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File a Bonding Claim - New Mothers

Learn more about how individuals apply for
bonding benefits after a pregnancy-related
disability claim.

Get Started




Applying for bonding benefits after a pregnancy-related

disability claim

If you applied for a disability claim by:

 Mail: We automatically mail you a Claim
for Paid Family Leave (PFL) Benefits —
New Mother (DE 2501FP) form when your
final disability payment is delivered.

« Online: We automatically send a link to
the DE 2501FP form to your account inbox
when your final disability payment is
issued.

If you are a birth mother who did not have a pregnancy-
related disability claim, or a new father, or a foster or
adoptive parent, refer to File a Bonding Claim for New
Mothers (without a pregnancy-related disability claim),
Fathers, and Foster or Adoptive Parents.
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Welcome to myEDD

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

overpayment services.
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Contact EDD Conditions of Use Privacy Policy Accessibility

Copyright © 2023 State of California

For Spanish, select
Espanol.

LogIn

Email

Password
& Show

Forgot password?

Don't have an account?

e N
‘ Create Account |
N J

Log in to myEDD to access SDI Online, update your email, password, security

question, or verification option:

1. Visit myEDD.

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

3. Select Log In.
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Verify Your Identity

To protect your account, we will email

you a verification code.

‘ P{ send Email ‘

Contact EDD Conditions of Use

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

*Verification Code

D —

Didn’t get the email?
Check your spam folder

r resend the email.

Copyright © 2023 State of California
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California Employment Development Department

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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Select your EDD service.

Unemployment Disability and Paid Family Benefit Overpayments
Apply for unemployment benefits, Leave 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 senefit Overpayment 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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Home

@ Message Center

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

I Inbox [ New: 0, Total: 0] I

Personal Information

FullName: Jane Doe EDD Customer Account Number: 123456789

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

Residence Address: 123 Main St Cell Phone Number: 916-555-1213
Sacramento, CA 95814

E-mail Address: Jdoe@gmail.com

Current Disability Insurance Claim(s)

History

Select Inbox from the main menu or the Message Center.
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Message Center

“Indicates Required Field

Inbox

Select a link in the Subject column to view your message.

Note: You may receive some documents by mail

Subject Sent Date
I 2501FP Paid Family Leave New Mother I 07-01-2021
e 07-01-2021

Back to Top Contact EDD Conditions of Use Privacy Policy

Inbox

Due Date

None

None

A Home Log Out
New Claim Draft Profile History
Type Viewed Claimant Name Date of Birth Action
Notification Yes JANE DOE 01-25-1993 Delete
Notification Yag JANE DOE 01-25-1999 Delete

On the Message
Center screen, select
DE 2501FP Paid
Family Leave New
Mother to access the
message.

Next, on the Inbox
screen, select DE
2501FP Paid Family
Leave New Mother to
access the form.

Employment
EDD Development
Depariment

Staie of California SDIHome nbax New Clair

Inbox

Message

Subject: DE 2501FP, Paid Family Leave New Mother
Due Date: MNone

Message:

I Linkto Form:  2501FP Paid Family Leave New )

Supporting Documentation

mportant Ir r Disability Insurance (DI) Claimants (DE 2515F

aimants (DE 2515PF)

Delete

BacktoTop  ContactEDD  ConditionsoflUse  Privacy Policy  Accessibility

Draft

Sent Date:

Claim 1D:

Profile History

07-01-2021

D1-2000-000-022

10



‘Forms Avallable to Submit Online

Claim Information

Claimant Name:  Jane Doe Claim(p:  DI1-1000-XXX-XXX

Expected Return to Work Date: 03-05-2018 Claim Effective Date: 02-15-2018

Forms Available to Submit

Below is a list of forms available to submit electronically. If you have received a form in the mail, return it by the due date listed on the form. Please allow 5-7 business days for your form to

be processed.
Ifyou have already submitted or mailed any of the forms listed below, do not submit a duplicate form. Submitting duplicate forms may delay the processing of your claim.
Note: "The DE 2587 Notice-Automatic Payment" will only apply to your Disability Insurance claim and should not be used if you are currently receiving Paid Family Leave benefits.

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

Paid Family Leave Bonding I

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.

Form Name Saved Date Drafts will be saved until Select
2500A Cert for Continued Benefits 06-29-2018 07-29-2018 |:|
Delete

Select Paid Family
Leave Bonding
under Forms

Available to Submit.

Submit your claim no 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.

days for your claim to be reviewed and processed.

If you already submitted a claim, do not submit another claim. It may take up to 14

11
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Prescreening Questions

“Indicates Required Field

Prescreening Questions

*Are you a mother bonding with your newborn? O es Oheo

*Did you receive California State Disability Insurance benefits for your pregnancy with O es O No
this newborn?

Back to Top Contact EDD Conditions of Use Privacy Policy Accessibility

Next, answer the prescreening questions.

New mothers applying for bonding benefits who are transitioning from a
pregnancy-related disability claim will select Yes for both questions and
select Next.

Select Cancel at any time to cancel the claim and return to your homepage.

12
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Information for Before You Start and After You File

Before you Start: Information you need to submit a Claim for Paid Family Leave (PFL) Benefits -
New Mother (DE 2501FP)

When your pregnancy-related disability claim ends, we have identified critical items you should have immediately available when you select to file your DE 2501 FP.

& The last date you worked for any employer.

Whether you returned to work for any period or will continue to work during your period of paid family leave.

nformation concerning the newborn with whom you are bonding, including: name, date of birth, and gender.

nformation as to whether you are receiving, or expect to receive any payment from your former employer (Failure to report your income could result in an overpayment, penalties,

and a false statement disqualification)
Whether you have claimed or plan to claim workers’ compensation benefits for any portion of the period covered by this claim.

Whether you were you in custody of law enforcement authorities because you were convicted of a violation of law or ordinance at any time during your family leave.
* The date you want your DE 2501FP to begin if other than the day your Disability Insurance benefits ended

After You Have Filed Your Application
WHEN YOUR CLAIM IS SUCCESSFULLY SUBMITTED

The PFL office will notify you of your weekly benefit amount and request any additional information needed to determine your eligibility. If you meet all requirements, a payment will be
issued to you. The majority of claims are processed and payments issued within 14 days of receipt of a correctly completed claim

Mote: It may be necessary to send some documents via US Postal Service. This includes Paid Family Leave (PFL) payments and PFL claim-related forms.

YOUR RIGHTS

nformation about your claim will be kept confidential, except for the purposes allowed by law. California Civil Code, section 1798.34, gives you the right to inspect any personal records
maintained about you by EDD. Section 1798.35 permits you to request that the record be corrected if you believe it is not accurate, relevant, timely, or complete. Certain types of information
that would generally be considered personal are exempt from disclosure to you: medical or psychological records where knowledge of the contents might be harmful to the subject (Civil

Code, section 1798.40); records of active criminal, civil or administrative investigations (Civil Code, section 1798.40).

If you are denied access to records which you believe you have a right to inspect or if you request to amend your records is refused, you may file an appeal with the PFL office. You may

SPECIAL CIRCUMSTANCE RELATING TO YOUR PAID FAMILY LEAVE CLAIM

Child Support Obligations. Questions should be directed to the Department of Child Support Services at 1-866-249-0773.

Spousal or Parental Support Obligations. Questions should be directed to the District Attorney’s office administering the court order.

Death of Claimant. If a person receiving PFL benefits dies, an heir or legal representative should report the death to PFL. Benefits are payable through date of death, if otherwise eligible

Death of Care or Bonding Recipient. If the child with whom you are bonding dies, report the death to PFL. Benefits are payable through the date of death, if otherwise eligible.

Job Benefits and Protection Programs. Family and Medical Leave Act (FMLA) and California Family Rights
medical reasons. Contact FMLA at 866-487-9243 or the Department of Labor Web site: https:/
w.dfeh.ca

(CFRA) offer job protected leave to “eligible” employees for certain family and
hd/fmla or CFRA at 800-884-1684 or the Department of Fair Employment and

ww.dol

Housing Web site: https: v for additional information on these programs,

Phone Number Link

https://y

v.edd.ca.gov/Disability/Contact_SDI.htm#byphone

Frequently Asked Questions Link
https://www.edd.ca.gov/Disability/FAQs.htm#pfl

Back to Top Contact EDD Conditions of Use Privacy Policy Accessibility

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

Select Next.

13
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Applying for Claim for Paid Family Leave (PFL) Benefits - New Mother

*Indicates Required Field

Applying for Claim for Paid Family Leave (PFL) Benefits - New Mother

receiving benefits and/or services and may initiate criminal prosecution against me.

History

written ffignatures.
'D | hfe read and understand the instructions above. | understand that failure to supply any or all information may cause delay in issuing benefit checks or may cause a denial
kfits. If | make any false statement or misrepresentation or knowingly withhold of a material fact to obtain or increase any benefit or payment, EDD will disqualify me from

Log Out

Beaekike information below and check the 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-

Previous Cancel

Next

Back to Top Contact EDD Conditions of Use Privacy Policy Accessibility

Select the box to authorize an electronic signature.

Select Next.

14



Initial Questions

olnitialQuestions 2 DI Claim Information 3 Claim Information 4 Declaration

You are currently on Step 1 Initial Questions

* Indicates Required Field

Section 1 - Contact Information

Claimant Name: Jane Doe EDD Customer Account Number: 123456789
Mailing Address: 123 Main St Phone Number: 916-555-1212
Sacramento, CA 95814

If your personal information has changed, select Save as Draft. To update your personal information before completing this form, select Profile. Submission of the Claim for Paid Family
Leave (PFL) Benefits - New Mother, DE2501FP, is available Monday - Saturday, 6 a.m. to & p.m. and Sunday, 6 a.m. to 5:30 p.m.

Is this address different from the address where you received your last payment for O Yes O No
your Disability Insurance claim?

* Have you stopped claiming Disability Insurance benefits? O Yes O No

Select Save as
Draft at any time
to complete the
form later.

Select Previous
to return to the
previous screen.

Previous Cancel Save as Draft Next

The system automatically fills certain portions of the claim form.

