Applying for DIPNC
LongTerm

Instructions and Examples on
completing the application process



Applying for DIPNC Lofigrm

Forms Required:

Form 700c Required Employer Information
(complete both pages for Lorigrm)
Form 704c Requesting Additional Benefits
Form 701¢ Requesting Shoiterm Benefits
Form 703 Earnings & Medical Report

Form 7Ac Medical Report
Form 711¢ Determining the S

Benefit

Job Descriptiom Provided by employer



Form 700c Required Employer Information

APurposec Whystep{ K2 LJQ F2NJ 5L

A Provides information for all DIPNC benefits
within one form

A Provides needed information for RSD and/or
Employer determination of disability

AWwce 2 . S /casfhhieingndz& RaMpletes
Shortterm/Preliminary Londerm, use page 2

to apply for Longerm or Extended Shott
term



Form 700 Employer Required Information

1Tt b g Requesting Employer Information Required for Section D. Complete if member is applying for Long-term, Extended Short-term (EST), or remaining balance of E
& H HH H Please Indicate what type of disability the member Long-term Extended Short-term Remalning balance of
m % Member Disability Income Plan Benefits is applying for: o I Esn) Extended Short-term
P ® "IIII“"I“ IIII“III“IIIIIIIII'“"I"I“ 1. Did the meamber rtum towork in hisher usual job during the shon-term disability benefit pericd? T~ YES TTHO 1.

Marth Caroling Ratirement Sysiems Biagse print o fype In Bisck ink FYES. wh e datect
what wer the datas?
!m-un A.  Tell ue sbout the membar. !

FIRST MAME Ml | LAST NAKE aop] 2. What isthe member's pay schedule? I™ Bisweskly [T Monthly 2
3. What is the membsr's contract type? T %month [ 1o-month T V-month [T 12-month - 3.
MAILING ADORZSS WEMBER I 4. Whatwas the member's annual salary as of hisfher last day worked or the last day the member exhaustad 3
leava? (Sea Form 711, Section ©, numbsr 1) )
iy STATE |2": CooE |TE'-E:'"'3N= K. DATE &F BIRTH 5. Is the member ligible for shift differential or overtime? YES [ NO 5.
6. |sthe member's annual salary lassthan §20,0007 ™ YES ™ MO &
piete If membar ks applying for Short-Term [ST). or Preliminary Long X
&a. [FYES, how many hours perweek is the member contracted to work? &
Planzs Indicats what typs of disability tha membsr s applying for: [™ Short-temn (5T} [~ Praliminary Lang-tarr (PLT)
&b, 1FYES, what is the member's hourly rate of pay? &b,
1. Whatwas tha ket day the membar actusly werked in his'har usual sccupaden? I 1
. . . . 7. Did the mamber racaive a local supplement? ™ YES T N 7.
z IST: mnsn'bw s;lol‘;lxlj:ushnglnmmdc.wcth borass, comparaatory, sharsd, er athar laava alowad by T YES T HD 2 If YES, what wasthe amount of local supplement recaived? l—
yaurp=r o . ) ) (Sea Form 711, Section C, nurm bsr 2§
- WYES, hiow many days of kave dows the membsr have emaining, 2z of the data this fomis I— 2 . . -
* cornplatsd? a. & Did the mernber reaive annual longevity? [T YES [ NG &
IFVES, what wasthe annual longevity percentage?
2k, WYES, what datswill the mambar sdhaust all avalabla laava? I zh. {Form 711, Section C, nurnber 4]
. Did the mamber raceive a payout for accumulated keave? T YES T NG o

2. WO, whatwas the last day the membaer axhausted all avilbls kaw?

3. Whatdata did the medical profassicnal cariify as the date the membar becams disablad ta werk? Ii ; IFYES, haow many days of leave was the member paid forl
(hwa Form 703, Section F, rumbsr 4) ’ 10, What was the first day short-term benafits wers paid tothe mamber? ]— 1
4. Did the membar raturn towark for any paricd of tims (trial rahabilittion) duirg the so-day waiting peried? ™ YES [ MO a4, {Sea Farm 710, Saction B, number 4) '
IFYES, what dates did the mambsr raturn o werk? + |s the member recaiving, or has the membsr ever recaivad, Workers' Compensation benefits, for this disabilig? [ YES [T NG 11,

I If the member recaived Workers' Com pensation Banefitsin the past, a copy of the Clinchar Agreement must b= attached to this form.

ket
o
w

Section E. Complete if member is applying for restoration of Long-Term [LT) Benefits.
. Did the member retu m to work (ral rehabilitation] for a state agency fora period of time greater than 36 T ¥ES T™ MO 1.
continuous months?

