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PFML Coverage Certification Report 

Equitable is the brand name of the retirement and protection subsidiaries of Equitable Holdings, Inc., including Equitable Financial Life Insurance  
Company (NY, NY); Equitable Financial Life Insurance Company of America, an AZ stock company with an administrative office located in Charlotte,  
NC; and Equitable Distributors, LLC. Equitable Advisors is the brand name of Equitable Advisors, LLC (member FINRA, SIPC) (Equitable Financial  
Advisors in MI & TN). The obligations of Equitable Financial Life Insurance Company and Equitable Financial Life Insurance Company of America are  
backed solely by their claims-paying abilities. 

DATE: __/__/____ 

Once complete please return to equitable@groupclaims.com or via fax: (855)864-0530. 

Policy/Plan Holder Name: _______________________ 

Claimant Name:________________________________ Job title: ________________ Date of Hire: _______ 
SSN: ###-##-####_______________________________      
Address:  ________________________________    STD effective date _________  Prior coverage dates _____________ 

________________________________  
Phone No.:    (___) ___ - ____        LTD effective date _________  Prior coverage dates _____________ 
Email Address: _________________________________ 

Employment Status: Active_______   Terminated__________  If Terminated provide date of termination: __/__/____ 

Does this employee meet the definition of a MA Employee/Worker?  ___Yes ___No 

PFML leave start date: __/__/____  Last Date Worked: __/__/____ 

Did employee work a full day? __ Yes __ No  If not, how many hours did they work? ______ 

What are the employee’s physical job demands (pushing, pulling, standing, sitting, etc.): _________________ 

Are you able to offer job accommodations to facilitate a return to work?___________________________ 

Is their condition work related? ___Yes   ___No  If yes, have they applied for WC benefits? ___Yes   ___No 

Is the Employee taking FMLA concurrently with PFL?  ___Yes   ___No 

Leave Type: __ Continuous __ Intermittent 

If applicable, please advise if your employee has been approved for MA Paid Family or Medical Leave benefits at all in the 12 
Months preceding the start date of this leave?  ___Yes   ___No 

If yes, please indicate the type of leave taken and provide the inclusive dates 
as well as the total time approved: 

 Leave Type    From  Through Hours Approved 

PFL Bonding 

PFL Care of Family 

PFL Care of Service Member 

PFL Military Exigency 

PML – Employee Own Illness 

Scheduled work days: _______   Number of hours worked per week: _______ 

Taxable Percent of MA PML Benefit: __________  
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PFML Coverage Certification Report 

Equitable is the brand name of the retirement and protection subsidiaries of Equitable Holdings, Inc., including Equitable Financial Life Insurance  
Company (NY, NY); Equitable Financial Life Insurance Company of America, an AZ stock company with an administrative office located in Charlotte,  
NC; and Equitable Distributors, LLC. Equitable Advisors is the brand name of Equitable Advisors, LLC (member FINRA, SIPC) (Equitable Financial  
Advisors in MI & TN). The obligations of Equitable Financial Life Insurance Company and Equitable Financial Life Insurance Company of America are  
backed solely by their claims-paying abilities. 

Earnings and Hours Worked. Please complete the grid below using the following guidance: 

Total Gross Earnings Received and Total Number of Hours Worked, subject to MA PFML Law, by quarter during the base period. 
Base Period means: the last four completed calendar quarters immediately preceding the start date of the Paid Family 
and Medical Leave 

If employee has been working for less than the qualifying base period, provide the number of weeks they worked and/or 
were paid for.   

CALENDAR QUARTER TOTAL GROSS EARNINGS Total Hours Worked 

1 

2 

3 

4 

Will the employer be making payments to the employee from a qualifying employer sponsored policy or program that are equal 
to or greater than the MA PFML benefit while on leave? Yes ___     No ___ 

Will the employer be requesting reimbursement?  Yes ___     No ___ 
If yes, please provide the dates From__/__/____   Through__/__/____ 

Has the employee chosen to receive an accrued paid leave benefit such as PTO or accrued sick leave in lieu of MA Paid Family 
or Medical Leave benefit*(i.e., not a supplemental payment/top up)? Yes ___     No ___ 
If yes provide dates From__/__/____   Through __/__/____ 

*Note: Accrued Paid Leave time is not reimbursable.  Employers are required to notify employees that Accrued Paid Leave time
runs concurrently with MA Paid Family or Medical Leave and will be decremented from the employee’s total Available
allotment.

Please complete the following for STD and LTD benefits 

Is this employee a Union member?   Yes ___     No ___ 

Is the employee Hourly ____ or Salary ____ ? 

