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Stafe of California

First Claim for Nonindustrial Disability Insurance (NDI)

NOTE TO HD APPLICANTS: KEEP THIS INSTRUCTION & INFORMATION JACKET FOR REFERENCE

To qualify for NDI benefits, you must be:
1. A Caiifornia State government smployee
and

2. Unabie to perform your job duties because of a non-work-related disability.
(See “Nonindustrial Disability Insurance Provisions,” DE 8502, for details.)

How to complete the NDJ ciaim form, DE 8501:

1. Have your Attendance Clerk or Payroli Officer complete Part A.

2. Complete all items in Part B when you have stopped working due 10 a disability,

3. Give this claim form to your doctor for completion of Part C. {If you are under the care of an
accradited religious practitioner, ask your pragiitioner 1o complete and sign a “Practitioner's
Certificate,” DE 2502, available from any State Disability Insurance office )

4. Adwise your doctor that upon completion of the medical certificate the claim form should ba
forwarded ONLY to the NDI office indicated below.

Note: 1t is the employee’s responsibility 1o see that this Claim and the Doctor's Certificate are filled out
COMPLETELY and mailed io tha Employment Development Department address listed below. If you do
not undeestand this form, you may cali the NDJ office at 866-758-9768. If any item i5 not completed on
this form, it may be retumed for completion and your banefil payment may be delayed.

If an authorized agent is filing for benefits for a PHYSICALLY INCAPACITATED, MENTALLY
INCAPACITATED, or DECEASED claimant, contact any State Disability iInsurance office or call
1-800-460-3287 for the required forms and instructions,

MAIL COMPLETED FORM TO: . State of Callfdmia _
Empioyment Devalopment Dapartment

. NDI '

e T Sioekion CA95201-2168
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information Collection and Access

State law requires the following information to be provided when collecting information from indaviduals:

Agency Name: Tithe of Official Responsible for Information Maintenance:
Ermployment Development Department {EDD) Manager, ECC Disabifity [nsuranse Otfice

Local Contact Parson: Address and Telephone Number:

Manager, EDD Digabilty Insurance Office 528 North Madison, Stockion, CA D5202-1617 BEE-758-0760

Mairtenance of the iInformation is authorized by:

Calilornia Linremployment insurance Code, sections 2601 through 3272

Calitornia Code of Regutations, title 22, sections 2706-1, 2Y06-3, 270B.1-1, 2710-1.
California Govemment Code, sections 10878 through 15886.2.

AJE information requested is mandatory. Consedquences of not providing all or any part nf the requested
information:

Failure to supply any or all inlormation may cause oelay in issuing banefit checks or may cause you to be denied benaiits
to which you are entiied.

If you willfully make a false slatament or representation or knowingly withhold & material facl to obtain or increase any
benetfit or paymenl, ELD will disqualify you from receiving benefits anyfor services and may initiate criminal prosecution
agalnst you,

EDD may raguire an independent medical examination to detenmine your initial or continuing ellgumlm_.r

Principal purposes) for which the Information is to be used:

To datermine eligibility tor nonindustrial disability insurance banedits.

To be summarized ard published in statistical form for the use and information of government agancies and the pubiic.
{‘four name and identification will not appaar in publications. )

To be used to locate parsons who are being sought for failure to provide child or spousal support.

To be used by othar povemmantal agencies to detarmine eligibility for public social services under the provisions of
Califomia Weltare and tnstiufions Coda, division 3.

Teba used by EDD 10 carmy out its rezponsibilities under the Califomia Unemploymaent Insurance Code.

