'NC COALITION:
HOMELESSNESS

NC SOAR Outcome Reporting Form
SOAR Caseworker Information
Name

Agency

Phone

Email

County

Certified SOAR Worker [dyes [no
Applicant Information

First Two Letters of First Name

First Two Letters of Last Name

Date of Birth / /
Gender [Cmale [CJfemale
Veteran? [1yes [no

SSI and SSDI Application Information
Level of Application [initial Application [[JReconsideration

[1Administrative Law Judge Hearing
Is this an update to a previously submitted outcome? [Clyes [Ino

Protective Filing Date / /
Length of time homeless (as of Protective Filing Date) years or months
Did you file an SSI and SSDI application? Clyes  [no

If no application was filed, why?
Was the application given the SSA “Homeless Flag?” Clyes  [no
If no, why not?

Did you become the 1696 Representative? Clyes  [Cno
Date Disability report and application for SSI/SSDI / /

completed

Date medical records and/or medical summary report

submitted to DDS / /

Return form via email to: soar@ncceh.org or via fax to 1-888-742-3465




NC SOAR Outcome Reporting Form pg 2

Determination Information

Date of Determination

(If Presumptive Disability Decision was made, please
use that date here.)

Outcome of Determination

Was the case reassigned to a SOAR DDS Examiner?
(If you are unsure, please contact NCCEH.)

SSI Approved?
SSI Benefit Amount Awarded? (monthly)

SSDI Approved?
SSDI Benefit Amount Awarded? (monthly)

Amount of Back Pay Awarded?

Medicaid Approved?
Medicare Approved?

Rep. Payee Needed?

Rep. Payee Provided?
Consultative Exam Required?

Date Housed

Further Comments:

North Carolina Coalition to End Homelessness v9.19

[_]Approved

[ ]Denied
[dyes [Ino
[dyes [lno
$

[dyes [lno
$

$

Cyes [Ino
[dyes [Ino
[(dyes [no
Cyes [Ino
Cyes [Ino

NC SOAR



Getting Started: Organfzing and Completing an Initial SOAR Application’

Is this your first SOAR application? 1f so, don’t worry. The biggest and first step has
already taken place— you are SOAR trained. Schedule a minimum of one hour a day to work ont
your SOAR spplication and keep that commitment. Stick to the timelines oullined below. It s
important thet you complete the SOAR application in stages so that you aren’t overwhelmed by
it, While waiting on medical documentation, use your scheduled SOAR time to complete the
3368 PRO and to continue to work on the medjcal summary veport, The tinelines allow you to
complete each stage of the epplication process and to focus your energy and brain power on
completing e:w medical summary veport during the latter weeks so that you easily meet the 60
days allow

Documents needed to complete the process

SOAR. Consent to Release Information form (from SOAR Process)

Woaorkshest #4 (Substance Use Worksheet) from Module VII of Participant Guide

Worksheet #6 {Applicant Assessment Workshest) from Module X of Participant Guide

Worksheet #7 (Punctional Information Worksheer) froma Module X1 of Participam Guide

SSA form 3368 (Adult Disability Report) from Module 4 of the Parricipant Gulde

ss£ﬁ form 1696 (Appoiniment of Representative, revised-5/08) download from S5A

website

= SSA 827 forms from Module 4 of Participant Guide, after completing the i3368 PRO
online spplication, the computer program will instruct you to print a specific number of
SSA forms 827 needed,

» S8A form 8000 {Application for SST)

I TIMELINE POR COMPLETING AN INFTIAL SOAR APPLICATION J
Day One i
« Complete snd have applicant sign SOAR Consent fo Release Infexmation form, This allows yon to |

obtain the §SA aiatus of che applicant,
»  Pax SOAR Consent ta Release Information form 1o designated SSA Iocation lo the attention of t
SSA SOAR contsct. If the person i eligible to epply, this fax secures a protective filing date for
the spplicant, The SSA SOAR contact should Bix back & you the front pags of the SOAR Consent
i ____toRelease Information within 48 hours. .
Day Two or Three
n  Contact the S8A office if the SSA SOAR contact has not fuxed back the detnils of applicant's
involvement with S8A to you within 72 hours,
» When SSA ficd its response to you, it includes pest history with SSA and gives you the
information you need to proceed with the appropriate SOAR process,
= I the client does not have a pending case ar active appeal, proéeed with an initial application ag
follows...
® Have applicant sipn SSA-827 Authorization to Disclose Information to the S84 and agency "|
| Release of [nformation forms; have applicont sign releazes equnt to number of hospitals, clinics
; and doctor's offices he/she remembers being tesated. Mail both a SSA and sgenicy relenge fo sach
| tieatient source within the first 24 ¢0 48 hours of initating BOAR appfication effbxt..

|

.. . — e e

—

{ Developed by US Public Heath Service, Commander Eddis Frazier, Michigan SOAR Team, Yvome M. Pernst,
and Deboroh Dennis, National SOAR Technical Assistonce Team

Policy Resesrch Associuies, Loe, Reviged: May 25, 2000



|

Week 12

“Weeks 34

After spplicanl identifies a primary providet (psychiatrist/medical doctor), contact the provider |
and let tho gtaff theye kiow you are working with the applicant on appiying for S51/SSDI benefits. |
Ask for thelr input and let them know that you' Il be requesting the physician/psychiatcist/s .
signature on » summary of how the applicant’s iliness and sympioms affect hiafher ability to work.
Complate the first two pages of Worksheet #6, tirough Personsl Histary. This will allow yon to
complate the lntroduction of your appHcant's medionl summary report.

Qo to the computer; bookmark 13368 PRO online from SSA website.

While ot the computer, also bookmark ISBA (Social Secuxity Disability) online from SSA

wehsite,

While on tiie computer, download the medical subunary report tamplate from the SOAR website
(erenwpining. com/anay, Jink to trainings) to ereate 8 medical summary templets. This is how you
should arganize your infurmafion in the applicant’s medical sunumary report, Start your rough

drafi of epplicani’s medical summary. On the first day of this initlal application work, you will
impuit information for the intvoduction and begin the section on Personal History. Completing the
Introduction and starting the Pexsonal Higtory will teke onty 20-30 micutes. Beginning the

medical summery repart itomediately glves you 60 days to complete it instead of the 7-14 days
sttempied by many case manegens

Geiting things organized and setup initinlly will take about 2.5 hours, Putting your BOAR,
applicstion in the yecommended order witl siso allow you to wark on differsut aspects of the
application as you moave forward rather than (rying fo complets this i) at onee, feeling pressured
by other mmonaibdmoa to mee! the deadline,

Coruplete and have applicant sign SSA form 1696 Appointment of Represeutative form

Meot with applicant 1-2 times per week bo work on worksheets #4, #6 and #7. Enter information in
the appropriate sections on the medical suynary report as you collsct the information, These
workeheets should be completed by the end of week two. This will glve you six weeks to work on |
flie medical summary report. Most of the information used in the medical sommary is bansferred
from worksheets #4, 6 and 7. Include in the medical summeary repoert direct quotes from the
applicant and your obgervations of how the epplicant’s illness/symptoms interfere with hig/her
ability to work,

Mest with applicant 1-2 fimes per week o complete paper 3368 application. Begin transfeming
information to 3368 PRO online application ag soon es possible. Complete the 3368 papes
application by tie end of waek two. The 3368 PRO online application has 7 sections, Schedule ‘
enough time to complets each gection, When starting the i3368 PRO, complets inforrontion and
obtainﬁnmhyamba&rﬂ:eapp!mnutmyoummdntnum&erh re-citer cach time you add
information to this form, Print the reentry page and place it in the applicant’s folder, The recutry
number end the applicant’s social security asumbet allow you to work on the 13368 PRO when
your schodule ellows. After working on the 13368 PRO onlice upplication, save it, Do not subinit
It to SSA.until you are pregared to turn In the comploted SOAR epplication package.

Continue to work with npplimm s primory provider for additionn) informetion and to obtain
commitment for 2 co-signature oo the medisal summary.

Continue collection of medical records, As you identify additional sources for medical
infhrmation, send an agency relesse sad 2 SSA 827 (o those providers io collec! additional
information. Work with treaiment sources to identify ways to collect infammetion quickly, e..,
pick up at their department, fax, efc.

Begin end complete SSA-3000 881 Application (a olean document with applicant's signature)
QObtain eny nesded supportive documentation for SSI Application, e.g., bank statements, any

documentation of regources, etc.

Policy Rovearch Asaociates, Inc. Reviged: May 25, 2009



©» Continus to work on i3368 PRO if not compiete. Use your ward processing program to chack

i spelling for narrative comment sections of 3368 PRO, Be sure to mest the limeline fbr this section

| of the applivation. Complets transfer of Infarmation from paper 3368 to {3368 PRO anline
spplication by end of week four.

» Continug to coflect and follow up on medical records that are noeded.

*  Work on and make entries in the medioa! summary repott ae you recelve information.

»  Have applicant sign additional 827s for {reatinent sourocs that have not yet seat in information so
DDS can follow up on these,

= Complete TSBA (85D online application) after completing i3368 PRO onlise spplication. Most of
the information needed for the ISBA. in contsined within the 881 application as well as the 3368
PRO, Toe ISBA online applioation fakes about 20 ~ 30 minutes 1o complete. As with the i3368
PRO, save information entered and do not subnit until you are ready to turs in completed SOAR
apphication packege, The ISBA online application shogld be completed by the week four.

»  Completingi3368 PRO, the ISBA, apd requesting medical infonmation early in the application
pracess allows you to have four weeke ar more to fozus primarily on completing the medical f
sumeonty,

ey —— o —— -

Weelhs 5-8 (as neaded)
= Confine to work on toms not completed during the fivst four weeks
s Continue to work op sud revise medical summary. Incorporate medical information thet speaks o
applicsnt's funotiona! impainnents and severity of symptoms. Use disect quotes from applioant as ]
often as possible. Fave a co-worker review medical summary for clarity snd granumar.
= Contact SSA SOAR Contact and establish date you will turn in campleted Initial EOAR
Applicstion, giving directly to SOAR contect. Bogin atizmpts et contact with SSA SOAR contact
at least )2 weeks before 60-day deadline. This will allow for potenkial time ont-of-office or ilinsss
for you or $SA. SOAR contact. SOAR Application smust be complete and deliversd to 85A SDAR
t contact on or before 60-day deadiine, if of all possible before the 60-day deadline.
I »  Immedistely bafors he appointment with SSA to tum in the packet, submit the ISBA $5D] on-
| line application and the i3368PRO on-line,

REMINDER; A Complete Initial SOAR Application Package consists of...

1. SOAR Checklist is used ag a covey sheet for complete package

2, A medice! summary report signed by the SOAR provider and physician or psychologist
{allowing this document to be included es medical svidence).

3. Copies of all medical records in chrenologics! order.

4. A clean and complete SBA-8000 signed and dated by epplicant. The SSA 8000
information will be transfierred into the online application by BSA after receipt of
completed Initial SOAR Application Packet

5. Submit 13368 PRO and ISBA (SSDI application) ou-line 24-48 bours before turning in
campleted package to SSA.

Policy Research Agsoclates, Ins. Reviged: May 25, 2009
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Social Security Administration Form Approved
Consent for Release of lnformation OMB No. 0960-0566

Instructions for Using this Form

Complete this form only if you want us to give information or records about you, a minor, or a legally incompetent adult, to an
individual or group (for example, a doctor or an insurance company). If you are the natural or adoptive parent or legal guardian,
acting on behalf of a minor child, rou may complete this form to release only the minor's non-medical records. We may charge a
fee for providing information unrelated to the administration of a program ynder the Social Security Act.

NOTE: Do not use this form to:

« Request the release of medical records on behalf of a minor child. Instead, visit your local Social Security office or call our toll-
free number, 1-800-772-1213 (TTY-1-800-325-0778), or

* Request detailed information about your eamings of employment history. Instead, complete and mail form SSA-7050-F4. You
can obtain form SSA-7050-F4 from your local Social Security office or online at www.ssa.gov/onli - .

How to Complete this Form

We will not honor this form unless all required fields are completed. An asterisk (*) indicates a required field. Also, we will not
honor blanket requests for "any and all records” or the "entire file." You must specify the information you are requesting and you
must sign and date this form. We may charge a fee to release information for non-program purposes.

= Fill in your name, date of birth, and social security number or the name, date of birth, and social security number of the person
to whom the requested information pertains,

« Fill in the name and address of the person or organization where you want us to send the requested information,
« Speclfy the reason you want us to release the information.
» Cheack the box next to the type(s) of information you want us to release including the date ranges, where applicable.

+ For non-medical information, you, the parent or the legal guardian acting on behalf of a minor child or legally incompetent adult,
must sigh and date this form and provide a daytime phone number.

« if you are not the individual to whom the requested information pertains, state your relationship to that person. We may require
proof of relationship.

PRIVACY ACT STATEMENT

Section 2056(a) of the Social Security Act, as amended, authorizes us to collect the information requested on this form. We will
use the information you provide to respond to your request for access to the records we maintain about you or to process your
request to release your records to a third party. You do not have to provide the requested information. Your response is
voluntary; however, we cannot honor your request to releass information or records about you to another person or organization
without your consent. We rarely use the information provided on this form for any purpose other than to respond to requests for
SSA records information. However, the Privacy Act (5 U.S.C. § 552a(b)) permits us to disclose the information you provide on this
form in accordance with approved routine uses, which include but are not limited to the following:

1.To enable an agency or third parly to assist Social Securily in establishing rights to Social Security benefits and or coverage;
2.Te make determinations for eligibility in similar health and income maintenance programs at the Federal, State, and focal leve!;
3.To comply with Federal laws requiring the disclosure of the information from our records; and,

4.To facilitate statistical research, audit, or investigative activities necessary to assure the integrity of SSA programs.

We may also use the information yo%govide when we maich records by computer. Computer matching proa%rams compare our
records with those of other Federal, State, or local govemment agencies. We use information from these matching programs to
establish or verify a person's eligibility for Federally-funded or administered benefit programs and for repayment of incorrect
payments or overpayments under these programs. Additional information regarding this form, routine uses of information, and
other Social Security programs is available on our Internet website, www.socialsecurity.gov, or at your local Social Security office.

This information collection meets the requirerments of 44 U.S.C. § 3507, as amended by section 2 of the cti

. You do not need to answer these questions unless we display a valid Office of Management and Budget control
number, We estimate thatf it will take about 3 minutes to read the insiructions, gather the facts, and answer the questions. SEND
OR BRING THE COMPLETED FORM TO YOUR LOCAL SOCIAL SECURITY OFFICE. You can find your local Social
Security office through 8SA's website at .Socialsecurity. goy. Offices are also listed under U.S. Government agencies
In your telephone directory or you ma{lcall 1-800.772-1213 | 1-800-325-0776). You may send comments on our time
estimate above to; SSA, 6401 Security Blvd., Baltimore, MD 21235-8401. Send only comments relating to our time estimate
to this address, not the completed form.

Form SSA-3288 (11-2016) uf
Destroy Prior Editions



Social Sscurity Administration Form Approved
Consent for Release of Information OME No. 0960-0566

You must complete all required fields. We will not honor your request unless all required fields are completed. (“Signifies a
required field. **Please complete these fields in case we need fo contact you about the consent fosm).