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

e Select Next to continue.

If you are still claiming disability benefits, you cannot submit this claim form. Complete

this form after your final disability payment is issued.

15



DI Claim Information

°DICIaimInf0rmati0n 3 Claim Information 4  Declaration

You are currently on Step 2 DI Claim Information

« Initial Questions

Section 2 - DI Claim Information

Social Security Number: XXX-XX-XXXX * Disability Insurance Claim Effective (MMDDYYYY)
Date:
* Final Date of Disability Insurance (MMDDYYYY)
Benefits:

Do not submit this form unless you have stopped claiming Disability Insurance benefits and you are ready to claim PFL benefits to bond with your baby/babies.

Previous Cancel | Save as Draft | Next

As a reminder, do not file for bonding benefits until you have fully recovered
from childbirth and received your final disability payment.

« If you're still claiming disability benefits, select Save as Draft and
complete the form later.

« To continue, make sure the prefilled information is correct. Next, enter the
dates your disability claim started and ended to ensure your bonding claim
is processed correctly.

e Select Next to continue. 6



Paid Family Leave Claim Information

« Initial Questions « DiClaim Information

You are currently on Step 2 Claim Information

Section 3 - Baby Information

fyou had a multiple birth, provide information for only one baby.

*Baby's First Name:
Baby's Middle Initial:
"Baby's Last Name:
Baby's Suffix:

*Baby's Date of Birth:

*Baby's Gender: () Male

Section 4 - Paid Family Leave Claim Information

od between Disability Insurance and Paid Family Leave will result In a disqualification of benefits from one of the programs.

*Last Day Worked:

*Do you want your Paid Family Leave claim to begin on the day after you stop claiming ) Yes

disability insurance benefits?

If “No,” enter the date you want your Paid Family Leave claim to begin:

*Do you want to claim the maximum amount of benefit weeks now? () Yes

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

Section 5 - Employer Information

*Will you work at any time during your family leave?

If “Yes,” enter the date you returned to work:

*Will you continue to receive wages from your employer(s) during the period you are
claiming Paid Family Leave benefits?

If “Yes,” indicate type of pay
Beginning Payment Date:

Ending Payment Date:

° Claim Information 4 Declaration

*Do you have more than one employer? -

*Have you filed or do you intend to file for workers' compensation benefits?

Previous Cancel

You must complete the
following sections:

- Section 3 - Baby
Information

- Section 4 - Paid Family
Leave Claim Information

- Section 5 - Employer
Information

Confirm the information and
dates you enter are correct
to avoid a possible delay of
benefits.

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

Select Next to continue.

17
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Benefit Payment Options

" Initial Questions « DI Claim Information " Claim Information

You are currently on Step 4 Declaration

*Indicates Required Field

Section 6 - Select Your Option

If you're eligible for benefits, you have three options to receiye vour

-.-c reviewed the Debit Card Fees and Disclosures.

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

() Debit Card
O Mailed Checks

Select your payment option: O Direct Deposit ‘

| Previous | | Cancel | | Save as Draft | | MNext |

Complete Section 6 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

Mzeaurt Mumibar
Aecaunt fumber must b

“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 7 - Declaration

Read the information below and check the box if vou agree, A check in the box indicates an electronic signature executed by you, and is a legally binding equivalent of traditional hand-
b =} & ¥ g=ty =}

Litten siznatures,

v my electronic signature an this claim statement, | {1) claim Paid Family Leave benefits and certify that throughout the period covered by this claim | was bonding with the
onding recipient named above; (2] authorize EDD to release my personal information as shown on this claim to the bonding recipient; (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 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 foregeing statement, including any accompanying
staternents, is to the best of my knowledge and belief true, correct, and complete. | agree that photocopies of this sutheorization 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 electronic signature or the effective date of the claim, whichever

is later.

Previous Cancel Save as Draft Submit
1 |

Next, select the box to authorize an electronic signature and the release of
your information.

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

Select Submit to send your claim form to us.

20
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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.

(O From a friend or family member.

(O From an SDI Online Notification.

(O From my employer.

(O From a social worker or hospital employee.

O MNone of these.

Back to Top Contact EDD Conditions of Use Privacy Policy Accessibility

Complete the survey and select Submit.
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Confirmation

Print this page for your records. If a printer is unavailable at this time, record the Form Receipt Number below. The Form Receipt Mumber is required to retrieve a copy of the Claim for Paid
Family Leave (PFL) - New Mother DE 2501FP) 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: Jane Doe Social Security Number:  XXX-XX-XXXX
You requested to have your PFL claim I Receipt Number: R100000000032192 I
begin on this date. If this field is blank,

your PFL claim will begin on the day
after you stop claiming Disability
Insurance benefits:

Warning

You will receive a paper version of the Claim for Paid Family Leave (FFL) - New Mother (DE 2501FF) in the mail. Do NOT return the paper form for the benefit period you just successfully
submitted online.

Back to Top Contact EDD Conditions of Use Privacy Policy Accessibility

On the Confirmation screen we assign your claim a Receipt Number.
Save your Receipt Number for future reference. We will ask for it when
you contact us.

Most claims are processed within 14 days. Do not submit another claim
because it can delay your benefits.

22
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File a Bonding Claim

New Mothers (without a pregnancy-related disability
claim), Fathers, and Foster or Adoptive Parents

Learn more about how new mothers (without a
pregnancy-related disability claim), fathers, and foster
care or adoptive parents file for bonding benefits.

Get Started
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Welcome to myEDD

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

overpayment services.

‘ Contact EDD Conditio se Privacy Policy Accessibility

Copyright © 2023 State of California

For Spanish, select
Espanol.

Log In

Email

Password
@ Show

Forgot password?

Don't have an account?

e N
| Create Account |
N J

Log in to myEDD to access SDI Online, update your email, password, security

question, or verification option:

1. Visit myEDD.

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

3. Select Log In.

24
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Verify Your Identity

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

| BA Send Email |

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

*Verification Code

m IIIIIII
— o
Drafis
Didn't get the email? Categories
Check your spam folclr or resend the email. I Tearn

Copyright © 2023 State of California

= M Gmail Q searchrr

@ @
a @ [~ > = B
myEDD Verification Cade [, & =
-]

califarnia Emplayment Davelapment Department August 26, 2022, 26FW T M

- ing verification code in myEDD. This code will expire i 5 mirutes.

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

Select your EDD service.

Unemployment

Apply for unemployment benefits,
create an online account, or
manage your claim.

Contact EDD  Conditions of Use Privacy Policy

Copyright © 2023 State of California

A e (<

myEDD Home My Profile Log Out

Disability and Paid Family
Leave

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

Benefit Overpayments

Apply for unemployment benefits,
create an online account, or
manage your claim.

Benefit Overpayment Services

Accessibility

From the myEDD homepage, select SDI Online.

Select Log
Out in the top
right corner of
any screen to
exit your
account.
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SDI Home Inbox

D c ft

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

123 Main St
Sacramento, CA 95814

123 Main St
Sacramento, CA 95814

Jdoe@gmail.com

Current Disability Insurance Claim(s)

EDD Customer Account Number:

Phone Number:

Cell Phone Number:

Profile

123456789

916-555-1212

916-555-1213

History

Select New Claim from the main menu.

28



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) or a Claim
(DE 2501F), do not submit a duplicate form. It may take up to 12 days for your Initial Claim form to be reviewed and processed. Submitting duplicate forms may delay
claim.

Paid Family Leave

the processing of your

Mote: 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 Leave Bonding l
it S - - achment
Paid Family Leave Care

Submit Electronic Paid Family Leave Care Attachment

Paid Family Leave Military Assist
Submit Electronic Paid Family Leave Military Assist Attachment

Saved Drafts

To open and complete a form that you 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
bonding benefits,
select Paid
Family Leave
Bonding under
Apply for Paid
Family Leave
Benefits.

If you are unsure
which application
to complete,

review Types of
Claims.

Submit your claim no 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.

days for your claim to be reviewed and processed.

If you already submitted a claim, do not submit another claim. It may take up to 14

29


https://edd.ca.gov/en/Disability/Types_of_Claims
https://edd.ca.gov/en/Disability/Types_of_Claims

Prescreening Questions

* Indicates Required Field

Prescreening Questions

* Are you a mother bonding with your newborn? [:) Yeg .C:j. Mo

* Did you receive California State Disability Insurance benefits for your pregnancy with (:) Yeg .i:j. No
this newborn?

I Cancel I I Next

You must answer the prescreening questions:

« If you are a new mother applying for bonding benefits and did not file a
pregnancy-related disability claim, select Yes for the first question and No
for the second question.

« If you are a new father, or an adoptive, or foster parent applying for
bonding benefits, select No for both questions.

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

Selecting Cancel will cancel the claim and return you to your homepage.

30



Information for Before You Start and After You File

Before you Start: Information you need to apply for Paid Family Leave (PFL) Initial Claim Form
for Bonding (DE 2501F)

PFL will use information provided in your EDD online profile, including:
» Your name (including other names under which you have worked), date of birth, gender, preferred language, and Social Security account number.
= Your mailing address (including ZIP code) and telephone number (including area code).
« The last date you worked for any employer.
+ Your occupation.
» The name, mailing address and telephone number of your last employer or employers. (Be specific about the spelling of the employer’s name and make sure the mailing address is
correct. An incorrect address may delay benefit payments.)
+ Any period you returned to work or will continue to work during your period of PFL.

+ The reason why you have reduced work hours or stopped working.

