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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?

s B
| Create Account |
. S

Log in to myEDD to access SDI
question, or verification option:

1. Visit myEDD.

Online, update your email, password, security

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.

‘ P4 Send Email ‘

Contact EDD Conditions of Use Privacy Policy Accessibility

Copyright © 2023 State of California

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

Select Send Email.

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

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

in 5 minutes.

*Required Field

*Verification Code

—

Didn't get the email?
Check your spam folder Br resend the email.

Accessibility
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Hello,

Do not reply to this auto-generated mess:

Thank you,
Employment Development Department
State of California

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

age.

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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p— N . e Select Log
EDDNey:t o . Out in the top

myEDD Home My Profile Log Out
right corner of

any screen to
myEDD Home exit your

account.
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Select your EDD service.

Unemployment Disability and Paid Family Benefit Overpayments

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

or manage your disability claim.

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

IInbox[New:O,Total:O] I

Personal Information

Full Name:

Mailing Address:

Residence Address:

E-mail Address:

SDI Home New Claim

Jane Doe

123 Main St
Sacramento, CA 95814

123 Main St
Sacramento, CA 95814

Jdoe@gmail.com

Current Disability Insurance Claim(s)

Draft

EDD Customer Account Number:

Phone Number:

Cell Phone Number:

Profile

123456789

916-555-1212

916-555-1213

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 Due Date Type Viewed Claimant Name Date of Birth Action

2501FP Paid Family Leave New Mother 07-01-2021 None Notification Yes JANE DOE 01-25-1989 Delete

07-01-2021 None Notification Yes JANE DOE 01-25-1999 Delete

Back to Top Contact EDD Conditions of Use Privacy Policy A Home Log Out

Employment

EDD Development
F Department

On the Message e
Center screen, select Inbox

DE 2501FP Paid essage

Family Leave New

Mother to access the
message Message:

I LinktoForm:  2501FP Paid Family Leave New Mother I ClaimID:  DI-2000-000-022

Next, on the Inbox
screen, select DE
- - mportant Information for Disability Insurance (DI) Claimants (DE 2515P)
2 50 1 F P P d F I tant Inf ation for Paid Family Leave (PFL) Claimants (DE 2515PF)
al amily Ecplanationof Notice of Computation (OF 42501)

Leave New Mother to
a C C e S S t h e fo r m . Back to Top Contact EDD Conditions of Use Privacy Policy Accessibility

Supporting Documentation

10



‘Forms Avallable to Submit Online

Claim Information
Jane Doe ClaimiDp:  DI-1000-XXX-XXX

Claimant Name:

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
25004 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



4
(4640\!' & Home Log Out

Emplnymont
EDD artmen
Department

State of California SDI Home Inbox New Claim Draft Profile History

Prescreening Questions

“Indicates Required Field

Prescreening Questions

*Are you a mother bonding with your newborn? O Yes O No

*Did you receive California State Disability Insurance benefits for your pregnancy with Oves ONe
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 resultin 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 ma:

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

FRA) 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

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

Phone Number Link

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

Frequently Asked Questions Link
https:

v.edd.ca.gov/Disability/FAQs.htmi#pfl

Contact EDD Conditions of Use

Back to Top 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

Beadtbe 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-

written fignatures
'|:| | hare 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

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

| = |

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

Ifyour 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 6 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.

» Select Next to continue.

this form after your final disability payment is issued.

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

15



DI Claim Information

oDICIaimInformatinn 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.

« 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:

Section 4 - Paid Family Leave Claim Information

od between Disability Insurance and Paid Family Leave

*Last Day Worked:

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

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?

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:

*Do you have more than one employer? -

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

Previous Cancel

° Claim Information 4 Declaration

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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Declaration

«" Initial Questions " DI Claim Information « Claim Information

You are currently on Step 4 Declaration

*Indicates Required Field

Section 6 - Payment Choice

If you are eligible to receive benefits, you have two options to receive your benefit payments: by debit card, through Money Network, or by check, which is mailed to you from the
Employment Development Department. You do not have to accept the debit card. Select your preferred payment method below.

*Preferred Payment Method: (®) EDD Debit Card

() Check
Disclosures Agreement:
H nowledge that | have reviewed the EDD Debit Card Fee Disclosures.

Complete Section 6 - Payment Choice by selecting how you want to get
benefit payments from the options listed.

Select the | acknowledge box to confirm you have reviewed the disclosures.

18



Section 7 - 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-

jffen signatures,

y my electronic signature on 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 discloss 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
statements, is to the best of my knowledge and belief trus, correct, and complete. | agree that photocopies of this authorization shall be as valid as the original, and | understand
that authorizations contained in this claim statement are granted for a pericd of fifteen years from the date of my electronic signature or the effective date of the claim, whichever

iz later,

Previous | | Cancel | Save as Draft

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.

19
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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:
(O 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 None of these.

Back to Top Contact EDD Conditions of Use Privacy Policy Accessibility

Complete the survey and select Submit.

20
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Confirmation

Print this page for your records. If a printeris unavailable at this time, record the Form Receipt Number below. The Form Receipt Number is required to retrieve a copy of the Claim for Faid
Family Leave (PFL) - New Mother (DE 2501FFP) application. You will not be able te 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.

21
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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

22
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Espariol

For Spanish, select
Espanol.

Welcome to myEDD

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

overpayment services.

LogIn

Email

Password
@ Show

Forgot password?

‘ Copyright © 2023 State of California

Don't have an account?

' N\
‘ Create Account |
. S

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.

23
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Verify Your Identity

To protect your account, we will email

you a verification code.

| |

Contact EDD Conditions of Use Privacy Policy Accessibility

Copyright © 2023 State of California

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

Select Send Email.

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

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

in 5 minutes.

*Required Field

*Verification Code

—

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

Contact EDD Conditions of Use Privacy Policy Accessibility

Copyright © 2023 State of California

M Gmail
Compose
Inbox

arre

vvvvv

myEDD Verification Code

California Employment Development Department

Do not reply to this auto-generated mes:

Thank you,
Employment Development Department
State of California

nnnnn

sage.

