ]
B4, Your Legal Last Name (1|Id‘5||¢|.1 Security Mumber Bi. Child's dale of birth B7. Child's Gender Identily
taceded in caw pugen +f thin chaim becsme separated) Female
c[1]alijmane] [ [ | ] ] | T[] AZP[E=PEE

B8. Legal Name of Child | First Name
clofolklile[ [ [ [ | |

4. Addiress where the child lives 6 different from clyimant

[ WAMClaERERE [ [ [T T[]
[ LTI ITT]

Stale/Prov.  Tipor Postal Code Counlry i nol LS. A}

LI [T TETTTTIT]

E10. As evidence of the relafionship in B3, check poe of ithe following and abtach a copy of the documend checked.
10z N0l send original docsmest. 1 will net be rotered )

E Child’s birth cerfificabe D ndependent adoption placement agreemeni, ALLO24

|:| Declaration of paternity, £5.909 |:| Oriher

|:| Adeptive placement agreement, ADLOOT

B [

Gity

Dviginal signaliee of bonding claimant — rubber skamp i= nol accepiable Dhale Signed

RPTID A L/ J

o e Alil~alrlalalsle

Part C - Statement of Family Member Mkay D completad by clalmant if the Gemily member recelving care ks mentally or physically unaiie §o do 5.
Must be signed by the tamiy member recetving care or thelr suthorired representative.

4. Legal Mame of Family Member Beceiving Care | First Ma

me

= Address of Family Member Receiving Care

v

Stafe/Prov.  Zip or Postal Code

\
C6. Confirmation of medical disclosure authorization.
authorize my Physicianfpractitioner 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 zre s valid as the original.

Signatwre of Family Member Receiving Care (Do Mot Prim) Daks Signed

7. Awthorized Representative signing on

iolic N . o o . o . represent
right [ powsr of atzomay ftiach copyl [ court oeder fattach copy)

this matier & by [Jpare
Aulhorized Representalive's Signature D Mot Prird :J:lesinc-:

DE 2501F Rev. 7 {1-25) (INTERNET) Page Bof 11

Application for Paid Family
Leave Benefits (DE 2501F)

Part C - Statement of Care
Recipient, is Page 8.

« Make sure you answer all
questions in Part C.

 The care recipient or their
authorized representative
must sign and date the
bottom of this page.

* You cannot upload this form
online.

* Mail the completed, signed
Part C via US mail to:

EDD - Paid Family Leave
PO Box 997017
Sacramento CA 95799-7017
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SAMPLE, this page for reference only

Medical cerifications must be completen by 3 leensed Physiclan or Practidoner
amthorzed o c HEMES "Esabnr W OF 5ari !.'1 condition pursuant
e Callformia L et nsurance Code Sechon 2708,

Instructions for completing this form:
Complete the information in the spaces provided in LPPER CASE using black ink. Do not use special characters (-, /7).
If handwritten, print each letter or number in a separate box, Ignore the boxes provided if using a tyg er or printer.

Part D - Physician/Practitioner’s Certificalion (Do not complete this part if you are bmcingurpamclpalng in a qualifying event.)

1. PEL claimank's lcare provider's) 02, PFL claimand's name
Social Security Number
Firsl Name Ml Last Mame
oz, Patient’s dale of birth 4, Does your palient require care by the daimant?
Ko skip bo D15 Tos

0. Pakient's Name | First Mama

0. Diagmosis ned yel defermined, a delailed slaiement of sympdos
07, Primary 1C[} Code DE. Secondary ICD Codes 1#5. Dale when the palient’s condilion starbed
[T Te[ TTT] CET T TTT MTTIITT] |||||||
o First dabe palient needsd D11 Date your expect patiend fo recover D12, Dake you estimate patient will no langer need care
by the daimanl |
NEVER FERMANENT
m3 ‘L'ip swimadely how many lolal hours per day will the padient need ithe daimant io

|IIJ'IAr ald disclo: of this cerificate fo your patiend be medically or psychalogically deirimental? | “

5. Physician/Pracfitioner's license number M. Skale or Country Physician/Pradifioner is lice
7. Physician/Praclifioner’s Name | First Name

3, Physician/Pracfifioner's Address tPoi Difce
1

miry Gf nol LLS.AL

Skale/Prow. Zip or Postal Code
% Type of | 0, Speciall |
Thy s a5

Ca

[ oo

i Physician/Practifione:

rac s © cafion an
on

signalur § perjury thal th
na

h Ill-

28| —%
=q

as I|
it di .'|||| ealth dl p II [I

IJ1I+S Itn zdl

pal
et pale1| P b fy o

ent disal
e
Original Signature of Altending Physician/Praciificner — rubber slamp is not acceplable | Physician/ l‘raLI | ||re ‘ Phea r+ 'unc\- e

ation
r o for any

1 I-M-

DE 2501F Rev. 7 (1-25) (INTERNET) Page8of 11

Application for Paid Family
Leave Benefits (DE 2501F),
cont.

Part D - Physician/Practitioner’s
Certification is Page 9.

« The care recipient’s
physician/practitioner must
complete all relevant
information including ICD
codes.

« Get a signature from the care
recipient’s
physician/practitioner before
you mail the form.

. loe

You may also give your Receipt
Number to your care recipient’s
physician/practitioner to submit the
medical certificate using SDI Online.

Ask the physician/practitioner how they
submit a claim certification. Some
submit them differently than others.
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Mail your supporting documents

Mail your completed, signed Part C and/or Part
D to:

EDD - Paid Family Leave
PO Box 997017
Sacramento CA 95799-7017

It is your responsibility to make sure Part C
and Part D of this form are completed and
signed by all parties and sent to us within 10
days.

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



CONTACT US
1-877-238-4373

=)

— Helpful Links —

fa\

)

Order Schedule a Help Fight Contact Us
\ Forms j \ Webinar j \ Fraud j k j
[ Accessibility ] [ Language Resources ]
— Follow us -
E

f

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

Visit the State Disability

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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