How to Fill Out the DE 2525XX

Physician/Practitioner’s Supplementary Certificate

SDI Online Submissions —This Way is Faster and Easier!
https://edd.ca.gov/en/disability/SDI_Online/

To file a medical certification online, you need:
* Avalid license from the California Department of Consumer Affairs.
* A one-time registration in https://edd.ca.gov/en/myedd/.
Out-of-state providers: Call 1-855-342-3645 before you complete your registration.

After registering in myEDD, follow these steps:
1. Log in to your https://myedd.edd.ca.gov/ account.
2. Select SDI Online.
3. Choose Register as a Physician/Practitioner.
4. Complete the |D.me verification.
5. Follow the instructions to finish registration.

For additional information: https://edd.ca.gov/en/disability/Basics_for_Physicians-Practitioners/

Paper Submissions

Information Required:

» Treatment status AND last treatment date (Question #1)

» Current condition or diagnosis (Question #2)

* Next appointment date (Question #3)

» ICD diagnosis code(s) (Question #4)

+ Estimated return to work date (Question #10) Do not use “unknown” or “indefinite.”
» Disclosure of information to patient (Question #11)

Instructions

» Write or print clearly. Use one letter or number per box and stay inside the lines.
* Leave the field blank if it does not apply.
+ Use black ink only.
* Include only the documents that are necessary for processing. These may include:
o The Notice of Incomplete Disability Insurance Claim Form Returned
to the Medical Provider (Form DE 2532), or
o A letter from the Physician/Practitioner that
1. Explains why the DE 2525XX is being submitted late and
2. Requests a late filing exception
o Other documents, like work status reports, are not required
unless we ask for them

Prevent Delays. Do not use the following:

+ Address labels or stamps « Signature stamps
* “Not applicable” or “N/A” » Strikeouts or strikethroughs
« Correction tape or liquid * NPl numbers

License number

* License numbers must have all letter(s) and numbers.
Examples:
County Hospitals: REG12345
Government Facilities: VA12345

Signature and date

» Sign with your original, handwritten signature.
»  Write the date in MMDDYYYY format.
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