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■  . c(ri=tf 
ip^. Disability Retirement Eiection Appilcation
CalPERS 888 CalPERS (or 888-225-7377) (877) 249-7442 c

For detailed Instructions on bow to complete this form, please refer to the publication DisabiOty Retiremetit Bi

AppAcatton (PUB 35).

Employer Information

□ Check if this Is an employer-originated application.
Employer must fill out and sign Section 14 on the last page of this application.

Application Type

Disability Retirement □ Industrial Disability Retirement
□ Service Pending Disability Retirement □ Service Pending Industrial Disability Retirement

Please provide your
name as it appears on

your Soctol Securtty card.

Information About You ^
I
Your Name {First Nania, Mldtfle Initial. Last Name) 

Please enter the last day
you were on payroll with a

CalPERS-covered employer.

Information About Your Retirement
I  c:?
Ust Day on Payroll (mra/dd/yyyy)

Employer>dll Name

Your Retirement Oate (mm/dfl/yyyy)

Foil Position Titii

Other California Public Retfr^nent Systems
if you are a member of a California public retirement system other than CalPERS, please complete the following:

Name of Reciprocal Syatam

Ust Day of Employment Wilt) Recipntcal System (mra/dd/yyyy) Retirement Oate With Reciprocal System (mm/dd/yyyy)

JAN 19 2019

P£RS-BS0-36fl-0 {7/t7J
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Put your name and Social y t

Securitynumtwr or CalPERStD L-
at the lop of every page yowm*'"*

DIGITAL COPY PAGE 04

Disability Information

■leteallthe What is your specific disability? .i
^^\>^^stions. If you need
,''-'"'\Vj*^ii8Rtlof«[ space, attach

^ ^ separate sheets and
be sure to include When did the dtsabilify occur? (mm/dd/yyyy)'

your name and Social
Security number or / L /

CalPERSlDonallsHeets. How dk) the disability occur? sisA.

What are your limltations/predustons due to your injury or illness?

How has your injury or iUness affected your ability to perfonrt your job? (Z. i r-vW!

Are you currently working in any capacity?_^.J^ No □ Yes
If yes, what is your employment status? □ Full time □ Part time

Job duties:

If you Indicated a third-
party liability, CaiPEftS
will require additional

information.

Other information you would like to provide:

Did a third party cause your injury? Dhto DVes (If yes, CalPERS has a potentlarright of subrogation.")

Section 4 Tk^ating Physician Detail
What Is the ramplete name and address of your treating physician(^?

I
Hfst Name Lnt Name // »

Secofldant Specialty Phone Number

PERS-BSD-369-0 17.17) Page 2 0)12
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jmm:
CalPBRS

To lAembsr:

Complete this form,

sign, date and forward

to your employer.

To Employer:

Use this form as a

cover sheet for

the employee's job

description and other

documents you

submit to CalPERS.

Mail signed authorization

to your employer,

not CalPERS.

Employer Information for Disability
888 CalPERS (or 888-225-7377) • TTY: (877) 249-7442 • Fax: (916) 795-1280

Member Information

Name at Member (First ̂ Jame, Vtdgis inttlalTLasl Name)

1  P !

^oaSion/dcZirpilional Title' N^e of Empioyj»//Aoancy

I have submitted an application for disability retirement with the California Public Employees' Retirement

System (GaiPERS). I am submitting this letter to you (my enployer) on behalf of CalPERS. CalPERS Is seeking

information to substantiate my disability.

As soon as possible, please send CalPERS the job duty statement/job description for the position I held.

Please Include a copy of all accident reports, medical reports, and personnel actions filed within the past five

years. These documents must be Ideritified with my name and Social Security number, it you have additional

comments, please submit them.

CalPERS requires the physical requiretnents of my position/occupational title. I will be contacting

you so we can complete the Physical Requirements of Position/Oocupationa) Tttie form for my

position. At that time, a copy of my Job duty statement/job description that you send to CalPERS

must be provided to me. Both the job duty statement/job description aiKl the Physical Requirements

of Position/Occupational Tltla form will be presented to my physician/medical specialist to assist in

the evaluation of my disability retirment

When the CalPERS determination of disability is completed, tiiey will inform you. When you are notified of th^r

detennination, you will have the right to appeal the approval/denial of the application for disability retirement

for Vie medical ccmdition stated, in accordance with Section 555.3, Title II, California Code of Regulations

by filing a written request with CalPERS within 30 days of tee mailing of the determination letter. An appeal,

If filed, should set forth tee factual basis and legal authorities for such appeal.

Under the law, if a person (other than my employer) caused an Injury that results In certain CteJPERS benefits

being paid, CalPERS has the right to recover from the responsible party up to one-half of the total retirement

benefit costs payable. This right Is known as a 'right of subrogation" (Government Code Section 20250, at seq.).

Please advise CalPERS if you are aware of any claim (other than a workers' compensation claim) against arty

person or entity for the same injuries teat also entitle me to a disability retirement from (DaJPERS.

Authorization to Release Information

The purpose of this authorization is to assist CalPERS in determining my right to retirement or reinstatement

under the Retirement Law, pursuant to Government Code Section 20128, and for no other purpose. This

auteorization will be valid lor four years from the date shown below. A photocopy of this authorization shall

be as yaUd.^ the origin^.