To be exchanged pursuant to Califomia Unemployment insurance Code, section 329, and Calfornia Civil Code, section

1788 .24, with other governmantal departments and agencies, both federal and state which are concemed with any of the
fodowing:

{1} administration of an unempioyment insurance prograrm;

~ {2} ocoflection of taxes which may be used ic fnance unemployment insurance or disabilfity insurance;

{3) reliet of unemployed or degtinne individuais;

{4} Investigation of labor law violations or allsgaticns of unlawiul employment dissrimination;

{5) the hearing of workers’ compensation appeals;

{G) whenever necessary to permit a siate agency to camy cut s mandated responsibilities where the uss o which the
inlormation will be put is compatible with the purpose for which it was gatherad; or

{7} when mandated by stats or lederal law. Disclosures under Calfomia Unemployment Insurance Code, section 322,
will be maca only in those instancas in which it furthers the adminisiration of the programs mandated by that Code.

Fursuant to Calitornia Unemployment inswance Code, sections 1085 2714

{1) Information may De revealed to the exient necessary lor the administration of public social services or to the Director
af Social Services or highaer repraseniatives;

{2 Claimanl identlty may be released to the Dapariment of Rahabilitation.

Intermation shall be disclosed lo authorized agencies in accordance with Califernia Unemployment insurance Cooe,
sections 1095 and 2714

Under Callfornia Civil Code, saction 1788, 34 you ha\Ee the nghi 1o ingpecl records maintained on you by the agancy unless

| sxefinted a5 described en page C.
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Emplaymenl
DevHopman

Daparimenl
51ate al Calilorwia

Attendance Clerk or Payroll Officer:

First Claim for Nonindustrial Disability insurance (NDI)

Please complete Part A before giving or sending this form to the employes.

_
Part A - Employer Information
1. NAME OF EMPLOYEE (EE) 2. SDCIAL SECURITY NUMBER 1, POSITION NUMBER
I
RRET L LAST ALERCY __UNIT CLASS SEFIAL
3. GENDER 4, QCCUPATION 5 CHIRA |6 GROSS MONTHLY SALARY || 7. LAST DAY PHYSICALLY WORKED
[ wae 7] remmce 5 ! I
£, FERSOMNEL TRANSACTIONS LWIT (FTU) DR SECTION 9. APPCHNTMENT / TIRE BASE STATUS (CHECK ALL THAT AFPLYY
RESPONEIBLE FOR EMPLOYEE'S PAYROLL DOCLMENTS [] permanentipacesnosany
- D FULL TIME

CHEFARTIMENT O (oAl S

FTL OR SECTICN

[:I PTINNT — DD EE WAYE EQUIVALENT OF B WONTHLY COMPENSATED #P2 X THE PAST 18 peg? | [Tves
] reraratss vitween

[ 7 — ooes ee Have e At o RETURN TO 8 PRIOR PERMANEN, FuL-TME Fosmion? . Jves TJwe
[ tawr — D0ES EE HAYE THE FIGHT TO RETUSIN TO A FRIOR PefIasNENT. FULL TWE Posmion? . [Jves [ Mo
[ J GEA — DOES EE HAVE THE RRGHT T RETLRN TO A FRIDA PERRANENT, FULL-TIME POSTON® _[Tres [Jwo
[_] LEAP — Has EE SUCCESSAILLY COMPLETED THE TEMPORARY 06 Exautmanion Ferice? .. [IvEs [ 1Mo
] seasomaL

L] mamunrant

[[] emencency

One

WU O TRYFICLL SFECRALIST (PLEMIE FFINT)

1. [aD EE | EAVE WORK BECAUSE OF SICKNESS., IWMIAY, SURGERY, OR PREGRANCY? [JvES LING
F NO,” PLEASE GIVE REASON (SEPARATION, LATORF, RETIREMENT, LOA, SUSPENSIOH, ETC.)