@ ing verification code in myEDD. This code will expire in 5 minutes.

August 26,2022, 3:26PM  Y¥

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.

25




@0 EDD x4

c O B = https://edd.ca.gov

E@Ne):t

Espaiol

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 é (<]

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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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:

Mailing Address: 123 Main St Phone Number:

Sacramento, CA 95814

123 Main St

Residence Address: Cell Phone Number:

Sacramento, CA 95814

E-mail Address: Jdoe@gmail.com

Current Disability Insurance Claim(s)

Profile

123456789

916-555-1212

916-555-1213

History

Select New Claim from the main menu.

27



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 your Initial Claim form to be reviewed and processed. Submitting duplicate forms may delay the processing of your
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 l
- 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 a limited number of days and will be automatically deleted on the date indicated. To delete
a draftimmediately, 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

28
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Prescreening Questions

* Indicates Required Field

Prescreening Questions

* Are you a mother bonding with your newborn? .i:j. Yes .i::. Mo

* Did you receive California State Disability Insurance benefits for your pregnancy with (:) Yeg .::j. Mo
this newborn?

I Cancel I I MNext

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.

29



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 enline 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-907

Yol

BE

Yol

reg

After You Have Filed Your Application
WHEN YOUR CLAIM |5 RECEIVED

When you have successf ansmitted a

meet all eli

SPECIAL CIRCUMSTANCES 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 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.

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 Reguired Field

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

Please read these instructions and information before completing the electronic Claim for Paid Family Leave (PFL) Benefits (|

The Paid Family Leave (FFL)

member, to bond with a ne

)1F). Do not complete this claim form if

are insured b_v

y Plan maintained by er. [Ask your employer for the proper forms.)

ur empl

ogram provides affordable, waorker-funded benefits to eligible workers suffering a full or partial |

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 2 serio

Th
Py

di
ht]

E(

(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
Care application.
1. Select New Claim.
2. Choose Paid Family Leave Care.
Al INELIGIBILITY:
prll  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 PFLrate.
+ 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
ord for more information.)
con
YOU| 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 is important that you complete and return all information requests, as there are some instances when an overpayment can be waived. If itis
contfl 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 £0 100 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. 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
receiving benefits and/or services and may initiate criminal prosecution against me.

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 ; i _  Qualifying i i
: 2 X 3 . 4  Certification 5 6 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 Number: 123456789

FullName: John Doe Other Names (if any, under which you

have worked):

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

Mailing Address: 123 Main St
Sacramento, CA 95814
United States

Phone Number: 91g6-555-1213

Preferred Language: English

| 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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*Are you a state

If “Yes* indicate bargaining unit number:

*May we disclose benefit payment information to your employer(s)?
*Do you have more than one employer?

*Reason for reducing work hours or stopping work:

other Reason:

Employer Information

Enter your current or most recent employer information.

Note: An incarrec er name or sddress can delay benefit payments.

*Name of Employer:

“Address Line 1:

Address Line 2:

“City:

*State:

Employer Phone Number:

O ves
O ves

() Partici
() Other

®vus

O o
O o

pating in 3 qualifying event

() International

Ext:

Select Next to continue.

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 (*).
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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 5t
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: nt
« Personal Information v (s WH:IE 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? (D ves () 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? () ves () 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 "Othertype of pay": | o_j. ™~

*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 (O Yes () MNo
portion of the period covered by this claim?

Cancel | | Save as Draft | Mext

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

Employment N 5 q q g q
v ploy! . + Additional Questions ° Bonding Certification 5 Declaration
Information

You are currently on Step 4 Bonding Certification

+" Personal Information

* Indicates Required Field

Section 3 - Personal Information

* Child relationship: Select
If you select foster care, adoption or guardianship, please provide the date of MMDDYYYY)
placement:

Section 4 - Child's Legal Name and Information
Child’s Social Security Number (if available):

Do not enter dashes)

* Child's First Name:

Middle Initial:
* Last Name:
Suffix:
* Date of Birth: (MMDDYYYY)
* Child's Gender:  (7) Male (O) Female

* Is child's residence address different from your residence address? (:. Yes C} No

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 bonding 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.

—EEZD -

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.
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Declaration

« Personal Information « Employment Information " Additional Questions « Bonding Certification e Declaration

You are currently on Step 5 Declaration

*Indicates Required Field

Section 8 - Payment Choice

If you are eligible to receive benefits, you have two options to receive your benefit payments: by debit card, through Money Network, or by check, which is mailed to you from the
Employment Development Department. You do not have to accept the debit card. Select your preferred payment method below.

*Preferred Payment Method: (®) EDD Debit Card

() Check

Disclosures Agreement: EDD Debit Card Fee Disclosures, DE 5617PD {(PDF)
. knowledge that | have reviewed the EDD Debit Card Fee Disclosures.

Complete Section 8 - Payment Choice to select how you want to get benefit
payments from the options listed.

Select the | acknowledge box to confirm you have reviewed the disclosures.
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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

pignatures.

my signature on this bonding certification, | authorize the medical provider, adoption agency, adoption party(ies), or foster care placement agency to disclose to the
eyrment Development Department all facts concerning the birth, adoption, or foster care placement of the above-named child. | 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 or decuments, is te the best of my knowledge and belief true, correct, and complete. | agree that

ion shall be as valid as tl

phat
from the date of m

copies of this authon . and | understand that authorizations contained in this claim statement are granted for a period of fifteen years

B

2 or the effective date of the claim, whichever

.Zgﬁn:

ny electronic signature on this claim statement, | (1) claim Paid Family Leave benefits and certify that throughout the period covered by this claim | was bonding with the
hding 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 Importan Family Leawve Pr n 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 photocopies of this authorization shall be as valid as the original, and | understand
ars from the date of my electronic signature or the effective date of the claim, whichever is

-

that authorizations contained in this claim statement are granted for a period of fifteen y

later.

