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Welcome to myEDD

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

Contact EDD Conditions of Use Privacy Policy Accessibility

Copyright © 2023 State of California

For Spanish, select
Espanol.

LogIn

Email

Password
> Show

Forgot password?

. Jp—

Don't have an account?

e N
‘ Create Account |
\ J

We lock your
account for one
hour after too many
failed attempts to
enter your
password. You can
wait one hour to try
again or reset your
password.

Visit myEDD.

3. Select Log In.

Log in to myEDD to access SDI Online and file a disability claim:

2. Enter the email and password used to create you myEDD account.
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Verify Your Identity

To protect your account, we will email
you a verification code.

E Send Email _

Contact EDD Conditions of Use Privacy Policy Accessibility

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.

*Required Field = M Gmai Q s ® @

*Verification Code L ¢ @8 0 i @a o B e 16016 >
Compose

California Employment Development Department August 26,2022, 326PM V¥ &\  }
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Helo,

Didn’t get the email?
Check your spam foLdeI or resend the email. I

Enter the following verification coce in myEDD. This code will expire in 5 minutes.

Thank you,
nal Employment Development Department
State of California

Conditions of Use

Contact EDD Privacy Policy Accessibility

g <99

Copyright © 2023 State of California

myEDD Verification Code nbox S B

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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myEDD Home My Profile Log Out
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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 senefic Overpagment services

Contact EDD Conditions of Use Privacy Policy Accessibility

Copyright © 2023 State of California

From the myEDD homepage, select SDI Online.
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@Message Center

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

nbox [ New: 0, Total: 0]

Personal Information

Futnam.  John Doe EDD Customer Account Numbe 123456789

Mailing Addres 123 Main St Phone Numbe

Sacramento, CA 95814 916-555-1212

Residence Addres 123 Main St CellPhone Numbe Q716-555-1213
Sacramento, CA 95814

E-mail Addres  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

Only forms you submitted anline are listed below. To submit an electronic document for a previously submitted care or bonding claim, select New Claim. The status of your Paid Family
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.
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Apply for Disability
.
Insurance Benefits
Select a link below to apply for Disability Insurance or Paid Family Leave benefits. If you have already submitted a Claim for Disability insurance (DE 2501) or a Claim for Paid Family Leave
(DE 2501F), do not submit a duplicate 10’\ m. It may take up to 14 d"ays for your Initial Claim form to be reviewed and processed. Submitting duplicate forms may delay the processing of your t o C O m p I e t e yo u r
claim. N
section of the

Apply for Benefits or Continue a Draft Application

Mote: It may be necessary to send some documents via US Postal Service
Apply for Disability Insurance Benefits disabil Ity

I Disability Insurance I _ a p p I I Cat I O n .
Apply for Paid Family Leave Benefits

Paid Family Leave Bonding
Paid Family Leave Bonding Attachment
Care

Submit Electro
Paid Famil

Submit Electro e Attachment

Paid Family Lea

Submit Electronic Pa y Leave Military Assist Attachment

Saved Drafts

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

No Results Found

Back to Top Contact EDD Conditions of Use Privacy Policy Accessibility

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

If you already submitted a claim, do not submit another claim. It can take up to 14
days for your claim to be reviewed and processed.
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Disability Insurance Claim Filing Instructions

Before You Start and After You File

Please have the following information available while completing this form:
* Most current employer(s) business name, telephone number, and mailing address as stated on your W2 form and/or paycheck stub.
Last date you worked your regular or customary duties and hours.
Date you began working at less than full duty or modified duty.
Wages you received or expect to receive from your employer: sick leave, paid time off (PTQ), vacation pay, annual leave, and wages earned after you stopped working.

Workers’ Compensation claim information, if applicable.

The name, address, and telephone number, if any, of the Alcoholic Recovery Home or Drug-Free Facility where you are currently receiving in-patient treatment
* You are responsible for obtaining a Physician/Practitioner Certification for your disability. Your claim will be returned if the Physician/Practitioner Certification is not received within
30 days. Please note that your employer will be notified that you have submitted a DI claim. However, your detailed claim information is confidential and will not be shared with your

employer.

|

Back to Top Contact EDD Conditions of Use Privacy Policy Accessibility

Review the Disability Insurance Claim Filing Instructions screen. It has
important information you need to file a disability claim.

Select Next to continue.

Selecting Cancel at any time will cancel the claim and return you to your SDI
Online homepage.

10



Personal Information

o Personal Information 2 Initial Questions

You are currently on Step 1 Personal Information

Section 1 - Personal Information
Social Security Number: HOHXK-XHKX
LegalName:  John Doe

Date of Birth: 01-01-3000¢

Preferred Language:

English

Mailing Address: 123 Main St

Sacramento, CA 95814

Home Phone Number:

section blank.

First Name:
Last Name:
Social Security Number:
First Name:

Last Name:

Social Security Number:

Employment

4 Additional Information 5  Certification

Information

EDD Customer Account Number: 1234567890
California Driver License or ID Number:  X1234567
Gender:  Male

123 Main 5t

Residence Address: Sacramento, CA 95814

Cell Phone Number:  gop 153 4567

Section 2 - Other Names and Social Security Numbers Used

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

Middle Initial:

Suffix:

Middle Initial:

The system automatically
fills certain fields of the
application.

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

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

Select Next to move to
the next step.

Select Save as Draft at any time to complete the form later. Select Previous to
return to the previous screen. Do not use your browsers “back” button.

11




SD1 Home nbox New Claim Draft Praofile

Section 3 - Employment Information Complete Section 3 -
weyousatampiont  Oves O Employment Information.