PROOF OF RELATIONSHIP FOR BONDING
To be eligible for PFL benefits to bond with a new minor child you will also need to submit one of the documents listed below to provide proof of your relationship to the child. ONLY send
copies of these documents:
« Child’s Birth Certificate
» Official letter from foster care agency
= Child’s Hospital Birth Certificate
+ Adoptive Placement Agreement, AD-307
After You Have Filed Your Application
Yo WHEN YOUR CLAIM |15 RECEIVED
BE| When vou have successf ansmitted a gdditional information needed to
determine your el jou meet all laims are processed and payments issued
Yo hin fourteen receipt of a cor
FIL
SPECIAL CIRCUMSTANCES RELATING TO YOUR PAID FAMILY LEAVE CLAIM
Ity . P - ’ ] .
for Child Support Obligations: Questions should be directed to the Department of Child Support Services at 1-866-249-0773.
a
|")e Spousal or Parental Support Obligations: Questions should be directed to the District Attorney’s office administering the court order.
—
Death of Claimant: If a person receiving PFL benefits dies, an heir or legal representative should report the death to PFL. Benefits are payable through date of death, if otherwise eligible.
Death of Care or Bonding Recipient: If the child with whom you are bonding dies, report the death to PFL. Benefits are payable through the date of death, if otherwise eligible.
Job Benefits and Protection Programs: Family and Medical Leave Act (FMLA) and California Family Rights Act (CFRA) offer job protected leave to “eligible” employees for certain family and
medical reasons. Contact FMLA at 1-866-487-9243 or the Department of Labor Web site:
https://www.dol.gov/whd/fmla or CFRA at 1-800-884-1684 or the Department of Fair Employment and Housing Web site:
https://www.dfeh.ca.gov for additional information on these programs.
N
Phone Number Link
http://www/edd/ca/gov/Disability/Contact_SDI.htm#byphone
Frequently Asked Questions Link
http://www.edd.ca.gov/Disability/FAQs.htm#pfl

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

Select Next.
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Applying for Paid Family Leave (PFL) Initial Claim Form for Bonding

*Indicates

quired Field

Applying for Paid Family Leave (PFL) Initial Claim Form for Bonding (DE 2501F)

1F). Do not complete this claim form

onic Claim for Paid Family Leave (PFL) Benefits |

are insured b_v

Fleasze read these instructions and information before completing the elec

aintained

the proper forms.)

The Paid Family Leave (PFL) program provides affordable, worker-funded benefits to eligible workers suffering a full or partial I

w child or assist with matters related to a family member’s military deployment to a foreign country.

of wages due to the need to care for a serio

member, to bond with a ne

(B) Call 1-877-238-4373 for required forms and instructions if:
1. Adisability prevents you from completing the claim form and you need to designate a representative to sign for you.
2.You are an authorized representative filing for benefits on behalf of a physically or mentally incapacitated care provider/care recipient or a deceased care provider/care
recipient.

Do NOT submit an electronic PFL Claim for bonding if the purpose of your family leave is to care for a seriously ill family member. Follow these instructions to file for a Paid Family Leave
Bd Care application.
£ 1. Select New Claim.
. 2. Choose Paid Family Leave Care.
lis
sl INELIGIBILITY:
S— pFll  You may apply for benefits even if you are not sure you are eligible. If you are found to be ineligible for all or part of a period claimed, you will be notified of the ineligible period and the
reason(s) why you were not eligible. Below are some reasons why you may not be eligible for benefits:
+ Ifyou are claiming or receiving Unemployment Insurance or Disability Insurance (DI) benefits.
« Ifyou are receiving workers’ compensation benefits at a weekly rate equal to or greater than the PFL rate.
« Ifyou are in custody of law enforcement authorities because you were convicted of violating law or ordinance.
FRAUD;
[
If you are eligible for further benefits, additional payments will either be sent automatically or in response to your submitted certification, whichever is appropriate to your claim. You will
— Und be paid 1/7 of your weekly benefit amount for each calendar day you are eligible unless benefits are reduced for some reason. (See Calculating Paid Family Leave Benefit Payment Amounts
ordg for more information.)
cont]
YOUR TAXABILITY OF BENEFITS: Paid Family Leave benefits are subject to federal income taxes and will be reported to the Internal Revenue Service. Each person receiving PFL benefits will
receive a 1099G form to include with his/her federal income tax return. PFL benefits are not subject to California income taxes.
File |
OVERPAYMENT: An overpayment results when you receive PFL benefits you were not eligible to receive. Once PFL determines that you were overpaid, the PFL office will contact you to
Readll explain the reason for your overpayment. It isimportant that you complete and return all information requests, as there are some instances when an overpayment can be waived. If itis
contl| determined that you were overpaid and the overpayment cannot be waived, you must repay this money. Benefit payments issued after an overpayment is established may be reduced by
bl 25 t0 100 percent to collect your payment. You will receive a “Notice of Overpayment Offset” if a reduction is taken for a DI, PFL, or Unemployment Insurance (Ul} overpayment.

DISQUALIFICATION: All available information will be considered before paying or disqualifying your claim. Benefits will be paid only for the days for which you are eligible. If payment of
benefits is denied or reduced for any period, you will receive a written notice stating the reason for the disqualification or reduction.

If you deliberately report incorrect information, willfully omit or withhold information, a false statement disqualification of up to 92 days may be assessed. In addition, any resulting
nt may be increased by a 30 percent penalty. This penalty can apply to benefits you received but were not entitled to, even if the payment has not been cashed.

read and understand the instructions above. | understand that failure to supply any or all information may cause delay in issuing benefit payments or may cause a denial of
ts. |f | make any false statement or misrepresentation or knowingly withhold of a material fact to obtain or increase any benefit or payment, EDD will disqualify me from
receiving benefits and/or services and may initiate criminal prosecution against me.

Previous Cancel I Next I

Continue to review
the information on
the next screen. It
has more
information about
filing a bonding
claim.

Select the box to
agree to the terms.

Select Next to
proceed.

Select Cancel at
any time to cancel
your claim.

Select Previous
to return to the
previous screen.
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Personal Information

Personal . Employment . Additional . ) _  Qualifying A )
. i ; 3 . 4 Certification 3 & Declaration
Information Information Questions Events

You are currently on Step 1 Personal Information

Verify Your Personal Information

If your personal information has changed, select Save as Draft, then select Profile from the main menu to update your information before completing this form.
Social Security Number:  XXX-XX-XXXX EDD Customer Account Mumber: 123456789
Fullhame: John Doe Other Names (if any, under which you

have worked):

Date of Births  XX-XX-XXXX Gender: Male
Mailing Address: 123 Main St Phone Number: 916-555-1213
Sacramento, CA 95814
United States
Preferred Language: English
N
| Previous | | Cancel I| | Save as Draft | | Mext |

The system automatically fills certain portions of the claim 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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additional ualifyin
3 4 Certification 5 Qv ;’g & Declaration

Your Employment Details
*Qccupation:

*Are you a state government employee? () ves (0 No

If “Yes* indicate bargaining unit number:

*May we disclose benefit payment information to your employer(s)2 () ves () No

*Do you neemployer? () Ves

*Reason for reducing work hours or stopping work: (1)
Other Reason:

Employer Information

Enter your current or most recent employer information.

Note: An incorrect employer name or sddress can delay benefit payments.

“Name of Employer:

*Address Line 1:

Address Line 2:

On the Employment Information screen add your current employer’s business
name, phone number, and mailing address as shown on your W-2 or paystub.
Ask your employer if you are unsure what address to enter.

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

Select Next to continue.



Employment Details

. Employment . . . P .
" Personal Information I fp y't' 3 Additional Questions 4 Bonding Certification 5 Declaration
nformation

You are currently on Step 2 Employment Information

*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

414 k st
sacramento CA 95834

Updated Address

414 K St
Sacramento CA 95814 - 3335

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 is correct.

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

Empl t
" Personal Information v bt ayn?en o Additional Questions 4 Bonding Certification 5  Declaration
Information

You are currently on Step 3 Additional Questions

*Indicates Required Field

Section 7 - Additional Questions

= -
Date you last worked: (MMDDYYYY)

The date you want your Paid Family Leave claim to begin should not be before the child's date of birth {or the Date of foster care or adoption placement).

" . . . .
Date you want your Paid Family Leave claim to begin: (MMDDYYYY)

*Do you want to claim the maximum amount of benefit weeksnow?  (Jves () Mo

If “*No,” enter the date you want to be paid through: (MMDDYYYY)
Date you returned to work: (MMDDYYYY)
0Or date you plan to return to work: (MMDDYYYY)

*Will you work at any time during your family leave? O ves O No

If you will receive any type of pay from your employer(s) during your family leave, [ sick

indicate typeof pay: 7] Employer Required Vacation
[ 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 of law Oves O Mo
enforcement authorities because you were convicted of violating a law or ordinance?

*Have you claimed or do you plan to claim Workers' Compensation Benefits for any Oves Mo
portion of the period covered by this claim?

Complete Section 7 - Additional Questions and confirm the dates are correct
to avoid a delay or incorrect payment of benefits.

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

Select Next to continue.



Bonding Certification

. Empl t
« Personal Information mp oyrr.wen
Information

You are currently on Step 4 Bonding Certification

“ Indicates Required Field

Section 3 - Personal Information

* Child relationship:

If you select foster care, adoption or guardianship, please provide the date of
placement:

Section 4 - Child's Legal Name and Information

Child’s Sacial Security Number (if available):
* Child's First Name:

Middle Initial:

* Last Name:

Suffix:

" Additional Questions ° Bonding Certification

* Date of Birth:

* Child's Gender:

* Is child's residence address different from your residence address?

5 Declaration

Select

MMDDYYYY)

Do not enter dashes)

(MMDDYYYY)
() Female

) Male

O Yes (ONo

In the Section 3 -
Personal
Information, select
your relationship
to the child you
are bonding.

Complete Section
4 - Child’s Legal
Name and
Information with
the child’s
information.

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

If the child’s legal residence is different than yours, select Yes to
legal address on another screen.

enter the child’s
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Section 5 - Proof of Relationship

To be eligible for Paid Family Leave benefits to bond with a new child, you must submit an approved "Proof of Relationship" document.
The "Proof of Relationship" must be received by the Paid Family Leave Office no later than ten (10) days from the date you submit your online banding claim.