EXTEMMON | FRX

] i 1

11 EXEMPT EE? | 12. 45 EE AREDUARED TO EXHALIST SICK LEAVE?, T 1v25 T IWC |
s e IS EE EMROLLEE N THE ANMUAL LEAVE PROGRAM? . [JEs [ug

p—————
13. ADDRESS: O | CCATION WHERE BNPLOYEE ACTLMLLY WORKS

14. FOR ANNUAL LEAVE PROCGRAM (ALP) EMPLOYEES:

b5 EE SUREL EMENTMEG MO WITH ANHUAL LEAVEY ... ..Oves [wa
DI EE ELECT TO USE RULL LESVE CREDITS, IMCLLIDING GATASTRORHK: LEAVE? . Chves v

IF “¥ES," LEAVE CHEINTS AHE TO BE PAID THROUMGH -

. - -— (OATE)

14, COMPLETELD BY {PLEASE PRIT HAME]

185, FOR NON-ALP EWPLOYEES:

DAD EE ELECT TOLSE FULL LEAYE CREDITS, MCLUDMNG CATASTROPHC Leave? . T (he
W “YES,” LEAVE CREDITS ARE TO BE PAID THRCKMSH

LAZT DWATE Pl HOILME PAT DR THAT D.l\'

"1 FoR T ey

| FORWHAT DT OF uTY?_

S E Th Bor

YIFRS PAVITIENT O ClaIms
YL per&nnnel OHICe Na% Ihe resporsthilly 1o

e EE IR

17. WORKERS' COMPENSATION HFORMATION

15 EE EWHTLED Th AECEIVE (IF HAS THE EE RECEIVERD WORKERS' COMPEWSATION TEWPDRRHY (KSABILITY
OR LD FOM ANY EMY AFTER THE LAST (Y PHYSICALLY WORKED SHOWN ABowe® . [Jves [Jwo CIPenpiG

IF WES, PROVIDE PEFIODS Paly RO m

PRATS?

FvEs [Jrierrae [Jrul g GWVE DWTELS)
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NI &Ellaant: Please Eump_lg.t_e all items below afler you have stopped wgrking due 10 disability.

Part B - Claim Statement of Employes

1, YOUR MAl ING ADDRESS

S —
2. DATE OF BIRTH

STREET, £.0. BLX, DR AFAD AFT. BOL QT STATE P CODE
2. YOUR HOME ADDRESS (IF IFFERENT FROM MAILIMG AIDIRESS) 4. DTHER NAME(S) LISED 5. DCCUFATION
Pl
B. WHAT WAS THE FIRST DAY Y(CRI 7. WHAT WAS THE LAST DAY
WERE TOD SICK TO WORK, cvenenm YU WORKED BEFOHAE THiS
WAS & SATURDAY, SUNDAY, HOLIDWY, OR DISABRILITY?
MORMAL TAY OFFT I - . e -
MEHTH DAY YEAR MOMTH Dy YEAR
& DIl YOI STOP WORK BECALSE DF SICKNESS, INJURY, SUAGERY, OR PREGNANCYT ..o res [Jwo

I 0, PLEASE EXFLAIM:

W "YER,” FLEASE PROVIDE THE FOLLOWING $FCRMATION:

4. WAS THIS IS ABILITY OR ANY OTHER DISABILITY DIMING THIS CLAIM PERMID CALSED BY YOUR WORK?
HAVE DL FiLED A& CLAM FOR WORKERS" COMPENSATIONT . e ces e

[ HAME DF WORKERS' COMPERSLTION INSURANCE CARRIER CARRIER'S TELEPHONE MMBER |
B A T
ALDRESS OF CARRIER
| NAME OF ADJSTER i T DATE OF IRAIRY LA NUMBER T
i _ | ! ! N B
I 8oy PART{S)
ARE YO RECEIVING WORKER'S COMPENGATION BENEFTS? ¥ “YES," BENEFITS PAD B !
 ves Do .| mmou e |
10. IF ANNUAL LEAVE PARTICIPANT, INDH:ATE YOUH DESIRE TO SUPPLEMENT MDI WITH LEAVE.......... [ v SUPPLEMENT (Irss [ 100%
IF "YES," FLEASE ENTER DATE
12 HAYE Y0l BETURNED TO 'WORK AFTER THE DATE SHUOWN ABOVE N TTEEE"‘I:ITES Owe
F "YES," FLEASE ENTEF DATELS} [ Ari-TiME O PART-TMME