*Are you a State Government employee? () Yes No
If "Yes," indicate Bargaining Unit Number: M k
* dKe sure a ates an
*At any time during your disability, were you in the custody of law enforcement () Yes ) No

o pecatom ot oottt ottt o ot e information are correct to
*Before your disability began, what was the last day you worked? a V 0 i d a d e I a y Of b e n e fi tS )

*When did your disability begin?

Date you want your Disability Insur laim to begin if di than the date your

P You must complete the
*Since your disability began, have you worked or are you working any full or partial () ves o fi e I d S m a r ke d W i t h a re d

days?

ey Ove O asterisk (*).

If "Yes," enter date:

*Have you returned to work? Yes ()Mo S e I e Ct N ext .

If "Yes," enter date: MA

*What is your regular or customary occupation?

*Why did you stop working? Select w

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

) Walking/standing most of the time; occasionally lif

carry, push, pull or otherwise move objects that weigh up to 20 1bs,

Constantly lift, carry, push, pull or otherwise move objects that weigh up to 10 1bs,; frequently up to 20 |bs.; occasionally up to 50 Ibs,

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

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

*Has or will your employer continue to pay you during your disability leave? Yes ) No
If "Yes," indicate type(s) of pay: 1 sick
[ vacation
L_| Paid Time Off

"] Annual Leave

[_] Other Type of Pay
Other Type of Pay:
*May we disclose benefit payment information to your employer{s)? (_) Yes ) No
*Have you filed or do you intend to file for Workers' Compensation benefits? () Yes ) No
*Was this disability caused by your job? Yes No
*Are you a resident of an alcohol recovery home or drug-free facility? () Yes ) No

Previous Cancel Save as Draft Next _
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o Employment Information 4 Additional Information 5 Certification

Employment Summary

" Personal Information + Initial Questions

You are currently on Step 3 Employment Information

Section 4A - List of Employers

Please click the “Add” button to add information about your last or current employer. You must add at least one employer.

Mo Results Found

T i ——

Back to Top Contact EDD Conditions of Use Privacy Policy Accessibility

Select Add to enter information about your current employer.

* You must add at least one employer to continue.

Log Out

13
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Employer Search

" Personal Information " Initial Questions oEmploymentInformatiun 4 Additional Information 5 Certification

You are currently on Step 3 Employment Information

“Indicates Required Field

Section 4B - Search Criteria

Please search for your current or most recent employer. After clicking the “Search” button, if your employer is not found, click the “Not Found” button to enter your employer information

I “Employer Name: Begins With v I

‘ Reset | | Search | _

Back to Top Contact EDD Conditions of Use Privacy Policy Accessibility

To search for your employer, select a search option. Search options
include “Begins With,” “Exact,” and “Sounds Like.”

« Enter your employer’s name as shown on your W-2 or paystub.

« Select Search to continue.

14



Section 4B - Search Criteria

Please search for your current or most recent employer. After clicking the “Search” button, if your employer is not found, click the “Not Found” button to enter your employer information.

* Employer Name: Begins With ﬂ B Dalton
Reset ‘ ‘ Search
Search Results
Employer Name Action
B Dalton Bookseller Select _
‘ Previous ‘ ‘ Cancel I ‘ Mot Found ‘

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

If your employer is not listed under Search Results, select Not Found and skip to
page 17.

15



Section 4C - Employer Contact Information

Enter your current or most recent employer’s contact information as found on your W2 and/or paycheck stub. If you are a State government employee, enter the agency name (for example,
Caltrans). If you are self-employed, enter “Self.”

Last or Current Employer Name: B Dalton Bookseller
@Uus () International

Address Line 1:
Address Line 2:
City:

State: CA v}
ZIP Code:

Employer Phone Number: No dashes or spaces Ext:

[T] Check here if the phone number is intemnational

Employment Information

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

* Do you currently have another employer that you have not yet reported? (DYes (O No
Previous Cancel Save as Draft Next

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

« Add your current employer’s business name, phone number, and mailing
address as shown on your W-2 or paystub. If unsure what address to enter, ask
your employer.

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

Select Next. 16



If you selected Not Found in Section 4B, add your current employer’s business name,
phone number, and mailing address as shown on your W-2 or paystub under Section 4D
— Employer Contact Information. If unsure what address to enter, ask your employer.

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

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

Select Next.

Employment Details (Add Employer)

* Indicates Required Field

Section 4D - Employer Contact Information

Enter your most recent employer first. If your employer has a PO Box, please use that as their mailing address. If you have more than one employer, you must provide the information for
each additional employer. If you are a State government employee, enter the agency name (for example Caltrans). If you are self employed, enter “Self.”

* Last or Current Employer Name: Bob Jones

Please provide your most current employer’s mailing address as found on your W2 form and/or paycheck stubs. If your employer has a PO Box please use that as their mailing address.
@ Us () International

*Address Line 1: 800 Capitol Mall

Address Line 2:

* City: Sacramento

* State: CA ﬂ

*ZIP Code: 95814

Employer Phone Number: Ext:

9161234587 123

[[] Check here if the phone number is international
Employment Information

* Before your disability began, what was the last day you worked for this employer? 07312018

* Do you currently have another employer that you have not yetreported? (@ Yes () No

Cancel ‘ | Save as Draft Next 4 1 7




Employment Details (Add Employer)

* Indicates Required Field

Address Validation

The address you have provided has been updated to meet USPS standards. Please verify the address is correct.

Entered Address

800 Captiol Mall
Sacramento CA 95814

Updated Address

800 Capitol Mall
Sacramento CA 95814 - 4807

Would you like to proceed with the standardized address? Select "Yes' to proceed or 'No' to return to correct the address.

‘ No ‘ ‘ Yes ‘ _

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

« Select Yes to confirm the Updated Address section is correct.