L

Is tha mambsr ecsiving any of the folowing Esraf its?

ta. Warkers' Compsrsation Benafit 0F YES, attach Form cif I YES [ HO sa. FYES, thenth her — onof| —
thentl ot torat 1 \
st Vatsrans' Affairs Banafic F VES, attach VA awards letesr) I ¥ES ™ HO sb. e e mamer f et elgri=tar estortion atieng-rerm hensits Month  Day  Year
If My, what was the begin datz and end date ofthe period for which the member retumed  BEGIN DATEI:F
& What is the membars job titk/dassification? I 6 t work itrial rehabilitation]?
fa. lthe membsr a Law Erforcemant Officer (LEQ)T T YES [ HO ga. D
b, IFYES, was tha LEC injursd in tha lina-af-duty? " ¥ES [ HO ab. Section F. Emplayer, certify your answers with your signature.
| herely cerify that the information in Sections B through E for the employes named in Secton & is true and correct to the best of
section C. Employer, ce pUF anEwers with your algna my knowledge. | will notify the Retirement Systems Division of changes with a revised Form 700.
nereby certty that tne Infarmnation In Section B fr the employee named In S2cion A |5 s and comest to the best of my Employer Contact Signature Date
knoatedge. | wil nodly ine Retinement Systems Divislon of changes wil a revisad Form 700, BGENCY NAME EMPLOYER CONTACT FIRST MAME EMPLOYER CONTACT LAST NANE
Employer Contact Signaturs Dale
AZENCY NAME ERMPLOYER OONTACT FIRST MAME | EMFLOYER CONTACT LAST NAME EMPLOYER CONTACT JOB TITLE | E-MAIL ADDRESS TELEPHONE NO.
EMPLOYER CONTACT JOB TITLE E-MAIL ADDRESS TELEFHCME KiC. Please mail all forms to the address below.
N.C. Department of Stare Treasurer, Retirement Systems Division
325 North Salisbury Street. Raleigh, Morth Carolinag 2T603-1385
Pleass continue to the next page. — {913) 807-3050 in the Raleigh area or (877) 627-3287 toll free £ 27
" ?'u'u WWW.Myncretirement.com MEMBERS LAST NAME MEMBERS 53N 700
P 2of2
Fage1of2 ageso




o T for Requesting Employer Information Required for

a8
Ny %%g Member Disability Income Plan Benefits
3 2| IR I W
North Carolina Retirement Systems Flease print or fype in black ink.
Section A. Tell us about the member.
FIRST NAME I LAST NAME SSN
Uare B Doe 222-33-4444
MAILING ADDRESS ?.234 %ﬂf" (fﬁl“ﬂ-&f MEMEE?’?%#&'&
CITY . STATE |ZIP CODE TELEPHDMNE NO. DATE OF BIRTH
Yoarsilte e |°" 279099 |[979)099-0009 """ 07 /02,1947

Section B. Complete if member is applying for Short-Term (ST), or Preliminary Long-Term (PLT).

Please indicate what type of disability the member is applying for: [~ Short-term (ST} [ Preliminary Long-term (PLT)
|dentify the last day the
member physically
1. What was the last day the member actually worked in his/her usual occupation? | waorked on the job (not 07/?" 9/2007 1.
including trial rehab days
2. |s the member still exhausting leave (sick, vacation, bonus, compensatory, shared, or other leave allowed by
your personnel policy)?

YES [T NO 2.

78,7 19‘%9“’ 2a.
5/07/08

2c.

If YES, how many days of leave does the member have remaining, as of the date this form i
" completed?

To be considered in ‘leave’ status, the

member must be in paid status, which

means on the employers payroll in paid
leave status on the date of disability

2c. IFNO, what was the last day the member exhausted all available leave?

2b. IfYES, what date will the member exhaust all available leave?

What date did the medical professional certify as the date the member became disabled to work?

(See Form 703, Section F, number 4) Fhis date should coincide with the doctor cerified date on TA anUf}lﬁ?/Zj'/zgo;? 3.