Taxable Percent of STD Benefit: __________   Taxable Percent of LTD Benefit: __________ 

What is this employee’s weekly or hourly rate of pay?   $___________ 

Is this employee receiving salary continuation or sick leave? __________  If yes, please provide dates and payment amount.  
From__/__/____   Through__/__/____  $________________ 

Completed by: __________________________________________ Date: _______________ 

Phone Number: _________________________________________ Email: _____________________________________ 
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ro m                                                                       Electronic Funds Transfer (EFT) Request F

Instructions                 
1.  Read the Terms
and                     Conditions              listed

 below.

                          

 

 

  

  

 

  

 

  
                                     

        

2. Enter your name,                              
addr     ess,                   home
telep     hone                number        
and  Employee ID.

3. Complete the
bank                     and account       
information  for your
Electronic Funds

            Transfer request.

4. You and all other                                 
parties   to the
account                     specified       
must  sign this form.

5. Return the
completed                     form         to
Claims Office.

Note: Failure to                                     
provide                     the  requested                 
information may                                     
affect the processing                                     
of  this                    form and may                 
delay                     or prevent the                 
receipt                     of payments                 
through                     the EFT                 
Program.                     

  

    Name: 

 

   

      

                                    

 and Depository a reasonable opportunity to act on it.

 
 

 hereinafter called "The Insurance Company" and/or its Third Party     
 Administrator, hereinafter called "TPA", to initiate credit entries (and to  
 initiate, if necessary, debit entries and adjustments for credit entries made in 
 error) to my (our) account indicated above and the Depository named above, 
 hereinafter called Depository, to credit and/or debit the same to such account.
 I (we) acknowledge that the origination of ACH transactions to my (our) 
 account must comply with the provisions of U.S. law. This authorization 
 is to remain in full force and effect until The Insurance Company and/or its  
 TPA has received written notice from me (us) of its termination in such time 
 and in such manner as to afford The Insurance Company and/or its TPA 

Address:

 Telephone Number: (       )  - 

Employee ID:          

 Name of Ba nk: 

Bank Address:

  - Bank Telephone Number: (       )

  Type of Account (select one):   

   Checking:  

Account Number:

  Saving: 

A  ccount Number:

Bank Routing Number: 

Attach a voided blank personal check. 

 Indicate any other names on the account selected:   

 AUTHORIZATION 
 I / We authorize    

 Signature(s):  Date: 

03/2018  SP-



                  
 

                       

 

 

 
 

 

 

 
 

 
 

 TERMS AND CONDITIONS

The Insurance Company and/or its TPA will not be responsible for any banking fees charged for direct 
deposit or electronic funds transfer.  

I understand that this agreement may be terminated by me upon written notice to The Insurance 
Company and/or its TPA.

The cancellation will be processed for the time period following receipt of the notice.  

I understand that a change in the title of this account which alters the interest of any party terminates 
this authorization and that a new authorization must then be submitted to continue direct deposit/EFT. 

I understand that it is my responsibility to inform The Insurance Company and/or its TPA of any address 
changes immediately.

I further understand that any benefit payment forwarded to the financial institution covering a period 
of time after my death will be refunded to The Insurance Company and/or its TPA. I agree that the 
financial institution shall hathe right of offset for such a refund.  

I authorize the financial institution specified in this authorization to provide The Insurance Company 
and/or its TPA with my home address and the names of any joint account holders for the account 
specified here in.  

I understand that I am responsible for verifying the accuracy of my account data and for promptly
notifying The Insurance Company and/or its TPA of any errors or changes including termination of my  
EFT request.  

SPECIAL NOTICE TO OTHER PARTIES TO THIS ACCOUNT.

As a party to this account, I understand that I am personally liable, both individually and as a member 
of the group of parties to this account, for the full amount of all benefit payments covering any period 
after the death of the disability benefit recipient. This is a liability to The Insurance Company and/or its 
TPA.  If I am entitled to any benefit as the beneficiary of the disability benefit recipient, the amount of  
my liability may be deducted from the amount payable to me. I agree that the financial institution shall 
have the right of offset for such a refund, and I authorize the financial institution to provide The 
Insurance Company an/or its TPA with my home address.  

CANCELLATION 
The agreement represented by this authorization remains in effect until cancelled by the recipient by 
notice to The Insurance Company and/or its TPA or by the death or legal incapacity of the recipient. 
Upon cancellation by the recipient, the recipient should notify the receiving financial institution that  
he/she is doing so.  The agreement represented by this authorization may be cancelled by the financial 
institution by providing the recipient a written notice 30 days in advance of the cancellation date. The 
recipient must immediately notify The Insurance Company and/or its TPA if the authorization is 
cancelled by the financial institution. The financial institution can not cancel the authorization by advice 
to The Insurance Company and/or its TPA.    

Signature:      Date:  

I certify that I have read and understand the Terms and Conditions of this EFT Agreement, 
including the SPECIAL NOTICE TO OTHER PARTIES TO THIS ACCOUNT.  

Signature(s) of Other Persons on Account:        Date 

 Date: 

03/2018SP-
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