7 f = 1 I >
Previous Cancel Save as Draft | Submit

Back to Top tact EDD Conditi

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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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 afriend or family member.

Q From an 5DI Online Notification.

(O From my employer.

(O 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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Confirmation

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.

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 orif you have any

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

Confirmation Information

Claimant Name: John Doe Social Security Number: X XX-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 recaived by the

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

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

documentation to the correct online claim.

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

upload the other documentation for your bonding claim.

Your claim is not complete. The Confirmation screen provides instructions to
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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 CA95799-7017

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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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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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: j5hn 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)

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 2301F), 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 Bondin

Submit Electronic Paid Family Leave Bonding Attachment I

e m iy
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 delste
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.
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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.
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Attachment

*Indicates Required Field

Identifying Information for Previously Submitted Paid Family Leave Initial Bonding Claim

Your Social Security Number: KHH-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.

* Filesize: less than SMB
* File type: PDF,JPG, JPEG, TIF or TIFF

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

I *Do you want to attach more documents? () 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.
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Attachment

*Indicates Required Field

Identifying Information for Previously Submitted Paid Family Leave Initial Bonding Claim

Your Social Security Number: KOEXX-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.

* Filesize: less than 5MB
* File type: PDFJPG, JPEG, TIF or TIFF

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

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

Back to Top 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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EEDN@H

Espanol

Welcome to myEDD

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

|
-

e
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?

s Y
| Create Account |
\ 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

Espaiiol

Verify Your Identity preferred
To protect your account, we will email ve rl_flca_tlo n
you a verification code. (0] pth nis text or

voice.
| |

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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Contact EDD Conditions of Use

Copyright © 2023 State of California

Espaiiol
Enter Verification Code

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

*Required Field

*Verification Code

Privacy Policy

‘

Didn't get the email?

Check your spam foldfr or resend the email.

Accessibility

myEDD Verification Code | inbox

California Employment Development Department
tome

Hello,

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

Do not reply to this auto-generated message.

Thank you,
Employment Development Department
State of California

@ &
> =& C
& 2
August 26,2022, 326PM T 4§ ©

tes.

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.

ContactEDD  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

A e (<

myEDD Home My Profile Log Out

Benefit Overpayments

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

Benefit Overpayment Services

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

From the myEDD homepage, select SDI Online.
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SDI 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 EDD Customer Account 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

Phone Number:

Profile History

123456789
916-555-1212

916-555-1213

Cnly 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 your Initial Claim form to be reviewed and processed. Submitting duplicate forms may delay
claim.

he processing of your

Mote: [t may be necessary to send some documents via US Pastal Service.
Apply for Disability Insurance Benefits
Disability Insurance

Apply for Paid Family Leave Benefits

Paid Family Leave Bonding
e amiisishianssian =ave Bonding Attachment

Paid Family Leave Care

all ©3ve Care Attachment
Paid Family Leave Military Assist
Submit Electronic Paid Famil

v 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.

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.

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

days for your claim to be reviewed and processed.
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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 — . 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 personal information has changed, select Save as Draft. To update your personal information before completing this form, select Profile.

‘ Previous ‘ ‘ Cancel ‘ ‘ Save as Draft ‘ ‘

MNext

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 L . o
" Personal Information ° ! fp yt' 3 Additional Questions 4 Care Certification
nformation

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)]? () Yes (O No
* Do you have more thanone employer?  (J)ves () 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: CA j
*ZIP Code:

Employer Phone Number: Ext:

(No dashes or spaces)

D Check here if the phone number is international

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

Employment
" Personal Information vy DW_ o.ﬂdditinnalquestions 4  Care Certification 5 Declaration
Information

You are currently on Step 2 Additional Questions

*Indicates Reguired Field

Section 3 - Additional Questions

N .
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 weeksnow?  (O)ves () No

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? () ves (O Mo

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
[] 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 O ves (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 (;\ Yes (:) Mo
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

Employment
Information

" Additional Questions o Care Certification 5  Declaration

« Personal Information

You are currently on Step 4 Care Certification

Indicates Required Field

Section 4 - Care Recipient's Information

You must submit a signed "Care Recipient Authorization of Disclosure of Personal Health Information” form and a signed "Statement of Care Recipient™ form. Details on how to submit
these forms will be provided on the confirmation page.

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.

* First Name:
Middle Initial:

*Last Name:

Suffix:
* Gender: ) Male () Female
* Date of Birth:
* Is any other family member ready, willing, and able and available to provide care for O Yes

the same period you are claiming Paid Family Leave benefits?

* Person you are caring for is your: Select |

Other Relationship:

Residence Address

* Address Line 1
Address Line 2:
* City:

* State: A v
* ZIP Code:

Phone Number: No dashe Ext:

["] Check here if the phone number is international

Save as Draft

Previous Cancel

I Next I

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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Stafe of California SDIHome Inbox New Claim Draft Profile History
« Personal Information " Employment Information « Additional Questions & Care Certification e Declaration

You are currently on Step 5 Declaration

*Indicates Required Field

Section 5 - Payment Choice

If you are eligible to receive benefits, you have two options to receive your benefit payments: by debit card, through Money Network, or by check, which is mailed to you from the
Employment Development Department. You do not have to accept the debit card. Select your preferred payment method below.

*Preferred Payment Method: (@ EDD Debit Card

(O Check

Disclosures Agreement: EDD Debit Card Fee Disclosures, DE 5617PD (PDF)

gcknowledge that | have reviewed the EDD Debit Card Fee Disclosures.

Complete Section 5 - Payment Choice to select how you want to get benefit
payments from the options listed.

Select the | acknowledge box to confirm you have reviewed the disclosures.



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 zignatures.

