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el __
&WP/ Disability Retirement Election Applicatlon o

=
CalPERS 888 CalPERS (or 888-225-7377) - TTY: (877) 249-7442
For detailed instructions on how to compiete this form, please refer to the publication Disabitily Retirement Eil
Application (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
E\ Disability Retirement ] Industrial Disability Retirement
O Service Pending Disability Retirement [3 Service Pending Industrial Disabllity Retirement

Information About You

Please provide your L J)res &QW"C’C—’ Shm@/ﬁb

Your Name (First Name, Middie Initial, Last Name)

name as it appears on
your Soclal Security card.

Information About Your Retirement

Peaseenterthelastday | Q@ /—2F—/ % o229 —7/§
you were on payroll with a Last Day on Payroll (mm/dd/yyyy) Your Retirement Date (mm/dd/yyyy) J
CalPERS-coversd employer. LA/ IO ﬁn’(/ Ddsed School J/_}L CVZO Qtir

Employer FGll Name Full Position Title

Other California Public Retirement Systems
If you are a member of a California public retirement system other than CalPERS, please complete the following:

|
Name of Reciprocal System

Last Day of Employment With Reciprocal System (mm/dd/yyyy) Retirement Date With Reciprocal System {(mm/dd/yyyy)

i F’ CEIVY D
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Put your name and Social
Security number or CalPERS ID
at the top of every page
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*Pie gplﬂe all the

~ ‘;ﬂ dstions. If you need
) *1‘%} itional space, attach
separate sheets and

g‘@' be sure to include
your name and Social

Security number or
CalPERS ID on all sheets.

Disability Information D 0C7L L | o 0 R
What is your specific disability? _éﬁiLQomW@Q I -
When did the drsabllltyocnur‘?(mandfyyyy}QG) o ‘Z’P/ 7

4 —
How did the disability occur? A/_z‘;c,/g_é;&t&aﬂ’ L -
T&kesy ouf foasd,
n
What are your !imitaljon_s/preclusions due to your injury or iliness? ;5__‘62,_}’&&[%2‘.0_
Zre onadd o
A ~3

How has your injury or illness affected your ability to perform your job? MALM&

If you indicated a third-
party liability, CalPERS
will require additional
information.

e/’rﬂ-

Are you currently working in any capacity?_,% No [JYes
If yes, what is your employment status? [ Full time [ Part time

Job duties:

Other information you would like to provide: v

Did a third party cause your injury? (ONo [OYes (If yes, CalPERS has a potential “right of subrogation.")

PERS-BSD-369-0 (717

Treating Physician Detail
What Is the complete name and address of your treating physician(s)?

First Name Last Name [/

Aﬂﬂr H

Lo CA__ HSE23A LSH
Clty State P Country
: » L &I/~ 0O
Specialty Secondary Specialty Phone Number

Page 2 of 12
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Aﬁ- %&, Employer Information for Disability Retireme
CalPERS 888 CalPERS (or 888-225-7377) « TTY: (877) 249-7442 « Fax: (916) 795-1280 e

Member Information
' /

To Member:
Complete this form,
sign, date and forward
to your employer.

| have submitted an application for disability retirement with the California Public Employees’ Retirement
System (CalPERS). | am submitting this letter to you (my employer) on behalf of CalPERS. CalPERS is seeking
information to substantiate my disability.

To Employer: As soon as passible, please send CalPERS the job duty statement/job description for the position | held.
Use this form as a Pleasa include a copy of all accident reports, madical reports, and personnel actions filed within the past five
cover sheet for years. These documents must be identified with my name and Saclal Security number. If you have additional
the emplayee’s job comments, please submit them.
description and other
documents you
submit to CalPERS.

CalPERS requires the physical requirements of my position/occupational title. | will be contacting
you so we can complete the Physical Requirements of Pasition/Occupational Title 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 and the Physical Requirements
of Position/Occupational Title form will be presented to my physician/medical spaciallst to assist in
the evaluation of my disability retirement.

When the CalPERS determination of disability is completed, they will inform you. When you are notified of their \
determination, you will have the right to appeal the approval/denial of the application for disability retirement

for the medical condition stated, in accordance with Section 555.3, Title Hl, California Code of Regulations
by filing a written request with CalPERS within 30 days of the mailing of the determination letter. An appeal,
if filed, should set forth the 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 CalPERS 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, et seq.).

Please advise CalPERS if you are aware of any cléim (other than a workers' compensation claim) against any
person or entity for the same injuries that also entitle me to a disability retirement from CalPERS.