Proof of Relationship document includes:

= Child’s Birth Certificate

» Official letter from foster care agency

» Child’s Hospital Birth Certificate

» Adoptive Placement Agreement, AD-907

» Declaration of Paternity, C5-909

* Independent Adoption Placement Agreement, AD-924
» Approval of Family Caregiver Home, SOC-815

« Other evidence of relationship

* Please indicate the type of "Proof of Relationship" you plan on providing from the Select -
list of approved "Proof of Relationship" documents:

Failure to submit the "Proof of Relationship™ will result in claim disqualification and no payment will be issued. Further instructions for submitting "Proof of Relationship" will be provided

on the confirmation page.
Previous Cancel Save as Draft | Next |

To be eligible for bonding benefits, you must provide an
approved Proof of Relationship document after you submit
your claim. Upload or mail one of the accepted documents
within 10 days from the date you send us your online bonding
claim.

Select the type of Proof of Relationship document you plan on

giving us after completing the online claim.

Instructions to upload or mail your proof of relationship
documents are available on the Confirmation screen.

Select Next to continue.

—QXD -

The accepted “Proof of
Relationship” document
options are:

Child’s birth
certificate

Official letter from
foster care agency

Child’s hospital birth
certificate

Adoptive Placement
Agreement, AD-907

Declaration of
Paternity, CS-909

Independent
Adoption Placement
Agreement, AD-924

Approval of Family
Caregiver Home,
SOC-815

Other evidence of
relationship
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Child's Residence Address

" Personal Infermation « Employment Information ' Additional Questions ° Bonding Certification 5 Declaration

You are currently on Step 4 Bonding Certification

“Indicstes Required Field

Section 6 - Residence Address

@ us (O Intemational

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

*State:

*ZIP Code:

If you selected Yes to “Is the child’'s residence address different from your
resident address?” you must enter the child’s residential address in Section 6
— Residence Address.

You must complete the fields marked with a red asterisk (*).
If you selected No to the above question, skip to the next page.

Select Next to continue.



— - Employment
ED Development
Department
aTi of California SDI Home Inbox Mew Claim

Benefit Payment Options

» Personal Information »*  Employment Information « Additional Questions

You are currently on Step 5 Declaration

*Indicates Required Field

Section 8 - Select Your Option

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

« Bonding Certification

*Select your payment option: D Direct Deposit
() Debit Card

O Mailed Checks

-.-c reviewed the Debit Card Fees and Disclosures.

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

Profile

Complete Section 8 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

Mzeaurt Mumibar
Aecaunt fumber must b

“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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- Employmeni
EDD 5
S Department

Shate of Califernia

aft Profile

5Dl Home nbox

Section 9 - Declaration

Read the information below and check the 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

Eignatures.

My signature on this bonding certification, | autharize the medical provider, adoption agency, adoption party(ies), or foster care placement agency to disclose to the
and that willfully making a false

the above-named child. | underst
nprisonment or fine or both. | declare under pen:

ployment Development Department all facts concerning the birth, adoption, or foster care placement o

ty of

ent or concealing a material fact in order to obtain payment of benefits is a violation of California law punishable b
edge and belief true, correct, and complete. | agree that

perjury that the foregoing statement, including any accompanying statements or documents, is to the best of my know
ations contained in this claim statement are granted for a period of fifteen years

nding recipient named abowe; (2) authorize EDD to release my persenal information as shown on this claim to the bonding recipient; (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 Infermation 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

nd complete. | agree that photocopies of this authorization shall be as valid as the original, and | understand
or a period of fifteen ar i

statements, is to the best of my knowledge and belief true, correct

that authorizations contained in this claim statement are grante

ars from the date of my electronic signature or the effective date of the claim, whichey

later.

Previous Cancel Save as Draft i [ Submit

EDD Condit!

Select both check boxes to authorize an electronic signature and the release
of your information.

You must complete the fields marked with a red asterisk (*).
Note: You cannot modify the form after you select Submit.

Select Submit to send your online claim to us.
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Log Out

o Employment
EDD Development
=¥ Department

Stato of California 5Dl Home Inbox New Claim Draft Profile History

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

guestions 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:
(O From a brochure | received by U.S. mail.

() From a friend or family member.

(O From an SDI Online Notification.

(O From my employer.

() From a social worker or hospital employee.

(O None of these

Back to Top Contact EDD Conditions of Use Privacy Policy Accessibility

Complete the survey and select Submit to proceed to the next step.
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Lo s We assign your
EDD::5x - claim a Receipt

Number on the
Confirmation Confirmation
screen.

Stafe of California

MPORTANT: 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 Bonding (DE 2501F) application
You will not be able to access your confirmation page and Form Receipt Number after this window is closed.

Mast 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: John Doe Social Security Number: XX X-XX-XXXX
Date you requested to have your Paid 01-21-2021 Receipt Number: R100000000032193
Family Leave claim begin:

Instructions for Submitting Proof of Relationship

To be eligible for Paid Family Leave benefits to bond with a new child you must submit an approved "Proof of Relationship" document. The "Proof of Relationship" must be received by the

Paid Family Leave Office no later than ten (10) days from the date you submit your online bonding claim

Save the Receipt Number. You need this number to upload your supporting
documentation to the correct online claim.

Your claim is not complete. The Confirmation screen provides instructions to
upload the other documentation for your bonding claim.
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Instructions for Submitting Proof of Relationship

To be eligible for Paid Family Leave benefits to bond with a new child you must submit an approved "Proof of Relationship" document. The "Proof of Relationship” must be received by the
Paid Family Leave Office no later than ten (10) days from the date you submit your online bonding claim.

Failure to submit the "Proof of Relationship” will result in claim disqualification and no payment will be issued.

Electronically

You may attach your electronic "Proof of Relationship” now:

I Attach my Proof of Relationship I

You may also submit your electronic Proof of Relationship at a later date by following
these navigation instructions:

1. Select New Claim on the Main Menu.

2. Choose Submit Electronic Paid Family Leave Bonding Attachment.

Mail

If you are mailing a "Proof of Relationship" document it must be a photocopy. Do not
mail originals. On each page include your 9-digit Social Security Number, receipt
number and date you requested to have your Paid Family Leave claim begin. The

receipt number can be found above.

Mail your document to:
EDD - Paid Family Leave
PO BOX 997017
SACRAMENTO CA 95799-7017

To complete your bonding claim, you must submit your Proof of Relationship
online or by mail.

To submit it online, select Attach my Proof of Relationship and follow the
instructions. Review Submit Supporting Bonding Claim Documents for

instructions.

To submit by mail, send copies of your proof of relationship documents to
the address on the screen. Do not mail originals. On each page include
your nine-digit Social Security number, Receipt Number, and your

requested claim start date.
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ED Development
Department

=~ = I

State of California

Submit Supporting Bonding
Claim Documents

Learn more about how to submit your proof of
relationship documents to complete your claim for
bonding benefits.

Get Started
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EDD ;v
Deputmenl 3 . )
Staie of California 5Dl Home Inbax Draft Profile History

Home

@ Message Center

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

Inbox [ New: 0, Total: 0]

Personal Information

FullName: |5hn Doe EDD Customer Account Number: 123456789
MailingAddress: 123 Main St Phone Number: 916-555-1212
Sacramento, CA 95814
Residence Address: 123 Main St Cell Phone Number: 916-555-1213

Sacramento, CA 95814

E-mail Address: Jdoe@gmail.com

Current Disability Insurance Claim(s)

To submit your Proof of Relationship document or if you need to submit more
than one document (e.g., birth certificates for twins or to resubmit a
document):

« 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) or a Claim for Paid Family Leave
[DE 2501F), do not submit a duplicate form. It may take up to 14 days for vour Initial Claim form to be reviewed and processed. Submitting duplicate forms may delay the processing of vour
claim.

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

Apply for Disability Insurance Benefits

Dizability Insurance

Apply for Paid Family Leave Benefits

ndins

Submit Electronic Paid Family Leave Bonding Attachment I

g dh ey ey g
Submit Electronic Paid Family Leave 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 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.

Select Submit Electronic Paid Family Leave Bonding Attachment under
Apply for Paid Family Leave Benefits.



f/g‘w A Home Log Out

- Employment
EDD Development
¥ Department

State of California 5D Home Inbox Mew Claim Draft Profile History

Form Attachment

To attach a file to your successfully submitted Paid Family Leave claim form, choose the ‘Select’ link under the Action field. 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.
Select Claim to Attach Document

Form Name Submitted Date Receipt Number Action

DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Bond with Child 07-01-2021 I R100000000032193 I

Back to Top Contact EDD Conditions of Use Privacy Policy Accessibility

Make sure the Receipt Number matches the number you got when you
submitted the online claim.

If it matches your claim, choose Select from the Action column to attach a
document to your claim.

49



. Employment
EDD :: o
Depariment
State f f i@

of California SDI Home Inbox Mew Claim Draft Profile History

Attachment

*Indicates Required Field

Identifying Information for Previously Submitted Paid Family Leave Initial Bonding Claim

Your Social Security Number: HXX-XX-0001 Date you requested to have your Paid 01-21-2021
Family Leave claim begin:

Form Receipt Number: R100000000032193

Previously Submitted Attachments for Paid Family Leave Initial Bonding Claim

No Results Found

Attachment

To attach a document, select the Browse button below.

= File size: less than SMB
* File type: PDF,JPG, JPEG, TIFor TIFF

*Please click the "Browse" button to browse for the document: No file chosen

I *Do you want to attach more documents? O Yes (@ No I

Back to Top Contact EDD Conditions of Use Privacy Policy Accessibility

To upload a document, select Browse.

To upload more than one document, select Yes and then select Browse.
After uploading one document, the system sends you back to the Attachment
screen to continue uploading documents.

When you are done uploading, select No and then Submit.



Attachment

“Indicates Required Field

Identifying Information for Previously Submitted Paid Family Leave Initial Bonding Claim

Your Social Security Number: XXN-KX-0001 Date you requested to have your Paid 01-21-2021
Family Leave claim begin:

Form Receipt Number: R100000000032193

Previously Submitted Attachments for Paid Family Leave Initial Bonding Claim

File Name Receipt Number
Birth Certificate.jpg R100000000032195
Attachment

To attach a document, select the Browse button below.