PLEASE REVIEW, SIGN, AND DATE BOTH No. 13 AND No. 14.

antitied |A rge-pint vorsion ol this kit i oentainad DﬂNﬁEiﬂ_lisfwm.j

'm.l'mmhﬁmhhmdMmhmpmm‘naﬂmiaMWW!B}D}NIWMWHMMHEMNMM. 1 umderstznd
mmmummmﬁmmwmMummmmﬁmmmmmmmrmmrmmwmmm | Boprae ]
phnlocopies of Wi uihorizrion shall be ax vab as the originel. | undersiend that, unkess revolied by me in writey, this authorization & vakd for fisn years irom the dale moshed fy ECD
of the ieciive dade of the cladm, whichever i laiar, Iurﬂammdﬁ.uIrmgrnnlrﬁlﬂaeIl'sal.rllodmt:nvﬁpmmﬂummmmtEﬂﬂ'ammynrnmmhmwihhgﬂr

TDUR BEGNATURAE (DO WOT FeT]

LATE BIGMED

whichaver J b | agroe it m photocogy of s authorizedion siwll be ae valid as e oniginal.

14, Declaration med Sigrahury, Il‘meh'grdu'nbﬁmﬁ'ﬂundmﬂyﬂmhrlupeﬁudmadbyﬁsmmlmumwmnhabhdmmlmhrmmm.imingw
Accompanying stimas, are ko the bast of my knowltge wid beker true, comedt, and complete. | hamsby aulhorize my-employer bo dumish and disckes el [acks ConoBM My disatiily
and wapes o eamings tat At wilhin hishar knowledge. | undersoind this mrtherization is granad for & period of Bieen yaars krom tha daie of my sigraturs or the efiectva date of the claim,

" DE 8501 Rav. 11 {11-05)

VOUR SIGHATURE {00 MO PR [ DATE SIGHED WORK TELEPHOME NUMBEER HOME TELEFHONE MUMBER
: [ ] { ]
15. Personsl Repraseniaiive signing on behall of caiman! mist complate e jokowing: |,  Teprmzant b claimanl m thic matker 35 autorizoed by
] pomer ol aticerwy (ikach copy) I:IDv_a_:hgi_m_-:{l_w{_:_ﬁnmDh!h’ly@q.ﬂnmﬂuﬂlsthm?nmhdwﬂam!w.ﬂEEEEEheepg..ﬁ..l#}
. VT -~ Do NGT PRI, s _. kil B
o I Frappre QB THE GG NI, VNEAIRLCY ; FOWILAULLY MAKE & FALBE STATEMENT ORTDRNEWNeLY | 9
GONCEAL : ' i ‘BEN . R R O S L I
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[ Part C - Doctor's Certificate

Cariification may ba mada by & Ieensad madical or exteopaliic physician and surgeon, chirapracior, dentist, podiainet, optoredrist, designaled psychologis!, or an
aushoized madical afficer of a Linkad States Govamment focilty. Carfficalion may also be mara by a boensed nurss-migwile, nurmse peactiliorser, or licensad miils for

mmwwlﬂmm:}%nh. Mlitnmnnﬂﬂuhmmuﬁhuomwﬂlﬂ

PATIENT FILE oR 1D N0, FATIENT S NAME PATIENT'S SCCIAL SECURITY NUMBER

. 16. | ATTENDED THIG PATIENT FOR THE PRESENT MEDICAL PROBLEM

: qu’ i i |m [ i ! { AT IMTEFVALS OF L U U __:

MM BD VY T T T DALY WEEKL ¥ MO TILY AL HEEDED
17. HISTOHAY: 1B. OBJECTIVE FINDINGS ! DETAIL E[} STATEMENT (X SYMPTOMS
18, DIAGHOS)S:
20, H:D CODE PRIMARY {REGUARED): 21. 1CD CODE, SECONDARY-
22. TYPE OF TREATMENT anpioRn MEINCATION RENDERED TH PATIENT: 23. REFEARED TO (5.0 , SFECIALST, BT, COUNBELING]!