Olte tmnu'dd/yyyr)

CalPERS Benefit Services Division • P.O. Box 2796, Sacramento, California 95812-2796

PEF^01iyttOS2OMC(3r:2}
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CalPERS

Section 1

This (bnn mu^be

cOTipteted tqr the member

suMileinmtt the phy^

requbeinents feted on

the manbmr^ job duty

Imficate with a check

mark (<<) the ftequmicy

required for each activity

feted at the ifgfit

Physical Requirements of
Position/Occupationai ntie
888 CalPERS (or 888-225-7377) -TTY: (877) 249-7442 • Fax: ̂16) 795-1280

Member liifbrmatioil

Ntine of Usmli^ (Rnt Num. Mtial.tSM Nims) 1/

Oq

!• Nme ofero^er
b Cify

^yTT'

f^sfp
state ZIP

Physical R^irements Informatioii

ActMty Nevo* Occasfonatly Requmitly CanstaiRly OlstBnce/

UptoShoiffs 3-6 hours Over 6 hours Hdght

Sitting

Standing V
Running X

VUlalking X

Crawling X
Kneeling >C

Climbing X
Squatting X

Bending (neck) V
Bending (weisg X

Twisting (neck) X

IVristtng (waist) X

Reaching (above shoutder) X

Reaching (below Mulder) >c

Puehkig & Pulling X

Hne Btodpulation •

Powm* Grafting X

SmpieGraspi^ X

R^tetSIve use of hand(8) X

Keyboard Use

Mouse Usa K

lifling/Carrying

0^10 lbs. X
11-25 lbs. V
26-S01b8. X

51-75 lbs. X

76-1000)8.

100-1-lbs.

Coi^nued on page 2.

PGRS01M00500MC (12^2) PasalofZ
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Putyoifl-
Securi^ numlwS 10

Soction 2 (coniinijod)

.ln£caIewiaiaclio:k

maf1((v)ttfe frequency

requtred for each acQvi^

Ifthereisnotawugh

additioflal ratuhements

or comments, attach a

separate sheet Be sure

tousealaM,orc(eaf^

vinfte your name and

Socia] Security number

on each attachment

r / yy/
r llflm*Voor Mama

Physical Requirements, continued

Activity Never Occasionally

Up to 3 hours

Frequently

3-6 hours

Constantly

Over 6 hours

Distance/

Hdght

Vl^ng on uneven ground X
Driving K

Wortdng with heavy

equipment

Exposure to excessive noise /»
Exposure to extreme

trenperatuFe, humidily,

wetness
>

Exposure to dust gas,

fumes, or chemicals r
Working at hei^

Operation of foot controls

or repetttive movement >
Use of special visual or

audftory protective equipmem

Worldng with tdo-hazards

(e.g., blood-bome pathogens,

sewage, hospital waste, etc.)
t •

Soction 3

Tide form must be

comply and ̂ gned by

you and your employer

andsoittoameiflcal

specialist along with other

documentathHL

Tlte medical spec^dlst

must be ttie treating

ptiysician apeciaazing in

your ifisairilng oondffion.

Signature of Employer and Member
If you are a Disability Retirement Election applicant, your employer must provide you a copy of this completed
form. Yfaur employer must send the signed original to CalPBtS.

Also, you must attach your ctarent job duty statemenl/iobdsscription and a copy cd the fVb^s^/tegidirsms/its
ofPoMn/Occupatkmai TWeform to the Physic^'s Report on Dbab^iom prior to seniSng them to a
medical specialist Complete document ̂ibm'tttai requirements are described In A Guide to Comptoting your,
CafPB^ t^ssMity Retirement BecttonAppttcadm.

If you are a Recpiest to Work Wtdle Receiving DlsabiUbf/industrial DisaUlity Benefits applicant or a
Reinstatement from Disability/Industrial DlsaUUty Retirement applicant, you must attach the job duty
statement^ob descnptkm of the prospective Job to a copy of the completed Physlcai Requirements of Position/

DQCUpaffiana/mre form prior to sending them to a medical speciaiisL Vbu must submit the resulting meifical
report and other required documents to CalPERS.The Piiysbaan'U Report on DtssdrBty form is not required.

Signstuft of Employer Rspr

/ZZ/-20/P
Oato (mm/iWyyyy)

Phoaa Nuntief '

CalPStS Buslnsss Putner 10

V  Ptiotm Kumlier n»*-Oato (mm/iM/yyyy}

CalPBtS Benefit Services Division • P.O. Box 2736, SacramentD, California 95812-2796

pERSoiMoosooMcnzna P8oe2of2
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Isitol 2125-2123 Sonoma Blvd .Vallejo, Ca 94590
lopy Phone: 707-554-2679, Fax: 707-554-6653

One Stop Printing Place

Fax Cover Sheet

ATTN.:. C J\ g-o/enVa-i
FA V TO ■ ^ I ^ 3 Cf' 1 2-

FROIVf- (■

Number of Pages
(Include the Cover Page)

:_Z_Z

Contact me

Note:

'. Km tk.
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