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

wel recipient named above; (2) authorize EDD to release my personal information as shown on this claim to the care recipient and to the care recipient’s treating
physician/practitioner as they are listed on this claim; (3) authorize my employer(s) to disclose to EDD all facts concerning my employment that are within their knowledge; and (4)
authorize release and use of information as stated in the EDD “Information Collection and Access™ section of the Important Paid Family Leave Program Information page. |
understand that willfully making a false statement or concealing a material fact in order to obtain payment of benefits is a violation of California law punishable by imprisonment
or fine or both. | declare under penalty of perjury that the foregoing statement, including any accompanying statements, is to the best of my knowledge and belief true, correct,

and complete. | agree that photecopies of this authorization shall be valid as the original, and | understand that authorizations contained in this claim statement are granted fora

pericd of fifteen years from the date of my electronic signature or the effective date of the claim, whichever is later,

| 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).

63



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:

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

() From a friend or family member.

From an SDI Online Motification.
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: Jane Doe Social Security Number: XXX-XX-XXXX
Date you requested to have your Paid 08-01-2018 I Receipt Number: R100000000033448 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.

A paper "Physician/Practitioner's Certification for Care Recipient” and "Care Recipient Authorization for Disclosure of Personal Health Information” is available to print from
http://www.edd.ca.gov/pdf_pub_ctr/de2501fc.pdf. Follow the instructions below to submit the completed form electronically or through the mail.

Electronically Mail
You may attach your electronic Physician/Practitioner's Certification for Care You may mail your "Physician/Practitioner's Certification for Care Recipient” and "Care
Recipient and Care Recipient Authorization for Disclosure of Personal Health Recipient Authorization for Disclosure of Personal Health Information™.
Information
http://www.edd.ca.gov/pdf_pub_ctr/de2501fc.pdf Mail your document to:
EDD - Paid Family Leave

You may also submit it at a later time by following these navigation instructions: PO BOX 997017
1. Select New Claim SACRAMENTO CA 95799-7017
2. Choose Submit Electronic Paid Family Leave Care Attachment.

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.



A paper "Physician/Practitioner's Certification for Care Recipient” and "Care Recipient Authorization for Disclosure of Personal Health Information" is available to print from
http://www.edd.ca.gov/pdf_pub_ctr/de2501fc.pdf. Follow the instructions below to submit the completed form electronically or through the mail.

Electronically Mail
You may attach your electronic Physician/Practitioner's Certification for Care You may mail your "Physician/Practitioner's Certification for Care Recipient” and "Care
Recipient and Care Recipient Authorization for Disclosure of Personal Health Recipient Authorization for Disclosure of Personal Health Information®”.
Information
I http://www.edd.ca.gov/pdf_pub_ctr/de2501fc.pdf I Mail your document to:
EDD - Paid Family Leave

You may also submit it at a later time by following these navigation instructions: PO BOX 997017
1. Select New Claim SACRAMENTO CA 95799-7017
2. Choose Submit Electronic Paid Family Leave Care Attachment.

On the Confirmation screen, select the link and print the Claim for Paid Family
Leave (PFL) Care Benefits (DE 2501FC) form. It is your responsibility to make
sure this form is completed and signed by all parties and sent to us within 10
days.

« To send the DE 2501FC online, save it to your computer as a PDF, JPG,
JPEG, TIF, or TIFF file.

« Or you can mail it to the address on the screen.

You can print the DE 2501FC in English and Spanish from Paid Family Leave Forms
and Publications.
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tmploymeni B i . o .
EDﬁ' peveipment  C laim for Paid Family Leave Enter your receipt number here.
et estiterais  (PFL) Care Benefits [z |

PART C - INSTRUCTIONS FOR PFL CARE CLAIMS

The care recipient (the person for whom you are providing care) must do the following:
Complete and sign “Part C - Staternent of Care Recipient.” If the care recipient is
physically or mentally unable to sign, call PFL at 1-877-238-4373 for instructions.

The care recipient’s physician/practitioner must complete “Part D — Physician/
Practitioner’s Certification” either electronically in SDI Online, or by completing and
signing page 3 of Claim for Paid Family Leave (PFL) Care Benefits (DE 2501FC). If
the care recipient is under the care of an accredited religious practitioner, call PFL at
1-877-238-4373 for the proper form Practitioner’s Certification for Paid Family [eave
Benefits (DE 2502F).

The easiest way to have your claim processed is to submit the completed forms
electronically in SDI Online as an attachment. If submitting by mail, send to the following
address: Paid Family Leave, PO Box 997017, Sacramento, CA 95899-7017. If submitting
electronically, return to the Homepage of your SDI Online account. Select New Claim
from the Menu, and select Submit Electronic Paid Family Leave Care Attachment.

PART C — STATEMENT OF (MAY BE COWAPLETED BY CLAIMANT IF CARE RECIFIENT IS MENTALLY OR PHYSBCALLY UMABLE TO Da S0

(CARE RECIFIENT MLUSY BE SIGNED EY CARE RECIFIENT OR CARE RECIPIENT'S AUTHORIZHD REFRESENTATIVE.}

C1. CARE FROVIINER 558 2. RECIFIENTS DATE OF BIRTH C1. RECIPIENTS FHOME NUMEER T, RECIPIENTS GEMIDER

Owsae [

5. LEGAL NAME OF CARE RECIFIENT FIRST, MIDDLE IMITIAL, LAST)

Ch. CARE RECUFIENT 'S RESIDENCE ALNDRESS

any STATEPRON. ZIP OF POSTAL OO COUNTRY {IF MOT ULS.A)

C7. CONFIRMATION OF MEDICAL DISCLOSURE AUTHORIZATION. | authorize my physician/practitioner
to disclose my current personal-health information to my care provider and to the California Employment
Development Department (EDD). | further understand that copies of my signature below are as valid as the
onginal.

