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❑ Representantes de Nuestro Equipo
❑ Trabajador Desplazado (Dislocated Worker)
❑ Recursos y Servicios Disponibles:

- Localizador de un Centro más cercano a usted de
un Centro de Empleo de America en CA (AJCC) / 
WorkSource:

https://www.careeronestop.org/LocalHelp/service-locator.aspx?lang=es
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https://www.careeronestop.org/LocalHelp/service-locator.aspx?lang=es


❑ División de Servicios de Fuerza Laboral

-CalJOBS SM

https://www.edd.ca.gov/jobs_and_training/Caljobs_Espanol.htm

-Subdivisión de Información del Mercado Laboral
https://www.edd.ca.gov/informacion_general_en_espanol.htm#Inform

aci%C3%B3nsobreelMercadoLaboral

❑ División de Seguro de Discapacidad

https://www.edd.ca.gov/Disability/SDI_Online_Espanol.htm

❑ División de Seguro de Desempleo
https://www.edd.ca.gov/Unemployment/UI_Online_Espanol.htm
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 Rápido, facil, y más seguro

 No mas espera

 Usela donde quiera

 Quedese con la tarjeta
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ALLOW 10 DAYS FOR DELIV ERY OF CHECK                      DETACH THIS STUB FOR YOUR RECORD 
 

CONTINUED 
CLAIM 
                                                                                                        1

ST
 WEEK                         2

nd
 WEEK 

ANSWER ALL QUESTIONS.  SEE SECTION A. ON BACK FOR EXAMPLES OF                Begins                               Begins  
HOW TO COMPLETE YOUR ANSWERS.  Each question is explained in                               Ends                                  Ends 
your Guide to Unemployment Insurance Benefits.                                                                               YES           NO                    YES          NO 
 
COMPLETE AND MAIL THIS FORM ON    MONTH DAY YEAR 
1. Were you too sick or injured to work?------------------------------------------------------------------------->   
 

If yes,  enter the number of days ( 1 through 7 ) you were unable to work  ------------------------ >                ( 0-7)                                      (0-7) 
 

 
2. Was there any reason (other than sickness or injury) that you could not have 

Accepted full time work each workday? ----------------------------------------------------------------------> 
 

3. Did you look for work?  --------------------------------------------------------------------------------------------> 
            IF MARKED “X”, YOU MUST COMPLETE SEC. B, WORK SEARCH RECORD, ON REV ERSE 
 
4. Did you refuse any work?  ----------------------------------------------------------------------------------------> 
 
5. Did you begin attending any  kind of  school or training?  ------------------------------------------------> 
 
6. Did you work or earn any money, WHETHER YOU WERE PAID OR NOT?  -----------------------> 

(If yes, you MUST COMPLETE items a. and b. below 
 
a. Enter earnings before deductions here  -----------------------------------------> 

b. Report employment or “source” of earnings information below:                       $                                            $ 

                 
 

                                                                                                                                                                                         

                                                                                                                                                                                         
                                                                                                                                                                                            
                                                                                                                                                                                        

                                                                                                                                                                                        
7.   If you want federal income tax withheld for the week(s) above, 

  Mark this block ----------------------------------------------------------------------------------------------------------> 
 

8.   If you had a change of mailing address or phone number, complete Sec. D on 
  Reverse, and mark this block  ---------------------------------------------------------------------------------------> 

I understand the questions on this form.  I know  the law provides penalties if  

I make false statements or withhold facts to receive benefits; my answers are 
true and correct.  I declare under penalty of perjury that I am a U.S. citizen or 
national; or an alien in satisfactory immigration status and permitted to w ork 
by INS.  I signed this form after the last date for which I am claiming benefits. 

 

X________________________________________________ 

DATE 
LAST WORKED 

TOTAL 

HOURS WORKED 
                                                                                                                                                 R EASON NO LONGER WORKING  

EMPLOYER NAME AND MAILING ADDRESS INCLUDING Z IP CODE                                (OR WRITE “STILL WORKING”) 

 

1
ST

 WEEK 

 
2

nd 
WEEK 



 Asista a la escuela o entrenamiento aprobado y 

estar recibiendo Beneficios de Desempleo.

 Pregunte sobre el entrenamiento vocacional 

cuando presenta su reclamo.

 Vea el folleto "Beneficios del Seguro del 

Desempleo: Lo que usted necesita saber" para 

obtener más información. 

 Programas de capacitación aprobados:

https://edd.ca.gov/unemployment/California_Training_Benefits.htm
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http://www.labormarketinfo.edd.ca.gov/


 Ley Consolidada de Reconciliación Presupuestaria 

Omnibus (COBRA)

 Ley de Portabilidad y Responsabilidad del Seguro 

Médico (HIPPA)

 Ley de Seguridad de Ingresos de Jubilación de los 

empleados (ERISA)

 Ley del Cuidado de Salud a Bajo Precio (ACA)

 Para obtener más información, visite el sitio web del 

Departamento de Trabajo: www.dol.gov
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http://www.dol.gov/


Departamento de Trabajo de los EE. UU. 
Administración de Seguridad de Beneficios de Empleo

1-866-444-3272
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(Consulte los documentos adjuntos al correo 

electrónico que recibió con información para 

inscribirse a esta presentación virtual)
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