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

18
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Employment Summary

« Personal Information " Initial Questions eEmploymentInformation 4 Additional Information 5 Certification

You are currently on Step 3 Employment Information

Section 4A - List of Employers

Please click the “Add” button to add information about your last or current employer. You must add at least one employer.
Employer Name Employer Address Last Day Worked Action

Amazon 111 Kst 01-01-2021 Delete
Sac, CA 953812
United States

Cancel | | Add | | Save as Draft Mext h

Back to Top Contact EDD Conditions of Use Privacy Policy Accessibility

Once you add all your current employers, review the information listed under
Section 4A — List of Employers.

« Select Next if everything is correct.

« Select Delete under the Action column if your employer’s information is
incorrect.

19
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Benefit Payment Options

" Personal Information + Initial Questions « Employment Information « Additional Information °Certification

You are currently on Step 5 Certification

*Indicates Required Field

Section 9 - Select Your Option

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

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

|:| | have feviewed the Debit Card Fees and Disclosures.

Gather your bank routing and account numbers and select Next to continue.

| Previous Cancel ‘ ‘ Save as Draft

Complete Section 9 to choose your benefit payment option.

Select the “l have reviewed” box to confirm you have reviewed the
disclosures, then select Next.

20



EnterYour Banking Information

Last Mame

Aeuting amd Accoumt Number Sample

A SARPLE
COBIDID 0 DT nEd
|
Bratiny kcxmt Dhncke
Humbar Humbar Feirvine

Ascourt Mummber
A 1 nurnber must b

" Cortiem Accownt Mumb-er

fzoourt Fype

Before You Submit

Yo meeisy resd and agree wo the folbowang documents

If you select 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.

21



In Section 10 —
Declaration, select
both boxes to
authorize an
electronic signature
and release of
information. Both
boxes must be
selected to complete
your claim.

Enter the name of
your licensed health
professional in the
Authorized

Se

ction 10 - Declaration

my signature on this claim statement, | claim benefits and certify that for the period covered by this claim | was unemployed and disabled. | understand that willfully making a
Ise statement or concealing a material fact in order to obtain payment of benefits is a violation of California law and that such violation is punishable by imprisonment or fine or

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. By my sighature on this claim statement, | authorize the California Department of Industrial Relations and my employer to furnish and disclose to State Disability
Insurance all facts concerning my disability, wages or earnings, and benefit payments that are within their knowledge. By my signature on this claim statement, | authorize release
and use of information as stated in the “Information Collection and Access” section of the Important Disability Insurance Program Information page. | agree that photocopies of
this authorization shall be as valid as the original, and | understand that authorizations contained in this claim statement are granted for a period of fifteen years from the date of

my signature of the effective date of the claim, whichever is later.

Health Insurance Portability and Accountability Act (HIPAA)

(] iluthorize the below named Physician/Practitioner to furnish and disclose all my health information and to allow inspection of and provide copies of any medical, vocational

habilitation, 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
evelopment Department (EDD): Disability Insurance Branch examiners, their direct supervisors/managers and any other EDD employee who may have a need to access this
information in order to process my claim and/or determine eligibility for State Disability Insurance benefits. | understand that EDD is not a health plan or health care provider, so
the information released to EDD may no longer be protected by federal privacy regulations. (45 CFR Section 164.508(c)(2)(iii)). EDD may disclose information as authorized by the
California Unemployment Insurance Code. | agree that photocopies of this authorization shall be as valid as the original. | understand | have the right to revoke this authorization
by sending written notification stopping this authorization to the EDD, DI Branch MIC 23, PO Box 826880, Sacramento, CA 94280. The authorization will stop on the date my request
is received. | understand that the consequences for my revoking this authorization may result in denial of further State Disability Insurance benefits. | understand that, unless
revoked by me in writing, this authorization is valid for fifteen years form the date received by EDD or the effective date of the claim, whichever is later. | understand that | may not
revoke this authorization to avoid prosecution or to prevent EDD’s recovery of monies to which it is legally entitled. | understand that | am signing this authorization voluntarily
and that payment or eligibility for my benefits will be affected if | do not sign this authorization. The consequences for my refusal to sign this authorization may result in an
incomplete claim form that cannot be processes for payment of State Disability Insurance benefits. | understand | have the right to receive a copy of this authorization.

Authorized Physician/Practitioner Name:

To print or view your application in a new window, select Claim for Disability Insurance (DI) Benefits (DE 2501). To save and file your claim, select Submit.
View Claim: Claim for Disability Insurance (DI) Benefits (DE 2501)

Cancel H Save as Draft —

Physician/Practitioner
Name field.

Select Submit to
send your claim to us.

You cannot modify the form after you select Submit.

22
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Paid Family Leave (PFL) Survey Question

“Indicates Required Field

You're almost done

Answer the following question. Then, select Submit to complete your claim and receive your receipt number.
*Which PFL services are you aware of? Check all that apply:

|:| PFL provides benefits to workers who need to care for a seriously ill family member.

|:| PFL provides benefits to qualifying workers whose military family members are being deployed.

[] Parents can be eligible for PFL benefits to bond with a newborn, adopted, or foster child.

] Mew mothers can be eligible for PFL bonding benefits after their pregnancy-related disability claim.

] 1 am nat familiar with the PFL benefit program

Back to Top Contact EDD Conditions of Use Privacy Policy Accessibility

Complete the survey and select Submit.

A Home

Log Out

Draft Profile History

[ st |t

23
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Confirmation

Confirmation

You are responsible for providing your claim receipt number to your physician/practitioner so they may complete and submit a medical certification for your claim. Your claim ferm is not
complete without the Physician/Practitioner's Certificate. For faster processing, your physician/practitioner may complete and submit this form online at www.edd.ca.gov.