Cam Recpioar's Signatere (DG NOT FRINT)

Dats Shpmed

3. Authorired Represeniathve signing on behal! of Care red plent must comples dhe folkewing; | rapresant the care red plent in

shis maser s aushorized by || paronial righe D:wv ol asornay [=ach copyl oun arder 2aach copyl (For spouse of domessc parner, cones: EDD).
Authorired Represeniaibve’s Sigmature (DO HOT FRINT

Data Sigmed

DE 2501 FC Rewe. 5412200 Fage 1 ol 4 cu

Claim for Paid Family Leave (PFL)
Care Benefits (DE 2501FC)

Page 1 is the Statement of Care
Recipient, Part C.

To avoid delays:

1. Enter the Receipt Number of
your claim in the top right
corner.

2. Make sure you answer all
questions.

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

page.

Page 2 is left blank
intentionally and not
shown in this tutorial.
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Claim for Paid Family Leave (PFL)
Marlical Canficasons mus be Compiod by 2 [Kareod physician or racsionar auhonzed i ooty B ,
';“I\E;.‘I“’mlul'\-.l tyiserious heaith condiion pursiant s Califomia Linempioyment Inssrance Code Entter your receipt number here. Ca re B ene fl tS ( D E 2 5 O 1 F C ) , con t d

[ |

PART D_ PHYSICIAN/PRACTITIONER'S CERTIFICATION Page 3 is the Physician/Practitioner’s
7 movoay o Certification, Part D.

SECURITY WUMBER D2, PRLOLAMANT'S MAME [rest, samoue IImaL, LAST

D3, PATIENT'S DATE OF BIRTH 4. [MOES YOLUR PATIENT RECHUIRE CARE EY THE CARE PROYIDER!

Ovis  [Ouo sartoois

05, PATIENT'S MAME [1eesy, sarie P4ITLeL, LAST l 2

D6, MAGROSIE OR, IF ROT YET DETERMIMED, A DFETAILED STATEMENT OF SYMPTOMS 1 . Enter the Receipt Number Of your
claim in the top right corner.

To avoid delays:

07, PRIMARY WCI CODE D8, SECOMDWRY ICD) COHFES D5 DATE PATIENT'S COMIDNTION COMMENCED

]

2. The care recipient’s licensed
[[] PERMANENT CARE RECHIRED o e [never health prOfeSS|ona| mUSt Complete
1313 APPROKIMATELY HOW MANY TOTAL HOSLRS PER DAY WILL PATIENT REQUIRE CARE BY A CARE PROVIDERT a I I re I eva nt | n fo rm atlo n.

D311, DATE YOO ESTIMATE PATIENT WILL MO LONGER RECHUIRE CARE BY
D10 FIRST DATE CARE NEEIETN THIE CARE PROVIDER

HOURS COMMENTS
D4 WOLILDY DISCLOSURE OF THE MEDICAL INFORMATION O THIS D15 PHYSHOAMNYS D& SEATE o COUNTRY gr =9 w54 IN WHICH
CERTIFICATE BE MEDMCALLY O PSYCHOLOGICALLY DETRIMENTAL TO FRACTITIOMNER'S PHYSIOIARPRACTITIONER |5 LICENMSED TO

o HEENSE MR e 3. Get a signature from the care
7. PHYSICIAMPRACTITIONER'S NAME (1IEST, MIDDHE INITIAL LAS reC'p |ent’s ||Cen Sed h ea Ith
DTE PHYSICIANPRACTITIONER'S ADDRESS (1M0ST CHOTECT BOK 15 HOT ACCEPTANLE 55 THE SCLE SRS, p rOfeSSiOn al befO re yO U U p Ioad Or

mail the form.

any STATE PRV TIP oo POSTAL OOHHE OOAUNTRY ar re0r LS A

D714 TYPE OF FHYSHOIARPRACTITIONER D0 SPECIALTY ar sy

021, Physiclan/Praciitioners Certification:
| Certiy ender penally of penjury Bal this patient has 3 serices health condion am Mquins 3 cars Eovider. | have performed 3 physcal cxamination and/or trelss

e partient. | s swiorieed bo cerify a patient disibdity or sericus Bealth conditica pursuant i Caliomia Usesployment Inserance Code seclion 270,

[ m

PHYSICIAMPRACTITIONERS PHOME NUMEBER DATE SICNED D
Uincor soryiare 2106 and 2122 of she CalifomG L ﬂ?"Fb’.‘M narane Code, k52 violadon for amy indhvidual who, wish e s defraud, Ry coreflos tha mad izl . -
C:-’CIII:-’_-:I_ 'pﬂ".’::ﬂ n -Yl?"?-x-.‘ll'iFl_!II:II". I'ﬂ-l-‘l'lr_:ls“'h'jlll \‘\.'l"-’l"-‘ or e maker of for any ceher parson, and & pu'\:hll:l."l:_n'l—D':J:f\—M MO Nne o Yo u m a y a | S o g I V e yo u r R e c e I pt
axeeding 530,000 Secdons 1143 and 3305 requine addifonal admininmeve penaltes. . . y

Number to your care recipient’s

licensed health professional so
they can submit the medical
certificate through SDI Online. Ask
the licensed health professional
about how they submit a claim.
DE 2501FC Rew. 5 (12-200 Faged o 4 Some submit them differently than
others.
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Submit Supporting Care Claim
Documents

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

Get Started
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Home

@ Message Center

SDI 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 EDD Customer Account Number:
123 Main St Phone Number:
Sacramento, CA

95814

123 Main St Cell Phone Number:

Sacramento, CA 95814

Jdoe@gmail.com

Current Disability Insurance Claim(s)

Profile History

123456789
916-555-1212

916-555-1213

To submit your completed and signed Claim for Paid Family Leave (PFL)
Care Benefits (DE 2501FC) form, return to your SDI Online homepage.

Select New Claim from the main menu.

Send this form within 10 days from the date you filed your claim.
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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

Submit Electronic Paid Family Leave Care f-'.::au:’lmEl"tI
AR s

Submit Electronic Paid Family Leave Military Assist Attachment

Saved Drafts

To open and complete a form that yvou 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 zelect the Delete button.

