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California Voluntary Disability Insurance (VDI) Opt-In Form

My signature below indicates my choice to participate in the Adobe Systems, Inc. Voluntary Disability Plan,
which is a State authorized replacement for participation in the California State Disability Insurance Plan (the
“State Plan"), effective the next possible quarter following the receipt of the form.

. . 2021
Please enter the next possible effective date of - (Please note that
forms must be received at least 3 business days prior to the effective da te.)

| understand that by making this election:

| will always receive the same or better benefits under the Adobe Voluntary
Disability Plan than | would receive under the State Plan.

I will maintain my right to discontinue my participation in the Adobe Voluntary
Disability Plan in the future and return to the State Plan coverage.

| further understand that should | discontinue my participation in the Adobe Systems, Inc.
Voluntary Disability Plan at a later date, | may re-enroll in the Voluntary Disability Plan and
my coverage will not commence until the first day of the calendar quarter following such

election.
Name of Employee Employee ID number
Signature of Employee Date

Upload your completed Enrollment Form to the Adobe Benefits Enrollment Site / My Profile / Employee File.

DSI/ADOBE VP January 2013


https://adobe.okta.com/app/adobeinc_bswift_1/exk1ip4830grCdvQ60h8/sso/saml
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