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Prior to the Retirement Board considering your application, you should submit documentation which
supports the existence of your disability, your incapacity, that your condition is “permanent and stationary,”
meaning that you are unlikely to benefit from further medical treatment, and where applicable, the fact that
your incapacity is employment related.

We require an original plus three (3) copies of all supporting documentation (including the application) that
you wish to submit in support of your application.

PROCEDURE
Please refer to the Disability Retirement Process flowchart for a detailed description of the procedures.

If approved, your disability retirement will become effective on the date of your application (the day that the
application is received in the Retirement Office) or the day following the last day for which you received
compensation, whichever is later.

This document is not intended to be an exhaustive analysis of all procedures, benefits and liabilities which
may accrue with respect to your application for disability retirement. If you have questions not answered
here, you should contact the Retirement Office or your attorney. Additional information may be found in
Part X of the MCERA Bylaws and Regulations (available online at http://www.mcera.org).

Please sign below and return this form along with your application and supporting documents to the
Retirement Office.

| have read and understand the information contained above.

APPLICANT SIGNATURE DATE
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1.

Describe specifically the injury or illness that you claim is causing you to be permanently disabled

from performing your duties.

2. How and where did the injury or iliness occur? Please answer completely.

On what date were you injured, or first noticed that you were ill?

If your disability is the result of a job-related injury, list all of the witnesses who observed the injury.
Give names, work locations, telephone numbers and addresses of such persons and state your

relationship to each. Please use an additional sheet if necessary.

(T)WITNESS’ NAME

(1)WITNESS’ WORK LOCATION

(1)RELATIONSHIP TO APPLICANT

(1)WITNESS’ STREET ADDRESS

(2)WITNESS’ NAME

(2)WITNESS’ WORK LOCATION

(2)WITNESS’ STREET ADDRESS

(3)WITNESS’ NAME

(3)WITNESS’ WORK LOCATION

(3)WITNESS’ STREET ADDRESS

(4)WITNESS’ NAME

(4)WITNESS’ WORK LOCATION

(4)WITNESS’ STREET ADDRESS

(T)WITNESS’ PHONE

(1)WITNESS’ CITY / STATE / ZIP

(2)RELATIONSHIP TO APPLICANT

(2)WITNESS’ PHONE

(2)WITNESS’ CITY / STATE / ZIP

(3)RELATIONSHIP TO APPLICANT

(3)WITNESS’ PHONE

(3)WITNESS’ CITY / STATE / ZIP

(4)RELATIONSHIP TO APPLICANT

(4)WITNESS’ PHONE

(4)WITNESS’ CITY / STATE / ZIP
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Please attach a copy of the job description for the position that you currently hold. County of Marin
employee job descriptions may be located on the County’s Human Resources website. If you need
assistance, please contact the Retirement Office. Please answer the following questions.

a. Is the job description accurate? []Yes []No
b. If you answered “No” to question 5.a., please list the duties you performed which you feel are

omitted from the description. Also, list those duties included in the description which you did not
perform on a regular and routine basis.

c. Please list the essential functions of your position and whether you are able to perform them.
1Yes []No
1Yes []No
1Yes []No
1Yes []No

. State in detail the duties you cannot now perform due to your injury or illness.

Have you also filed a Workers’ Compensation claim? []Yes []No

a. If you answered “Yes” to question 7, please fill in the fields below.

Claim number: Date claim submitted:
Status of the claim: [ ] Pending [ ]Approved [ ]|Denied

b. If you answered “No” to question 7, please explain why a claim was not submitted.

Last Updated 23 June 2009 Page 7 of 15




8. Have you ever received treatment for a SIMILAR injury or iliness? []Yes []JNo

a. If you answered “Yes” to question 8, please provide names, addresses, telephone numbers, and
dates of treatment for all physicians or health care providers. Please attach a separate sheet if
necessary.

(1)MEDICAL PROVIDER NAME

(1)MEDICAL PROVIDER ADDRESS

(1)MEDICAL PROVIDER TELEPHONE NUMBER(S)

(1)DATES OF TREATMENT

(2)MEDICAL PROVIDER NAME

(2)MEDICAL PROVIDER ADDRESS

(2)MEDICAL PROVIDER TELEPHONE NUMBER(S)

(2)DATES OF TREATMENT

(3)MEDICAL PROVIDER NAME

(3)MEDICAL PROVIDER ADDRESS

(3)MEDICAL PROVIDER TELEPHONE NUMBER(S)

(3)DATES OF TREATMENT

(4)MEDICAL PROVIDER NAME

(4)MEDICAL PROVIDER ADDRESS

(4)MEDICAL PROVIDER TELEPHONE NUMBER(S)

(4)DATES OF TREATMENT

b. Did any of the above consultations result in a Workers’ Compensation claim being filed?
[]Yes [INo

If you answered “Yes” to question 8.b., please indicate which ones.
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9. Are you presently employed, full-time, part-time, or otherwise, or do you do volunteer work for
anyone other than the employer under which you incurred your injury or iliness?

