Depariment

§tate of California

(laim for Disability Insurance (DI) Benefits

The: St DiabiSty Insurance SO1) program peonvides warker-funded bemefits b ehgible workers who have
3 ull o ptial hoss o wages due b disabliies that ave not work related.The Caforna Lnemploymeni
Insurance Code ACUIC] stabes tha a disability is any illness ar injury,either plysical or mental, that
peeents you from doing vour regular or customary work, Disability also inchedes elective surgery and
disabilfies relaled b peegnancy or childhirth,

Piease read imstruction and information pages (A through D) before compleding the enclosed fores,

Far faster processmg, file your clam using SO Cinfne at www, e ca.gov. If you Bl onfine, do NOT mail
i foem 1o the Employmes! Develupment Deparimesd {EDD).

DOYSOT COMPLETE THE FORM IF YO ARE:
v Instred by a Widuntary Plan, Ask your emploser o the propes forms
v Filing or Non-Industrial Disahilty Insurance benefits, Stae govemment emplayees refer o your
persornel oifice,
¥ yous cannt comphete this om due b vour disability, o f you ave an autherized representative fiing for
benefits on behalf of an incapacitatee] or deceased chaimant, call 1-800-480-3287 or visk the EDO weksite bo
sen] an onling message using Ask 0D af hilpseashedd edd cago

HOM TO COMPLETE THIS FORM
o Use blck ok o
v Type or wiite clearly within the boses prvided
v Eoer your Social Securite number n 2l pages of the claim fom including atachments,
v Dhanot fa the fom,

v Wil e completexd fom fo-fhe EDDC in the enwelupe providesd. Submit your claim no earker than
nine: ditys afer the frst day vour disabiliey begis, bt o Laerthan 49 dave afer wour disahility
begins. You may bose besmefis if your claim is e,

1. Complete ALL items in *PART A - CLAIMANT'S STATEMENT" and sign box A3, Errors or missing
infomation may cause your claim fo be retumed and delay payment. For box A1, the Unived

States Postal Service will nat celver mail i a peivate mail bow unlless it is preceded by the iniials

P!

1. Have your physicianpracttioner complete and sign *Part B - PHYSICUNPRACTITIONER'S
CERTIFICATE." Certificatian mty b made by 2 icensed physician or practiioner authorized i
certify 0 a patient’ disabiliey ar senious health condition pursuant to CUNC, Secion 2708 1f you
are under the gare of an accreedited redigious practiSones, obiain & “Clam for isabaliy Insurance
Benefts - Relisious Practitioner’s Certicate." DE 2500, by calling 1-800-481)- 3257 and ask your
relgious peactitioner 4 campie and sign . Rubber stamp sipaatures are not accepted.

3. You should caresully decide the dake you want your clim In begin becawse i may affect your
bemefit amount. See “OLIR BENEFIT AMCIUNTS" an page B for infoemation

4. 1F you have & work-sefaned disaliity, complete cuestions A3 io A3, I your workess’
coempensafion clim s been acoepled, denied, or detayee], plesse include the staus leter o
the carris

5. Placethe completed, signed fomls| i the envelope provided. A daim is complte when *PART
A< CLAMANT'S STATEMENT" ancl ‘PART B - PHYSKIANFRACTITICNER S CERTIFICATE" aee
regefveid. Claims are gemerally processed within 14 days,

b, Koep these instructions and infomation pages (A through D) for future reerence.
The EOD s an expaal cppodunity emplosedprogram, Ausiliary aick and services are available upon request b
rividuals with disahilies. Requestsfor senices, aids, and'or allernate fomats need 1o be made by calling
[-B56-440-8879 fvoicel. TTY usars, please call the Califomia Relay Senice 2t 711.
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