= File size: less than SMB
= File type: POF.JPG, JPEG, TIF or TIFF

*Please click the "Browse" button to browse for the document: Mo file chosen

*Do you want to attach more documents? () Yes (@ No

Contact EDD Conditions of Use Privacy Policy Accessibility

The Attachment screen confirms that the attachment was uploaded.
Save the Receipt Number for future reference. Select Submit.

Your bonding claim is now complete. It can take up to 14 days to process your
claim.
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File a Care Claim

Learn more about how individuals providing care to
a seriously ill or injured family member apply for
care benefits.

Get Started
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EDDNey:t

Espanol

Welcome to myEDD

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

overpayment services.

|
%

|
m

Contact EDD Conditions of Use Privacy Policy Accessibility

Copyright @ 2023 State of California

For Spanish, select
Espanol.

LogIn

Email

Password
& Show

Forgot password?

Don't have an account?

e N
‘ Create Account |
N J

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.
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You can verify
your identity
through email
even if your

EDDNex:t

Espaniol

Verify Your Identity preferred
To protect your account, we will email ve r!fl Cat 1on
you a verification code. (0] pth nis text or

| cez |
BA Send Email

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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EDDNey:t

Espafiol
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

nnnnn

Sncezad

= £ 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

Hews

Witrs,

Copyright © 2023 State of California

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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(& O B = https://edd.ca.goy,

EDDNex:t
Espaiiol
myEDD Home

Select your EDD service.

Unemployment

Apply for unemployment benefits,
create an online account, or
manage your claim.

Contact EDD Conditions of Use Privacy Policy

Copyright © 2023 State of California

Disability and Paid Family
Leave

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

Accessibility

0 e [

myEDD Home My Profile Log Out

Benefit Overpayments

Apply for unemployment benefits,
create an online account, or
manage your claim.

Benefit Overpayment Services

From the myEDD homepage, select SDI Online.

Select Log
Out in the top
right corner of
any screen to
exit your
account.

56



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) or a Claim for

Paid Family Leave

(DE 2501F), do not submit a duplicate form. It may take up to 14 days for vour Initial Claim form to be reviewed and processed. Submitting duplicate forms may delay
claim.

he processing of your

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

Dizability Insurance

Apply for Paid Family Leave Benefits

Paid Family Leave Bonding
_ _ i =3ve Bonding Attachment

Paid Family Leave Care

gl =ave Care Attachment
Paid Family Leave Military Assist
Submit Electronic Paid Family 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,

To apply for care
benefits, select
Paid Family
Leave Care under
Apply for Paid
Family Leave
Benefits.

If you are unsure
which application
to complete,

review Types of
Claims.

Submit your claim no 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.

days for your claim to be reviewed and processed.

If you already submitted a claim, do not submit another claim. It may take up to 14

58


https://edd.ca.gov/en/Disability/Types_of_Claims
https://edd.ca.gov/en/Disability/Types_of_Claims

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 claim 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 . . q q
" Personal Information o . y. 3 Additional Questions 4 Care Certification
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.

* 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? Yes No
* Reason for reducing work hours or stopping work: () Care for Family Member () Other

Employer Mailing Address

@ Us () International
* Address Line 1:
Address Line 2:
* City:
* State: -
* ZIP Code:
Employer Phone Number: (Mo dashes or spaces) Ext:
J Check here if the phone number is interational
Previous Cancel Save as Draft

5 Declaration

Complete Section 2 -
Employer Information
with your current
employer’s business
name, phone number,
and 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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EDD i
Department
i bl

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

Mzeaurt Mumibar
Aecaunt fumber must b

“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
recipient named above; (2) authorize EDD to release my persenal 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,

‘ Previous | Cancel | Save as Draft |

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 claim is not complete. The Confirmation screen provides instructions to submit
the Statement of Care Recipient and the Physician’s/Practitioner’s Certification
sections of the Claim for Paid Family Leave (PFL) Care Benefits (DE 2501FC).
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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.
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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 claim.



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 issved.

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 95799-7017

You must order an Application for Paid Family Leave Benefits (DE 2501F) form. 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.

+ Mail the completed, signed form to the address on the screen.

You can order the DE 2501F in English or DE 2501F/S in Spanish from Online
Forms and Publications.
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SAMPLE, this page for reference only

Part B — Bonding Certification go b

B1. Your Social Security Number E2. Dake of foster care or
adoplion placement

ofofoJofofojofofo] [ [ ][] [[]

B4, Your Legal Last Name 5. Child's Social Security Number Bi. Child's dale of birth B7. Chil |ﬂl.(t"'1ﬂ\‘-'|l‘l("’1| by
fnewded in case pager of thin daim beczme soparaied) o available|

clilalifmfajnfe] [ [ [ [ [ J[TTTT1]1]1][2[2[0[1]2[0[2]4

B8. Legal Name of Child | First Name L Lasd Mame

clolofkife] [ [ [ | ] | WM c1[alifwalel [TTTTTTTTTTTT]

4. Addiress where the child lives & different from s

ren fram ¢laimant

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

EEEEEENEEENEEE BN EEEENEEEN

E10. As evidence of the relafionship in B3, check poe of ithe following and abtach a copy of the documend checked.
1D Nt wend original docamest. 1 will ot be retarsed )

E Child’s birth cerfificabe

|:| ndependent adopticn placement agreement, AD.924

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

|:| Adeptive placement agreement, ADLOOT

[ade Signed
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.

2 Phone Mumber of Family Member Receiving Care (| . Gender [dentity of Family Member Receiving Care

Male Frrmake

4. Legal Mame of Family Member Becciving Care | First Mame M1 Larst Bame

= Address of Family Member Receiving Care

Stafe/Prov.  Zipor F\onal Code Countr \ ] r-a-l L. 5.A)

City
: prowider and to the California

Ch. Confirmation of medical dlsclosu re nuthorlzallon
o discle
: s valid as the original.

autharize my Physician/practitioner
Date Signed

repiresent

Employment Development )t;ﬂmc t

Signatwre of Family Member Receiving Care (Do Mot Prim)

L \thlmen lh-:-r
a ke

- Authorized Represeniative's Signature (Do Mot Pring

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

wsormay famach copyl [ court orter (atach copyl

ZJ:IeS—'incn

Application for Paid Family
Leave Benefits (DE 2501F)

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

« 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.
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SAMPLE, this page for reference only

asedical cenficarions must be completed by a censed Physician or Praceisioner
awmhorized s cartfy i @ pasents disahiliy or serfous health condion pursuan:
o Califomis Unemployment Insurance Code Secion 2708,

Instructions for completing this form:

Complete the information in the spaces provided in LPPER CASE using black ink. Do not use spe
If handwritten, print each letter or number in a separate box. Ignore the boxes provided if using a types

ial characters (-, /' ).
er or printe

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

1. PEL claimank's lcare provider's) 02, PFL claimand's name

Social Security Mumber
Firsl Mame M Last Mame

0z, Patient's dale of hirth

0= Pakiend'’s Mame | Arst dam

o M Last Nami

i Diagnosis or, if nod yel defermined, 2 delailed stalement of symploms

4, Does your palient require care by the daimant?
Ko skip bo D15 Tos

07, Primary ICI} Code 0. Secondary ICD Codes . Dale when the patient’s condilion started

[ L[ TTT] L] Il EENDEEEEEEE DD EEE

|
o First dabe palient needsd D11 Date your expect patiend fo recover D12. Dabe you estimate patient will no langer need care
care by the dlaimant
MEVER PERMANENT

3. Appraximalcly how many lolal hours per day will the patient need the clamant for carcl

Hzurs Cxmmess
| 4. Would disclosure of Ehis cerfificate fo your palient be medically or psychologically dedrimendal? . WO | “
5. Physician/Pracfitioner's license number M. Skale or Country Physidian/Pradifioner is lic

| |||||||I|||||—I_[|||||||||||||I||||

7. Physician/Praclifioner’s Name | First Name Lasi Mame

3, Physician/Pracfifioner's Address tPoi Difcs Be

Cilty Stale/Prov.  Fip or Postal Code Cownlry 6f mot LLS.AL

Type of Physician/Praciific | | D20, Specially (if any) |

21, Physician Practilioner's corlification and signature: | cerlify under penalty of perjury thal his paticnt has a seriows health condifion and requires a care provides,
| have performed a J'W!If.]] examination and/or ireated the patient. | am authorized lo cerdify a palient disability or sericus health condifion purssant fo California
Unemployment Insurance Code Seclion 2708

Original Signabure of Altending PhysicianPraclifioner - rubber slamp is not acceplable | Physicians l‘raLI | ||re ‘ Phea r+ 'unc\--of i Dale Signed

L

art Irsar

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

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

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

« 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.

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 about how
they submit a claim. Some submit
them differently than others.
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File a Military Assist Claim

For individuals participating in a qualifying event because of a family
member’s military deployment to a foreign country.

Get Started

78



EDDNey:t
Espafniol

Welcome to myEDD

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

‘ Contact EDD Conditions of Use Privacy Policy

Copyright @ 2023 State of California

For Spanish, select
Espanol.

LogIn

Email

Password
> Show

Forgot password?

Don't have an account?

‘ ~N
‘ Create Account ‘
~ J

Log in to myEDD to access SDI Online, update your email, password, security

question, or verification option:

1. Visit myEDD.

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

3. Select Log In.
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EDDNex:t

Espaniol
Verify Your Identity

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

| BA Send Email |

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.



EDDNey:t

Espafiol
Enter Verification Code

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

in 5 minutes.

= M Gmail Q searchima @ @ @
*Required Field

*Verification Code

nnnnn

Sncezad

&) —

Didn't get the email?
Check your spam folder Ir resend the email. I eam

Categeries

Hews

Copyright © 2023 State of California

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.
81



eo0 EDD x  +

G O al 3= https://edd.ca.gov,

E@Ne):t

Espaiiol

myEDD Home

Select your EDD service.

Unemployment

Apply for unemployment benefits,
create an online account, or
manage your claim.

Contact EDD  Conditions of Use Privacy Policy

Copyright © 2023 State of California

A e (<

myEDD Home My Profile Log Out

Disability and Paid Family
Leave

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

Benefit Overpayments

Apply for unemployment benefits,
create an online account, or
manage your claim.