TO: Soclal Security Administration

*My Full Name *My Date of Birth *My Soclal Security Number
(MM/DDIYYYY)
I authorize the Social Security Adminlistration to release information or racords about me to:
*NAME OF PERSON OR ORGANIZATION: *ADDRESS OF PERSON OR ORGANIZATION:

*] want this Information released because: I want to work with a SOAR caseworker on my application.
We may charge a fee to release information for non-program purposes.

*Please release the following Information selected from the list below:
Check at least one box. We will not disclose records unless you include date ranges where applicable.

1. [] Verification of Social Security Number

2. [ Current monthly Social Security benefit amount

3. [] Current monthly Supplemental Security income payment amount

4. [T My benefit or payment amounts from date to date

5. [ My Medicare entitlementfromdate __________todate

6. [_] Medical records from my claims folder(s) from date to date _

If you want us to release a minor child's medical records, do not use this form. Instead, contact your local Social
Security office,

7. [0 Complete medical records from my claims folder(s)

8. [X] other record(s) from my file will not honor a request for “any and all records" or "the entire file," You must specify
other records; e.g., consultative exams, award/denial notices, benefit applications, appeals, questionnaires,
doctor reports, determinations.)

related to pending SS_I/SSE claims, claim level and file dates; related to denied claims,

clai_m level, denial dates and denial reasons; SS_I/SSDI allowanﬁg and eligibilit_y dates

{ am the individual, to whom the raquested information or record applies, or the parent or legal guardian of a minor, or the
legal guardian of a legally incompetent adult. | declare under penalty of perjury (28 CFR § 16.41(d)(2004) that | have examined
all the information on this form and It s true and correct to the best of my knowledge. | understand that anyone who knowingly
or willfully seeking or obtaining access to records about another person under false pretenses is punishable by a fine of up to
$5,000. | also understand that | must pay all applicable fees for requesting information for 2 non-program-related purpose.

*Signature: *Date: -
**Address: - **Daytime Phone:
Relationship (if not the subject of the record): *Daytime Phone:

Witnesses must sign this form ONLY if the above signature is by mark XI. If signed by mark (X), two witnesses to the signing
v«{ho l;nowrthe ngnee must sign below and provide their full addresses. Please print the signee’s name next to the mark ?X) on the
signature line above.

1.Signature of witness |2.signature of witness

Address{Number and street,City State, and Zip Code) ' Address(Number and street.CF.St;te. and Zip Code)
|

Form SSA-3288 (11-2016) uf B ‘ —



Applicant Name:

Applicant SSN:

Applicant DOB:
MMDDYY

THIS SECTION TO BE COMPLETED BY THE SOCIAL SECURITY

ADMINISTRATION
No Record Supplemental Security Income Social Security Disability Income
Terminated Record Ssi SSDI Date Terminated:
MMDDYY
Current Claim Status
SSI Claim Pending: SSDI Claim Pending:
{nitial Claim Date Filed: Initial Claim Date Filed:
Reconsideration Date Filed: Reconsideration Date Filed:
Hearing Level Date Filed: Hearing Level Date Filed:
SSI Claim Denied: SSDI Claim Denied:
Initial Claim Date Denied: Initial Claim Date Denied:
Reconsideration Date Denied: Reconsideration Date Denied:
Hearing Level Date Denied: Hearing Level Date Denied:
(Circle One)
$S1 Denial Reason: Medical Non-Medical Other SSDI Denial Reason: Medical Non-Medical

Other (If circled Other above, please explain):

COther

Allowance
SSl SSDI
Eligibility Date: Eligibility Date:
SSA Claims information was provided by: i
(SSA Staff)
Date of Response:
Telephone Number: SSA Field Office Code:

Please Return Form To:

SOAR Caseworker:

Fax Number:

Phone Number:







COMPLETING THIS FORM TO APPOINT A REFRESENTATIVE

Chooslag to be Represented

You can chooss (o have 8 representative biefp you when
you do business with Sociat Security. We will work with
your sepresentative, jus) es we weould with you, Jis
fmporiant that you selvet o quialiled poson beesuse, onrve

your vepresemnativee may et for you in most
Sozind Seewsily mstiers. Wo give more informstion,
examples of what a represeatative may do, in the section
titled “Infonnation for Clabmome,”

Privacy Act Sistoment

Collection xnd Use of Peveonnl Information

Sections 208(e) and 1631(d) of tha Socia) Securlty Ao, as
smended, suthorl2e ug o cotlect this informetion, We wift
nas the information you provide on this foum to verify
your appaimment of an iadividus! gs your represeitmive
and his or her accepfance of'the appointment,

Cawgiletion of this form &s vohmiery; hewevtr, if'you
want to use thiz forh: ta appofit eomenne lo act oy your
behalf b maticrs Sefore the Socdal Serorily
Adminfsiation (SSA), then you sad et Individusl mus
caomplots the approprisie stctions of this form.

We rarely use the Information you supply for any purpose
other than 1o verify your sppointment of as individual os
your represestutive md his or ber acoeptence of dhe
appoimimenl. However, we imay use )L for the
sdministration end integrity of Social Sucurity programs.
Wo mny slso disclose infhrmation so another person or fo
anuther apency in seonrdapse with approved soutine wses,
whieh inzluds but ave not limited w the fallowing:

1 Toenablina thicd party ar an sgancy to assisi
Batial Besurity n establishing right to Scint
Socunity benefits andlor coverage;,

2, Tocomply with Bedera) laws requiring the
releass of information from Socicl Sscurity
records {eg., to the Gavemment Accsunisbility
Dffice or the Department of Veteruns Affuirs);

3. Tomeke detenminations lor cligibility in similer
heshh and lstome maiiupance proprams o1 the
Fedosal, Siate, and lecal level; and,

4.  To faeiliiate siotistiond seesarch, audiy, or
hincuitgative activities necessary to sasure the
integrity mnd improverment of Socisl Security
PIOZIAMS,

We iy sise usc e information yuu provids in computer
matching pingrams. Matching programs conspare our
vecorda with recards kept by othes Fodera), stete, ar lozal
governmean agencles.

Fom BEA1636-L8 (03-2011) l (032014
Destray iy BSlicns

Infoematicn fram thesa matching progruns oen be
uaed to eatablish or verily & person's cligibitity for
Federnthy-finided or administered benellt prograny
und far vopayment of paymens or delinguent debtz
under these programs. A cunplete Tist of rowiine uscs
for this informaion ke availsble in our Sywte of
Records Notice entitied "Appointed Represeninive
File" {60-0325), The netice, pdditonal information
veganding this form, routine uses of fafarmation, pit
our programs and sysiesns ore evaijabls on-liha st
or gi your loes! Socist
Security office.
With vour permission, your repressuitative smay
designata an aasocisie or ather party 1o request and
recelve Information firem your clafmy Ale on your
vopreseaiative’s behalf,

For mare information about this privacy statement
amd how Information you provide fo us may ke uged
or diselosed (0 vttrers plense contact any Boelo
Socurity offive.

How te Complete this Farm

Pleaza print or 1ype youranyvers on tis form, At tbe
op of the form, provide your full aame and your Sociat
Beaurity mombey, Ifynurelabn is based on enothay
penton’s work snd eamings, 15 provids the “wage
eamer’s” nome and Sosiol Security number. iFyon
fppoint more than one Individus! a5 vaur remerenistive,
you may want (o complele a forn for exch of hem,
Psrt I Appointment of Represeniative -

Qive she nare aid eddresn of tha fndividnalis) you are
appoiniing. Y'ou may ppoft i altomey o auy other
qualified individuat fy papresent you. Yeu alto ray
eppoint move then ans individual, but please refir to the
“Informstion for Clalmams™ section “Whet your
Kepresentative(a) blay Charge" for more Infonmetlon
ghout payment of foen. You canappolnt one or more
Sodividuple T & fism, Sorposiion, or other orgazation
umnpmmmvdsl. mmmmmbmm

Chieck the bln:k(s) n&owing me ymgmm unda-which
youhave & clim, You may check more then one block,
Check:
*  Tide H (RSDY), iF yoarr clefm concsms retivmusnt,
awelvors, or dissbility inguranes bopefils.
Tide XVI{881), if yaur clalm concerns
«  Supplemental Securlty Insome,
Vitte XVt (Medicare Coverage), if your cloim
cancems entitlement to Medicare or enroflowent in
the Sugplementary Medics! Intivance {(SM1 plan.
s Tile XVIN (SVBY, I your elabin concems
entitlemi to Special Veternng Benefits,




When you give your prrmissien your represenistive may
designate an associne (o.g. & clark), or other panty of
entity {c.g. B copylig service] to reccive information
from your cleina fie on your represestmive’s behalf for
the duration of your clain, [fyou vesnt 1o glve pone
representative penmission fo do that, dhieck the block o
mithorize this release.

1f you will have more then ono reprezeatstive, check the
eppropriaie blok and give the name of the individua)
you wink (o be yourr main representaiive.

You nwism gigh and dete the fortr, Print or type your
address, area code and telaphone number.

1f you e eppointing & representative 1o replace a
reprasentalive thel you discharged or who withdrew his
o1 bet represemation, you must notify os in writlop thet
the prior appeintotent hag ended.

Part 1t Acceptance of Appolatment

Bach individual you appoint i Pant | should also
compiele Part 1], 1€ the individusl #2 10t 8h atitamey, he
or she st ghve his or her nxive, state thet be or ehe
acoepts (he appoiniment, snd sigy the form.

Part 131 Fec Arcsngement

To help in processing benefitc 20d fee paymients timely
you and yotr raprasentative shauld compleis this
geclion. Your representetive should check s box, sign
end date the form. Your repressntative may choose tn
recaive payment, waive direel poyment, or waive
payment of the fee alengeiicr, 1ymt and yow:
representative change youy anangement before we
decide your elxim, you can provids « now o amended
form so Wiot ws oan update owr recods. If you eppoint n
secorxd represeniative or co-counsel who also wilk no
charge a foe, he or she thodd siso complete this past or
provide & gew fonu, or i¥ not using (e for, glvaus s
separate, wellten waiver sigtemendt, if your representalive
is not cligible for direct paymenl, or issa shommey ur m
cligibie non-alttwney who waives diree! payment, you
witl bo responsible for paying any fee we onthorize,

Undar certaly clseumatances, we do not heve lo
withorkee the: foe. Thepe circumstences include where n
Coant has awarded a fee based on your reprezeimtative’s
ections 25 o legal guardien or coynt-appointed
repressututive, or whers 2 business {such as s
insurance company), othey organization or govenment
agency will pay your representative’s fee and you smd
your beoeficisrizs have no lisbility o pay sny fees or
EXpenses.

Paperwork Reduction At Statement - This
{nformation collection meets the nequireiests of 44 U,
8.C. § 23507, a8 eenended by Seallon 2 of the Papawotk
Reduction Actof 1995 You do not need to snawer
these quastions vnless we display a valid Office of
Manegement snd Budget coitvol nvnbey. We estimole
that it wil)

teke sbout 10 minutes io read the instrucsions, gaher
the feols, and answer ihe questions. SEBEND THE
COMPLETED FORM T0 VOUR LOCAL
SOCIA)L SECURITY OFFICE. The offico te Hsted
unde U, 8 Gavarnpient agencles in your telephons
directory or you may c2ft Sockal Securdty at
2-800-772-1212 {TTV 1-800-825-0778). Yoir may
sctidd comments on our dhite essimale above 1o S84,
6401 Secarity Bhd, Baltimare, MD 21235-54@1. Sextd
gty comeanents reluting o exr thive extimata va this
address; not the completed forin,

References

»  IBUS.C. §§ 203, 205, and 207: and 42 VS.C, §6
406 (a), 1220a-6, and 1IBHAN2)

s X0CFR §§ 404.1700 et. szq, and 416.{ 500 24 seq.

+  Botinl Seeurity Rulings 83-27 apd 82-3¢

*  250.8.C, B2 604) and 604505



INFORMATION FOR REPRESENRTATIVES

Fees for Representatio
A?morndmlnﬁiviﬂmlwhmmmm

or collect & fes for providing services fn conueetion
with & éfeitm before the Sociel Security
Administretion {S8A) mmat generily ottai our
prior nuthovization offthe fee for seproseniztion. The
only excegtions are iR
cortain Fequineents ara inet and a third-pasty
entity, such as & business, an fesurance carvier,
& for profit, or nonprofit oxganizstionora
govermment sgency will poy the foo mnd any
expenses from its own Slouds and the ¢lalment
and amitiory beneflelaries incur no Babllity,
direetly or indircetly, for the cast(s); or

« g Fedemt court awsrded u fee bagsed oo the
representelive’s activities as the cleimants
legal grexdion or court-sppointed -
yepresenmliva:

» @ Federsl court nwarded a fee for
representationa) sezvices provided before the
soutt, I Those eases, neither the Fedeval courl
nor 834 oay sutharize s fee for the other,

Obtalning Authorkeation of a Fee

To charge & fee for services, You nulst Use 006 of
two ihislly exclusive for euthorzation pracesses.
You must file either o fex pationor a fee
apreement with ut. In either ease, you ¢annal
charge more thag the fee amownt we suthorize,
Eco Pefition Pty

Yonumay file n fes petition after you conplets your
strvices io the clainent, This writton sequest must
deserdbe iy defall the amouny pf time you speat on
each service provided and the amount of the feo you
sre requenling. Is oedes to directly pay you under 5
fee petition, you meust either fife a fes petition or
Botify us within 60 days after we decide the claim
of youn'infent to file » fez pelition.

You miet give the cisimant o capy of the fee
petition end each nitachment. The clabomu wey
disngree with the infomnation shown by comasting
& Soris} Security office within 20 days of veceiving
Bis or her capy of the fee petition. We will conaldar
the ressanshle value of the services provided, and
send you aotice of die emount of the fee you can
charge.

Ene Agnemen Progesk

11 yons and the claimant have a weitfen foe agreernont, one of
you must glve it 10 us before we derlds the clatm(s), We
urmtly will approve the egroamend if:

«  you both signed ity

v the fee yop agreed on i no moro than 25
pereent of posi-dus banefits, or §6,000 {ora
bigher amount we pet and auncumes in the
Federet Reglster), whichever is b

o W& opprove tho claim{e): e

o the elaim rosults in post-due benzfits.

We will 1end you & copy of'the uotice we send the elalmet
tefling him or het the oinount of the fee you con change
besed on the agreesment.

Hwe do aos appyove the fec agresmont, we will 168 you &
nyithng. We alvo will e}l you and the. claimant thet you must
file a fiss petitfon iF yai wish 4p chavgs o collect afve,

Afier we [el you the atoimt of the foe yon eso charpe, yu
orfhe claimant mey ask us i writing to review the
euthorized fee. §f we spproved a fee sgressne, the porsan
who deeided fhe clalm{s) also vany ask ug to fowerthe -
smouni. Setocene wha did pof deefde the smount of the fre
the fivst time will review and finally deckis the ansoumi of
the fee

Collecthig 4 Feo

You may neeept nwoney for your fez in advance, 08 lang s
yait hold it in @ it or esorow account. The clabmant never
owes you more than the fe we avthorize, exceps Tory

+  any fee o Federal count atows for your esvives before it;
am!