2da. IF THIE PATIENT IS NOW O WAS PREGMNANT SINCE THE DATE 248. IF PREGHANCY IS/WWAS ABNDRMAL , STATE THE ABNORMAL

GF TREATMENT REPDFATEC ABOVE, PLEASE PAOVIDE FUTLIRE AN INYDLUNTARY COMPLICATION CALSING WATERNAL
EDC or DATE PREGNAMCY TEAMINATED: DISABILITY:
254 IF HOSPITALIZELD, IN WHAT HOSPITAL WAS DR IS PATIENT 258 W TREATED IN A SURGICAL CLISEC, IN WHAT SURGKIAL
GONFINED AS A AEGISTERED BED PATIENT? CLINK: WAS PATIENT TREATED? _
Ak OF Falu Ty HANE I
MNIORETRS
RMTE ENTERED o OATE DECHARGED LATE ENTERED [TE HECHARGED ]
! ! I f ! ! ! )
! 2. WAS ABQYE HOSMTALIZATION FOR A SURGICAL PROCEDUIRES [ |'rEs E ihl: EGLHED
: IF “YES," PLEASE DESCRIEE TYPE; N DATE PERFOAMETHTC BE PERFORMET: ! i KD COOE
CFT FROCEDURE
IF “h)," STATE THE PLRPDSE FOR COMPLMERGENT; cone _C
Z27. AT ANY TRIE DURING YOUR ATTENDANCE, HAS THIS PATIENT BEEN INCAPABLE CF PERFORMNG HISHER AEGULAR WORK? [dns f]m
IF “¥E5,” ON WHAT DATE [HD DMSARILITY COMMENCE? 7 i (REQUAED}

e ———— e —

28. DATE YOU RELEASED OR ANTICIPATE RELEASING PATIENT T AETURN TO HIS/HER REQULAR OR
CUETORAARY WOEK THIS 15 A RECUNREMENT OF THE SALIFORMIA UNEMPLOYMENT NSURANCE GODE, AHD THE CLAIM ; /
WLL BEDSAYED IF MO DATE IS ENTERED. ANSWERS SUCH AS “INDEFINTE" GR "UNKNOWN" ARE NOT ACCEPTABLE,

2. WORKERS" COMPENBATION INFORMATION

A N YCUROFRON, 16 THIS DISABLITY THE RESILT OF “OCCUPATION,” ETTHER AL A HDUSTRU, ACCIDENT® 06 AS AN OCCUPATIONAL DeEASE? ., Cives Owo
{THIS BHOALD INCLUDE AGGRMATICIN (F PRE-EXISTING COMINTIONS BY DCTUPATION.)

B.Mmmummxmmmmmmmmm.mmmmmmﬂm'cmmmmm? .................... Ove: o
C. FYEST OIVE NANE OF CARRIER TR FRM:

B o ————————————————_ L.
0. DAUG- AND ALCOHOL -RELATED CLAIMS

A ARE Y0U COMPLETING THES FORM F0R THE SOLE PLRROSE OF REFERAAL OF FECOUNENDWATION TO A MLODHOLIC REGOVERN HUME DR DRLG-FREE RESTISHTAL FACLITYT ... | Clves [iwa

B. FYES," PLEASE PROVIDE. FACLITY NAME. ) _ TELEPHOMEHLMBER. | ]

ALOREES: RATE TMTEREL: f__F DATE CESCHARGED: f ¢

. 5 THES PATIENT UMIDER YOUR DIRECT MEDICAL CAREY ......coceceecaeooviiaiinns b e e eeeeeecrarrnes e oo B VES W)
[ —
1. FURTHER COMMENTS [IF INDIKGATED}