Benefit Overpayment Services

Accessibility

From the myEDD homepage, select SDI Online.

Select Log
Out in the top
right corner of
any screen to
exit your
account.
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Staiv of Califormi 501 Home nbox Jraft
Home
Mossago Center
Check the message center Inbox helow to review messages and take required actinons as needed.
s [ New: 0, Total: 0
Personal Information
Full Name: John Doe EDD Customer Account Number:
Mailing Address: 123 Main St Phone Number:
Sacramento, CA 95814
Residence Address: 129 Weaim & Cell Phone Number:

Sacramento, CA 95814

E-mail Address: Jdoe@gmail.com

Current Disability Insurance Claim(s)

Mo Results Found
Pending Disability Insurance Claim Application(s)
Na Results Found

Submitted Paid Family Leave Claim Forms

Only forms you submitted online are listed below. To submit an electronic document for a previous

eave claim rently not available online. For assistance with a Paid Family Leave claim, call 1-877-238-4373.

o Results Found

Profile

123456789
916-555-1212

916-555-1213

History

submitted care or bonding claim, select Mew Claim. The status of your Paid Family

Select New Claim from the main menu.
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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) or a Claim for Paid Family Leave
[DE 2501F), do not submit a duplicate form. It may take up to 14 days for vour Initizl Claim form to be reviewed and processed. Submitting duplicate forms may delay the processing of yvour
claim.

Mote: 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 Leave Bonding

Submit Electronic Paid Family Leave Bonding Attachment
Paid Family Leave Care

mCare Attachment

Iy Leave Military Assist Attachment

Saved Drafts

To open and complete a form that you 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.

Select Paid Family Leave Military Assist under Apply for Paid Family Leave
Benefits.

If unsure which application to complete, review the Types of Claims.
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Paid Family Leave - Military Assist Claim Information

ges while assisting with matters relate

ave a los:

u hi

Complete this form i

rm if you are insured by aVoluntary Plan maintained uremployer for the proper forms.

remployer. A

Note: Do not complete t

Gather Your Information

Have the fo

ng available while completing this form:

Personal Information

a family member’s military deployment to a foreign country.

Review the Military Assist
Claim Information. It has
important information you
need to file a military assist
claim.

Wage Information

« Fullname (an
* Dateof birth

* Gender

ef|

or exp

* Ifyou are receivir

* Preferred language o ent received, such as (but not limited to):
= Sick leave

r-required vacation

s Social Security numbj
* Mailing address

= Phone number .

» our relation to the nf

Commissions

Earnings from part-time or modified duty

Employment Infol * Residuals
= Bonuses
* Occupation = Holiday

* Date
. Note: Failure to report any payment can result in an overpayment, penalties, and disqualification.

+ Bargaining unit num Additional Information

Select Next.

s Ifyou claimed or plan to claim Workers' @

Mast Recent Emp If you were comy ime and held

Qualifying Events

your benefit weeks
*  Name of employer
s Mailing address
= Phone number

rmilfiary assist claim You can request PFL benefits for multiple

vant your military assist clg

t, such as (but not limited

Military Member’s Information

Attend counseling

Attend a military ev

g events. You must provide the following for ea

childeare for the military member's child
e care for the military member's parent

* Fullname o Makefinancial/legal arrangements
* Dsteofbirth o Assist the military member during rest and recuperation leave
* Gender ° t

= Lastfou ts of their Social Securi
re notified of

tart date and end d

Represent the milit
Address issues dueto t

member at federal, state, of

e o

ed active di Event start and end dates

Contact information for the person o

Description of the event

ing address

Supporting Military Document;
Reasonable Accommodations
After you file your PFL claim, you must send a of
uired forms and instructions if

=d active duty

s

o
a
5

s Letterof impending call or order to covery
= Documentatior oving rest and recup)

Do net understand this
Are prevented from ¢
Need to ch

ose arepres
2ed representati

Are an auth:

For individuals with disabi requesting auxiliary aids and §

Resources for Special Circumstances

Child Support Obligations

Direct your questions to the Department of Child Support Services at 1-866-249-
Spousal or Parental Support Obligations
Direct your questions to the District Attorney’s Office administering the court order,

Death of Claimant

ble through date of death, if otherwise eli;

If a person receiving PFL benefits dies, an heir or legal representative should report the death to the PFL office. Benefits are pay

Death of Military Member

office. ¥

Fthe military member dies, report the death to the PF re eligible to receive benefits to take care of any busin

Job Benefits and Protection Programs

fornia Family Rights Act (CF

rcertain family and medical reasons.

offer job-protected leave to eligible employe:

The Family and Medical Leave Act (FMLA) and C:

visit the Departmen
isit the Departmen

ntact FMLA,
ntact CFRA,

loyment and Housing.

For more information about Paid Family Leave, visit the EDD website.

Cancel




Military Assist Claim Instructions

“Indicates Required Field

Read and understand the following information before completing this form.
Requirements

Your Responsibilities

Continue to review the
instructions on how to file
a military assist claim.

You must check the box to

You must:
* Readthesg Ineligibility
= Include youl
= Fileyourc
! You must not be:
* Reportin
° Youd - : " . \ .
) * Claiming or receiving Unem ent Insurance (Ul) or Disability Insurance (DI) benefits.
o ‘Yourd
! + Receiving 3t 2 week!
o ‘Yourd -
o + Incustody v enforcemen ties because y
s Ther

You can apply for benefits even if you are not sure you are eligible. |
If you are not sun

why.

Basic Eligih Disqualification

areineligible for all or part of a period claimed, the EDD will nat;

agree to our terms and
conditions. Select Next to
continue.

»f the ineligible period and the reason(s)

fou must: N
§ The PFL office will consider all available information before disqua
s Have s fam
. Do not deliberately report ing
notification

percent penalty. The penalty

s Havehad of Reporting incorrect or incomplete information
= Beemployg ! y prosecute
. Benefits
* Havesubrg ) Your Rights
. Ee -":5'” Benefit Amount
 Certify the ) o

i Confidentiality

—— Carefully decide the dste youl
thofvourviedl e ation about your claim will be kept confidential, excent for the p

irclaim caning

Inspection

‘You have the right to inspect any of your personal records maintained by the EDD, excepf

After your claim is processed)

tinued benefits. If pay

e criminal, civil, or administrative inve: ons.

Note: The majority of claims:

elopment Department
y Office, MIC 33

Taxability of Benefiff

PO Box 826880
Sacramento, CA 94280-0001

PFL benefits are subject to feg
PFL benefits are not subject

Correction

Overpayment

Call 1-877-238-4373 to correct your records if you believe urate, releva

Employment De
Information Secur
PO Box 826830

Sacramento, CA 94280-000

ment Department
ffice, MIC 33

from 25 to 10 rcent until §

Fraud

Appeal

penalty, or disqualific

¥ou have the risht to

Agree Before Continuing

*B | understand these instructior milit: stelaim, f | don't p

rincomplete in

reportincorrect

or psychological records where knowledge of the contents might be harmful to the subject.

3 to request a copy of your records. [fthe EDD denies you access, you can mail a request to revi

, timely, or complete. If the EDD refuses your reque

ion. Instructions o

llect or increase my benefits, the EDD will

oviders.

lavs. The EDD wi se or provide copies of medical information to medic;

w the denial to:

can mail a request to review the denial to:

peal will be provid: any appealable document you receive,

ccurate information, my benefits can be delayed or denied. If | deliberat:

com

claim and | ean face criminal prosecution.

Cancel
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Perzanal . Employment * _  Additional - _ Qualifying , e
2 3 4 Certification 5 B & Declaration
Information nformation Questions Events

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 personal 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 claim 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

v Persona Employment R Additional
Information Information " Questions

You are currently on Step 2 Employment Information

* Indicates Required Field

Section 2 - Employer Info

Enter your current employer. If unemployed, enter your most recent employer.

If

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

Employer Mailing Address

6 Declaration

_ ualifyin|
4 Certification 5 Qulitying
Events
rmation
* Name of Your Employer:
* Occupation:
* Are you a state government employee? (') Yes No
“Yes”, Indicate Bargaining Unit Number:
(OYes (O MNo
*Do you have more than one employer? (D) Yes () No
* Reason for reducing work hours or stoppingwork: (O Care for Family Member () Other
@US () Intemational
* Address Line 1:
Address Line 2:
* City:
* State: o
* ZIP Code:
Employer Phone Number: No dashes or Ext:
|:| Check here if the phone number is international
Cancel | Save as Draft

Previous

Next

Complete Section 2 -
Employer Information
with your current
employer’s business
name, phone number,
and mailing address as
shown on your W-2 or
paystub. If you are
unsure what address to
enter, ask your
employer.

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

Select Next.



Additional Questions

Personal Employment Additional ualifyin
v ) v & y_ _ 4 Certification 5 Qualiying 6 Declaration
Information Information Questions Events

You are currently on Step 2 Additional Questions

*Indicates Required Field

Paid Family Leave Information

*Date you last worked: T

The date you want your Paid Family Leave (PFL) benefits to begin cannot be before the date the military member was notified of covered active duty status.

*Date you want your PFL claim to begin: P

*Do you want to claim the maximum amount of benefit weeks now? Oves O 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: T

*Did you or will you work at any time during your family leave period? [:J Yes I’;J Mo

If you have or will receive any type of pay from your employer(s) during your family |:| Sick
leave period, select the type of pay: 7] Employer Required Vacation
[ other Type of Pay

If “Other Type of Pay,” specify the type: Select

v
*Have you claimed or do you plan to claim Workers' Compensation during your family Oves O Mo
leave period?
*At any time during your Paid Family Leave, were you in the custody of law [:J Yes I’;J Mo
enforcement authorities because you were convicted of violating a law or ordinance?
Previous Cancel | | Save as Draft Mext

Complete the Paid Family Leave Information section and make sure 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.