Form 700g Page 1




4. Did the member return to work for any period of time (trial rehabilitation) during the 60-day waiting period? [~ YES ‘[r NO 4.

The date the member returns to work offsets hisfher shor-term beqgin
date. If the member returns to work for more five consecutive days during
his/her 60-day waiting period, then the waiting period will start over.

If YES, what dates did the member return to work?

Workers' Compensation and Veterans Affairs
VA) benefits offset the short-term benefit only
ifthe benefits cover the same disability for

5. Isthe member receiving any of the following benefits?

5a. Workers' Compensation Benefit (If YES, attach Form 60)

™ YES [Y'NO sa.

5b. Veterans' Affairs Benafit (If YES, attach VA awards letter) e g T e e [~ YES f'NO sb.

6. Whatis the member'sjobtitlefclassifir:atiun?| gfd#/‘/ e /ﬁ/‘// 6.

6a. Is the member a Law Enforcement Officer (LEQ)? [~ YES LT’ND 6a.
job title/classification

6b. If YES, was the LEO injured in the line-of-duty? [T YES [ NO 6b.

Section C. Employer, certify your answers with your signature.

| hereby certify that the information in Section B for the employee named in Section A is true and correct to the best of my
knowledge. | will notify the Eetirement Systems Division of changes with a revised Form 700.

Employer Contact Signature Date
AGENCY NAME EMPLOYER CONTACT FIRST NAME EMPLOYER CONTACT LAST NAME
AC Departument of Correctin & /ﬁ-vi?f&
EMPLOYER CONTACT JOB TITLE E-MAIL ADDRESS TELEPHQNE NO.
FPersonnel [echnician | Kris bringle @doe, state xe as 979) 999-9999

Please continue to the next page.

REY 20090227

700
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Section D. Complete if member is applying for Long-term, Extended Short-term {(EST), or remaining balance of EST

Please indicate what type of disability the member o, Long-term [ Extended short-term . Remaining balance of

1.

Did the member return to work in his/her usual job during the short-term disability benefit period? [ YES ﬂ"NO

If YES, what were the dates? *Uzual job' as indicated on page

1, question #6. Time frame for )
returning to work must not [ Bi-weekly _Wﬁ"lﬂl'lth ly

gxceed 40 consccutive days Y1 g.month [ 10-month [~ 11-month J¥12-month

What is the member's pay schedule?

What is the member's contract type?

leave? (See Form 711, Section C, number 1)

- What was the member's annual salary as of his/her last day worked or the last day the member exhausted | qfi‘g 374 00
’ L

A member with a zalary less than 520,000

Is the member eligible for shift differential or overtime? | s designated as under contract. Supply [~ YES WND
; the member's required weekly hours and
Is the member's annual salary less than $20,0007 hourly rate of pay under the contract. [~ YES jr MO

6a. If YES, how many hours per week is the member contracted to work?

6h. If YES, what is the member's hourly rate of pay?

Did the member receive a local supplement? GEESCAE D R K15 CHb ™ YEs J¥'NO

If ¥ES, what was the amount of local supplement received?

(See Form 711, Saction C, number 2) f the member receives a lump =um
Did the member receive annual longevity? payout, his/her begin date for YES [P'NO
g y Extended Short-term or Long-term is r W
If ¥ES, what was the annual longevity percentage? offset by that number of days
(Form 711, Section C, number 4) (excluding weekends and holidays).
Did the member receive a payout for accumulated leave? This date can be the 15t day [ YES I.Y NO
) after the 60-day waiting
If YES, how many days of leave was the member paid for? period or the 1st day following
What was the first day short-term benefit id to t1 ber? e —
. What was the first day short-term benefits were paid to the member]
iSee Form 710, [ LT benefits are offset dolls E eI . 05&7/?003

« Is the member receiving, or has the member ever received, Woltkers' Compensation benefits, for this disability? [~ YES IYNC'

Ba.

Bb.

10.

1.

If the member received Workers' Compensation Benefits in the past, a copy of the Clincher Agreement must be attached to this form.

Section E. Complete if member is applying for restoration of Long-Term (LT} Benefits.