«  aut-oftpocket expanses you Incer or expest ta facwr, for
example, the cost of getting evidsacs, Our awtherbation
is nol needed for sneh expenses,

WMMM n‘hﬁthaﬂﬁnﬁuﬂﬁuﬂumm
cindmant. If you are imeresied In becoming eligible to
recelve divect payment, you ean find mare ifornmtion about
Gils en our “Atiomeys and Appointed Representatives”




reginter with BSA, ps destzibed bedowe,

withhold 2§ percent of any pus-cus bonefits that
sl fom s favorwbly decided rellrement,
survivors, dizability insuranen, o supplemeiinl
socurity income claim, Once we mthosize a fes, we
pay you alf or part of the Fee EBom the funds
withheld. We will also charge you (he assessment
required by scetion 206{d) and 1623 {dN2KC) of the
Socdal Eeeutlly Act You sanan cnrge or ¢olfcet
this expense from fha clajment, You will aced 1o
cofleet fivm the claimant:

a  fhe rest of the fee he or sha gwey, [fthe
amou of the authorized fee is mors than the
st of moaey we withheld ond pald you for
the olaimsant, plus sy amownt you held fur the
claimant £ 0 st or e2ersw AECOHY.

o &lf of the fec he orshu owas, [ we did not
withhold past-due heasilis, (Far exomple,
becouse there are no pas-duc benefiis; you
waived disset payment or did oot register [y
diccct payment; the chibmant discharged you or
you withdrew from represendog befare we
iepued o fuvorabla decition)! or we withbeld
past-due benefits, bt you did not ask us {0
euthorfze & foe or tedl vk that you plaanod (o
ok for 3 fee within 80 days after the dite of the
nofice of sward and wo rekeased the witliheld
amout to the clatpum,

Registoring for Direct Fee Payment

1 yon ore eligible and want it recoive direc yayment, you
st vegister with us before we effectunte a favayable
decision on the claitn. Ta register, you mnst subrnit & Form
58A) 699 (Registration of Individunts and Staff for
Appointed Repyeseitative Sevvices) ouce owd n Fonn
SEA. 1655 (Identifying Informantion for Possible Direct
Payment of Amborized Foas) with each appolatineat, We
will nse the Infonnation yon provids ax these forms to basus
yon a Fonn 1099-MISC If we piy you aggregets fees of
$609 or more In a colendar year, The lulerna] Revenue
Cade requires that wo dothis, Far nformation on the
reglatration procoss, see oy “Attomeyt and Appointed
Repreacuintives” websile

Confilct uf Interert and Penalties

11 you commil fmpropsr acts, you aui be suspended or
disqualified from representing onyone before 88A. Yon
akso can face criminal prosecution. Improper scts inchide:

o 1€ you are or were as officer or employes of the United
States, providing ssrvicer a5 & mpregentative in cartain

»  claims egainet and other matters affecting the Federa}
govertuient.

*  Kaowiaply and wiltivgly fumishing filse Inforwmsion.

*  Chargiog o5 collecting an unawiorized fas, or charging
or collecting ton wuch My servjoes provided in any

¢lnisn, including ssvices before & court that made o
favorable declsion.

Relferenecs .

» IBUS.C §§ 203, 205, nud 207 ond 42 U.S.C. §§ 406
{2}, 1320a-6, nnd 1283(d)2)

» 20 CFR §§ 4041700 ez, seq. oncd 416.1500 el seq,

« Social Security Rulings 83-27 and 82-39

o 26 US.L. §f 604) and 8045(N)



Saciel Adminlstratlnn mmm
Plusn read the hefore complating this form. OMB No, 20800527

Nama (Cisimant) (Prind oF Typa) = Semnvﬂmﬁ“‘ T ——
Viage Eamer i DRferant] N
Pai o0 = -
| : e APPOINTMENT OF REPRESENTATIVE
lo sot as my rapmsemnﬂva In conneciion with my dalm(s) or gsseried m%hl(s) ungder;
D‘ﬂﬂen r_]ma,m Dz':ne Xvill D \;"i
4 dn eviden
lnroumaﬂon. mq mﬁ:\; any mq:ul mglve %mllcs “"’?ng' ah?&'f:?j‘“ of m&ﬁdﬁ(ﬁ).

Aduinhmﬂnn to relsasa informaiion about pending darlm{s) of Axsited
ﬁgh s Iudualgmdmmdﬂaum erform edminisiretive dutiss m&a)

1” conisactunl arshgements hg.mmamibrorwmmy for patles
Dlappuhﬂ.almluva.mmnmmmmwe My main topreseniative

B g .- ~n

{Rarmw of Piinolpal Reproszalaiig)

R e T = s ——— =

‘Signature (Clamen) Address
T{a"‘ﬁmis n*mmsm" T ?a"ﬂx Wiber (With Afes (oda] 173

) s N S
Partll ' AOGE‘PTANCE OF APPOINTMENT

b , haraby ancept the sbove appolriment, | cariify that |
have nMMﬂWwM&M!mmMMmMMMMMm that | am not
disquatified from reprasanting the claimant s & curent or formar officar or employae of the Unlied States; and
thauwmnnﬁdwgewmﬂeclwg‘hamumemmm.amhmpaﬂywpa&ﬁafes.uﬂaukhas
been d in eocordanca tews and rules elemred (o on the reverse side of the representalive's
copy lh!stmm.Fldeufdonoﬂumgsoreunmﬂsmrhtepreaanlaﬂm.lwlﬂnﬂfyh&odalsmrﬂy
Adminisiration, (Complstion of Part Il eafisfes this requirement.)
Check one: [J1 em anatiomey.  [_]18m a non-aitomey eligible for direct paymens undst 8SA law,

{7}1 am a non-attomay not eligile for direct payment.

1 am now or have previouely been disharrad or suspended from & court or bar to which | wes previsusly

admitted to praclies sz e atiomey. [JYES [JNO

} am now or have previously been g fms&ﬂﬁp&&glnwmmmaFMmrmormmy.
!dnhreundetpumlwﬂpsdwh!lbmoumnuﬂluutnmnhnmmr.mcndonmympanylug
statomants or forms, and ¥ Is true and sorrect to the beat of my kaowlsdgs.

Signature (Represeniative) gmsdmsa

Telsphons NUmGer (Wih AT6s Gage] fmm YGae

Son Do = e {4 = e

Partifl FEE ARRANGEMENT

(] Gharging a fes and requesting direct mmummmmm:upammm {58A mial suthorire the fea
unloe> & regulsiary sxcepticn an opfion, &ign and dole this section.)

0 cum:mmm»;dhummdmmmmmpasl-duebmﬁis—lanmaEfyrorwdom&
wm:‘ foox umm?f’mn&’?m i m'f"mmm ~By checking this hiotk | corfiy $hat
niving end skpenses from a any suxillary B By my
- $aa will ba pald by a third-party, srut thel the claiment and any anxiEary bansficlartss ang free o all lishilty, dhaclly or
Indirectly, o whola of Tn pest, fo pay any fee o expensst (o Mo or enyone a0 & restdl of tholy claimis) or assedtst righlis).
mmwmmumma-mw entily or 3 govemmen! sganay wil pay from Rz nds the (e e any sxpsnses for
1his eppoiniorent. Lo 8of chck thfe binck N & third-pady individd witpey the fot}
O vatmmmmm-amwmmymmmmmwfee.msmswmmmtmm)
of the Sacial Securtly Act. 1 relsace my cllen! end any wndiiery beneficlaries from sny abligations, contreciuat or olhenviye,
_which may be owed to ms for servines provided In connection with ihelr clais) or aseerted rightfs).

Stgnalura {Reprasontafive) [Dste
— L P

Form B8A-1655-UG (03-201 1) o! (032091}
Detiroy frios Ediions RLE COPY







Stepping Sionas fo Recovery Third Ediion

+

Wortksheet 1
$ST 8 SSDI Non-Medical Documentation Checklist
§f at appbrakly urite N A)
Name .
DOB , SSN
Applicetion date_ _
S8 : S58D1
AR applieanss: ; A4 applicants:

o Photo ID | we— Birth certificate
. Hownirent, copy of morigagofrent [ e Copy of aay current pay stubs

agreement | Listofd
_ Ifheorshedoes't ront: nams, address |~ Epiients

of personfs) praviding in-kind help ‘ ____ Proof of Worker's Compensetion or

State Disebility Insurance Benefits

—— Lin ot dapendents | (bernefits leter or check sbibs)
e Owenictshiip of vehiclels) |
e Capry of life insurance policy |
— Muostrecent bank acoount giatement, ‘

{nciuding any joint bank accounts |
- Copy of cestificstes of depasit |
—— Copy of stockimulual fund certificates
———— Copy of bonds held £1 own namie
. Copy of eny laud/houses, elc., proof of !

ownership |
e Copy of buriel contracts
e Copy of smy ather bousehold income:

pay stubs, other benefits, child support

Lmigpeants: Lwmigmots:

~—— Proof of sponsosship — originel —— Proof of sponsorship — origical
e Proof of citizenship or afien starus e Proof of citizenship or alien siatus

— triginal — originel

e Birth castificate (may be required)

e ————" e, e e e S e e e i S <

MODULE i 4]
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Sfepping Stones fo Recovery Third Edition

Wotksheet 2
SSI Income/Resoutce Worksheet
{f H incowe{ resoarvea dest ot qpply, woite N/ A)
Name -
DOB SSN

Application date. —-

Income
 Twe | Date Submitted

. __ Em
Wage stub
Tax retom |
Unesraed
_Emeﬁt letters |
- " Gourt ordars
Alimony/child support receipts
Bank statoments (interest)
Dividends/royelties |
Rental/lease income |

P . — -

[- -

Resougrocea

Type | Date Submitted

T Velials owned®

___ Houses owned*”
Other property owned |
 Lifi ingyance policies |
Bank statements |
 Investment statements
_ . Savinga statemeats
_ Bﬁrihlm:pmeggt»naide ‘

__ Cemetery lot, erypt, ete.

* Ong cor or fruck s foly enciuded hom resources I used for daly octivities,
~ A house fhal 0 pefson ows & excludedt I he indhidual iver In . _

- ————

TR G e e

A e i L e © Nl

MODULE it 43
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Stepping Sianes fo Recovery Third Edlition

Worksheet 3

Applicant Tracking Worksheet
(e additional sheats, i necassary)

Name__ . DOB SSN

e T et

Fhone, Address
Third Party Contuct (N/Aif noone)___. -

Third Pacty Thicd Party
Phone Addeess .. .

Area of town where petson stays
Food Idtchens/ehelers/ete,
Other staff/ programs involved

Program/Staff pesson

Protected filing date

Applicationdate ____ .. ___

1 By Phone O In Person
8SA Claims Representstive

Neme . Phone
Office address

Medical evidence submitted with application? [J Yes QO No
Medical recorda sent for

Source __.

- e

Date(s) requestetdm———— Date received .— Date sent to SSA/DDS
Source .

Date(s) requested~————-Date received . Date sent to SSA/DDS —

Sontce — e s o B ¥ WY

Date(s) requestes....—— Date recoived ———. Dats sont to S8A/DDS

DDS Disability Examiner
Name — e — Phonie
Dates of follow-up contact with DDB examiner_

Consultative examination appointment? [JYes [INo Ifyes, Da

Declsion O Approved DO Denfed Dae —  ———— — — — — ——
Reconsideration filed (N/A If persan is spproved)

At “ o = 2 o A . ¥ 2 v -

MODULE v
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MEDICAL AND JOB WORKSHEET - ADULT

This worksheet can help you to prepare for your interview or to complete the Disebility

leport o the Internet. It Usts some of the information we will ask you. Yon may want
to write down some of this information in the space provided se you will have it at the
interview, We will not collect this worksheet.

A. When did you become unable to work? (Month/Day/Year)

B. What medical condition(s), iflness(es) or injury(ies) limits your ability to work?

C. We will ask you about your medical treatment. What doctor/HMO/therapist ot othier person treated
your condition(s), illness(es) or injury(es) or whom do you expeet to freal you in the future? What month
and year wete you there, or expect to go there next?

DRafe(s)

D, What kospitals, clinfes, or emergency reoms have you been to, or expect to go to? Whet month and
year were you there, or expect to go there next?

Date(s)

OVER
Form SSA-3381 (8/2003)



E. What medications do you take and why do you take them? If they are presciihed, we will sk the
doetor's name who prescribed them, You can bring your preseription bottles with you,

F. What medical tests have you had or are going 1o have? We will ask the name of the place whers you were
tested, the date of the test, and the name of the person who sent you for the fesi(s).

Name of Test Piace Where Tested  PersonWho SentYou  Datefs)

G. What is your medical asistance namber?

H. What kind of work have you done in the 15 years before you became disahled? We will ask you for the
information below.

Job Title Type of Business  Dates Warked Hours Days Rate of Pay

(e.g., Cook) (e.g., Restaurent)  (month & 'goear) Per Per (Per hour,
From: e Day Week week, year)

I 3

2 $

3 3

4, 3

S S

K;ep your appointment. De not delay flling even i you do not have all of the Information, Wé will hefp ]
you gef eny missing infermation,

Form SSA-3381 (8/2003)



Stepping Stones lo Recovery Thid Edition

Waorksheet 5
Medical Evidence Wotksheet

Name__.___. s s
NOB SSN
Avnmsion Nors

Source . . I — Date(s) vequested—— Date received———..
PrvoHosnCtAL EVALUATION

Source _ Date(s) requested.. Date pecejved
PevcHoLOGMEAL TESTING

Source . . Date(s) requested..——.Date received e
Occusamiomiat THERARY BYALUNTION

Source - Date(s) requested .. Date recsived——
NEUROLOGICAL ASRESSMANT

SOULCe _ . e .. otefe) requested..._Date roceived
Prysicar Bxav

Souree._. Date(s) requested . Dale receivet.o
L.asorxrory Resutrs

Source Dote(s) requested... Date received
EEG/CY Scan Resprs

Soaree ... — ——_Date{g) requested....... Date recelved.——
PSYCHATIOC EVALUATIONS

Source . e Date{s) requested .. Date received e

PROGRESS NOTRES THAT DESCRIEES FUNCTICNAL PROFLEMS AND CUARENT SYMPTOMS

Bource oo

. - Data(s) requested—.._Date received e

ISCHARGE SUMMARY
Source

Date(s) requested..... Date received e

MODULE IX
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Stepping Siones to Recovery Third Edition

Semple Medical Records Request Letter

DOB:
SSN:

Deay :

Our ptogram serves hameleas sdults and helps them obtain income, secvices, and other resources.
Part of this effortis to help individuals apply for Supplemental Security Income (SSI) end/or
Soclal Security Disability Insutence (SSDY), two dissbility income programs opevated by the Social
Secuxty Administration (SSA). In addifion to providing needed income support for beneficiaries,
both programs provide medicel Insurance (Medicaid or Medirase), whick conld reimburee your
facility for Futuee care you provide this individusl as well as possibly cover some setzoactive bills,

"To be eligible for disability benefits, individuals must make sure that their medical records ace
pravided to the Sute ageacy that Socksl Security contracts with to make disebility determinations,
called Disahility Determination Services (DDS). Without this medical infocmetion, eligibility for
desperately needed benefits is unikely,

You have provided medical scrvices to the shave referenced person. 1 have enclosed two releases
of information {one ot SSA and one for our provider agency) signed by the sbove individual, If
you would please send me your medical information as sooa ae possible, 1 will ensare that this
informstion is sent on w the DDS for review

For you to have a sense of what is aeeded from your records, I also have enclosed with this lester 2
Yist of medical informasion that can be extreordinarily helpful. Your coopeeation is ceitical for the
success of this eppHcation and for the recovery of this person.