[]Yes [INo

a. If you answered “Yes” to question 9, please list the employer or volunteer work organization,
address, telephone number, and your job duties.

(1)EMPLOYER/NVOLUNTEER ORGANIZATION (1)SUPERVISOR

(1)STREET ADDRESS (1)CITY / STATE / ZIP

[JFul-time []Part-time []Other:

(1)TELEPHONE
(1)JOB DUTIES
(2 EMPLOYER/VOLUNTEER ORGANIZATION (2)SUPERVISOR
(2)STREET ADDRESS (2)CITY / STATE / ZIP
[JFul-time []Part-time []Other:
(2)TELEPHONE

(2)JOB DUTIES

(3)EMPLOYER/VOLUNTEER ORGANIZATION (3)SUPERVISOR

(3)STREET ADDRESS (3)CITY / STATE / ZIP

[JFul-time []Part-time []Other:

(3)TELEPHONE

(3)JOB DUTIES

10. List all employers (including other County departments or agencies), dates of employment, and name
of supervisor for whom you have worked in the last ten (10) years. Please attach a separate sheet if

necessary.

(1)EMPLOYER/DEPARTMENT (1)DATES OF EMPLOYMENT
(1)EMPLOYER STREET ADDRESS (1)EMPLOYER CITY / STATE / ZIP
(1)SUPERVISOR NAME (1)SUPERVISOR TELEPHONE
(2)EMPLOYER/DEPARTMENT (2)DATES OF EMPLOYMENT
(2)EMPLOYER STREET ADDRESS (2 EMPLOYER CITY / STATE / ZIP
(2)SUPERVISOR NAME (2)SUPERVISOR TELEPHONE
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11.

12.

13.

14.

15.

a.

(3)EMPLOYER/DEPARTMENT (3)DATES OF EMPLOYMENT

(3)EMPLOYER STREET ADDRESS (3)EMPLOYER CITY / STATE / ZIP

(3)SUPERVISOR NAME (3)SUPERVISOR TELEPHONE

Is it possible that your injury or iliness was caused or related, in whole or in part, to any injury,
problems or incident involving any third party, other than your most recent employer?

[1Yes [INo

Have you filed, or are you considering filing, any claim or lawsuit against any third party or its
insurance company for any injury, disability, or loss of past or future income or earning capacity?

[1Yes [INo

If applicable, include the name, address, and telephone number of the third party(ies) and/or
insurance company(ies). Please attach a separate sheet if necessary.

(1)THIRD PARTY NAME (1)THIRD PARTY STREET ADDRESS
(1)THIRD PARTY TELEPHONE (1)THIRD PARTY CITY / STATE/ ZIP
(2)THIRD PARTY NAME (2)THIRD PARTY STREET ADDRESS
(2)THIRD PARTY TELEPHONE (2)THIRD PARTY CITY / STATE/ ZIP

If applicable, what is the status of your claim or lawsuit against the third party(ies)?

Are you, or will you be, represented by an attorney in connection with your claim or lawsuit against
the third party?

[1Yes [INo

If you answered “Yes” to question 15, please provide the contact information for your attorney.

ATTORNEY NAME LAW FIRM
STREET ADDRESS CITY / STATE/ ZIP
TELEPHONE EMAIL ADDRESS
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16.

17.

List the names, addresses, and telephone numbers of all physicians and health care providers
consulted for diagnosis or treatment relating to the subject injury or disease. Include approximate
dates of consultation, if known. Please include all physicians or health care providers with whom
you have appointments scheduled for additional medical services in the future that pertain to this
injury or iliness. Please attach a separate sheet if necessary.

(1)MEDICAL PROVIDER NAME

(1)MEDICAL PROVIDER STREET ADDRESS

(1)MEDICAL PROVIDER TELEPHONE

(1)MEDICAL PROVIDER CITY / STATE / ZIP

(1)DATE(S) OF TREATMENT

(1)REASON FOR VISIT

(2)MEDICAL PROVIDER NAME

(2)MEDICAL PROVIDER STREET ADDRESS

(2)MEDICAL PROVIDER TELEPHONE

(2)MEDICAL PROVIDER CITY / STATE / ZIP

(2)DATE(S) OF TREATMENT

(2)REASON FOR VISIT

(3)MEDICAL PROVIDER NAME

(3)MEDICAL PROVIDER STREET ADDRESS

(3)MEDICAL PROVIDER TELEPHONE

(3)MEDICAL PROVIDER CITY / STATE / ZIP

(3)DATE(S) OF TREATMENT

(3)REASON FOR VISIT

(4)MEDICAL PROVIDER NAME

(4)MEDICAL PROVIDER STREET ADDRESS

(4)MEDICAL PROVIDER TELEPHONE

(4)MEDICAL PROVIDER CITY / STATE / ZIP

(#)DATE(S) OF TREATMENT

(4)REASON FOR VISIT

List the names, addresses, and telephone numbers of ALL physicians and health care providers
you have consulted for any other reason during the five (5) years preceding the onset of the injury

orillness. Include approximate dates of consultation, if known. Please attach a separate sheet if

necessary.