Authorization to Release Information

Mail signed autharization The purpose of this authorization is to assist CalPERS in determining my right to retirement or reinstatement
to your employer, under the Retirement Law, pursuant to Government Code Section 20128, and for no other purpose. This
not CalPERS. authonzabon will be valid for four years from the date shown below. A phatocopy of this authorization shall

) E .

Déte (mm/dd/yyyy)

B calPeRs Benefit Services Division « P.O. Box 2796, Sacramento, California 95812-2796 ]

PERSD1MO052DMC (3/12) Fage 1of1
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Physical Requirements of
Position/Occupational Title

888 CalPERS (or 888-225-7377) - TTY: (877) 249-7442  Fax: (916) 795-1280

This form must be
completed by the member
and thelr employsr to
suppiement the physical
requirements fisted on
the member’s job duty
statement/job description.

PAGE 06

Physical Requirements Information

indicate with a check
mark (v ) the frequancy
requirad for each activity
listed at the right.

PERSOT1MOCSOUMC (1212)

Activity

Never

Occaslonally
Up to 3 hours

3-8hours

{ Distance/
Height

Sitting

Standing

X

Running

Walking

Crawiing

Knaeling

Climbing

Squatting

X X

Bending (neck)

Bending (wais)

XX

Twisting (neck)

Twisting (waisf

Reaching (above shoulder)

X|%|%

Reaching (below shoulder)

Pushing & Pufling

XX

Fine Manipulation

Power Grasping

Simple Grasping

Repetitive use of hand(s)

Keyboard Uss

X|X XX

Mouss Use

Lifing/Carrying

0-10Ms.

11-25Ibs.

26 - 50 Ibs.

XXX

5175 ibs.

76~ 100 Ibs.

100 + (bs.

N AX

Page ( af 2

Continued on page 2.



PAGE ©7
91/21/2028 15:07 7075546653 DIGITAL COPY

1 _,
U menmiins ) e BeSh /o
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Physical Requirements, continued

3 m"‘"}“f;’ﬂ:‘“‘ﬂ;m Activity Never Occasionally | Frequenty | Constantly | Distance/
; : requised for each activity Up to 3 hours | 3-6 hours Over 6 hours | Height
f . lstedatthedght | Walking on uneven ground X
. Driving %Y
: It thera is not enough Warking with haavy
H space to entsr all your equipment ?C
Of comments, ttacha  T'e e 1o extreme -
3 separate sheet. Bs sure t t humidity, >.
: to use a label, or clearty welness .
' write your nams and
b Socia) Securlty rumber | Lposure o dust, gas, >
: oncach aitachment,  |-[UmeS. OF chemicals
i Working at heights Lad
! Operaticn of foot controls
: of repetitive movement ?o
! Use of special visual or 73
: auditory protective equipment
Working with blo-hazards
; {e.g., blood-berme pathogens, \P
sswage, hospital wasts, etc.)

Signature of Employer and Member

) This form must be if you are a Disabifity Retirement Election applicant, your employer must pnmde you a copy of this completed
P completed and signedby  fOrm. Your employer must send the signed original to CalPERS.

you and your employsr  wjcq vou must attach your current job duty statement/job description and a copy of the Physical Requirements
andsentoamedical ¢ pogstion/Docupational Title form to the Physician’s Report on Disability form prior to sending them to a
specialist along with other 1041 speciafist. Complate document submittal requirements ara described in A Guide to Completing Your
documentation.  p./pERS Disability Retirement Election Application.

The medical specialist if you are a Request to Work While Recesiving Disability/industrial Disability Benefits applicant or a
must be the treating Reinstatement from Disability/industrial Disability Retirement applicant, you must attach the job duty
physician specializingin  Statementfjob description of the prospactive job to a copy of the completed Physical Requirements of Pasition/
your disabiing condition.  Occupational Title form prior to sending them to a medical spectalist. You must submit the resulting medical
report and other required documents to CalPERS. The Physician’s Report on Disabitity form is not required.

e ertmme e idns ay el

F T S Y

R

S 1227208
Signatus of Employer Repr Date (mm/dd/yyyy)
£ s W Ffocn % Sa-192/

%&JW ?Zé‘//fOﬁ W i cur 44

Phone Number Dats {mm/dd/yyyy)

CalPERS Benefit Services Division - P.O. Box 2796, Sacramento, Callfornia 95812-2796 ]

PERSOTMO0SCOMC (1212 Page 2012
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D ita’ 2125-2123 Sonoma Blvd ,Vallejo, Ca 94590
Phone: 707-554-2679, Fax: 707-554-6653

One Stop Pnnnng Place

Fax Cover Sheet
ATTN.: C//ilezf e Sw tl@/em,/cur

PAGE 01
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FROM: Ll c»—&fmm{gﬁ&_;
Number of Pages: 5 7

(Include the Cover Page)

Note:
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