If you have any questions, please do not hesitate to contact me st . I thaak you in
advance for your swift response to this request.

Sincerely,

MODULE Vv 19
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Stapping Stones to Renovery Third Edition

Medical Information for SSI/SSDI

Admission notes

Physical ezsmination repotts

Laboratoty test results and seports

Other diagnostic evaluations such as x-rays, CT scans, MRI resunles, etc.
Psychiattic evaluations

Psychosocial history reports (usually from social workess)
Psychological testing results and teports

Occupational therapy tepotts

Nevsological evaluations

Nenropsychological tcsting reports

Any additions} evaluation reports

Progress notes for duration of each treatment episode

Dischatge summaties

MQDULE IV

21
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Stepping Sloneg o Recovery Third Edition

Authotization for Release of Information

PATEENT'S/CLIENT'S NAME! - S BIGTH DATE
o — T RY et

The undarsigned bersby authorines end reguests

IOSSITAL, AGENT

the fellowing informatione (nlease specify)
Discharge mmary, admission infarmation, peychosocial evalugiton, paychosocial testing report, progress

notes, aod other tefevant informution:

b1
Dates of Hosplealtivatlons ALL DATES
Dater of Sexvices Provideds,  ALLDATES

The disclosuse {5 (o be used for the following putposes: Tor ohtsintny, Social Secudy- disobilis: benefis,

55 — ot

‘This consent will explum{!}mtmthedawheudmhuoﬂmmm stipuiated.

I understand et the information may/will inclede eeayment for mengal and/or phyalonl Blness, counrcling
ur tresiment for doug and/or atoohel sbuse, Turaan immunodeficiency vivse (BIIV), Including acquined
iramunodeficlency syadtoce (ATDS) or tests for FRV or AIDS.

1 underctond that I may revobe my congent to relense information Eom my tecards, bot not rerroactive to
selease of informadon siready mede In good falch,

Signed Date
I Date,

Eignatare of Pusent, Reliive, or Lagal Guardian, where appUcable

Witnesy - _ Dt

ANY INDIVIDUAL OR AGENCY RECEIVING THIS ENFORMATION IS PROHIBITED FROM MAXING
BURTHER DISCLOSURE ORTHIS IRFORMATION.

JINN 1 P s ity i v v -

MODULE v
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saR

BUTL

uest disclosura

NI ]IS0 A1

1, Altrecords and
and

Paychologlos, peycilatric or ofter mentaf impstment{s) (crbudes “peychotherapy notee™ to defined i 48 CFR 164.601)
m-::;z, aho':albm. of other pubsianve abuse

anem
Resonds whisl may Indicate the presance of ¢ communicabla of venereal tiesase which may include, but am nol linltad to,
diseasas Bush a5 hapatitls, ayphilis, goncrhes and the humen knmunodeficlency virus, s known si Acguired kmuna

Gmmwm rome (Mﬂsn J: snd tests Tor HIV.

IR

2 &m:mmwmmmﬂmmmnmmum notivities of dalty itving, and affects my ahiilly lo work.
ovekmbons, lnolulng Indviduatized Educstions Progirams, tisanisl opsessments, prysholagical and

3. Goples of educatianal tosts or
mm.wm;mwwmmwmmmMﬂnWMmemm
4. Infonmation orested within 2 monthe efter the date thie euthoriztian Is signed, as well as pastinformatian.
FROM WHOM TS B0 GE CONLETED BT R ARRS {1 LEesh
« Al modioal souiress (hasphats, diintos, labs, ._1‘,_._;'511_!;1 Ap --n!{l;-d}:'(f;.".’:pﬁu.r ot e
sio) intiuding - ‘
addicion

montst
Uesiment, and VA hasith care fadlitias

Mmmmmh?wsah
Employets

«  Cithers wiv may kuow sbout my condiiion
{lamy, nelghhors, femds, public ofcinls)

TO WHOM mmamamwnmummmwammmmmymmmmm
mmmmﬂ.mmmmm»gam.memwmmwmumm

procass, [Alss, for intemationat clidms, to Bhe U.5. Depariment of State Foraign Sarvice Posl)

Dewrmining tor banefits, including looking et the combined affeel of any lmpeiments

uutwlmn;lymm nol map! BEA's defindiit of digabfily: end whather | can manago steh benebls,

] Datarmining whethat | em capibie of aannging bansfits ONLY {chack anly i this apptiss)

EXPIRES WHEN  Thie authwrization ks good for 12 monihs fiom the dele signed {befow my algnalure).

§ susthortze the tis of & copyr (Inckuding elecimnic copy) of Gis fornn for the disciestre of hw information dascribed ebove,

1 undopstand thal theie &9 some chicumstances b which this kiormation may bs raBsdosed to clher pixtios (358 page 2 for defalis).
{ oy wilte tn SIEA and my apuroes to revoks this authotizafion of any time (see paje 2 for detaie).
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Worlksheet 4
Substance Use Worksheet
Name _
DOB SSN
Gewarar HisToRY

(Dotaiked Informetion is listed vn Worksbeet 6, tbs AApphicant Assesssoent forss. Iufarvation e bealy davesge and pect abirss
ir takemt from that asservent )

Brain damage history (dus to head injury, iliness, or subsiance use)? O Yes [ No

History of physical ahuse? E1Yes ONo
Higtory of sexual abmsze? D Yes OINo
Dizguosis of serious and persistent mental iliness? [ Yes [INo

List diagnoses:  Axis I (clinical disorders)

Axis II; (personality disorders, ental retardation)

Axis TIE: (ghysical health probiems)

SussTaNcE Use History
What do you drink now? About how much? What other druge do you use, sbout haw
much, end (usually) how often? binin cherifcasion if the parson saps soussthing R *'a Kithy” or “wles,”

—y
Do you recall how old yon were when you first stared drinking (or using other drugs)?

What wes going on fn your life then? How was your life going?

What do you think made you decide to drink and/or uge other drugs?

MODULEVR
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Siepping Stanes fo Recavary Third Edition

When you drank or used druge, how did you feel? What was the effict of your use on your
life?

What happened since that time? How would you describe your life since you've been nsing?
What do you think affected how much you drank aicoho} or used other druge?

What is your substance of choice now (if you could use any alcohol or other dmyg that youn
wanted, what would it be)? Why do you prefer this drug? How does it make you feel? What
does it do?

How old were you when you dmnk/used drugs the most? What was going on &t that time?

Have you ever tried to limit your substance use? If yes, what happened?

Have you ever sxperienced biackouts (when you didn't remember what happened), shaking,
or seizures when you were using alcohol or other drugs? How often? Were you treated for
enything when this happened?

Have you ever been in any treatment for your substance use? If yes, what kind of treatment?
What was that like for you? Was it helpful? fn what way?

Worksheet—4

MODULEVH
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Do you feel your substanoe use is a problem? Can you teil me why?

[f you tried to stop drinking or using drugs now, whet do you think would happen? How
do you think you would do? How would you feel?

FUTURE STRPS
Furtber eveluation needed? (1Yes COINo

If yes, what type of evaluation?

- T———_ g ——

Apipointment dates for needed cvaluation(s) _

Place Address Phone Type of Bvatustion
| Number
i
|
1. _
Intetviewer Date
Workshest—4

MODULEVI 18
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Medical Summary Report

interview Guide and Template

For applications filed on or after January 17, 2017

The AMedical Summary Report {MSR) interview Guide provides sample guestions and guldance for
gathering information necessary to the SSi/SSDI disability determination process, We do not expect
you to ask all of the questions In each section. The guestions are intended to help you gather alf of the
information you will need to write 2 Medical Summary Report. For example, if the individual has not
been in military service, there Is no need to fnclude a mititary history section. Ukewise, if the individual
has no legal lssues, do not include a fegal history section.

Using this guidance, SOAR-tralned providers are able to gather a tharough history in a respectful
manner, which In tur helps the Disability Determination Services (DDS} understand the duration of a
person’s impairment and the effect of their iilness{es) on work ability and functioning. The MSR
Tempiate may be used to compile information in the form of a narrative letter to SSA/ODS as part of
the SOAR process. The template has elght main sections, covering the types of information that DbBS
needs to make a decision. Use the headings pravided in the template to organize your MSR.

Trauma-Iinformed Interviewing

How questions are asked can be critical to obtaining the appropriate information. it is important to be
sensitive to Influences that affect a person’s ability and willingness to provide information (cultural
factors, past experiences with the mental health system, etc.). The intaerviewing process can also
uncover sensltive topics fike past and current trauma that need to be approached with care. When
asking about trauma, it Is critical to not overwhelm the applicant. It is equally important that the
person be safe and secure after leaving the interview, Gathering such personal information requires a
sensitive and skilled interviewer,

SOAR Tip: Interviewers who feel uncomfortable or ill-equipped to explore certain
topics should not do so. Instead, they should seek assistance from someone who Is
more clinically skilled and more able to assess responses, to ensure that the person is
safe from self-harm and/or emotional distress when the interview ends.
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Medical Summary Report (MSR) Interview Guide

Section I; Introduction

This section should provide a description that creates a mental picture to help a DDS examiner "ses”
the individual, since it is uniikely that the DDS examiner will ever meet the applicant.

A. Physical Description
* Height and weight
= Clothing, hygiene, grooming, glasses, assistive devices

8. Observations that lilustrate the applicant’s symptoms or functioning
v Speech problems or pace; ability to maintain eye contact
*  Movements: Unusual movements of mouth/face; tremors in hands/legs; pace {fast/slow)
*  Demeanor: Agitation? Attitude? Alert? Focused or needing re<direction In conversation?

The introduction to the MSR will also include all of the applicant’s physical and mental health
diagnoses, as well as an overview of the case manager and agency’s involvement with the applicant.

Section ll. Personal History

A. Current and Past Living Situations; Homelessness History

It Is important to know where the person is living for a number of reasons, Including documenting
homelessness or risk of homelessness. This information might also be linked to functicning, since the
ability to function effectively often is affected by housing status.

Sample questions:

»  Where do you live or stay? With whom?

= Where did you live prior to where you are now?

= Have you ever lived independently? What was that ltke for you? Why did you leave that

situation?

s Were there times you were homeless, after leaving one place and before finding another?
For each living situation:

s How did it go living there?

= Were there supports in place to help maintain the housing?

= What made you decide to move?

B, Family Background

This section should iflustrate what it was like growing up including a history of interpersonal
refationships with family members and/or caregivers. Information gathered should focus on how the
person’s famify background relates to his or her symptoms and functioning. Note: Avold listing
personal names of family members (children, ex-hushand, patents, etc.} who have not given
permission for providing collateral information.

SSI/85DI Qutreach, Access and Recovery (SOAR) Technical Assistance Center January 17, 2017
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Sample topics/questions:
Place of hirth; family structure/relationships; others in the home
» Tell me what It was like when you were growing up.
= When you were growing up and did something your (fill in person who ralsed the Individual)
ditint like, what would s/he do?
How old were you when you left home? Why did you leave?
» Do you have contact with your family?

C. Marital/intimate Relationships
This section further speaks to how the person maintains or ends refationships with people, and can
highlight impairments in soclal functioning (i.e. Interact with others).

Sample questions:
= Are you currently married or in a relotionship?
= How lang were you with ? What happened when the relationships ended?
»  Were the relationships generally positive or maostly difficult? What made them so?
=  Did the relationships include any violence/hitting/velling/ emotional problems? Are you
currently in a relationship that makes you feel unsofe?
= Have you hod struggles in relationships? If so, please describe.

Questions about children might include:
* Do you have any children? How many? Ages?
»  Whaot fs your relationship with thery now?
» Are you able to hove contact with your children?
» |f not, would you like to have contact with your children?
Make these inquirles gently. Do not assume that the person wants to have contact with their children.

D. Trauma/Victimization
There are very high rates of trauma and victimization {past and present} in both women snd men who
are experiencing homelessness and this trauma can affect a person’s current functioning.

Sample questions:
= Waos there ever o time In the past or recently when something really bad or very upsetting
happened to you? You don't need to give me any details. Does it still bother you?
= Do you feel safe or are you generally ofraid? Of anyone or anything in particular?
»  When you were younger did someone older than you ever touch you In a way that felt
inappropriate or private?

E. Education

Educational history can provide clues to a person’s past and present functioning. it Is helpful to
understand how a person learns and processes information and whether the person received services
In the school setting for intellectual or behavioral issues. A lack of cognitive and behaviorat
development will influence a person’s ability to learn new work skills.

Ssi/ssot Oui;;ach, Access and Recovery {SOAR) Technical Assistance Center January 17, 2017
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Sample questions:

Whot was the last grade or level that you completed?

Did you repeat any grades? If so, which one(s) and why?

What mude you decide ta leave school? What was going on then?

How did you get along with the other students? With the teachers? Wos there a favorite? Were
there kids you liked a lot and spent time with? Were there kids you avoided? Why?

= Were there any subjects which you needed a little extra work or some help?

F. Legal History!

Contact with the criminal justice system can reveal information about how mental health symptoms
may impair day-to-day functioning. If there have been arrests, find.aut what happened and the result
for each incident, including any information linked to the applicant’s symptoms. Be sure to request
medical records from the jall or prison, as they can be helpful for llustrating periods of sobriety when
mental heaith symptoms are still present.

Sample questions:
= Have you ever been arrested? Can you tell me what happened?
» Do you have any charges pending/waoiting? What are they? Any court dates scheduled?
« Do you know of any outstanding warrants against you?
* Are you on parole or probation now? Are you hoving any difficulties meeting the conditions?

Section lll: Occupational History

A. Employment History

DDS Is interested In work over the past 15 years, and details of each job experience. If the person does
not have = lengthy work history, learn as much as possible about any employment they had. NOTE: 55A
can provide a report of the person’s earnings if requested. Contacting former employers, with the
applicant’s permission, may also provide useful evidence.

Sample questions for each job (Including any supported employment):

When did you work there? What did you do?

How long did you work there?

What did you like about working there? Dislike?

What were your relationships iike with your co-workers?

Did you have any problems at the job with completing tasks or working with others?
What made you leave the position?

B. Military Service History
Military service can provide clues to how the individual responded to a structured environment,
including orders and instructions, stress, and interpersonal relationships with peers and authority

lHavlns a past history of offenses, incarceration or probation will not Interfere with eligibifity. i the applicant has an
outstanding felony warrant for flight or escape, this may interfere with ellgibllity for benefits; however, other warrants,
Including those for parole and probation violation do not affect eligibllity.

SS1/SSD! Outreach, Access and Recovery (SOAR) Technical Assistance Center lanuary 17, 2017
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figures. It can also be a source of medical records, periods of sobriety, and information about PTSD or
T8l symptoms.