; a2 WOULD ECLOSURE OF THIS INFORMATION TO YOUR PATIENT BE MEDHCALLY OR PSYCHOLODGICALLY DETRIMENTAL? ... .. Oves [wo

Pocter's Certification and Signaturs (Roquiredy: Having cornsicerse meplﬂut’srog.ﬁrnr:ulmnrrmrk,Imﬂtyundnrpmaﬂyufperj.ryﬂ'ml.
wunmjrmﬂhlﬂm.Mﬁmngw:mmwwmmw:whynlmﬂmdma estimated duration thersot.
L -, |iurther certity thet f am a . __ Fanses I practice by the State of

,..c-u.--i--.-v-.:‘-u»' . . .a;.—.f...a:-.ac-:f,f.d_sr-:.:-w_ e '_. W"I‘;ﬂﬂ N o ' :

deny -

DE 8501 Rew, 11 (11-05) Fage 3 of 4




Below is a large print version of the text of Part B, Question 13.
Please sign and date the smaller print version on page 2 of this claim form.

13. Health Insurance Portability and Accountability Act Authorization.

| autherize any physician, practitioner, hospital, vocational rehabilitation counselor, or
workers’ compensation insurance carvier to furnish and disclose to empioyees of
California Employment Development Department (EDD) all facts concerning my disability
that are under their controi,

| understand that EDD may disclose information as authorized by the Caiifornia
Unemployment Insurance Code and that such redisclosed information may no longer be
protected by this rule,

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

| understand that, unless revoked by me in wiiting, this authorization is vaiid for fifteen
years from the date received by EDD or the effective date of the claim, whichever is later.

1 understand that | may not revoke this authorization to avoid prosecution or to prevent
EDD’s recovery of monies to which it is legally entitled.

RN g
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What & Nonindustrial Disability Insurance? Nonindusirial Disability Insurance {NDI} 15 & program (unded by state government
employers 10 provide partial wages 0 most siate government employess wha experience a kes of wages due to & non-work-reialed disabiity,

| Coverags

I No employes contributions, enrolimant fees, or medical examinations are required in ordder 1o be covered,

HDI bepoiits are avadable o permaneni of probationary Jull-lime, pari-lims, or intemitient employeas in “compensated empioyment” (in pay status and
not saparated by a formeal leave of ahzenca) who are mambers of the Public Employees” Retirement System {PERS) or the Stale Teachars' Raliremsnt

System I:STHS}.

Permanent part-ime and intermittent amployses must have the aquivatant of six monthly compensated pay periods of service in the 18 micniths
immediately preceding the pay paried in which lhe disability begins. Such employess are eligike on a prorated basis.

Employess of the Caliiorria State University appomted half-time or more for one year of service Or one academic year of more are 4150 covered.

NI coverage is also provided fo employeas who are axcluded from collective bargaining and to kulHims, permanent part-time, or mtarmitten officers or
pmployess of the State Legislature who are not members ol e chal sarvice.

Eligibllity

ND! berefits are payabl 1o covered employees who cannot pariorm thesr regular or customary work and suffer 2 wage loss because of & RON-work-
related mental or physical disability, including disability due to pregnancy.

Thers is & waiting period of either seven or ten days according to employment status andfor provisions of collective bargaining agreements. All ar pan of
the walling pariod may be waived under cartain circumstances. Such circumslances include being eonfined i a hospital or nuksing home or any
circumstance specifiad in an appicable coflective bargaining agreement.

Beneffis are not payable:

«  For any day of entitierent to lsmporary workers' compansation banelits or indusinal disabiity leave. EXCEPTION: Y the weakly rate for such
bensits is laes than the weekly NDI rate, the difference can be paid.

»  For any day wages are racaived in the form of sick leave, vacafion, compensatory time off, or catastrophic leave,

»  For any dey Unemployment Insurance benefits are received.

«  For any day on and after separation or refirement from staie sarvice. Nl is penmissibie fo delay the efiective date of a disability retirernent undil NI
benefis are exhausted.