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

Ifyou have not received anything from PFL within 10 days orif 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 - Care for Sick 10-24-2018 R100000000033445 Select

DE 2501F, Claim for Paid Family Leave (PFL) Benefits - Care for Sick 10-24-2018 R100000000033448 Select
‘ Cancel ‘

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, click Select from the Action column to attach a document to your
claim.
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Attachment

* Indicates Required Field

Identifying Information for Previously Submitted Paid Family Leave Initial Care Claim

Date you requested to have your Paid 08-01-2018
Family Leave claim begin:

Your Social Security Number: % x_ X X- X XXX

Form Receipt Number: R100000000033448

Previously Submitted Attachments for Paid Family Leave Initial Care Claim

No Results Found

Attachment

To be eligible for Paid Family Leave benefits to care for a family member, you must submit a "Doctor'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.

A paper “Doctor’s Certification for Care Recipient” and “Care Recipient Authorization for Disclosure of Personal Health Information” is available to print or download from
http://www.edd.ca.gov/pdf_pub_ctr/de2501fc.pdf. Follow the instructions below to attach the completed form electronically or through the mail.

To attach a document, select the Browse button below.

+ File size: less than 5MB
+ File type: PDF,JPG, JPEG, TIF or TIFF

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

I * Do you want to attach more documents? {:} Yes {é} No I

Cancel

Previous

[ =]

Select Browse to
upload the document
from your computer.

To upload more
documents, select Yes
to “Do you want to
attach more
documents” and then
select Submit. This
sends you back to the
Attachment screen to
continue uploading
documents.

When you are done
uploading, select No
to “Do you want to
attach more
documents” and then
select Submit.

To upload a document, you must have the document saved on your computer as a
PDF, JPG, JPEG, TIF, or TIFF file. All file sizes must be 5MB or less.
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Attachment Confirmation

Identifying Information for Previously Submitted Paid Family Leave Initial Care Claim

Your Social Security Number: XXX-XX-XXXX Date you requested to have your Paid 08-01-2018
Family Leave claim begin:

Form Receipt Number: R100000000033448

Previously Submitted Attachments for Paid Family Leave Initial Care Claim

File Name Receipt Number

Care Recipient Authorization.JPG R100000000033449

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

Your care claim is complete after you upload the Statement of Care Recipient
and Physician/Practitioner’s Certification of the DE 2501FC.

It can take up to 14 days to process your claim.
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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
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E@Ne):t
Espanol

Welcome to myEDD

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

Contact EDD Conditis se rivacy Policy
Copyright © 2023 State of California

For Spanish, select
Espanol.

LogIn

Email

Password
@ Show

Forgot password?

Don't have an account?

-~ ™
| Create Account |
AN 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

Espaiiol
Verify Your Identity

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

I A Send Email I

Contact EDD Conditions of Use Privacy Policy Accessibility

Copyright © 2023 State of California

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

Select Send Email.

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



E@Ne):t

Contact EDD Conditions of Use

Copyright © 2023 State of California

Espaiiol
Enter Verification Code

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

*Required Field

*Verification Code

Privacy Policy

—

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

Accessibility

myEDD Verification Code | inbox

California Employment Development Department
tome

Do not reply to this auto-generated message.

Thank you,
Employment Development Department
State of California

verification code in myEDD. This code will expire in 5 minu

@ &
> =& C
& 2
August 26,2022, 326PM T 4§ ©

tes.

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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0 EDD x o+

@ O B 3= https:/fedd.ca.goy,

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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Employment
EDD :::cermen
Department

State of California

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:

Mailing Address:

Residence Address:

E-mail Address:

e " o

John Doe

123 Main St
Sacramento, CA 95814

123 Main St
Sacramento, CA 95814

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:

Phone Number:

Cell Phone 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.
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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 & Claim for Paid Family Leave
(DE 2301F), 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

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.

81



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

Paid Family Leave - Military Assist Claim Information

Complete this form i wiith matters related to a family member's military depla

rm if you are insured by a Voluntary Plan maintained r employer. A er for the proper forms.

Note: Do not complete this

Gather Your Information

Have the ng available while completing this form:

Personal Information

nent to a foreign country.

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

o Wage Information

« Fullname (an
* Date of birth
* Gender

* Preferred lang

ayments from your emp

= If you are receiving, or e o receive, a

ent received, such as (but nat limited to):

Sick leave
r-required vacation

numb "
« Mailing address
* Phonenumber .

= Social Security

= “Your relation to the mj

Commissions

Earnings from part-time or modified duty

Employment Infol * Residuals
= Bonuses
* Occupation = Holiday

* Date t
* Date
* Reason

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

+ Bargaining unit nun Additional Information

Select Next.

s Ifyou claimed or plan to claim Workers' §

Mast Recent Emp I you were com me and held]

Qualifying Events

ur benefit weeks
*  Name of employer
s Mailing add
* Phone number

You can request PFL benefits for multiple g

t, such as (but not limited

Military Member’s Information

e care for the milit:
Attend counseling
Make financial/legal arrangements

Full name
Date of birth

.

.

Attend a military ev

2 events. You must provide the foll

childcare for the military member's child
y member's parent

Assist the military member during rest and recuperation leave

gits of their Social Secu
re notified of cow
tart date and end d

Represent the milit
Address issues dueto

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 cf
uired forms and instructions if

. Cow

2d active duty

s

s Letter of impending call or order to covery .
= Documentation approving rest and recup|

Do net understand this
Are prevented from ¢

« Need to choose a repres
= Are an authorized representat
Forindividuals with disabil requesting auxiliary aids and §

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

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

related to their death,

If the military member dies, report the death to the PFL office. You are eligible to receive benefits to take care of any busin

Job Benefits and Protection Programs

rcertain family and medical reasons,

fornia Family Rights Act { offer job-protected leave to eligible employe:

ntact FMLA, sisit the Departmen:

ntact CFR

loyment and Housing.

isit the Departmen

For more information about Paid Fam

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

You must:

Read thesel
Include you

If you are not sur
Basic Eligib]

You must:

Have a fami
notificationy

Have had of
Be empl
Have earng]
Have subm|
Be the spol
Certify the

oy

Ineligibility

You must not be:

o Claimingor receiving Unem

¥ou can ap)

why.
Disqualification

The PFL office will consider a

or benefits even if you are not sure you are eligible. |

ent Insurance (UI) or Disability Insurance (DI} benefits.

benefit rate.

greater than the PF
crime.

are ineligible for all or part of a period claimed, the EDD will not the ineligible period and the reason(s)

ng your claim. If the PFL office denies your claim, you will receive a written notice stating the reason(s) w

available information before disqualif

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

You must check the box to
agree to our terms and
conditions. Select Next to
continue.