Sample guestions:

Were you ever in the military? What branch of service were you in and what made you decide to
Join?

What did you do? Did you get any special training while in the military?

What type of discharge did you receive? If less than honorable, ask why.

While in the service, were yau treated for any flinesses or were you in any hospitals?

Were you exposed to blasts, Improvised Explosive Devices (IEDs), or did you ever lose
consciousness?

Did you experience anything in the military that you stili think about or that bothers you?

Section [V: Substance Use

The purpose of asking these questions Is to help you {and DDS) detesrmine if the substance use Is
“material” to disability. To do so, you must understand the meaning of the person's substance use and
its relevance to other diagnoses. You will need to be able to show that the person’s fiiness and
resulting functional impalrment would still be present even In the absence of substance use. The
person does not have to be sober at the ime of the application ta make this determination.

Sample questlons:

Do you drink aicohol? About how much? What other drugs do you use and about how much and
how often? (Obtain clarification if the person says something fike “a lot” or “not much®)
Why do you use {alcohol or other drugs)? How does using help?
Do you recall how old you were when you first started drinking (or using other drugs)?

= What was going on in your life then? How was your life going ? What do you think made

you decide to drink and/or use other drugs?

When you drank or used drugs, how did you feel? What was the effect of your use on your life?

= What happened since that time? How would you describe your life since you've been

using? What do you think affected how much you drank alcohol or used other drugs?

What Is your substance of choice now? if you could use any alcohol or other drug that you
wanted, what would it be? Why do you prefer this drug? How does it make you feel? What does
it da?
Have you ever tried to limit your substance use? If yes, what happened?
Have vou ever experienced blackouts (when you didn’t remember what happened), shaking, or
seizures when you were using alcohol or other drugs? How often? Were you treated for
anything when this happened?
Have you ever been in treatment for your substance use? f yes, what kind of treatment? What
was that fike for you? Was it heigful? in what way?
Do you feel your substance use Is a problem? Can you tell me why?
If you tried to stop drinking or using drugs now, what do you think would happen? How do you
think you would do? How would you feel?

$51/55D1 Outreach, Access and Recovery (SOAR) Technical Assistance Center January 17, 2017
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Section V: Physical Health

It is important to find out about any ilinesses or injuries that could result in ongoing impairment.
Applicants may be found ellgible based on a combination of ilinesses, sa It is important to be
comprehensive.

Sample questions:
«  Are you currently being treated for any physical health problems? What are they?
Have you ever been hospitalized for any physical health prablems? Where? When? For how
fong? What hoppened?
& Hove you ever fallen, been hit, been in a fight, or been In an accident where you were knocked
out? What happened? Did you go to a doctor or hospital?
* Do you have any dizziness, headaches, difficulty paying attention, confusion? Have you had
treatment for any of these? -
* Have you ever had any surgery? What was the result?
* Have you noticed anything ahout your health thet concerns you?
= Do you have any problems with walking/standing/sitting? How long/how far can you walk
continuously In one stretch without stopping to rest?
© How jong can you stand continuously in one stretch of timer
o What happens If you try to sit too long?

Section VI: Psychiatric History and Treatment

Inquiries about past or current psychiatric symptoms and treatment must be done with sensitivity,
Avold using jargon. Elicit as much detail as possible about what happened and what the person
experienced. Determine {as hest as possible} the chranological occurrence of symptoms and
treatment.

A. Symptoms

DDS uses Information about how the person experiences symptoms of thelr mental iliness as part of
the medical criteria for disability. Obtaining information about symptems in the applicant’s own words
can be powerful information for DDS.

Sample guestions:

Describe how you feel day-to-day. Are some days better or worse than others?

When you experlence [depression, anxiety, o ponic attack, etc.}, telf me how thot feels.
When did you first notice these difficulties?

When you storted experiencing these problems/difficultles, what did you do?

What have you tried on your own to feel better?

What things make you feef worse?

Did anyone help you with managing these difficult experiences?

As time went on, what happened? Did these experiences get worse? Better?

Orientation
¥ Ask the person the place, year, month, date, and day of the week,

SSI/5SDi Qutreach, Accass and Recovery (SOAR) Technical Assistance Center January 17, 2017
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Psychomotor Activity
= Does the individual have difficulty sitting still? Does he or she seem agltated? Is the person
noticeably slow In activity? Describe,

Maod/Anxlely

How do you sleep at night? If you don’t sleep well, whot happens?
Have you noticed a change fincrease or decrease} in appetite? if the individual doesn't eat, is It
because of accass to food or appetite changes?

* Rate the individual’'s mood: On a scale from 1 to 10 where 1 Is very sad and 10 Is very happy,
what would you soy you feel most of the time?

«  Does your mood change a lot? Da friends or family members tell you that your moods seem to
change quickly and unpredictably?

« Do you have thoughts of hurting yourself or hurting others?

= Do you ever notice yourself feeling very nervous with shaking hands, racing heart, sweaty
palms, and a general unsettied feellng? When does this happen?

= Glve me some examples of things or activities that you find stressful or that bring on o panic

ottack.
» Do you ever feel anxious for no apparent reason?

Obsessions/Compulsions
s Do you notice that there are certaln things you must do the exact some way each time you do
them? For example, organizing your belongings or washing your hunds?
» Do you worry about the same thing{s) over and over?
« Do you have things you are afrald of ? Do you think about those things happening a lot?

Manic/Bipolar Symptoms

Do you ever feel that your thoughts are moving too quickly? Too slowfy?

Do you ever find it difficult to think clearly or to orgarize your thoughts?

Have you ever experienced a spending spree that you can’t afford?

Do you ever stay up for long periods of time with no sleep and feel very energetic and

productive?

» Mave you ever feit very powerful or in a high-level position even though ather people might not
hove seen you that woay?

Ps)mhoﬂc Symptoms/Paranola

Sometimes people notice that they hear voices or noises that other people say they don’t hear.
Does this happen to you? What do you notice?

» Sometimes people also see things that other people say they don’t see. Does this ever happen to
you? Wheat do you see?

» Do you sometimes feel that you aren’t yourself? Or that you are another person?
Do you ever feel that people are talking about your behind your back?

= Do you ever feel thot someone is watching you?

SSI?ESD# Qutreach, Access and Recovery {SOAR) Technical Assistance Center January 17, 2017
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Other Symptoms/information
s Do you feel, in general, that other people want to hurt you or that they want to help you? Why?
* Do you sometimes find that you get very angry over nothing?
*  When someone makes you very angry, what do you do? How do you handle that?

8. Psychiatric Treatment History
Explore all reatment sources and gather as much specific information as possible. If someone does nhot
remeamber where they have been treated, you may need to offer a list of commonly used facilities to
jog their memory, You can also ask about what town that they were in, the strest it was on, the color
of the building, etc. Use other sources: friends, family, other service providers, the intemet, etc. Gather
information about:

=  Emergency room visits
Past psychiatric hospitalizations
Qutpatient services: current counselor, therapist or psychiatrist
Supportive setvices: case management
Medications: past and present, side effects
Treatment during incarceration

Sample questions:
«  What kinds of treatment or services have you received for managing these difficuities?
*  What has been most helpful? Least helpful?
= Were you ever hospltalized for your nerves or difficult feelings? What happened?
» Did you ever experience these problems in jait? What help did you receive?

When writing the MSR, this section will contain brief summaries of the applicant’s diagnosis and
treatment at each saurce. Information gathered In the interview will help locate all available medical
sources.

Section V1I: Functional Informatlon

Descriptions of how a person functions in each of DDS’s four main areas of functioning for mental
impairments can help make the link between the person’s dlagnosts and his/her abliity to work. To be
eligible for 5S1/55D1, the applicant must show "marked Impairment” In at least two of the four
functional areas listed below, or extreme limitation in one area. it is essential to clearly and specifically
describe how the person functions in all four areas. Activities of Daily Living (ADLs} are a source of
information about all four of the functional areas. The prindple is that any given actlvity, including an
ADL task, may involve the simultaneous use of multiple areas of mental functioning. Below are some
sample questions that you may want to use when gathering this information,

A. Functional Area | — Understand, Remember, or Apply Information
m er tion
* Do you notice any changes in your memory? Do yau find it easfer to remember things from the
past or things that happened recently? What do you notice that is different obout your
memory? Whet do you notice this? Can you give me o specific example?
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When someone gives you directions ar instructions, are you oble to remember them? Do you
use agny techniques ta help remember things?

How often do you have difficuity remembering something, such as a person’s name, an
appointment time, or instructionsy

Was there ever a time that you forgot something that was really important? if so, whot
happened?

When you are having difficulty, how much effort do you have to put into remembering?

Are there any activities that you cannot do hecause of o problem with your memeory or because
you have trouble understanding the Instructions?

Do you toke your medicine at the time that you are supposed to? Do you forget to tuke your
medicine? How do you respond when you don't take your medicine?

Understand and Ar ply informatton

Do you have difficulty learning a new task, for example, learning how to get to a new place? Con
you tell me about a time that happened?

If you aren’t sure of how to do something, whot do you do?

When someone gives you more than three instructions on how ta do a task, do you experience
ony difficulty In remembering the order of steps?

When you begin to work on a task and something goes wrong, how do you correct it?

Have you ever foliowed a recipe? Tell me about your experience with that,

if the applicant has a work history: When you start a new joh and are learning what to do, how
quickly do you catch on?

When someone asks you a question and you don’t know the answer, what do you do?

B. Functional Area Il — interact with Others
lnteractmg with others in the community:

If applicable: Do you maintain contact with your family? If not, why?

How often do you go somewhere outside? Do you usually go by yourself or with other people?
Do you prefer to be alone or with other people? Why?

How often do you visit other people? Who do you usually visit? How often do other people come
to see you?

Describe any difficufties you have with troveling outside the house,

Do yaut notice that you had friendships before that you don’t have now? Do you have thoughts
cbout that?

Who do you see on a regular basis? How do you ond _ get clong?

Whot do you do If sorneone makes you really angry? How do yau respond? What do yau do?
What do you do when you have general disagreements with others?

Do you feel fike you avold being ground other people? If yes, why?

Are you in any groups? Do you like being in groups?

What kind of person would you say you get along with best? Who gives you the most difficulty?
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Interacting with others In work settin::s:

When you worked before, how did you get along with your supervisor? Your cowarkers? If the
applicant has never worked before, continue to ask the following questions related to the
applicant’s experlence In the community or at schoot {if the applicant is a young adult)

When someone corrects you, or tells you that you could have done something better, how do
you respond?

If you don't know how to de u task, at work or in general, what do you do?

Have you ever disagreed with o rule at work or in the community? How did yau handle that?
Do you work better with a group of people or by yourself?

C. Functional Area Il — Concentrate, Persist, or Maintain Pace (as It relates to the ability to complete
tasks In a timely manner)

Have you noticed ony changes in your ability to concentrate? If so, what have you noticed?
Woulid you describe yourself as someane who Is easlly distracted or do you find you can stay
facused on o task If you need to?

When you work around others, do you find it difficult to complete your tasks or block out the
nolse and other distractions?

Have you had any times in the past when you got Into trouble at work due to talking too much
with others or nat staying on task?

What do you enjoy doing? What do you have an opportunity to do? When did you fast do this?
Are there any changes in what you enjoy now and what you used to enjoy?

Do you like to watch TV? If yes, what de you watch? Would you be able to watch an hour-fong
show and tell me about It shortly after you saw [t?

Do niot ask this if you know the person is unable to read. What do you usually read? Do you do
this often? Could you tell me what you just read [f { asked you soon after?

Ask the person to camplete serlal 7s {l.e,, Subtract 7 from 100, then subtract 7 from that total ...
until the person reaches 65). If the person can’t do 7s, ask him or her to try serlal 3s. Note what
happens.

Ask the person to follow a three-step Instruction: Take this paper, fold it in half, and please
return it to me.

D. Functional Area IV - Adapt or Manage Oneself
Managing daily activities

How do you spend your days? What time do you get up in the morning end go to sleep? How do
you sleep?

How many meals do you usually have in a day? What times? What do you eat? If you don’t eqt
regulorly, how come?
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= {fyou needed to shop for food to last a few days, would you need assistance or is that
something you can tackle yourself? Do you usudlly have someone go with you to shop? Who?
What ossistance does he or she pravide?

v What do you know how to cook? When was the last time you were able to cook? What are your

Javorite foods to prepare?

About how often ore you able to bathe or shower? Is this what’s been your usual routine? Do

you need any assistance doing this? If the person doesn’t bathe regularly: What keeps you from

bathing or showerlng? (You want to distinguish between access and abllity)

= When you have your own place to live, what kind of housekeeping things do you do on a regular
basis? What kind of chores do you find difficult to do? if the person lives with someone else:
How are the chores split up? Do you need reminders to do chores?

»  Are you able to do your own loundry? How often do you usuolly do it? if not: How come? Who
does your laundry?

s How do you usually get to places? Walk? Drive? Use public transportation? How does that work

for you?

Budgeting is something we all struggle with. How are you at budgeting? Are you able to set up @

budget and stick with It — or might that be something you could use ossistance with? if this

applies: When you have income, what usually happens to your money? Do you spend it right

away or are you able to make it last?

Adapting to change/chalienges
When a major change or event happens in your life, how do yau respond?

When a supervisor changes your tasks or expectations, how do you handle it?

if this applies: How do you handle times when you have physical pain while ot work?

If this applies: You mentioned times when you feel [insert symptoms the applicant has discussed
such as depressed or anxlous]. Does that ever happen at work? How do you handle it?

= Tell me about some short term goals you have for yourself, then some long term goals.

_SEIISSDI Outreach, Access and Recavery (SOAR} Technical Assistance Center lanuvary 17, 2017



SOARW\JQR KS XSS,

Medical Summary Report Template
Use your own agency letterhead and delete the guldance underneath
each heading when submitting to DDS

[Insert DDS Address/Examiner if known]

NAME:
SSN:
DOB:
Dear
INTRODUCTION

(The applicant’s physical description, including theilr behavior, mannerisms, and dress; all of the
applicant’s physical and mental health diagnoses; information/observations that illustrate the
applicant’s symptoms and functioning)

PERSONAL HISTORY

(Including abuse/trauma history, educational history, and legal history as they relate to the applicant’s
symptoms and functioning}

OCCUPATIONAL HISTORY

{Employment and military history for the past 15 years; include all jobs, reasons for leaving, job skills,
problems with task completion and relationships with supervisors and co-workers; describe how this
relates to the applicant's symptoms and functioning)
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SUBSTANCE USE
{Substance use history and treatment, including reasons for use, impact of use, treatment history, and
any periods of sobriety; describe the applicant’s symptoms while sober)

PHYSICAL HEALTH HISTORY
{Brief summary of the applicant’s symptoms and treatment for physical health conditions at alf
providers including context for treatment, diagnoses, medications and side effects)

PSYCHIATRIC HISTORY
(Brief summary of the applicant’s symptoms and treatment for mental health conditions at all
providers including context for treatment, diagnoses, and medications and side effects)
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FUNCTIONAL INFORMATION

(Address all four areas of functioning using detailed examples and quotes to describe how the
applicant’s symptoms impact his/her abitity to function)

Understand, Remember, or Apply Information

Interact with Others
Concentrate, Persist, or Maintain Poce

Adapt or Manage Oneself

SUMMARY
{Brief summary of the evidence provided, restating diagnoses provided in the introduction)

if you have any questions, please call ___at _,orbr. at

Sincerely,

[insert signatures]
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Form Approved
SOCIAL SECURITY ADMINISTRATION [JTeL OMB Ng.p 0960-0229

APPLICATION FOR SUPPLEMENTAL SECURITY INCOME (SSI) Do ot Witte Tn This Space

Note: Social Security Administration staff or others who help people apply for
SSI will fill out this form for you.

| am/We are applying for Supplemental Security
Income and any federally administered state
supplementation under Title XVI of the Social
Security Act, for benefits under the other programs

Filing Date {month, day, year)

administered by the Social Security Administration, [[] Receipt [] Protective
and where applicable, for medical assistance under
Title XIX of the Social Security Act. [[] FS-SSA/APP | [] FS-REFERRED
Preferred Language
Written: Spoken:
TYPEOF CLAM [ Indvidual [ [oviecal Wit = M couple [] chid [ Chid with Parents

PART I--BASIC ELIGIBILITY-- Answer the questions below beginning with the first moment of
the filing date month.