Military Assist Certification

o Ferons ) Ermployment o -:J\ ona
ndormation Information Questians

You are currently on Step 4 Certification

Your Information
*The Military Member is youwr:

if *Othes” please specify

Military Member’s Information
*Military Member's First Name:
Military Member's Middle initial
*Military Member's Last Hame:
Military Membier's Siuffis
“Military Member's Date of Birth:

“Military Member's Gender:

“Last four digits of Military Member's Social Security Number
" Date Military Member was notified of covered active duty status:
“Covered active duty start date:

Cowered active duty end date (if known):

Military Member’s Mailing Address

*Address Line 1
Address Line 3
*Clty

“State:

*ZIP Code:
Supporting Military Documentation

"Select the type of military document you will submit:

Complete the following
sections:

* Your Information

* Military Member’s
Information

« Military Member’s Mailing
Address

* Supporting Military
Documentation

Make sure the information
you enter is about the
military member you are
assisting.

You must complete the fields
marked with a red asterisk

(")

Instructions on how to submit
supporting military
documentation are available
on the Confirmation screen.

Select Next.
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Qualifying Events

Personal Employment

W _ W o N o  Certification
Information nbarmation Questions
You are currently on Step 5 Qualitying Events
Indicatas Required Field
Add Event
Enter a qualifying svent. H you are requesting PFL benefits for multiple events, enter sach event separately. You o

Event Details

Adgitional

*What is your qualifying event?

Il “Other* please specify:

"Event Start Date:

“Event End Date:

Provide the following information related ta the qualifying event.

Previous

*Hame or Organization:

Address Line 1:

Address Line 2:

City:

State:

ZIP Code:

*Phone Number:

Email Address:

*Describe your qualifying event:

Cancel

| ‘ Save as Draft

e Quadifying
Events

add up to eight events.

hildcare for the military rmember's child

& military member's parent

& | Declaration

Mext

Complete the following
sections:

e Add Event
e Event Details

Make sure you enter
information about the
qualifying event you attend.

If requesting military assist
benefits for multiple events:

« Enter each event
separately.

* You can add up to eight
events.

 Instructions to add
additional events are
located on the next page.

You must complete the fields
marked with a red asterisk

(").

Select Next to continue.

91



List of Qualifying Events

Perzonal Employment Additional
Information Information Questions

You are currently on Step 5 Qualifying Events

*Indicates Required Field

Your Events

Select Add to enter another gualifying event. If you are finished adding events, select Next to continue.

Qualifying Event Name or Organization Event Start Date
Provide/arrange care for the military member's parent Mather Jones MM-DD-YYYY
Previous Cancel I | Add | | Save 3z Draft

To add more than one event:

Select Add and enter the event information.

Select Next once all events have been added.

Event End Date

MM-DD-YYYY

.I' =
& Certification E::n';:r'"g & Declaration

Action

Delete

Mext
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-~ Employment
EDD e elopmcm
Bl Department lmcln

7 5D Home Inbax Mew Claim Draft Profile History
51ale of California y

Benefit Payment Options

Personal Employment Additional L Qualifying .
4 . v . 0 . « Certification v o Declaration
Information Information Questions Events

You are currently on Step 6 Declaration

*Indicates Required Field

Select Your Option

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

() Debit Card

O Mailed Checks
-.-c reviewed the Debit Card Fees and Disclosures.

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

*Select your payment option: D Direct Deposit ‘

On the Benefit Payment Options screen, choose your benefit payment
option.

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



EnterYour Banking Information

[First Namss
S TORMY

Lecst Name
WLATHER

Aeuting amd Accourt Number Sample

ﬂ SAMPLL

"You meist resd and agree to the fellowing documents

Rrating ot [T
Himits Hunbar i
"Routing Mumber
Rouming niumber
"Bzoourt Nursher
Aecaunt number must be B-17 digita
w Show
“Confirm Accownt Number
& Show
“Agcount Type
Checking
Erangs
Before You Submit
fyour Bank docs st scoogn drec depot, you wi
rve banefit payments on a prepaud debit card

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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Digital Signature

Read the following information and chec

e i check inthe boxis a digital signature executed by vou and is the legally binding equivalent to a traditional handwritten signature,

my signature on this Military Assist Certification and claim statement, I:
» Claim Paid Family Leave benefits and certify that, throughout the period covered by this claim, | was assisting a military member during a qualifying event.
# Authorize the EDD to release my personal information as shown on this claim to the military member | am assisting.

to disclose all facts concerning my employment that are within their knowledge to the EDD.
= of information as stated in the Information Collection and Access section on the Claim for Paid Family Leave (PFL) Benefits (DE 2501F).
of benefits iz a violation of Californiz law punishable by

* Authorize my employerd

» Authorize the release and u
* Understand that willfully making a false statement or concealing a material fact in order to obtain payment

imprisonment or fine or both.

» Declare under penalty of perjury that the foregoing statement, including any accompanying statements or documents, is to the best of my knowledge and belief true, comrect,
and complete.

# Agree that photocopies of this authorization shall be as valid as the ariginal.

s Understand that authorizations contained in this claim statement are granted for 3 period of 15 years from the date of my signature or the effective date of the claim,

whichever is later.

Cancel | | Save as Draft Submit

Next, select the box to acknowledge your digital signature.

Select Submit to continue.
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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:

() Froma 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.



Confirmation

‘You have successfully submitted your PFL claim. Allow two weeks for it to be processed. If you have any questions, call 1-877-238-4373,

Claim Information

Claimant Name: John Doe Soci i umber: XXX -XX-XXXX
Requested Claim Start Date: 11-07-2021 Receipt Number: R100001000032163

Important Next Steps

Failure to submit your supporting document will result in disqualification, and you will not receive payment. You must send it within 10 business days electronically or by mail.

Send Electronically send by Mail
You can attach your supporting document now or at a later date by following these Mail a photocopy of your supporting document to:
instructions:

EDD - Paid Family Leave
1. Select New Claim from the main menu. PO Box 997017
2. Select the corresponding attachment link. Sacramento, CA95799-T017

Do not mail the original document. Include your 9-digit Social Security number, receipt
number, and requested claim start date on each page.

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

Save the Receipt Number. You need this number to upload your supporting

documentation to the correct online claim.

The Confirmation screen also gives you instructions on how to upload your
documentation to your military assist claim.
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Important Next Steps

Failure to submit your supporting document will result in disqualification, and you will not receive payment. You must send it within 10 business days electronically or by mail.

send Electronically

You :al attach vour supporting document now :-Iate later date by following these

instructions:

. 5e
e

1 ect Mew Claim from the main menu,
2. Sele

ct the corresponding attachment link.

send by Mail

Mail a photocopy of your supporting document to:

EDD - Paid Family Leave
PO Box 997017
Sacramento, CAS5799-T017

Do not mail the original document. Include your 9-digit Social Security number, receipt
number, and requested claim start date on each page.

To complete your military assist claim, you must send us your supporting military
documentation and documentation of the qualifying event within 10 days.

To submit your documentation online:

To submit your documentation by mail:

Select attach your supporting document now.
Use the Submit Supporting Military Assist Claim Documents section of this

tutorial for instructions.

Send copies of your supporting military documentation and documentation of
the qualifying event to the address on the screen.

Do not mail the original documents. Include your nine-digit Social Security
number, Receipt Number, and the date you want your claim to start on each

page.
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o~ N\ Employment
ED Development
Department

S = T

State of California

Submit Supporting Military Assist
Claim Documents

Learn more about how to submit supporting
documents to complete your claim for military assist
benefits.

Get Started

2]



Employment
EDD Development

Department . . .
State of California 5Dl Home Inbox Draft Profile History
Home

@ Message Center

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

Inbox [ New: 0, Total: 0]

Personal Information

Full Name: John Doe EDD Customer Account Number: 123456789

Mailing Address: 916-555-1212

123 Main St Phone Number:
Sacramento, CA 95814

Residence Address: 123 Main St Cell Phone Number: 916-555-1213
Sacramento, CA 95814

E-mail Address: .
Jdoe@gmail.com

Current Disability Insurance Claim(s)

To upload the military documentation and documentation of the qualifying
event we need for your online claim:

 Return to your homepage.

« Select New Claim from the main menu.

You must send us these documents within 10 days from the date you filed your

claim. 100




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) or & Claim for Paid Family Leave
(DE 25301F), do not submit a duplicate form. It may take up to 14 days for vour Initial Claim form to be reviewed and processed. Submitting duplicate forms may delay the processing of vour
claim.

Maote: |t 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 Leave Bonding

Submit Electronic Paid Family Leave Bonding Attachment
Paid Family Leave Care

Submit Electronic Paid Family Leave Care Attachment
Paid Family Leave Military Assist

Submit Electronic Paid Family Leave Military Assist Attachment I

Saved Drafts

To open and complete a form that vou 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.

Select Submit Electronic Paid Family Leave Military Assist Attachment
under Apply for Paid Family Leave Benefits.
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EpD_5:':"*:5';';'}':'.",' - e ~ ey w ey tision
Form Attachment

Select a Claim

Date Submitted Receipt Number Action

Form Name

- +(DE 2501F MM-DD-YYYY

Make sure the Receipt Number on the screen matches the number you got
when you filed the online portion of the claim.

If it matches, choose Select from the Action column to attach a document to
your claim.
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Attach File

Claim Information

Social Security Number: XXX -XX-XXXX

Reu‘ipl Humber:

Current Attachments
Its Found

Select a File

Select Browse to attach a file to your

* Files must be less than SMB
= Allowed file types: PDF, JPG, JPEG, TIF or TIFF

R100001000032163

*Choose a

file:

Requested Claim Start Date:

I *Attach another document?

Lance

MM-DD-YYYY

To upload a
document,
save the
document to
your
computer or
phone as a
PDF, JPG,
JPEG, TIF,
or TIFF file.
All file sizes
must be
5MB or less.

Select Browse to upload a document from your computer or phone.

To upload another document, select Yes to “Attach another document?” and
then select Submit. This sends you back to the Attachment screen to continue

uploading documents.

When you are done uploading your documents, select No to “Attach another

document?” and then select Submit.
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Attachment Confirmation

Your file has been uploaded and attached io

Claim Information

Social Security Number; X XX-XX-XXXX Requested Claim Start Date: ~ MM-DD-YYYY
Receipt Number: R100001000032163
Attachments
File Name Date Submitted
covered active duty orders - provide care JPG MM-DD-YYYY

The Attachment Confirmation screen confirms the attachment was submitted.
Save the Receipt Number for future reference.