Alternatively, your physician/practitioner may submit the Physician/Practitioner's Certificate using the paper “Claim for Disability Insurance (DI) Benefits”, DE 2501 form and mailing it to the
EDD. Have your physician/practitioner complete and sign “Part B - PHYSICIAN/PRACTITIONER'S CERTIFICATE.” Certification may be made by a licensed physician or practitioner authorized
to certify to a patient’s disability or serious health condition pursuant to California Unemployment Insurance Code, Section 2708. If you are under the care of an accredited religious
practitioner, obtain a *Claim for Disability Insurance Benefits - Religious Practitioner’s Certificate,” DE 2502, by calling 1-800-480-3287 and ask your religious practitioner to complete and
sign it. Rubber stamp signatures are not accepted.

Your completed claim form must be received neo earlier than 9 days, but no later than 4% days, after the first day you became disabled. If your completed claim form is late, you may lose
benefits. Most claims are processed within 14 days of receipt of a properly completed claim form, which includes your peortion of the DE 2501 and the Physician/Practitioner’s Certificate.

f you are receiving temporary workers’ compensation benefits and are filing for reduced Disability Insurance benefits for the same days, “PART B - PHYSICIAN/PRACTITIONER'S
CERTIFICATE" of this form is not required, however after filing, contact SDI by calling 1-800-480-3287.

Form Receipt Number: R100000000032191 I

Customer Satisfaction Survey

Your opinion is important to us. Select the link below to complete a survey about your online experience.

Link to Survey

Back to Top Contact EDD Conditions of Use Privacy Policy Accessibility

Your claim is assigned a Form Receipt Number on the confirmation screen.

Save this number and give it to your licensed health professional so they can
submit the medical certification.

Your claim is not complete. Your licensed health professional can complete the medical
certificate through SDI Online or by completing Part B of the paper Claim for Disability
Insurance (DI) Benefits (DE 2501) form.

24
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Learn more about how to complete and
submit a paper claim form for disability
benefits.

Get Started
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Complete the Claim for Disability Insurance (D))

Benefits (DE 2501) to apply for disability benefits

SAMPLE, this page for reference only

Your claim is considered complete when e
both parts of the DE 2501 form are i —
submitted:

(Person/Organization providing the information) to furnish and disclose all my health

. y information and to allow inspection of and provide copies of any medical, vocational

° P rehabilitation, and billing records concemning my disability for which this claim is filed
a r — a I I I l a n S a e I I I e n p a g e S that are within their knowledge to the following employees of the Calilornia Employment

Development Department (EDD): Disability Insurance Branch examiners, their direct

superisors/managers and any other EDD employee who may have a need to access
1 ) this information in order to process my claim and/or determine eligibility for State
- 4

Disability Insurance benefits

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

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

+ Part B - Physician/Practitioner’s

| understand | have the right to revoke this authorization by sending written notification
SIODGIHEI"\IS authorization to EDD, DI Branch MIC 29, PO Box 826880, Sacramento,

. L ol CA 942B0. The authorization will stop on the date my request is received. | understand
e I C a e rt I I C a t e a e S - that the consequences for my revoking this authorization may result in denial of further
State Disability Insurance benafits.
| understand that, unless revoked by me in writing, this authorization is valid for fifteen
years from the date received by EDD or the effective date of the claim, whichever is
later. | understand that | may not revoke this authorization to avoid prosecution or to
prevent EDD's recovery of monies to which it is legally entitled

| understand that | am signing this authorization voluntarily and that payment or
eligibility for my benafits wi affected if | do not sign t authorization. The
consequences for my ref ign this authorization may result in an incomplete
claim fiorm that cannot be processed for payment of State Disability Insurance benefits.

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

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

SAMPLE
Claim for Disability

Insurance (DI) Benefits
(DE 2501)

26



How to get a paper DE 2501 form

e Order a form online to have it mailed to
you.

 Visit an SDI Office.

« Call 1-800-480-3287 to request a paper
form be mailed to you.

« Get the form from your licensed health
professional or employer.

SAMPLE, this page for reference only

Claim for Disability insurance (D) Benefits

Health ity and ility Act (HIPAA) izaf

| authorize

lelelol [ Telofoldleld TTTTTTTTTTTTTTTTTTITITTITT]
(Person/Organization providing the information) to furnish and disclose all my health
information and to allow inspection of and provide copies of any medical, vocational
rehabilitation, and billing records 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 direct
superasors/managers and any other EDD employee who may have a need to access
this information in order to process my claim and/or determine eligibility for State
Disability Insurance benefits.

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

(45 CFR Section 164.508(c)(2)(in)). 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 writien notification
stopping this authorization to EDD, DI Branch MIC 29, PO Box 826880, Sacramento,

2B0. The authorization will stop on the date my request is received. | understand
that the consequences for my revoking this authorization may result in denial of further
State Disability Insurance benefits.

| understand that, unless revoked by me in writing, this authorization is valid for fifteen
years from the date received by EDD or the effective date of the claim, whichever is
|ater. | understand that | may not revoke this authorization to avoid prosecution or to
prevent 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 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

Ciain rature (Do
Sample Claimant

1300 (INTRANET)

SAMPLE
Claim for Disability
Insurance (DI) Benefits (DE
2501)
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https://forms.edd.ca.gov/forms
https://edd.ca.gov/en/disability/Contact_SDI/

To avoid delays when completing your

paper

/_

claim form

ﬂ

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.