1. [(a) First Name, Middle Initial, Last Name Sex Birthdate Social Security Number
D Male {month, day, year)
|:| Female

{b) Did you ever use any other names (including maiden

name) or any other Social Security Numbers? I:I YES Goto (c) I:l NO  Go to (d)

{c) Other Name(s) Other Social Security Number(s) used

{d) If you are also filing for Social Security Benefits, go to #2; otherwise complete the following:

Mother's Father's
Maiden Name: Name: Go to #2

2. |Applicant's Mailing Address {Number & Street, Apt. No. P.0O. Box, Rural Route)

City and State ZIP Code County

3. |Claimant's Residence Address (If different from applicant's mailing address)

City and State ZIP Code County
4 DIRECT DEPOSIT PAYMENT ADDRESS (FINANCIAL INSTITUTION)
Routing Transit Number Account Number I:I Checking I:l Enroll in Direct Express
[Jsavings [] Direct Deposit Refused
Form SSA-8000-BK {01-2012) Page 1
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5. |{a) Are you married?

] YES Goto (b)

[] NO Goto #6

(b} Date of marriage: {month, day, year)

{c) Spouse's Name (First, middle initial, last)

Birthdate
{month, day, year)

Socilal Security Number

(d) Did your spouse ever use any other names

(including maiden name) or Social Security Numbers?

|'_'| YES Go to (e}

[] NO Goto (f)

(e) Other Namef(s)

Other Social Security Number(s) Used

(f) Are you and your spouse living together?

D YES Go to #6

[0 NO Goto (gl

(g) Date you began living apart :

{month, day, year)

blind or disabled.)

(h} Address of spouse or name of someone who knows where spouse is. {Complete only if spouse is age 65,

6. |(a) Have you had any other marriages?
If never married, check this box D

You
[:] YES
Go to {b)

JNo

Go to #7

YES
Go to (b)

Your Spouse, if filing
[ NO
Go to #7

(b) Give the following information about your former spouse. If there was more than one former marriage,
show the remaining information in Remarks and go to #4.

YOU

YOUR SPOUSE

FORMER SPOUSE'S NAME
{including maiden name)

BIRTHDATE
{month, day, year)

SOCIAL SECURITY
NUMBER

DATE OF MARRIAGE
{month, day, year)

DATE MARRIAGE ENDED
{month, day, year)

HOW MARRIAGE ENDED

7. |If you are filing for yourself, go to (a); if you are filing for a child, go to (e).

(a) Are you unable to work because of ilinesses,
injuries or conditions?

You

[ Yes

Go to (b)

[Ono

Go to #8

[ ves

Go to (b)

Your Spouse

CIno

Go to #7

(b} Enter the date you became unable to work,

{month, day, year)

(month, day, year)

(c) What are your ilinesses, injuries or conditions?

You

Go to (d)

Your Spouse

Go to (d)

Form SSA-8000-BK (01-2012)
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(d) If you were unable to work because of illnesses, injuries, or conditions before you were age 22, do you

[CIYES Parent's Name:

have a parent who is age 62 or older, unable to work because of illnesses, injuries or conditions, or deceased?

Social Security Number:

Address:

[Ino

Go to #8
{month, day, year]
(e} When did the child become disabled?
Go to {f)
(f) What are the child's disabling ilinesses, injuries or conditions?
Go to {g)

conditions, or deceased?

[CJYES Parent's Name:

{g) Does the child have a parent(s) who is age 62 or older, unable to work because of illness, injuries, or

Social Security Number:

Address:
[ nNo Go to #8
8. Birthplace City State Country (if other than the U.S.)
You
Your Spouse,
if filing Go to #9
You Your Spouse, if filing
9. | Are you a United States citizen by birth? YES D NO |:| YES NO
Go to #1b6 Go to #10 | Go to #15 Go to #10
10. | Are you a naturalized United States citizen? [ YEs [ no [ YEs [JNo
Go to #15 Go to #11 |Go to #15 Go to #11
11. (a) Are gou an7 American Indian born outside the [] YEs [] NO [] YES [JNo
United States? Go to (b) Gotolc) |Goto(b)  Goto fc)
(b} Check the block that shows your American Indian status.
You Your Spouse, if filing
D American Indian born in Canada D American Indian born in Canada
Go to #15 Go to #15

I‘_‘l Member of a Federally recognized Indian Tribe;

Name of Tribe Go to #15

D Member of a Federally recognized Indian Tribe;

Name of Tribe Go to #15

Other American Indian
Explain in Remarks, then Go to (¢}

[[] Other American Indian
Explain in Remarks, then Go to (c}

Form SSA-8000-BK 01-2012)
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11.| (c) Check the block below that shows your current immigration status

You

Your Spouse, if filing

Amerasian Immigrant

|:| Amerasian Immigrant

D Go to #12 Go to #12
D Lawful Permanent Resident |:| Lawful Permanent Resident
Go to #12 Go to #12
Refugee D Refugee
D Date of entry: Go to #14 Date of entry: Go to #14
D Asylee D Asylee
Date status granted: Go to #14 Date status granted: Go to #14
Conditional Entrant Conditional Entrant
L] Date status granted: Go to #14 L] Date status granted: Go to #14
|:| Parolee for One Year |:| Parolee for One Year
Go to #14 Go to #14
|:| Cuban/Haitian Entrant |:| Cuban/Haitian Entrant
Go to #14 Go to #14
Deportation/Removal Withheld Deportation/Removal Withheld
I:I Date: Go to #14 D Date:

Other
D Explain in Remarks, then Go to {(d)

Other

Go to #14

D Explain in Remarks, then Go to (d)

{d) If you have status, or have applied for status as the spouse, child, or parent of a child of a US citizen, or
lawfully admitted permanent resident alien, Go to #13; otherwise Go to #15.

12. | If you are lawfully admitted for permanent residence:

{a) Date of Admission

You

{month, day, year)

Your Spouse
{month, day, year)

{b) Was your entry into the United States sponsored
by any person or promoted by an institution or group?

[ ves

Go to {c)

[ no

Go to (d)

] ves [ no

Go to (c) Go to (d)

{c) Give the following information about the person, institution, or group, then Go to {d):

Name Address Telephone Number
(d) What was your immigration status, if any, before You Your Spouse, T filing
adjustment to lawful permanent resident? Status: Status:

{month, day, year)

(month, day, year)

From: From:

To: To: Go to {e)
{e) If filing as an adult, did your parents ever work in | [] YES [Iwno [ ves [ n~o
the United States before you were age 187 Go to (f) Go to #14 | Go to (f) Go to #14

{f) Name and Social Security Number of parent(s} who worked.

Name

Social Security Number

Name

Social Security Number
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You Your Spouse, It filing
13. .
(a) Have you, your child or your parent, been [JYES [JNo [Jyes [JNo
subjected to battery or extreme cruelty while in the
United States? Go to (b} Go to #15 | Go to (b) Go to #15
{b) Have you, your child, or your parent filed a
petition with the Department of Homeland Security |:| YES D NO |:| YES [:I NO
for a change in immigration status because of being
subjected to battery or extreme cruelty? Go to #14 Go to #15 |Go to #14 Go to #15
14 Are you, your spouse, or parent an active duty D YES D NO I:l YES |:| NO
member or a veteran of the armed forces of the Explain in Go to #15 | Explain in Go to #15
United States? #60(b), then #60(b), then
Go to #15 Go to #15
15. |(a) When did you first make your home in the United {month, day, year) imonth, day, year
States?
(b} Have you lived outside of the United States since D YES I:l NO DYES D NO
?
thent Gotolc)  Goto#16 |Go to (c) Go to #16
{month, day, year) {month, day, year)
{c) Give the dates of residence outside the United From: From:
States.
To: To:
16. |(a) Have you been outside. the United States (_the 50 I:I YES I:I NO DYES D NO
states, District of Columbia and Northern Mariana
Islands) 30 consecutive days prior to the filing date? Go to (b) Go to #17 | Go to (b) Go to #17
{(b) Give the date (month, day, year) you left the Date Left: Date Left:
United States and the date you returned to the
United States. Date Returned: Date Returned:
IF YOU ARE FILING ON BEHALF OF YOUR CHILD, GO TO #17.
IF YOU ARE MARRIED AND YOUR SPOUSE IS NOT FILING FOR SUPPLEMENTAL SECURITY INCOME AND
YOU LIVED TOGETHER AT ANY TIME SINCE THE FIRST MOMENT OF THE FILING DATE MONTH, GO TO
#17; OTHERWISE GO TO #18.
17.|(a) Is your spouse/parent the sponsor of an alien who
is eligible for supplemental security income? |:| YES Go to (b) |:| No Goto #18
{b) Eligible Alien's Name Eligible Alien’s Social Security Number
Go to #18
18.](a) Do you have any unsatisfied felony warrants for You ~ Your Spouse, It filing
your arrest? DYES D NO |:| YES I:I NO
Go to {b) Go to #19 | Go to (b) Go to #19
{b) In which state or country was this warrant issued? | ''ame of State/Country Name of State/Country
Go to (c) Go to (c)
{c) Was the warrant satisfied? D YES O NO O YES [ NO
Go to {(d) Go to #19 | Go to (d) Go to #19
{d) Date warrant satisfied {month, day, year] {month, day, year)
Y S i
19.](a) Do you have any unsatisfied Federal or State ] ves You NO O 3:':5 POUSGEII I:“(i)ng
;\:::;r;ts for violating the conditions of probation or Go to (b) Go to #20 | Go to (b) Go to #20
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19,

{b) In which state or country was the warrant issued?

Name of State/Country

Name of State/Country

Go to (c) Go to (c)
(c) Was the warrant satisfied? D YES |:| NO DYES |:| NO
Go to (d) Go to #20 | Go to (d) Go to #20

(d) Date warrant satisfied

[month, day, vear)

(month, day, year)

PART Il - LIVING ARRANGEMENTS - The questions in this section refer to the signature date.

20. Check the block which best describes your present living situation:
Since (month, day, year)
D Household
Go to #25
Since {month, day, year)
[J Non-Institutional Care
Go to #23
L Since (month, day, year)
|:| Institution
Go to #21
. Since {month, day, year)
D Transient or homeless
Go to #38
INSTITUTION
21.| Check the block that identifies the type of institution where you currently reside, then Go to #22:
[] school [] Rehabilitation Center
[] Hospital [ Jail
[] Rest or Retirement Home [J Other (Specify)
[CJ Nursing Home
22.| Give the following information about the INSTITUTION:
{a) Name of institution:
(b) Date of admission:
(c) Date you expect to be released from this institution:
Go to #38
NON-INSTITUTIONAL CARE
23. | Check the block that best describes your current residence, then Go to #24:
[] Foster Home |[] Group Home | [] Other {Specify)
24. | Give the following information about your Noninstitutional Care:

{a) Name of facility where you live:

Form SSA-8000-BK (01-2012)
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24, | (b} Name of placing agency Address Telephone Number
( ) -
{c) Does this agency pay for your room and board?
[] YES Goto #38 [] NO If NO, who pays?
Go to #38
HOUSEHOLD ARRANGEMENTS
25. | Check the block that describes your current residence, then Go to #26:
[[] House [] Mobile Home
[] Apartment [] Houseboat
[[] Room (private home) [] Other (Specify)
[[] Room (commercial establishment)
26. | Do you live alone or only with your spouse? [] YES Go to #28 [] NO Goto#27
27.|(a) Give the following information about everyone who lives with you:

Name Relationship

Public
Assistance Sex
YES|NO [M| F

Birthdate
mm/dd/yy

Blind or If Under 22
Disabled [T\Married | Student
YES| NO |[YES| NO |YES| NO

Social Security
Number

If anyone listed is under age 22 and not married, Go to (b); otherwise, Go to #28.

Form SSA-8000-BK (01-2012)
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27.
(b) Does anyone listed in 27{(a) who is under age 18, OR
between ages 18-22 and a student, receive income? I:I YES Go to {c) I:I NO
Go to #28
{c} Child Receiving Income Source and Type Monthly Amount
$
$
$
$
$ .
$
28. |(a) Do you {or does anyone who lives with you) own D YES Go to #29 |:| No Go to (b)
or rent the place where you live?
{b) Name of person who owns or Address Telephone Number

rents the place where you live

{c} If you live alone or only with your spouse, and do not own or rent, Go to #38; otherwise, Go to #32.

29.|(a) Are you {or your living with spouse) buying or do [ YEes [] No

you own the place where you live? Go to (c)

If you are a child living
with your parent{s) Go to
{b); otherwise Go to #30

{b) Are your parent(s) buying or do they own the place D YES Go to (¢) D NO Go to #30
where you live?

{c) What is the amount and frequency of the mortgage payment?

Amount: $ Frequency of Payment:

Go to (d)
{d) If you are a child living only with your parents, or only with your parents and their other children who are
subject to deeming, or with others in a public assistance household, or living alone or with your spouse, Go
to #38; otherwise Go to #32.

30. [{a) Do you (or your living with spouse) have rental [0 YES Gototdd [] NO

liability for the place where you live? If you are a child living
with your parent(s) Go to
(b}; otherwise Go to (c)

(b) Does your parent(s) have rental liability? D YES Go to (d) |:| NO Go to {c)
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30.

(c) Does anyone who lives with you have rental liability for the place where you live?

|:| YES Give name of person with rental liability:

Go to #31
|:| NO Give name of person with home ownership: Go to #32
{d) What is the amount and frequency of the rent payment?
Amount: $ Frequency of Payment:
Go to #31
31.|(a) Are you {or anyone who lives with you) the parent
or child of the landlord or the landlord's spouse? [J YES Goto (b} [] NO Gotofe)

{b} Name of person related to landlord | Relationship |Name and address of landlord (include telephone
or landlord’s spouse number and area code, if known):

(c} If you are a child living only with your parents, or only with your parents and their other children who are
subject to deeming, or with others in a public assistance household, or living alone or with your spouse,
Go 1o #38.