Do not deliberately repart ini
percent penalty. The penalty

Benefits
Benefit Amount
Carefully decide the date yoi

enth of your wel
ir claim cani]

jour claim is processed

irements, a payment will

tinued benefits. If paymel

Note: The majority of claims:

Taxability of Benefifl

PFL benefits are subject to fef
are not subject

Overpayment

u receive PFL benefits yi
. Otherwise, you musf]
reent until

from 25 to 101

Fraud

Reporting incorrect or incomplete informaf
520,000, or both. The EDD a

caught will face criminal prosecution to the fullest exten:

Your Rights

Confidentiality

Infarmation about your claim will be kept confidential, except for the purposes all aw. The EDD i

Inspection

¥ou have the right to inspect any of your personal records maintained by the EDD, except

* Medicalorp
s of active criminal, civil, or administrative inve:

chological records where knowledge of the contents might be harmful to the subject.
ons.

3 to request a copy of your records. If the EDD denies you access, you can mail a request to review the denial to:

yment Development Department
Information Security ce, MIC 33

PO Box 826830

Sacramento, CA 94250-000

Correction

urate, relevant, timely, or complete. I the EDD refuses your requ

Employment Deve

Information Security Office, MIC 33
PO Box 826880

Sacramento, CA 94230-0001

Appeal

You have the right to eal any overpayment, penalty, or disquali ion. Instructions ol

Agree Before Continuing

B 1 understand these instructio:
report incorrect or incomplete in

ist claim. If | don't prov

Cancel

e your benefits violates the California Unemployment Insurance Code and is punishable by imprisonment, a fine up to

se or provide copies of medical information to medical

can mail a request to review the denial to:

»n any appealable document you receive.

complete and accurate information, my benefits can be delayed or denied. I | deliberately
pllect or increase my benefits, the EDD will disqualify my claim and | can face criminal prosecution.

oviders,
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Perzanal . Employment © _  Additional - _ Qualifying .
| 3 4 Certification 5 I & 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

Persanal Employment . Additional o _ Qualifying
. ) 3 : 4 Certification 5
Information Information Questions Events
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)? (O ves (0 No
* 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

* Address Line 1:
AddressLine 2;
* City:

* State:

*ZIP Code:

Employer Phone Number:

@Us (O Intenational

(No dashes or spaces) Ext:

D Check here if the phone number is international

Previous Cancel

Save as Draft

6  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 are
unsure what address to
enter, ask your
employer.

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

Select Next.
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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: T

*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 | Pemons o Emoloyment »  Mdditions
ndormmation Information Questions

¥ou are currently on $tep 4 Certification

Your Information
*The Military Member is your:

if “Other” please specify

Military Member’s Information
"Military Member's First Name:
Milinary Member's Middie Initial
“Milltary Member's Last Name:
Military Member's Suffix
“Military Member's Date of Birth

"Military Member's Gender:

*Last four digits of Military Memiber's Seolal Security Namber
" Bate Military Member was notified of cowvered active duty status:
“Covered active duty start date:

Covered active duty end date [if known):

Military Member’s Mailing Address

“Address Line 1
Address Line 2:
*City:

" State:

"ZIF 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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lifying Event i
Qualifying Events Complete the following

Quadifyi .
¥ Infaemation | inormation v Questions o T e :E-:a'nlr_-'TmE o i S e Ct i O n S :

You are currently on $tep 5 Qualifying Events

Indieates Required Field

e Add Event
Add Event e Event Details

Enter a qualifying event. F you are requesting FFL benefits for multipbe events, enter each event separately. You can add up to eight events.

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

*What is your qualifying event?

I “erther please specify:

If requesting military assist
benefits for multiple events:

“Event $tart Date:

“Event End Date:

Event Details

« Enter each event
separately.
* You can add up to eight
o events.
* Instructions to add
I additional events are
located on the next page.

*Phone Number: No dashes or spaces Ext:

D3 et shon e tematon You must complete the fields
marked with a red asterisk

(%)

Select Next to continue.

Frovide the fallawing infarmaticn related to the qualifying event.

Address Line 1:

Email Address:

*Describe your qualifying event: Max characters is 255

‘ou can add more events on the next page.

Previous Cancel | ‘ Save as Draft Next




List of Qualifying Events

Personal Employment Additional : : ualifyin
" : vy Py ) " ) « Certification Qualifying & Declaration
Information Information Questions Events

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 Hame or Organization Event Start Date Event End Date Action
Provide/arrange care for the military member's parent Mother Jones MM-DD-YYYY MM-DD-YYYY Delete
|
Previous Cancel I | Add | | Save 3z Draft | Mext |

To add more than one event:

Select Add and enter the event information.

Select Next once all events have been added.
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Declaration

' Certification

Personal Employment Additional ualifyin,
‘ ploy . ) Qualifying e Declaration
Information Information Questions Events

You are currently on Step 6 Declaration

*Indicates Required Field

Payment Choice

If you are eligible to receive benefits, you have two options to receive your benefit payments: by debit card, through Money Network, or by check, which is mailed to you from the
Employment Development Department. You do not hav, T ~ 7 2 u

*Preferred Payment Method: (®) EDD Debit Card
(O Check

Disclosures Agreement: EDD Debit Card Fee Disclosures, DE 5617PD (PDF)

cknowledge that | have reviewed the EDD Debit Card Fee Disclosures.