ﬂ

/
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SAMPLE, this page for reference only

. [mployment
D Development
Deparimeni

stiteat caiitaraia  Claim for Disability Insurance (DI) Benefits

Health Insurance Portability and Accountability Act (HIPAA) Authorization

(Gt Soc Sty rer—To[o[e[o[oo oo o I

Claimant Name  (First) (Ml (Last)
Slalm[p[afe] [T [ [ [ M MMchfalifwfa[a[e[ [ [ [T T T T[T TT]
| authorize

clelol£]£] [Blofolklel«l [ [ [ [[TTTTITITITIITTITIIITIT]

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

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

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

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

| understand | have the right to revoke this authorization by sending written notification
stopping this authorization to EDD, DI Branch MIC 29, PO Box 826880, Sacramento,
CA 94280. The authorization will stop on the date my request is received. | understand
that the consequences for my revoking this authorization may result in denial of further
State Disability Insurance benefits.

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

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

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

Claimant Signature (Do Mot Print) Date Signed
Sample Claimant 1]2]z]s]2]o]1]s
DI 2501 Rev. B1 (3-20) (INTRANET) Fage 7 of 13

Claim for Disability Insurance

(DI) Benefits (DE 2501) — Page 1

Health Insurance Portability and
Accountability Act (HIPAA)
Authorization form.

« Sign and date the HIPAA
Authorization and enter the
name of your licensed health
professional.

You must complete all questions
on pages 1-4.

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

Review all information before
completing your paper claim
form.
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Your disability claim can also be filed online at www.edd.ca.gov
PLEASE PRINT WITH BLACK INK.
Your disability claim can also J

iR TRt i PART A - CLAIMANT'S STATEMENT
A1. YOUR SOCIAL SECURITY
Al. YOUR SOCIAL SECURITY NUMBER

ololofololololl  [0lo]oJoJojofofo]o

Njol [ [ [[I[1]]

AZ2. IF YOU HAVE PREVIOUSLY BEEN ASSIGNED AN EDD
CUSTOMER ACCOUNT NUMBER, ENTER THAT NUMBER HERE

A3. CALIFORNIA DRIVER
LICENSE OR ID NUMBER

z[1]23]4[5]6]7

Ad. GENDER
MALE FEMALE

AS. IFYOU EVER USED OTHE
P e O AS. IF YOU EVER USED OTHER SO
ENTER THOSE NUMBERS BELOW

AD. OTHER NAMES, IF ANY, UNDER WHICH YOU HAVE WORKED

FIAST) M (LAST)
EERNERENEEEE § NENAEEERENEEEEEN

M (LAST)
III|II||II|ﬂIII|III|III||||II||
A1l YOUR HOME AREA CODE AND TELEPHONE MUMBER A11. YOUR CELL AREA CODE AND TELEPHONE NUMEBER
9|9|9.o|2|3|s|7|3|9‘ 1[1[1]fo]o[2]o]o[4]7
A2 LANGUASE YOU PREFER TO USE
ENGLISH SPANISH CANTONESE WIETNAMESE ARMENIAN PLNLAB! TRGALOG

OTHER

A13. YOUR MAILING ADDRESS, PO BOX OR MUMBERSETREETIAPAATMENT, SUITE. SPACES, OR PMB# [PRNMATE MalL BOX)

123 alaly| |siklzlala € ] I INNENNNERERER | HEE

CDUHTH"' IIF HOT U5A)

|
Als[y[elspla] [T 111 1] 1I==I3|‘*I5I HEE EEEEEE

A14. YOUR AESIDENCE ADDRESS, REGUIRED IF DIFFEAENT FRCM YOUR MAILING ADDAESS
NUMSERSTREET/AFPAATMENT OF SPACES

STATE ZIP CA POSTAL CODE COUNTAY [IF NOT ULS.A)

415, ¥YOUR LAST OR CURRENT EMPLOYER - IF"{}LIH L\ETCQCFJHHENTEMPLOTLENTWAEEELF-EWLENT ENTEH‘EEI.I-_.AI'\D L.
MAME OF YOUR EMPLOYER [S1ATE G NT EMPY 5. PRCWIDE THE ACEHCY HAM

BECURITY NUMBERS, A6. STATE GOVERNMENT EMPLOYEE A7. YOUR DATE OF BIRTH
(IF “YES" INDICATE BARGAINING UNIT#)
| 1] [ =K [ [ | [ofa]o]a]afsfo]o

Claim for Disability Insurance (DI)
Benefits (DE 2501) - Page 2

Part A - Claimant’s Statement.

A1 Tip: If you do not have a Social
Security number you may leave question
A1 blank. Send proof of your wages
(such as copies of your W-2s and
paystubs) that cover the last 18 months
with your application.

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.

NAME OF YOUR EMPLOYER [STATE GOVERNMENT EMPLOYEES: PROVIDE THE AGENCY NAME (FOR EXAMPLE: CALTRANS))

OR CURRENT EMPLOYER - IF YOUR LAST OR CURRENT EMPLOYMENT WAS SELF-EMPLOYMENT, ENTER “SELF" AND FILL-IN THIS OPTION. D SELF

Rfola|dr|u|n|nle|x| |Plafs|t|rfile[s] | [ | | [ [ [ [T ] P T[T I]f]]

NUMBER/STREET/SUITE# (STATE GOVERNMENT EMPLOYEES: PLEASE PROVIDE THE ADDRESS OF YOUR PERSONNEL OFFICE)

614|7] [alr|mfils|tlifcle] |wlaly] [ [ [ | [T TP TTT 11T T T]T]

CITY STATE ZIP OR POSTAL CODE

COUNTRY (IF NOT U.S.A.)