32. |(a) Does anyone living with you contribute to the

household expenses? (NOTE: See list of household |:| YES Go to {b) |:| NO

expenses in #37) Go to #33

(b} Amount others contribute:  §

Go to #33

33. |{a) Do you eat all your meals out? [] YES Goto #34 [] NO Go to (b)

Ltgulz:h\écrg rl:\t;\r/nztry;?ur food separately from other D YES Go to #34 I:I NO Go to #34
34. |Do you contribute to household expenses?

[] YES Average Monthly Amount: $ Go to #35

[[] NO Goto #35
35 e valu of your share of the househald expenses? | ] YES Gotole) [ NO Goto #35(d)

{b) Give the name, address and telephone number of the person with whom you have a loan agreement :

{c) Will the amount of this loan cover your share of the

household expenses? D YES Goto #38 D NO  Go to {d)

{d} If you contribute toward household expenses and you answered "NO" to both 33{a)} & (b}, Go To #36. If
you answered "YES" to either 33(a) or 33(b}, Go to #37.
If you do not contribute toward household expenses, go to #38.

36.

(a) Is part or all of the amount in #34 just for food?
[] YES Give Amount: $ Go to (b) [0 NO Goto (b)

{b} Is part or all of the amount in #34 just for shelter?

[] YES Give Amount: $ Go to #37 [] NO Goto #37
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37.| What is the average monthly amount of the following household expenses:
{Show average over the past 12 months unless you have been residing at your present address less than 12
months, If so, show average for the months you have resided at your present address.)
CASH EXPENSES AVERAGE MONTHLY AMOUNT
Food (complete only if #33(a) & (b) are answered NO) |$
Mortgage or Rent $
Property Insurance (if required by mortgage lender) $
Real Property Taxes S
Electricity $
Heating Fuel $
Gas $
Sewer $
Garbage Removal $
Water $
TOTAL $ Go to #38
38. |(a) Does anyone who does NOT LIVE with you pay for, or provide you or your household (if applicable}, any of
your food or shelter items?
|:| YES Name of Provider (Person or Agency)
List of Items
Monthly Value: $
] n~No Go to (b)
{b) Does anyone who does NOT LIVE with you give you, or your household (if applicable), money to pay for
any of your or your household's food or shelter items?
[] YES Name of Provider {Person or Agency)
List of ltems
Monthly Value: $
0] nNo Go to #39
39. |(a} Has the information given in #20-38 been the same l'_'l YES Go to {b) NO

since the first moment of the filing date month?

Explain in Remarks,
then Go to {b)

(b} Do you expect any of this information to change?

|:| YES
Explain in Remarks,
then Go to #40

NO Go to #40

PART Il - RESOURCES - The questions in this section pertain to the first moment of the filing

date month.
40.|(a) Do you own, or does your name appear (alone or You Your Spouse
with any other person's name) on the title of any D YES |:| NO D YES D NO
i ?
vehicles {auto, truck, motorcycle, camper, boat, etc.)? Go to (b) Go to #41 | Go to (b) Go to #41
Form SSA-8000-BK (01-2012) Page 10



40. Current
{b) Owner's Name Description Used For I\\/I/arlket Amount
{Year, Make & Model) alue Owed
$ $
$ $
$ $
$ $
41.|{a) Do you own or are you buying any life insurance You Your Spouse
policies? ] YEes o [JYes ] No
Go to (b) Go to #42 | Go to {b} Go to #42
{b) Name & Address of
Owner's Name Name of Insured Insurance Company Policy Number
Policy (#1)
Policy {#2)
Policy (#3)
Accumu-
Dividends lations
Face Value Cash Surrender Value Date of Purchase YES | NO | YES | NO
Policy {#1) | $ $
Policy (#2) | $ $
Policy (#3) | $ $
{c) Loans Against Policy? [ ] YES [] No
Policy Number:
Amount: § Go to #42
42. You Your Spouse

{a) Do you (either alone or jointly with any other
person) own any:

YES

NO

YES

NO

Life estates or ownership interest in an unprobated

estate?

Items acquired or held for their value as an
investment?

Form SSA-8000-BK (01-2012)
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42, [{b) Give the following information for any "Yes" answer in #42(a); otherwise, Go to #43.

Owner's Name Name of item Value Amount Owed Give Name & Address of Bank or
Other Organization
$ $
$ $
$ $
$ $
43, |{a) Do you own, or does your name appear on (either You Your Spouse
alone or with any other person's name) any of the
following items? YES NO YES NO

Cash at home, with you, or anywhere else

Financial Institution Accounts

Checking

Savings

Credit Union

Christmas Club

Time Deposits/Certificates of Deposit

Individual Indian Money Account

Other (Including IRAs and Keough Accounts)

(b) If all the items in #43(a) are answered "NO", Go to #44. For any "YES" answer, give the following

information:
Owner's/Trustee's| Name of ltem Value Name & Address of Bank or Other Identifying
Name Organization Number
$
$
$
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44. [(a) Do you give us permission to obtain any financial You Your Spouse, if filing
records from any financial institution?
|:| YES D NO |:| YES |:| NO
Go to (b) Go to (b) Go to {b) Go to (b)
(b) Do you own or does your name appear on any of You Your Spouse
the following items:
YES NO YES NO
Stocks or Mutual Funds
Bonds {Including U.S. Savings Bonds)
Promissory Notes
Trusts
Other items that can be turned into cash
{c) If all the items in #44(b) are answered "NO", Go to #45. For any "YES" answer, give the following
information:
Owner's/Trustee's| Name of ltem Value Name & Address of Bank or Other Identifying
Name Organization Number
$
$
$
$
45, |{a) Do you own, or does your name appear {(alone or You Your Spouse

with any other person's name) on any land, houses,
buildings, real property, property in foreign country,
equipment, mineral rights, items in a safe deposit box,
assets set aside for emergencies or heirs, or any other
property of any kind that has not been shown
anywhere else on the application

D YES

Go to (b)

[J NO

Go to #46

D YES

Go to (b)

[ No

Go to #46

(b) Describe the property (including size, location, and how it is used. If the property is not used now, when
was it last used? Do you plan to use the property in the future?

Item #1

Item #2

Form SSA-8000-BK (01-2012)
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45,

Estimated Current

Owner's Name Market Value

Tax Assessed Value

Mortgage

Owed on ltem

46.

{a) Have you or your spouse acquired any assets since
the first moment of the filing date month?

D YES Go to (b}

|:| NO Go to (c)

{b) Explain:

(c) Has there been any increase or decrease in the
value of you or your spouse’s resources since the first
moment of the filing date month?

[] YES Go to (d)

|:| NO Go to #47

(d) Explain:

47.

(a) Have you or your spouse sold, transferred title,
disposed of or given away, any money or other
property, (inciuding money or property in foreign
countries), since the first moment of the filing date
month or within the 36 months prior to the filing date
month?

D YES

You

DNO

Go to {b)

Your Spouse

[]YEs [J No

Go to (b)

(b) If you co-owned any money or property with
another person(s), did you or any co-owner sell,
transfer, or give away any co-owned money or
property within the 36 months prior to the filing date
month?

[ Yes

[JNo

] Yes [] NO

IF YOU ANSWERED "YES" TO (a) OR (b), GO TO (c). IF "NO" TO BOTH, GO TO #48.

fel OWNER'S/CO-OWNERS NAME |  DESCRIPTION OF PROPERTY DATE OF DISPOSAL
ITEM #1
ITEM #2
ITEM #3
NAME AND ADDRESS OR RELATIONSHIP TO OWNER VALUE OF PROPERTY AND/OR
PURCHASER OR RECIPIENT AMOUNT OF CASH GIFT
ITEM #1 3
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47. $
ITEM #2
ITEM #3 $
SALES PRICE OR OTHER ARE OTHER CONSIDERATION OR | DO YOU STILL OWN PART OF THE
CONSIDERATION PROCEEDS EXPECTED? EXPLAIN. PROPERTY?
ITEM #1
ITEM #2
ITEM #3
SOLD ON OPEN MARKET? GIVEN AWAY? TRADED FOR GOODS/SERVICES?
ITEM #1 | [] YES ] no [] ves [Jno [] ves ] no
ITEM #2 | [] YES ] no [ ves [Jno [] ves ] wo
ITEM #3 | [] YES [ no [] ves []no ] Yes [J wo
48. |{a) Do you have any assets set aside for burial You Your Spouse
expenses such as burial contracts, trusts, agreements,
or anything else you intend for your burial expenses? L_-I YES D NO I:I YES D NO
Include any items mentioned in #41 and #43-47, Go to (b) Go to #49 | Go to (b) Go to #49
{b) DESCRIPTION (Where appropriate, give WHEN SET
name & address of organization and account/ VALUE ASIDE OWNER'S NAME

policy number.)

{month, day, year)

Item 1
$
Item 2
$
FOR WHOSE BURIAL IS ITEM IRREVOCABLE? | WILL INTEREST EARNED OR APPRECIATION
IN VALUE REMAIN IN THE BURIAL FUND?
Item 1 [] YES [J NO [J YES Go to #49 [INo
Explain in (c)
ltem 1 [] YES [] No [] YES [] No
Go to #49 Explain in {c)

{c}) EXPLANATION
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49. |{a) Do you own any cemetery lots, crypts, caskets, You Your Spouse

vaults, urns, mausoleums, or other repositories for [ YEs [Jno []YES []No
ial headst kers?
burial or any headstones or markers Go to (b) Go to #50 | Go to (b) .
{b) Owner's Name Description For Whose Burial Relationship to You | Current Market Value
or Your Spouse
$
$
$
Go to #50
PART IV -- INCOME
50. |{a) Since the first moment of the filing date month, have you {or your spouse} You Your Spouse

received or do you {or your spouse) expect to receive income in the next 14
months from any of the following sources?

YES NO YES NO

State or Local Assistance Based on Need

Refugee Cash Assistance

Temporary Assistance for Needy Families

General Assistance from the Bureau of Indian Affairs

Disaster Relief

Veteran Benefits Based on Need {Paid Directly or Indirectly as a Dependent)

Veteran Payments Not Based on Need {Paid Directly or Indirectly as a
Dependent)

Other Income Based on Need

Social Security

Black Lung

Railroad Retirement Board Benefits

Office of Personnel Management (Civil Service)

Pension (Foreign Military, State, Local, Private, Union, Retirement or
Disability)

Military Special Pay or Allowance

Unemployment Compensation
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50.

Workers' Compensation

State Disability

Insurance or Annuity Payments

Dividends/Royalties

Rental/Lease Income Not from a Trade or Business

Alimony

Child Support

Other Bureau of Indian Affairs Income

Gambling/Lottery Winnings

Other Income or Support

{b) Give the following information for any block checked YES in #50(a); otherwise, Go to #51

Repgg?\‘/)i: Type of Income Amount
I 9 Received
ncome

Frequency of
Payment

Date Expected1
or Received

Source (Name,
Address of Person
Bank, Organization

or Company}

Identifying
Number

$

$

$

IF YOU EVER RECEIVED SSI BEFORE, GO TO #51; OTHERWISE GO TO #52

51.|Are any overpayments being collected from benefits You Your Spouse
you receive from the Social Security Administration,
Railroad Retirement Board, Office of Personnel D YES I:l NO I:l YES D NO
Management, Veterans' Affairs, Military Pensions, Explain in Go to #52 |Explain in Go to #52
Military Special Pay Allowances, Black Lung, Workers' |Remarks, Remarks,
Compensation, or State Disability or Unemployment then Go to then Go to
Benefits? #52 #52

52.|Since the first moment of the filing date month, have |[7] YES ] No []yes [ Nno
you received or do you expect to receive any meals or | Explain in Go to #53 | Explain in Go to #53
other gifts which are not cash? Remarks, then Remarks, then

Go to #53 Go to #53

53. | ({a) Have you {or your spouse) received wages or sick
pay since the first moment of the filing date month D YES D NO D YES D No
through the current month? Go to (b) Go to (e) Go to (b) Go to (e)
(b) Name and Address of Employer (include telephone number and area code, if known)
You Your Spouse

Go to {¢) Go to {c)
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53. |(c) Date last worked Date last paid Date next paid
{(month, day, year) (month, day, year) (month, day, year)
You
Your
Spouse
(d) Total monthly wages received (before any Your Amount Your Spouse’s Amount
deductions) $ $
{e} Do you (or your spouse) expect to receive any You Your Spouse
wages in the next 14 months? [ ves [ no [] YES [ nNo
Go to {f) Go to #54 | Go to (f) Go to #54
{f} Name and address. of employer if different from #53{b) {include telephone number, if known)
You Your Spouse
(g} Give the following information:
RATE OF PAY AMOUNT WORKED HOW OFTEN PAY DAY OR | DATE LAST PAID
PER PAY PERIOD PAID DATE PAID  |{month, day, year)
You $
Your
Spouse $
You Your Spouse
{h) Do you expect any change in wage information D YES I:I NO D YES D NO
provided in #53(g) Go to (i) Go to #54 | Go to {i) Go to #54
(i} Explain Change:
You Your Spouse
54 . : You Your Spouse
- |{a} Have you been self-employed at any time since the D YES I:I NO l:l YES |:| NO
beginning of the taxable year in which the filing datg Go to (b) Go to #55 | Go to (b) Go to #55
month occurs or do you expect to be self-employed in
the current taxable year?
(b) Give the following information; then Go to #55
Date(s) Self-Employed Type of Business Last Year's: Last Year's: Last Year's:
Gross Income Net Profit Net Loss
$ $ $
Date(s) Self-Employed Type of Business This Year's: This Year's: This Year's:
Gross Income Net Profit Net Loss
$ $ $
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55, |If you or your spouse are blind or disabled, do you You Your Spouse
have any special expenses that you paid which are |:| YES |:| NO |:| YES E] NO
necessary for you to work? Explain in Go to #56 |Explain in Go to #56
Remarks; Remarks;
then Go to then Go to
#56 #56

56.

(a) Does your spouse/parent who lives with you have
to pay court-ordered support?

|:| YES Go to (b)

D NO Go to NOTE

Amount: Frequency:
(b} Give amount and frequency of court-ordered $
support payment.
Go to {(c)
Name: Address:

(c) Give the following information about the person
who receives these payments:

NOTE: IF YOU ARE FILING AS A CHILD AND YOU ARE EMPLOYED OR AGE 18 - 22 (WHETHER EMPLOYED

OR NOT), GO TO #57; OTHERWISE, GO TO #b8.

b7.

{a) Have you attended school regularly since the filing
date month?

D YES Go to (d}

D NO Go to (b}

{b} Have you been out of school for more than 4
calendar months?

|:| YES Go to (c)

|:| NO Go to (c)

{c) Do you plan to attend school regularly during the

|:| YES Explain absence |:| NO Go to #58

next 4 months? in Remarks and Go to (d)

Dates of Attendance
From To

{d) Name of School Name of School Contact Course of Study

Phone Number Hours Attending or

Planning to Attend

PART V - POTENTIAL ELIGIBILITY FOR FOOD STAMPS/MEDICAL ASSISTANCE/OTHER
BENEFITS - If a California resident, Skip to #59

You Your Spouse, if filing
58. |(a} Are you currently receiving food stamps? YES [ no YES NO
Go to (b) Go to {c} o to (b) o to {c)
{b) Have you received a recertification notice within the|[ ] YES [ no ] ves [] ~no
past 30 days? Go to (e) Go to #59 | Go to (e} Go to #59
{c) Have you filed for food stamps in the last 60 days? YES NO YES NO
Go to {d} Go to (e) Go to (d) Go to (e}
{d) Have you received an unfavorable decision? YES |:| NO YES E] NO
o to (e) Go to #59 o to (e} o to #59
(e) If everyone in the household receives or is applying for SSI, Go to (f); otherwise Go to #59.
_— 5 [ ves 1 no [ ves [ n~o
(f) May | take your food stamp application today? Go to #59  Explain in (g)| Go to #59  Explain in (g)

{g} Explanation:
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59.