' Retlrement Credit. You wil not eam PERS or STRS service credit while you are receiving NDI. State employer coniribitions ta your
refirament account will not be made whils you are recenving NDI. !

Banafit Amounts

NDI provides up to $250.00 per waek for 26 weaks (162 days). The weekly benafit amouni and rules reganding use of lave credits vary according o
ampioymen status andfor collecive bargaining agreamant. Enhanced NG| banefiis are provided to employees who participale under the Stale’s Annual
Leave Program (ALP} in the amount of 50% of grass pay that may be supniemented with leave cradits up fo 100%.

State and {aceral taxes will be withhaid from ND| benafits. Voluntary deductions such as heakth insurance pramiums, credl union loans, savings
accounis, bonds, parking fees, health insurance premiums, stc., will automatically be deducted trom NDI benefits wniess cancelled by the employaa. if
the empioyee continues health insurance premium deductions, the Stale's emplover contribution will also continue.

Benafit Payment Process

The NI otfice within the Employment Development Dapariment (EDD) determines eligiblity and authorizes bensfit paymenis. The smployer's
personnel office than must request e State Conroller of paying agen 1o issue benafil payments ko the disabled smpioyes. Banefils are pakd monthly.

Crnice benefits are authorized by NDYEDD, inguivies concerming payment sialus, weely rates, payment amounts, deducions, alc., should be direclad to

the employee's atiendance clerk or parsonnegl office.

&mﬁw'mmm eligibility for baneits should be directed 1o the NDI ofiice at B65-758-9758. Any datemination of algibility made by the NOI oftice
.., may be appealed before an administralive law judge by writing 10 the NDI office to request & hearing. e o

nd: i Ros 1t

ity b requied to Sibmil 1o an exarindion iF oitkr o deta i Skl or

o PR,
. LT N

mm&mwm for such examinations are pakd the'

T AR TRE I T

a false statement of to knowingly conceal a maierial facl in order to oixan benefls. .
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" Caliternia Civil Code, section 1796 (The information Practiess Actl, imposes conditions on the gatharing, maintenance,
disclosure, and correction ol personal infarmation by public agencias.

1. Right ta iInspect and correct: Caltamia Civil Code, section 1798.34, givas you the right 1o inspect any parsonal
records maintained aboul you by the Empioymant Development Deparimant. Section 1798.34 also arves you the right to
obtain & hardoopy of your file. Section {798.35 permits you 1o request that the record be corracted if you beliave thal it is
nat accurate, relevant, timely, or complets,

2. Exemptions: Certain jimited types of information that would generally be considered personal are exempt from
disclesura to you:

(a) Medical or psychological records where knowledge of the contents might be harmiul io the subject (Civil Code,
§ 1798.40)

{b] Records of active criminal, civil, or administrative mvestigations {Civil Code, § 1798.40);
(¢} Narmes of individuals submitting lefters of refarence (Civit Code, § 1798.38}.

3. Appealrighis: I you ars dernied access to records which you balieve you have a right 1 inspect or if your request to
amend your records is refused, you may file an appeal in writing with the EDD Disability Insurance Oflice whose addrass
is shownh an page B.

Federal Privacy Ack The Empioymant Development Department requires discloswre of Social Security account numbers on
& mandatory basis {o comply with Califomia Unemployment Insurance Code, sections 1253 and 2627: with California Code of
Reguiations, title 22, sections 1085, 1088, and 1328; with Code ol Faderal Regulations, titke 20, part 604; and with 1.5

Code, tile 8, §§ 1621, 1641, and 1642,

Health Ingurance Portability andt Accountability Act. Federal law requires that we obtain a saparale authorization and
signature that permits your doctor to provide medical nformation regarding your claim. EGD coliects medical and hsalth
information in accordance with Code of Federal Regulations, tite 45, part 164.

tqwfm_h?@;h_ B T LT L) .-'hf"t'ﬂ’hl“-

[

DE 8501 Rav. 11 {11-05} inslrustion & [nfermation page G