Aln[y[wbfe[r]e] [ [ T ] MiclaMelsl2[2[2] [ [ T MM TTTTTTTT]

EMPLOYER'S TELEPHONE NUMBER

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

Aol pARRRRR
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SAMPLE, this page for reference only

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

PART A - CLAIMANTS STATEMENT
Ad. YOUR SOCIAL SECURITY

AZ. IFYOU HAVE FREVIDUSLY BEEM ASSIGNED AN EOD
(CUSTOMER ACCOUNT NUMBER, ENTER THAT NUMBER HERE LICENSE OR ID NUMBER
A5, IFYOU EVER USED OTHERA SOCIAL SECURITY MUMBERS,

WUMBER
o[o[oJoJoJofolo]o| N[of [ T [T T ][] z[1]2]3]4[s]6]7
ENTER THOSE NUMBERS BELOW

. E = = | AE. STATE GOVEANMENT EMPLOYEE AT. YOLFR DATE OF BIRTH
El (IF "YES" INDICATE BARGAMNING UNITE)
|||Illllllllllllllllmll 0[1]ofa]1]s]0]0

AD. YOUR LEGAL NAME _ (FIAST) M} {LAST) SUEEIX
slafmlp[aje] 11 1] B Mclilzlilwfalnle] [T TTTTTT T[T INTT

AD. OTHER NAMES, IF ANY, UNDER WHICH YOU HAVE WORKED

[FIAST) W (LAST) SUFEIX
SENEENNNENEE § AENSSEENEENEENNENNEE DO
M (LAST) SUEFIX
III|II||II|ﬂIII|III|III||||II|Il [
A1l YOUR HOME AREA CODE AND TELEPHONE MUMBER A11. YOUR CELL AREA CODE AND TELEPHONE NUMEBER
9|9|9.o|2|3|s|7|3|9‘ 1[1[1]fo]o[2]o]o[4]7

A2, LANGUAGE ¥OU PREFER TO USE
ENGLISH SPNISH CANTONESE VIETMAMESE AFAMENIAN  PUNJABI TAGALOG

A3, CALIFORNIA DRIVER

OTHER

A13. YOUR MAILING ADDRESS, PO BOX OR MUMBERSETREETIAPAATMENT, SUITE. SPACES, OR PMB# [PRNMATE MalL BOX)

123 alaly| |siklzlala € ] I INNENNNERERER | HEE

|
CDUHTH"' IIF HOTUSA)
Als[y[elspla] [T 111 1] 1I2I3|‘*I5I HEE EEEEEE

A14. YOUR AESIDENCE ADDRESS, REGUIRED IF DIFFEAENT FRCM YOUR MAILING ADDAESS
NUMSERSTREET/AFPAATMENT OF SPACES

COUNTAY (IF NOT US.A]

415, YOUR LAST O CURAENT EMPLOYER - IF YoUR |.-\.5'rmc.|nnam' EMPI.O"LENTW.I‘.EBEI.F-ELPLD"M]T ENTER "SELF AND FILL M THIS OPTION. |:| SELF
MAME OF YOUR EMPLOYER [STATE GONERNMENT EMPY 5. PROVIDE THE AGENCY MAME (FOR EXAM 4 THAME,

Claim for Disability Insurance
(DI) Benefits (DE 2501) - Page
2 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.

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.

SRR SRR ERE—— = RS
A16. AT ANY TIME DURING YOUR DISABILITY, WERE YOU IN THE CUSTODY OF LAW ENFORCEMENT R ﬁ;g?ﬁgf:;%ﬁ?%HL%E{?(*;‘“[‘J~?WH‘“T
AUTHORITIES BECAUSE YOU WERE CONVICTED OF :
VIOLATING A LAW OR ORDINANCE? 1 [2 |0I1[2I OI 1[ 5

VICLATING A _Hw OR

A1E. WHEN DID YOUR DISA

A18. WHEN DID YOUR DISABILITY BEGIN?
1213 2 o] s I

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

1]2[1[6[2[o]2

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

A20. SINCE YOUR DISABILI
AHE YOU WORKING ANY

A21 A IFYOU RECOVERED, ENTER DATE:

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

| X

Julofo]v]~]v]

31




FART & - CLAIMANT S STATEMENT - CONTINUED

SAMPLE, this page for reference only

A24. WHY DID YOU STOP WORKING? (SELECT ONLY ONE BOX)
[ vavorr [] unPaID LEAVE OF ABSENCE

B winess MURY. DR PREGNANCY

|:| VOLUNTARILY 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, carmy, push, pull, or otherwise move objects that weigh up o 20 Ibs.
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 lbs.
Constantly lift, carry, push, pull, or otherwise move objects that weigh up 1o 20 Ibs.; frequently up to 50 Ibs.; occasionally up to 100 |bs.

|:| Canstantly lift, carry, push, pull, ar otherwise move objects that weigh over 20 Ibs.; frequently over 50 |bs.; occasionally over 100 Ibs.

AZE. IFYOUR EMPLOYER(S) CONTINUED OR WILL CONTINUE TO PAY YOU DURING YOUR DISABILITY, INDICATE
TYPE OF PaY:

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

OTHER [EXPLAIN) YES NO

HNNEREERREN

A28 SECOND EMPLOYER NAME [IF ¥OU HAVE MORE THAN ONE EMPLOYER]

Clo[s[m[i]e] [clofolx]ilels] [ [ [ [ [ TTTTTITTTITTTTTITTITI

NUMBER/STREET/SUITE#

af6fo] [riblzfifelely] Iwlalyl [ [ [ [ I 11T 10T T T IT 101111 ]

oY STATE  ZIF OR POSTAL CODE COUNTRY (IF NOT LLSA )

B[1[ule[ble1[a] [ [ [ [ ] MiclaBMel«[3[s[s] [ [ M T TTTTITT]