Your military assist claim is complete when you send us the supporting military
documentation and documentation of the qualifying event. Allow at least 14
days for the claim to process.
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o~ N Employment
ED Development
Department
e

State of California

Complete Paper Claim Forms

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

Get Started
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How to file a PFL claim

1.

Get the
Paper
Application
DE 2501F

2.

Pick a Claim

3.

T Submit
. Ca):'ge Supporting
- Bonding Documents
« Military
Assist

If you already applied online,
processing.

do not send a paper claim form. It can delay claim
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Get the Claim for Paid Family Leave (PFL)

Benefits (DE 2501F)

 Order a form online to have it mailed to you.
« Visit an SDI Office.

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

 Get the form from your licensed health
professional or employer.

It may take up to 10 days to get 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.

IIIIIIIIIIII:.IIIIIIIIIIIIIIIIIIIv:'\‘!:‘lﬁ
j:lj.lllllIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII

JIIIIIIIIIIIIIIIIIIILI_I_IIIIII_IJIIIIIII
ll ||||l_||||||||||

SAMPLE
Claim for Paid Family
Leave (PFL) Benefits
(DE 2501F)
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https://forms.edd.ca.gov/forms
https://edd.ca.gov/en/Office_Locator/

Complete and review your portion of the DE

2501F form

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 (08



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.

\_ AN /
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Claim for Paid Family Leave (PFL) Benefits (DE 2501F) -

Page 1

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

SAMPLE, this page for reference only

= pa Application for
E_DD, Paid Family Leave Benefits

it ©f Claim n i
¥ Nusnbecr 2. Your dale of birth | | A Language you prefer bo me M i, . Bree

|0||J||J|0|0|0|0|0fJ |H|H|D|D|Y|¥|Y|Y| Roeww Oowew Oowe [ [[T]TTTTTTT]

ender |denfity

(S]alm|p|1[°[ [TT] ] . .C[1[= imlalnfe] [ [[TTTTTT] HE‘““' R
o] um chow ]
1|2|3.'l|5|5|7'319|0|||||| T I I T 7T

Sarvic PRIl Gl applicable

1|2|3||A|n|v|S|l:||a|¢|tl||ﬁ|||||||||||.||||||
R|n|Y|t|c|w|n| [TTTT [ caMa23fals] [TT W TTTTTTTTTI
R| o[a |d| |u|n|na|r| Plalsftlr(ilelal .6|4|?| Alrimlilsltlilcle] Wlaly] |
clafefyafafm/e] TTTTT T McaMi23/als] [ [T Msisis W22l

Al nl':. ....-.l. r.. | m~

|H|!|D|D|Y|Y|Y|Y |H|H|D|D|Y|Y|¥|‘-’i|M|H|D|D|¥|Y|Y| - i e s [ e
a18. Why did yeu or willl you redwce your work hours or slep working? ]
) |P| [a]t[xly] Jclnlel€] [T [ 1111
TTTTTTTTTT] Foeee™ Mo Do |
[ at7. Farnily Member's Legal Masme | Firsi siame i Last mame 1 the person yeu ave eanng for or bondng wall, cr yous My sy memb |
(clolo[k[ife] [ TTT T[T M MMclifa[ilm[afle]l [TT[[TTTITTTTT]
|||||| [TTTTTTTTT]

19. Is amy oiher ml member ready, willing, and able and mvailable (s AZ0. Have ar do pou plam o claim worken’ compemsafion beneiits for any
pro -u r ihe same period you are claiming PFL Hc' filsd ,.\-u-.-. .'Im prr-u:u-.—-r] ey s chaimef
i o o

Il vour sgnabure is mae by mark (L)l mest be aliesled by wo wilnesses wilh iheir addneises
T Wit 3 ru ol Adkdrum Witriema Signat e Addrune

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

110



Claim for Paid Family Leave (PFL) Benefits (DE 2501F) -

Page 2

Part B - Bonding Certification:

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

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.

SAMPLE, this page for reference only

DIOIOIulnlolclnlu [ B | ]

II;.\ Il I"| 1|c ( Id 5 al Security Number Bis. Child's dake of birth

CIllaI falalalel T T [TTI[TI1 | I | [ [ J[2[2]o[2]2]0[2]4
8. Legal Name oi C|
ICIaIaIkIIeIIII||||IEIC|1|aIImIa|nIt||||||||||||||||

5. Address where the child liv different

o
B0 Az eviden icnshi of the iollowing and allach a copy of the oo
iD= nak ..ndui-iu rret. |t will it b retas
IE Child's birth cerfificabe D ndependent adaption placement agresment, AD-924

|:||> claralion of paternity, £5.504 DUHH
Du splive placement agreement, AD-907
ure. oy

Part C — Statement of Family Member Mekay be: completad by clalmant if the Emily member recatving
IMust be signed by the Gmiy member receiving Gre or their
ne Mumber of Family Member Receiving C.

2. Phane Mum
[[4. Legal Name of Family Member Receiving Care | Arasame M1 Last Name |

Cé. Conflrmallon of medical disclosure authorization.
authorize my Physician/pr: actitioner i disclose my current personal health information i my care provic ic an ithc Hlllur
t DO | further understand that copies of my sig 1|.chl =low are

dby [ ney Gutach ¢ 1 ortder fattach copyh
[
-.uh-armi Eepresentative’s signature (Do Mot Fring Dale Signed

DE 2501F Rev. 7 (1-25) (INTERNET) Page B of 11
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Claim for Paid Family Leave (PFL) Benefits (DE 2501F)
Page 3

Part D - Physician/Practitioner’s
Certification:

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

Mudical cerdfications must be completed by a loensed Physiclan of Fracitioner
aurhonzed eo canify w0 2 pasants dlsabnrn o sario h condieion pursuant
o Califormia Unemploymen: Insurance Code Secelon 2708,

Instructions for completing this form:
Complete the information in the spaces provided in UPPER CASE using black ink. Do not us
If handwritten, print each letter or number in a separate box. Ignore the boxes provide

Part D — Physician/Practitioner's Certification (Do not complete this part if you are honcingorpamclpalng in a qualifying event}

1. PFL claimank’s (care provider's) D2. PFL claimant's name

Social Security Number

Dz, Patient's date of hirth

[ 5. Patient's Name | First same

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

First Name Ml Lact Name

D4, Does your patient require care by the daimant?
o isklp b 015) s

07. Primary 1CD Code D8, Secondary ICD Codes 0. Dale when the patient’s condition starled
HEDEEEEREEEDOEEEE EEEOEE LT
0. First dale patient needed 011 Date you expect patiend io recover 2. Dake you estimate patient will no longer need care
care by the claimant

NEVER PERMANENT

D13 Appraximately haw mamy latal hours per day wil the patient need the clamant for carel

5l AEEEEEEEEEEEEEEEEEEEEENEEEENEEENEEEE
| BN BN

| 014 Would disclosure of Ehis cerfificale to your patient be medically or psychologically defrimental? ... —.cme

[ Physician Practiioner's license numb 14 Skale or Coundry Physician/Prac u|ﬁ<.ncr is licensed

[ 17, PhysicianPraciitioner's Name | fist am ast Mame |

D13, Physician/Practifioner’s Address (ot Offiee Bza s not secptable o fhe sbe sddres)

TTTTT] ||||||||'||||||||||IIIIIIII||

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

I||||||||||I]:l||I|I|||l||||||||||

Type af Physician Praclifioner |

I|T||||||||||||||I||||||||||||||||I|

w21, Physician Practilioner’s cerlification and signature: | cerlify under penalty of perjury that this patient has a serious health condition and requires a care provider.
| e periormed a physical examinaion n andor ireated the pafienl. | am aulhorized |o ceriify a patient disabiliy or serivus heallh condition parssanl iz Califursia
Unemplayment Insurance Code Section 270%

City

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

al wha, w

DE 2501F Rev. 7 (1-25) (INTERNET) Page B of 11
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Claim for Paid Family Leave (PFL) Benefits (DE 2501F) -

Page 4

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

- Aifeatio cenplested b
B Toaar Searial Security Numher ‘ || Your Legal Nam
Tt M LM

||. ame ai miklary member o o
ke 1

Memibeer s

owered active duly ar imgending call bs cow
. WliB Ly Mo

wred o

‘ . D el DI ~miale

IEENNENNNARENEREREREN

Miktary Member'c Mading Addrea

FI. Selec ane of rcficated docu r impe I
wclive duly ua
[ o O conns
O vocumes ey ol bry Ehe e [ Loabrr P
i1 The qualify i
] o [ Frovien -
O asie i [m o
[ usict mititary smems O wtene ms
E Repr il - D Addreo i e 1,
O other: |
FI2. Written documentstion mqur
Ow O% [y
nd S
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Claim for Paid Family Leave (PFL) Benefits (DE 2501F) -

Page 5

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
L ress, anc

i a third parey

Please submit supporting documentation, if applicable.
Artach nal shesat If more space ks required.

Your Legal Name | F M Last Name

Your So ¥ Numbr sk Name

ame of individual with whom chimant is meeling:

Phone Number (provide araa ar couniry cod

Fax Number {provide area or country codalr

Email Address

Maifing Address

Cily Stabe/Prov. Zip or Postal Code Country (if nok LL5.A.

Describe nature of meeting, indude dates, if known:

DE 2501F Rev. 7 (1-25) (INTERNET) Fage 11of 11
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Mail in your completed claim form

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

=)

— 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

e English Home  Benefits Login ~ Employer Login

Visit the State Disability

Insurance website for
additional resources and
iInformation.

The EDD is an equal opportunity employer/program. Auxiliary aids and
services are available upon request to individuals with disabilities.
Requests for services, aids, and alternate formats need to be made by
calling 1-866-490-8879 (voice), or through the California Relay Service at
711.
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https://edd.ca.gov/en/disability/
https://edd.ca.gov/en/disability/
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