(1)MEDICAL PROVIDER NAME

(1)MEDICAL PROVIDER STREET ADDRESS

(1)MEDICAL PROVIDER TELEPHONE

(1)MEDICAL PROVIDER CITY / STATE / ZIP

(1)DATE(S) OF TREATMENT

(1)REASON FOR VISIT

(2)MEDICAL PROVIDER NAME

(2)MEDICAL PROVIDER STREET ADDRESS

(2)MEDICAL PROVIDER TELEPHONE

(2)MEDICAL PROVIDER CITY / STATE / ZIP

(2)DATE(S) OF TREATMENT

(2)REASON FOR VISIT
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(3)MEDICAL PROVIDER NAME (3)MEDICAL PROVIDER STREET ADDRESS

(3)MEDICAL PROVIDER TELEPHONE (3)MEDICAL PROVIDER CITY / STATE / ZIP

(3)DATE(S) OF TREATMENT (3)REASON FOR VISIT

{(#)MEDICAL PROVIDER NAME (4)MEDICAL PROVIDER STREET ADDRESS
{(#)MEDICAL PROVIDER TELEPHONE (4)MEDICAL PROVIDER CITY / STATE / ZIP

(#)DATE(S) OF TREATMENT (4)REASON FOR VISIT

18. Include any further information you can offer to help the Board of Retirement in determining
whether or not you meet the criteria for a disability retirement. Attach additional pages as
necessary.

19. Are you, or will you be, represented in this application for disability retirement by an attorney?
[1Yes [INo

a. If you answered “Yes” to question 19, please provide the contact information for your attorney.

ATTORNEY NAME LAW FIRM
STREET ADDRESS CITY / STATE/ ZIP
TELEPHONE EMAIL ADDRESS

20. Beneficiary nomination. NOTE: Nomination of beneficiary below supersedes any previous
beneficiary election. You may add additional beneficiaries on a separate page, if necessary.

NAME SOCIAL SECURITY NUMBER

RELATIONSHIP TO MEMBER DATE OF BIRTH

MARRIAGE/DOMESTIC PARTNERSHIP REGISTRATION DATE
(IF APPLICABLE)
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21. FOR EMPLOYEES OF THE COUNTY OF MARIN, MARIN SUPERIOR COURT, MARIN/SONOMA
MOSQUITO & VECTOR CONTROL, MARIN COMMUNITY SERVICES DISTRICT, TAMALPAIS
COMMUNITY SERVICES DISTRICT, LAFCO, AND SOUTHERN MARIN FIRE ONLY:

Please indicate your current benefit coverage and whether you wish to continue that coverage as
indicated below.

MEDICAL Currently Continue for Continue for
Have Myself My Dependents
Kaiser High ] ] ]
Kaiser Low [l [l [l
Kaiser Limited ] ] []
Blue Cross Prudent Buyer ] ] ]
Blue Cross Prudent Buyer Classic ] ] ]
DENTAL Currently Continue for Continue for
Have Myself My Dependents

Delta Dental O O O
DEPENDENT INFORMATION

Full-time Student*? ] Yes [JNo
NAME DATE OF BIRTH

Full-time Student*? [] Yes []No
NAME DATE OF BIRTH

Full-time Student*? ] Yes [JNo
NAME DATE OF BIRTH

Full-time Student*? ] Yes [JNo
NAME DATE OF BIRTH

Full-time Student*? ] Yes [JNo
NAME DATE OF BIRTH

* Must include documentation supporting full time enroliment in an accredited university or other
educational institution.

PLEASE NOTE: This application does not replace any medical and/or other documentation which you
may wish to submit in support of your application. It is the responsibility of the applicant to submit all
supporting evidential data including, but not limited to, copies of all x-rays, MRI, CT scans, or any other
tests or films, preferably on CD. Failure to submit all tests and records will delay consideration of your
application.

YOU MUST PROVIDE THE ORIGINAL PLUS THREE (3) COPIES OF THE APPLICATION

AND ALL SUPPORTING DOCUMENTATION YOU WISH TO SUBMIT

| hereby authorize MCERA to obtain my medical records, to contact the attorney identified on this
application, or any attorney that | may appoint in the future, to discuss my application and my medical
records. | have included the general medical release and Kaiser release forms with my application.

| declare under penalty of perjury that the foregoing is true and correct.

APPLICANT SIGNATURE DATE

AUTHORIZED EMPLOYER SIGNATURE * DATE *

* Required only when department files on behalf of the employee.

Last Updated 23 June 2009 Page 13 of 15