Paid Time Oft
SICK WVACATION (FTO) ANMUAL

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

1[2[1]6]2[o]a]s [T TTTTT]
I A29. IFYOU HAVE MORE THAN 2 EMPLOYERS CHECK HERE. _

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

L T R T Ny LA TN rN g ey

MUMBER/STREET/SUITE#

BEECEEREENEN GRS IR ARG E SN IRENAEERN!

ciry STATE ZIP OR POSTAL CODE AREA CODE AND TELEFHOME NUMBER

HEEEEEEEEEEEE BN EEEEEEEEE BEEE EEEEEE

A31. HAVE YOU FILED OR DOYOU INTEND TO FILE FOR WORKERS' COMPENSATION BENEFITS?
[] vEs - compLETE mEMS A32 THROUGH A3s [[] no - siiP ImEmSs A33 THROUGH Asa

A2 WAS THIS DISABILITY CAUSED BY YOUR JOB?

[]ves [ wo

AP CODE WORFERS DOMPENEATION CLAIM MUMEER

SEEENENNNENNEEE NN ANNENEEES RERANEEEN

DE 2301 Rev. 81 (3-204 (INTRAMET)

Page 9 of 13

Claim for Disability Insurance
(Dl) 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.

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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Claim for Disability Insurance
(Dl) Benefits (DE 2501) -
Page 4

SAMPLE, this page for reference only

FART & - CLAIMANT S STATEMENT - CONTINUED

AZ5. PLEASE AE-ENTERYOUR SOCIAL SECURITY NUMBER

AZE. WORKERE COMPENEATION ADJUETERE MAME AREA CODE AND TELEFHOME NUWBER EXTEMSION oF ANy Part A = Clalmant’s Statement
HEEENENENENENNEEEEEE BEE BEEEEEE EEER (continued).
AZT. EMPLOYER'S MAME SEHOWHN DN YOUR 'WORKERE COMFENEATION CLAIM AREA CODE AND TELEPHOME NUNBER EXTENSIIN 0F sy
HEENEEEEEEEEEEEEENEEEE EEE EEEEEEE EEER .
LASH. YOUR ATTOAMEY S MAME JF x| FOR YOUA WORKERE COMPENEATION CASE AREA CODE AND TELEFHONE MUMEER EXTEMENDN §IF Ak A39 - A40 Tlp: Make Sure to SeleCt hOW
HEEEEENEEENEEEEEEEEE EEE EEEEEEE EEEE you want to get payment and sign the
S e e form. We cannot process your claim
WORKERS CoMPEN without a signature.
cmy ETATE ZIF CODE BOARDADY CASE NI
438, SELECT YOUR P
Ad0. Declaration
i, el | was un A39. SELECT YOUR PREFERRED PAYMENT METHO [] ecogfer caro= [] cHECK
cibdain payment of
under penaty of per
:ﬁﬁﬁf‘ ':Fu,."eeﬁ.y A40. Declaration and Signature. By my signature on, claim statement, | claim benefitz and certify that for the period covered by
[ e this claim | was unemployed and disabled. | underst that willfully making a false statement or concealing a material fact in order to
autharization shal obtain payment of benefits is a violation of Californi w and that such viclation is punishable by imprisonment or fine or both. | declare
iod of fitean yea under penalty of perjury that the foregoing staterng@?, including any accompanying statements, 1s to the best of my knowledge and
L ey belief true, correct, and complete. By my signa on this claim statement, | authorize the California Department of Industrial Relations
s la CLl and my employer to furnish and disclose to S Disability Insurance all facts concerning my disability, wagr::s or earmings, and benefit
payments that are within their knowladgea. y signature on this claim statement, | authonze release and use of information as stated
" in the “Information Collection and Access’, tion of this form (gee Informational Instructions, page D). | agree that photocopies of this
B i authorization shall be as wvalid as the ori |, and | understand that authorizations contained in this claim statement are granted for a
pericd of fifteen years from the date % signature or the effective date of the claim, whichever is later.
borsmini skl CLAIMANT'S SIGMATURE (DO NOT PRINT] SIGNATURE MADE BY MARK () DATE SIGNED
s Sample Claimant 1|2]1]6]|2]|0]1]|5
(2 WITHNESE BEIGNATURE (PRINT AND SIGN) OATE BIGNED

NURSENSTREE TAPRATRENT 0 SISCER, PO BSOE DN PRRATE MAIL BOK ADDMESSES ROT MCCEIMRELE

HEEEEEEEEEEEEEEEEEEREEEEEEEEEEEEEEEEE!

ETATE ZIF CODE

AEEEEEEENEENEEE BN EEEEEEEEE0

A2 D CHECK THIS BOX IF YOU ARE THE FERSOMAL AEPAESENTATIVE SIGNPAG ON BEHALF OF CLAIMANT SND COMFLETE THE FOLLIWWRG:

RET) ol =T}
SHENENENENER LI LTI DT T I 0[] |rermesmomecimmman

THES MATTER AS AUTHORRZED BY D DECLARATION OF INDIVIDIAL CLAIMNG CESABILITY INSURANCE BEWEFITS DUE AN INCAPACITATED OR DECEASED
CLAIMANT, DE 2522 [SEE METAUCTION & MFORMATION & UKDER HOW TO APFLY &4 D POWER OF ATTORMEY (ATTACH COPY)

FEREOMAL REFREEENTATIVE B SIGMATURE (D0 WOT FRIKNT) DATE BIGHED

DE 2500 Rew. 81 (3-204 (INTRANET) Page 10 of 13 3 3




SAMPLE, this page for reference only

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

1. menTs sociaLsscurmyameer [Qloolo|olololo|o Bz PTENTSFLENUMESR |6 |9 (-|6|4]2|-|3]|8