Digital Signature

Read the following information and check the box if you agree.

heckin the box is a digital signature executed by you and iz the legally binding equivalent to a traditional handwritten signature.

v signature on this Military Assist Certificati
Claim Paid Family Leave benefi

on and claim statement, I:

hat, 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,

» Authorize my employ to dizclose all facts concerning my employment that are within their knowledge tothe E
* Authorize the release and use of information as stated in the Information Collection and Access section on the !
* 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

imprisonment or fine or both.
¢ Declare under penalty

£ave |

and complete.
s Agree that photocopies of this authorization shall be as valid as the original.

» Understand that authorizations contained in this claim statement are granted for a period of 15 years from the date of

whichewver is later.

f perjury that the foregoing statement, including any accompanying statements or documents, is to the best of my knowledze and belief true, correct,

nature or the effective date of the claim,

On the Declaration
screen, select how
you want to get your
benefit payments from
the options listed.

Next, select both
boxes to acknowledge
you have reviewed the
disclosures and to
provide a 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:
() 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.




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 rity Humber: 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 vour 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, CA95799-7017
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 thesze

instructions:
. Select Mew Claim from the main menu.
ale

Select the corresponding attachment link.

send by Mail

Mail a photocopy of your supporting document to:

EDD - Paid Family Leave
PO Box 997017
Sacramento, CAS5T799-T017

Do not mail the original document. Include your 3-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~ ~ Employment
ED Development
Department

—_

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
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ment
nt

Employ
EDD Developmer
Department

State of California
Home
@Mes&age Center

SDI Home Inbox

D ) 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 History

123456789
916-555-1212

916-555-1213

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.
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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

Dizability 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 yvou 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.

96




Form Attachment

Select a Claim

Form Name Date Submitted Receipt Number Action

v A ¢ (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 A Note 4

To upload a
document,
Claim Information save the

Social Security Number: \ \y_yxxx Requested Claim Start Date: \\\\ oo vyyy document tO
Receipt Number:  R100001000032163 your

computer or
phone as a
PDF, JPG,

s Found JPEG, TIF,
or TIFF file.
All file sizes
Selct Browse to attach s file to your claim must be

* Files must be less than SMB 5MB Or |eSS

= Allowed file types: PDF, JPG, JPEG, TIF or TIFF
B E

I *Attach another document? { J¥es (@) Nc I

Current Attachments

Select a File

LCance Submit

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 be&n uploaded and attached to

Claim Information

Social Security Number:  XXX-XX-XXXX Regquested Claim Start Date: ~ MM-DD-YYYY

Receipt Number: R100001000032163

Attachments

File Name Date Submitted

wered 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~ ~ Employment
ED Development
Department
=

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. 3.

Pick a Claim Submit
CType Supporting
« Care
. 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.

IIIIIIIIIIIl:lIIIIIIIIIIIIIIIIIIIv:'\‘!:E
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T

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
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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. e 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

~ [PFL) Bemefifs FETRT ETLT

EDD 5555 i o i ity tom CTTTTITTTIRIEL ——
= APEY copuriner: Chaim for I‘Em:I Family Leave
£l I

HH L
wr POUR CRIT e

IEPEEIEENEIRINNS
LR AL =100 - ]
RALL 1 L1

Part A - Statement of ITTTIIT
Claimant: "'T||||||||l:l‘|‘I||||||||||||||||

|"1“‘|“I‘T‘|“T‘TI‘I‘||‘T“|“‘F‘T‘T‘”|||||||||||||||||||||||

) Qompletg aII.reIate.d TITTITTTL EENNNENNNNNNES SNSNENEN
information, including your u “58 EEEEN |||.||||||||||
personal information, last TITIITLIIIIIT]
day worked and employer [TT1T l'"| T [T
information. Make sure to
sign and date the form.

TERLIE L

= l—
= 1—
.h
i-,_,__u

i
ma IM el J. “-Ui II ‘| ILA

o W OO o WL T ST LU0 VTR S 0 O ] Sl

0 T WOIRE o WILL STOLL DTTINLE TR
TR (LR NG YRR RARAY LEANT PRI
i) s

MY SEPARE LAS PAGIMAS

[La. s = s B Ce P TR |
IIIIIIIIIIIIIIIIIIII
I:-:-:IIIIIIIIIII "r'm?.’ifuﬁ'n'*" I el wl

|-\.|'I TRl WAMI O CRET, BOMOSG, (R R ITARY AT BE1PENT » I3

-------------

el

Part A is needed for all Paid
Family Leave claim types:
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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.
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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 licensed
health professional must
complete all patient
information including dates,
diagnosis codes, and signing
the bottom of the form.

Page 4 is left blank intentionally
and not shown in this tutorial.
Do not remove this page.

D —

Part D is not needed for
bonding or military assist
claims. It is only for care
claims.
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Claim for Paid Family Leave (PFL) Benefits (DE 2501F) -

Page 5

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

Page 6

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.
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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 )
[ Accessibility ] [ Language Resources ]
— Follow us -
®

f

0 9

In
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https://forms.edd.ca.gov/Forms/
https://forms.edd.ca.gov/Forms/
https://edd.ca.gov/en/Disability/Events_Calendar
https://edd.ca.gov/en/Disability/Events_Calendar
https://edd.ca.gov/en/about_edd/fraud/
https://edd.ca.gov/en/about_edd/fraud/
https://edd.ca.gov/en/about_edd/contact_edd/
https://edd.ca.gov/en/about_edd/accessibility/
https://edd.ca.gov/en/language-resources/
https://www.instagram.com/ca_edd/
https://www.facebook.com/californiaedd
https://www.youtube.com/user/CaliforniaEDD
https://twitter.com/CA_EDD
https://www.linkedin.com/company/californiaedd

@ English Home  BenefitsLogin ~ 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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