Applying for DIPNC
ShortTerm &
Preliminary Longlerm

Instructions and Examples on
completing the application process



Applying for DIPNC Shererm

Forms Required:

Form 700c Required Employer Information
(only complete Page 1 for Shddrm)
Form 701¢ Requesting Shoiterm Benefits

Form 703¢ Doctor certification
Form 7Ac Medical Report
Job Descriptiog 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

g VN e g Requesting Employer Information Required for
gﬁ ’*'% Member Disability Income Plan Benefits
2 o Imnmnnnnnniminmmimimm
Marth Careling Retirenent Systiems Plagse print ar type 1 bisch Nk
FIRET NANE Kl | LAST MAKE 23N
MAILING ADDRESS MEMBER ID
Iy STATE |2IF CODE |TELE='-|I3NE Wi DATE OF BIRTH

pilete If member s 8

Planss Indicats what typs of disability the member is applying for: [ Short-temn (5T} [ Praliminary Long-term (PLT)

1. What was the laet day the mambar actualyworksd inhisther usual occupation? I 1.

2 Is tha mambsr still exhaustirg leave (sick, vacation, borus, compereatory, sharsd, or othar leave allowad by I YES [ ND 2
your parsorrsl policg? :
HYES, how many days of kave does the membsr bave remaining, 23 of the date this fomis I— 1

. complated?

2k, WYES, what dats will the mambarsodraustall availabla leave? I zb.
2o WHO, whatwas the ket day the member axbastod dl svailabls kaw? I e

3, Whatdate did the medical professional certify as the date the memiber becama disablad to work? Ii 3
e Form 703, Secion F, rumbsr 4) )

4. Did tha mwmbar return towork for any paricd of tims (inial rehabilitation) durirg the 20-day waiting panicd? T YEE [T MO 4
WYES, what dates did tha rnambssr retuen o work?

5 s tha mambar recsiving ary of the fol owing berefits?

ta. Workers' Compsrsation Banafit OF YES, attach Form a0l ™ YES [T MO sa.
Sk, Waterans' &ffairs Banehit (If YES, aitach V& awards leiter} ™ YES [ MO Eb.
& What i tha mambsr's job dtk/dassification? I 6.
ca. bsthe membsra Law Erfarcemant OFficer (LED)? T YES [ HO ea.
sk, WYES, was the LEC injursd irthe line -of-duty? T YES [T MO &b,

nereby certly ihat the Infamatian In Seclian B for the employes named In S=c3on A I Inie a1 comest it the best of iy
knivadedge. | wil oty ihe Retirement Systems Chvislon of changes wil @ revised Form 700,

Employer Contact Signaturs Date
AGENCY NEME EMPLOYER COMTACT FIRST MAME | EMPLOYER CONTACT LAST NAKE
EMPLOYER CONTACT JOB TITLE | £ ML ADDRESS TELEFHONE NC.

Please confinue to e next page.
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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
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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

REV 20090227
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Form 701¢ Requesting Shoiterm Benefits

APurposeca SYO0 SNXa NXBIj dzSa i
Shortterm disability benefits



Form 701¢ Requesting Shoiterm Benefits

Regquesting Short-Term Benefits Through the
Disahility Income Plan of North Carolina

.

Flegse ot o VDe in Back ind.

FIRET MAME MI | LAST MAME 55N
MEILING ADORESS WEMSER 10
o STATE |20 coo= TELEFHONE N DATE OF BIRTH

I am applying for the foliowing baneflt (chooss only ona):
T Shoreterm (5T T Praliminang lorg-term (FLT)

cerify mal my liness did not result from aclive partcipation in & ot or commizing o atiempding 2o commit @ temonst act. fziony,
o Intemtianal, sel-reicted njury.

nerzby authorize amy physldan, hospial, employer, agency, of oiher organizaton o disticse and relaass to my employer or the
Relirement Sysbems CTiviglon any medical records or other Information about my disailty. | undersland N3t & copy of i
Fuinorizaiion wil be conslgered to be as valid a5 the onigingl. | further understand tis Information Is o b= fumished &t no cost i
iy empioyer of fn 2 Retrement Systems Diision.

certify that | have read he guidss, and | cerity that | undzrstand | cannot withdraw my contribuiions frem Sz Relirement Sysiem
whlie recaiing benetts under this Flan. | also understang thal approval for shor-lem or preliminary lang-term beneflts 15 no
Indication of my sgiblity for furmer bensfis from the Plan.

Mambar's Slgnature Dute

CURSEMT OR LAST EMPLOYER EMZLIER CONTACT MAME

Section D. Please submit this form fo your employer.

This form |6 cne part of an applcation for benas from the Disabliky Income Plan of North Carcling.

fou may submit this form indepanderly of your amployer, but deoing so may cass a delay in the procsssing of your benefit, becass the
Ratremant Systams Civision will hava to contact your amployer to administer the benafit &s receszany.

N.C. Wpa\ﬂ'mmr o Siare Treasurer, RenramanT E‘;M Dvwision

335 Norh Sansbury Smeet, Raleigh, North Camiing 276031295 T01
{#18) BO7-3050 I The RN area or (§77) G27-3287 ol frea

WA TICTS TR O Page 1.of1




gty Requesting Short-Term Benefits Through the
% Disability Income Plan of North Carolina

(o A I

Morth Corolino Refirement Systems.

Please print ar lype in black ink.

FIRST NAI'-.-'I (}Tm %‘ LAST MAME ﬂﬂ, 55%22_33_4444
MAILING ADDRESS MEMEBER ID
7234 Yoar Street f.?&'-ﬂ'.ﬁﬁ
CITY . STATE |[ZIP CODE TELEFHOMNE MO, DATE
Yoarsitte /176 27999 |/979)999-9999 ﬁ? 7947

Section B. Please read the guides and authorize benefits with your signature.

| am applying for the following benefit (choose only one): reliminary long-term benefits are for
members whao have a disability that is

To apply for short-term disability Short-tarm (5T}
benefits, contact your employer. © st expected to last longer than 365 days.

| certify that my illness did not resull from active participation in a riot or committing or attempting to commit a terrorist act, felony,
or intentional, self-inflicted injury.
| hersby authorize any physician, hospital, employer, agency, or ather organization to dizcloze and release to my employer or the

Fetirement Systems Division any medical records or other information about my disability. | understand that a copy of this
authorization will be considered to be as valid as the original. | further understand this information is to be fumished at no cost to

my employer or to the Retirement Systems Division.

| certify that | have read the guides, and | certify that | understand | cannot withdraw my contributions from the Retirement System
while receiving benefits under thiz Plan. | alzo understand that approval for short-t2rm or preliminary long-term benefitz iz no

indication of my eligikility for further benafits from the Plan.
Member's Signature ﬁ?‘& ._%' % Date 03/?4@‘?03

Section C. Employee, please complete the following information about your employer.

CURRENT EMPL EMFPLOYER CONT T [
/w Zj ag Z’am-s Lion ﬁf?ﬁ
Section D.  Please submit this form to your employer.

Form 701¢ Page 1

Preliminary long-term (PLT)




Form 701 Guides