B3, IF YOU KNCOW THE PATIENT S ELECTAONIC RECEIPT NUMBER, ENTER IT HERE: B4. PATIENT'S DATE OF BIRTH
JHNEEENERERERERD of1]o[1]a]s]of 0

BE. PATIENT'S NAME

Slafnlp[1[e] | [ [T M0 MCREREsE T TTTI I TTIII1]

Bf. PHYSICIANPRACTITIONER'S LICENSE NUMBER B7. STATE OR COUNTHY [F NOT LLS.A) THAT ISSUED LICENSE NUMBER ENTERED IN BE

6[3[4[-To[2[7]s[3]0] [ [ | TIEENEEEANAEEE

BE. FHYSICIANPRACTITIONER LICENSE TYPE B2, SPECIALTY pF anv]

L O O O O O U O

BI0. PHYSICIANPRACTITIONER'S NAME AS SHOWN '\L EN E

[FIRST) m

GI=I°IfIfII|II||l:lBIOIOIkIEIIIIIIIIIIIIIIIIII

E11. PHYSICIANPRACTITIONER'S ADDHE’SS
MAILING ADDRESE, PO BOX OR NUI

EETVSUITES

2|6|9| |c|o|m|m|e|r| | | L LL L]

COUNTHY (IF MOT LLS.A)

I |
Alnlylwlhl Irlel EENENE G0 @PGEL|

CDLINTY HO‘SPI‘IAL'GOVEFINMENT FACILITY ADDRESS

FACILITY ADDRESS, NUMBER/STREET/SUITI

EEEEEEE
[T EFEETT]
ENEENNENNNESENS N SNEENEEE

BiZ THIS PATIENT HAS BEEN UNDER MY CARE AND TREATMEENT FOR THIS MEDICAL PROSLEM

r:cr.||1|2|1|5|2|{}|1|5|-c| I I I | I I I | [X] crEck HERE TO INDIGATE YOU ARE STILL TREATING THE PATIENT
arwreavacsor: [ oay [ wesay [X] monmay [ asmesoen I:|OT—E=| | | I | | | | I | | I | | I

B13. AT ANY TIME DURING YOUR ATTENDANCE FOA THIS MEDICAL FROBLEM, HAS THE PATIENT BEEM INCAPRBLE OF PEAFOAMING HISHER REGULAR
DR CUSTOMARY WORKT

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

A5 THE DHSABILITY CAUSED BY AN ACCIDENT CATRALMA? |:| YES |:| MO

| I I I IF YES, INDICATE THE DATE THE ACCIDENT OR TRAUMA OCCURAED

B14. DATE YOU AELEASED OR ANTICIPATE RELEASING PATIENT TO RETURN TO HISVHER REGULAR OR CUSTOMAAY WORK
[FUINENOWN, INDEFINITE", ETC.. NOT ACCEFTABLE )

D CHECK HERE TO INEIC-‘-_E PATIENT'S DISABILITY |S PEAMANENT AND YOU NEVER ANTICIPATE RELEASING PATIENT TO RETURN T HIS/
AEGULAR OR CUSTOMARY WORK

B15. - PATIENT IS NOW PREGMNANT OR HAS BEEN PREGNANT, PLEASE CHECK THE APPRCPRIATE BOX AND ENTER THE FOLLOWING:

el | [ [T 1111

TYPE OF DELVERY, F PATENTHASDELVERED: | | waema [ cesameas

DE 2501 Rev. 81 3-20) (INTRANET) Page 11 of 13

Claim for Disability Insurance
(Dl) Benefits (DE 2501) — Pages
5-7

Part B - Physician/Practitioner’s
Certificate.

Your licensed health professional must
complete all relevant information
including treatment dates, diagnosis,
and medical codes. The licensed health
professional must also sign the form.

 |If you complete your portion
online, enter the Receipt Number
provided on the Confirmation screen
in question B3 and give the form to
your doctor.

 If your doctor will complete their
portion 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.

34



Mail in your completed claim form

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

Claim for Disability insurance (Df) Benefits

Health ility and ility Act (HIPAA}

poppoeooe |

| authorize

[elelol£I£T Tololofelelf TTTTTTTTTTTTTTTITTTTTTITITIT]
{Person/Organization providing the information) to furnish and disclose all my health
information and to allow inspection of and provide copies of any medical, vocational
rehabilitation, and billing records concerning my disability for which this claim is filed
that are within their knowledge to the following employees of the California Employment
Development Department (EDD): Disabslity Insurance Branch examiners, their direct
supervisors/managers and any other EDD empioyee who may have a need to access
this information in order to process my claim and/or determine eligibility for State
Disability Insurance benefits.

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

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

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

| understand | have the right to revoke this authorization by sending writien notification
stopping this authorization to EDD, DI Branch MIC 29, PO Box 826880, Sacramento,
CA 942B0. The authorization will stop on the date my request is received. | understand
that the consaquencas for my revoking this authorization may result in denial of further
State Disability Insurance benefils.

| understand that, unless revoked by ma in writing, this authorization is valid for fifteen
years from the date received by EDD or the etfective date of the claim, whichever is
later. | understand that | may nol revoke this authorization to avoid prosecution or to
prevent 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
eonsequences for my refusal 1o sign this autharization 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.

Clai Da ot Priet)
Sample Claimant |122520|15

6 2301 Ko 81 (1300 (NTRANET) Poge 7

SAMPLE
Claim for Disability

Insurance (DI) Benefits
(DE 2501)
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CONTACT US
1-800-480-3287

)

— Helpful Links —

fa\

)

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

f

0 9

In

36


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

Employers

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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