Form 700g Page 2




Form 700 Guides
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Benefits

Guides to Requesting Employer Information
Required for Member Disability Income Plan

North Corolina Retirement Systems Page 1 of 1
Guide A. What is the purpose of the Form 7007

The employer should complete this form to provide all
necessary information for a member as he/she goes through
the entire DIPNC process.

The Form 700 was designed to be a continuation form that
enables the employer to complete page 1 for Short-term and
Preliminary long-term, or both. Then if needed, for Long-term,
Extended Short-term or an Extension of Extended Short-term, the
employer can submit the member's additional infermaticn using

page 2 of the same form. The employer need not create another
new form, only make a copy of page 2, check the appropriate box
under Section D and submit with the requested information.

Before submitting the Form 700, be sure to complete the form in
its entirety. A complete and accurate form helps expedite
processing. Fill in the member's name, social security number,
member identification number, date of birth and personal contact
information as requested.

Guide B. What information is needed if the member is applying for Short-Term or Preliminary Long-Term?

The following information serves as a guide to completing
Section B on page 1 of the Form 700.

Question 1 - Employer should identify the last day the member
physically worked on the jeb. Do not include the days the
member returned to work in the same job capacity for up to 40
days during the 60-day waiting period, also known as trial
rehabilitation.

Question 2 - To be considered in “leave” status, the member
must be in paid status, which means on the employer's payroll in
paid leave status on the date of disahility.

Question 3 - The date entered should coincide with the date a
doctor certified on previously submitted forms 7A or 703.

Question 4 - The date the member returns to work offsets his/her
short-term begin date. If member returns to work for more than
five consecutive days during his/her 60-day waiting period, then
the waiting period will start over.

Question 5 - Workers' Compensation and Veterans Affairs (VA)
benefits offset the short-term benefit only if the benefits cover the
same disability for which the member applied to the DIPNC.

Question 6 - Provide the official state job title/classification.

Guide C. What information is needed if the member is applying for additional benefits?




Form 700 Guides (continued)

Guide C. What information is needed if the member is applying for additional benefits?

The following information serves as a guide to completing
Section D on page 2 of the Form 700.

Before completing page 2 of the form, indicate the type of
disability for which the member is applying. Remember the
member must have completed Short-term before applying for
Long-term, Extended Short-term or an Extension of Extended
Short-term.

Question 1 -The "usual job” indicated in this guestion pertains to
the member's usual occupation as identified on page 1 of the
Form 700, question 6. The time frame for returning to work in his/
her usual occupation must not exceed 40 consecutive days.

Question 6 - A member with a salary less than 520,000 is

designated as under contract.

a. Supply the member's required weekly hours under the
contract.

b. Supply the member's hourly rate of pay under the contract.

Question 7 - Applicable to teachers only

Question 9 - If the member receives a lump sum payout, his/her
begin date for Extended Short-term or Long-term is offset by that
number of days excluding weekends and holidays.

Question 10 - This date can be the 1°¢ day after the 60-day

waiting period or the 15t day following exhaustion of bonus,
vacation, sick or donated leave.

Question 11 - Long-term benefits are offset dollar for dollar if
member is receiving Workers' Compensation benefits for this
disability.

The following information serves as a guide to completing
Section E on page 2 of the Form 700.

Question 1 - If the member returned to work for less than 36
continuous months during the long-term period with the State,
the member is not required to go back through the short-term
waiting period. During this time of return-to-work, the long-term
benefit is stopped while the member is in receipt of salary. If the
member is medically determined to be disabled again during this
36-month time frame, whether for the same or different
incapacity, and approved by the medical board, his/her long-term
benefit will be restored on the first day following the last day
worked or upon exhaustion of leave.

Thank you.

N.C. Department of State Treasurer, Retirement Systems Division
325 North Salisbury Street, Raleigh, North Carolina 27603-1385
(919) 807-3050 in the Raleigh area or (877) 627-3287 toll free

www.myncretirement.com
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Form 704c

A Used to ap
- Longterm

Requesting Additional Benefits
oly for:

- Extendeo

Sho#fterm

- Balance of Extended Shdadrm

A Longterm ¢

Permanent, continuous disability

that impacts job performance

A Extended Shosterm ¢ Temporary disability
expected to get better within the next 365 days

A Balance of
disability th

Extended Shddrm ¢ Temporary
at did not get better within the

previously approved Extended Shtetm (not to
exceed 365 days)



Form 704¢ Requesting Additional Benefits