Agency.

You may be eligible for Medicaid. However, you must help your State identify other sources that pay for
medical care. Also, you must give information to help the State get medical support for any child({ren) who is
your legal responsibility. This includes information to help the State determine who a child's father is. If you
want Medicaid, you must agree to allow your State to seek payments from sources, such as insurance
companies, that are available to pay for your medical care. This includes payments for medical care for you or
any person who receives Medicaid and is your legal responsibility. The State cannot provide you Medicaid if you
do not agree to this Medicaid requirement. If you need further information, you may contact your Medicaid

IN STATES WITH AUTOMATIC ASSIGNMENT OF RIGHTS LAWS, Go to {b).

{a) Do you agree to assign your rights (or the rights of
anyone for whom you can legally assign rights) to
payments for medical support and other medical care
to the State Medicaid agency?

You

[ ves

Go to (b)

[Ono

Go to #60

Your Spouse, if filing

[CJves [Cno

Go to (b) Go to #60

{b) Do you, your spouse, parent or stepparent have
any private, group, or governmental health insurance

[] YES

[no

[Jves

[no

that pays the cost of your medical care? (Do not Go to (¢} Go to (c) Go to {c) Go to (c})
include Medicare or Medicaid.)
(c} Do you have any unpaid medical expenses for the []ves []no []YES []No
3 months prior to the filing date month? Go to #60 Go to #60 | Go to #60 Go to #60
60. |(a) Have you ever worked under the U.S. Social

Security System? |:|YES Go to (b) |:| NO Go to (b}

Y . .
(b} Have you, your spouse, or a former spouse {or You Spous:/uPrarent Filed for Benefits
parent if you are filing as a child) ever: Ves No Yes o Yes o

Worked for a railroad

Been in military service

Worked for the Federal Government

Worked for a State or Local Government

Worked for an employer with a pension plan

Belonged to union with a pension plan

plan of a country other than the United States?

Worked under a Social Security system or pension

{c) Explain and include dates for any "Yes" answer given in #14 or #60(a); otherwise Go to 61.

You:

Your Spouse, if filing/Your Parent, it filing as a child:

PART VI -- MISCELLANEOUS -- (Answer #61 ONLY IF YOU ARE APPLYING ON BEHALF OF SOMEONE
ELSE: OTHERWISE GO TO #62.

61.

{a) Name of Person/Agency Requesting
Benefits.

Relationship to Claimant

Your Social Security Number
{or EIN)

(b} If SSA determines that the claimant needs help
managing benefits, do you wish to be selected
representative payee?

[] YES

[ ~no

{Explain in Remarks)

PART VII -- REMARKS--(You may use this space for any explanations. Enter the item number
before each explanation. If you need more space, use a signed form $SA-795.)
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PART VIil -- IMPORTANT INFORMATION AND SIGNATURES

62. IMPORTANT INFORMATION--PLEASE READ CAREFULLY

P Failure to report any change within 10 days after the end of the month in which the change occurs could
result in a penalty deduction.

P The Social Security Administration will check your statements and compare its records with records from
other State and Federal agencies, including the Internal Revenue Service, to make sure you are paid the
correct amount,

P We have asked you for permission to obtain, from any financial institution, any financial record about you
that is held by the institution. We will ask financial institutions for this information whenever we think it is
needed to decide if you are eligible or if you continue to be eligible for SSI benefits. Once authorized, our
permission to contact financial institutions remains in effect until one of the following occurs: (1) you or your
spouse notify us in writing that you are canceling your permission, (2) your application for SSl is denied in a
final decision, (3) your eligibility for SSi terminates, or {4) we no longer consider your spouse's income and
resources to be available to you. If you or your spouse do not give or cancel your permission you may not be

eligible for SSI and we may deny your claim or stop your payments.

63.

I declare under penalty of perjury that | have examined all the information on this form, and on any
accompanying statements or forms, and it is true and correct to the best of my knowledge. | understand that
anyone who knowingly gives a false or misleading statement about a material fact in this information, or
causes someone else to do so, commits a crime and may be sent to prison, or may face other penalties, or

both.

Your Signature (First name, middle initial, last name) (Sign in ink.) |Date {month, day, year)

SIGN Telephone Number(s) where we can contact you
HERE during the day:
Spouse's Signature {Sign only if applying for payments.) (First name, middle initial, last name) {Sign in ink.)
SIGN
HERE
64. [If you are blind or visually impaired, check the type of mail you want to receive from us.
[] Standard notice First Class [ Standard notice First-Class with a follow-up phone call [] Standard notice & data CD by First-Class
D Standard notice Certified [] Standard & Braille notices by First-Class [] Standard & large print notices [7] Standard notice & audio CD
65. WITNESS

Your application does not ordinarily have to be witnessed. If, however, you have signed by mark (X), two
witnesses to the signing who know you, must sign below giving their full address.

1. Signature of Witness 2. Signature of Witness

Address (Number and Street, City, State, and ZIP Code) Address (Number and Street, City, State, and ZIP Code)
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RECEIPT FOR YOUR CLAIM FOR SUPPLEMENTAL SECURITY INCOME

Name Social Security Number Date
Name ' Social Security Number Date
If you have a question or something to report call: Social Security Office you may visit or mail your request to:

( ) -

For general information about Social Security, visit our website at www.socialsecurity.gov on the Internet.

We will process your application for Supplemental Security Income as quickly as possible. If you have trouble getting any
information or records we have asked for, please contact us and we will help you.

You should hear from us within days after you have given us all the information we requested. Some claims may take
longer if additional information is needed. If you do not get a check or notice of determination within that time, please get in
touch with us.

Privacy Act Statement/ Paperwork Reduction Act Statement
Collection and Use of Personal Information

Section 1631(e} of the Social Security Act, as amended, authorizes us to collect this information. We will use this information
to help us determine your entitlement to benefits. Furnishing us this information is voluntary. However, failing to provide us
with all or part of the requested information may prevent us from making an accurate and timely decision on your claim, which
may result in the loss of payments. We rarely use the information you supply for any purpose other than for determining
problems in Social Security programs. However, we may use it for the administration and integrity of Social Security programs.
We may also disclose information to another person or to another agency in accordance with approved routine uses, which
include, but are not limited to the following:

1. To enable a third party or an agency to assist Social Security in establishing rights to Medicare benefits and/or
coverage;

2. To comply with Federal laws requiring the release of information from Social Security records {e.g., to the
Government Accountability Office and the Department of Veterans' Affairs);

3. To make determinations for eligibility in similar health and income maintenance programs at the Federal, State and
local level; and,

4. To facilitate statistical research and audit activities necessary to assure the integrity and improvement of Social
Security programs.

We may also use the information you provide in computer matching programs. Matching programs compare our records with
records kept by other Federal, State, or local government agencies. Information from these matching programs can be used to
establish or verify a person's eligibility for federally-funded or administered benefit programs and for repayment of payments or
delinquent debts under these programs.

A complete use of routine uses for this information is available in System of Records Notices 60-0089, Claims Folder System and
60-0050, Completed Determination-Continuing Disability Determinations. These notices, additional information regarding this
form, and information regarding our programs and systems, are available on-line at www.socialsecurity.gov or any local Social
Security office.

Paperwork Reduction Act Statement - This information collection meets the requirements of 44 U.S.C. § 3507, as amended by
section 2 of the Paperwork Reduction Act of 1995. You do not need to answer these questions unless we display a valid Office
of Management and Budget control number. We estimate that it will take about 40 minutes to read the instructions, gather the
facts, and answer the questions. SEND OR BRING THE COMPLETED FORM TO YOUR LOCAL SOCIAL SECURITY OFFICE. The
office is listed under U.S. Government agencies in your telephone directory or you may call Social Security at 1-800-772-1213
(TTY 1-800-325-0778). You may send comments on our time estimate above to: SSA, 6401 Security Blvd., Baltimore, MD
21235-6401. Send only comments relating to our time estimate to this address, not the completed form.

REPORTING RESPONSIBILITIES

The amount of a Supplemental Security Income (SSI) check is based on the information told to us. You must tell Social Security
every time there is a change-while we process your application AND if you start receiving SSI.

Remember, a change may make the SSI monthly payment bigger or smaller. Report changes in income of your ineligible
husband/wife or child who lives with you or your sponsor or sponsor's spouse, if you are an alien. You must also report changes
in the things of value that these people own. You must also report changes in income, school attendance and marital status of
ineligible children who live with you.

You must tell us about any change within 10 days after the month it happens. If you do not report changes, we may have to
take as much as $25, $50, or $100 out of future checks.

HOW TO REPORT

You may make your reports:

¢ By telephone at the telephone number shown above or call us toll free at 1-800-772-1213 (TTY 1-800-325-0778) or
® [n person or

¢ By mail at the address shown above.
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CHANGES TO REPORT

D WHERE YOU LIVE --You must report to Social Security if:

s You move. * You leave the United States for 30 consecutive days.

* You {or your spouse) leave your household for a
calendar month or longer. {(For example, you enter a ® You are no longer a legal resident of the United
hospital or visit a relative.) States

¢ You are admitted to (for a calendar month or longer),
or released from, a hospital or nursing home, jail,
prison, or other correctional facility or other
institution.

HOW YOU LIVE -You must report to Social Security:

¢ [f anyone moves into or out of your household.

® Your marital status changes:

¢ If the amount of money you pay toward household --You get married, separated, divorced, or your
expenses changes. marriage is annulled.
¢ Births and deaths of any people with whom you live.  --You begin living with someone as husband and

* Your spouse or former spouse dies. wife.

D INCOME-You must report to Social Security if you, your spouse/your parent(s):
® Start to receive money (or checks or any other type ¢ Start work or stop work.

of payment) from someone or someplace. * Earn more or less money. (Keep all paystubs and
e Have a change in the amount of money you receive. provide them to SSA when requested.)
¢ Begin to receive child support payments or those ¢ Become eligible for benefits other than SSI.

payments go up or down.
* Win money from gambling or a lottery.

ﬁ HELP YOU GET FROM OTHERS -You must report to Social Security if:
¢ The amount of help (money or food, or payment of ® Someone stops helping you.
household expenses) you receive goes up or down. e Someone starts helping you.
D THINGS OF VALUE THAT YOU OWN -You must report to Social Security if:

® The value of things that you own goes over $2000 ¢ You sell or give any thing of value away.
when you add them all together ($3000 if you are ® You buy or are given anything of value.
married and live with your spouse).

ﬁ YOU ARE BLIND OR DISABLED-You must report to Social Security if:

* Your condition improves or your doctor says you * You go to work.
can return to work.

ﬁ IF YOU ARE THE PARENT, STEP PARENT, OR REPRESENTATIVE PAYEE FOR A CHILD UNDER 18 - A report to
Social Security must be made if:

. . _ . , .

® There is a change in any income the child, his or her parent(s), step The"_a is a change in his or her parents® or step parents’ marriage, a

parent, or brother{s) or sister(s) receive. chnge in the value of anything they own, or a change in their
residence.

® There is a change in the student status of the child's brother(s) or
sister(s).

'ﬁ YOU ARE UNMARRIED AND UNDER AGE 22 - A report to Social Security must be made if:
* You start or stop school * You get married or divorced ® You start or stop working

YOUR IMMIGRATION STATUS CHANGES-
¢ You must report any changes to Social Security.

D YOU ARE SELECTED AS A REPRESENTATIVE PAYEE -You must report to Social Security if:
* The person for whom you receive SSI checks has ¢ You will no longer be able or no longer wish to act as
any changes listed above. (You may be held liable that person’s representative payee.
if you do not report changes that could affect the
S8l recipient’s payment amount, and he/she is

overpaid.)
ﬁ IF A WARRANT HAS BEEN ISSUED FOR YOUR ARREST -You must report to Social Security if:
® Your warrant is for a crime or an attempted crime * Your warrant is for a violation of probation
that is a felony (or, in jurisdictions that do not define or parole under Federal or State law.

crimes as felonies, a crime that is punishable by death
or imprisonment for a term exceeding 1 year); or
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Form SSA-16 (06-2018) UF
Discontinue prior editions
Social Security Administration

Page 10of 7
OMB No. 0960-0618

APPLICATION FOR DISABILITY INSURANCE BENEFITS

(Do not write in this space)

| apply for a period of disability and/or all insurance benefits for which | am
eligible under Title Il and Part A of Title XVIil of the Social Security Act, as

presently amended.

1. |PRINT your name

FIRST NAME, MIDDLE INITIAL, LAST NAME

2 |Enter your Social Security Number
3. |check (X) whether you are [JFemale [ ]Male
Answer question 4 if English is not your preferred language. Otherwise, go to item 5.,
4. Enter the language you prefer to: speak write
5. |(a) Enter your date of birth
(b) Enter name of city and state or foreign country where you
were born.
(c) Was a public record of your birth made before you were age 5? [] Yes [] No  []Unknown
(d) ;I;aessz’a? religious record of your birth made before you were [] Yes [JNo [JUnknown
6. [] Yes ] No
iti 7 L] "w
(a) Are you a U.S. citizen? (I "Yes," go to tem 7) (If"No," answer (b))
(b) Are you an alien lawfully present in the U.S.? [] Yes [ No
(If "Yes," answer (c)) (If "No," go to item 7)
(c) When were you lawfully admitted to the U.S.?
7.
(a) Enter your name at birth if different from item (1)
Yes [] No
(b) Have you used any other names? [ N ;
Y (If "Yes." answer (c)) (If "No," go to item 8)
(c) Other name(s) used.
8.

(a) Have you used any other Social Security number(s)?

[] Yes

(If "Yes," answer (b))

] No
(If "No" go to item 9)

(b) Enter Social Security number(s) used.

9. |when do you believe your condition(s) became severe enough to
keep you from working (even if you have never worked)?

10. (a) Have you (or has someone on your behalf) ever filed an
application for Social Security benefits, a period of disability
under Social Security, Supplemental Security Income, or
hospital or medical insurance under Medicare?

] Yes

(If "Yes," answer
(b) and (c))

] No  [JUnknown

(If "No," or "Unknown,"
go to item 11)

{b) Enter name of person on whose Social Security
record you filed the other application.

(c) Enter Social Security Number of person named
in (b). If unknown, check this block. [ _]Unknown
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11. |(a) Were you in the active military or naval service (including [] Yes ] No
Reserve or National Guard active duty or active duty for training) If "Yes," answer (If "No," go to
after September 7, 1939 and before 19687 b) and (c)) item 12)
FROM: (Month, Year) |TO: (Month, Year)
(b) Enter dates of service
(c) Have you ever been (or will you be) eligible for a monthly
benefit from a military or civilian Federal agency? (Include Y N
Veteran's Administration benefits only if you waived military [ Yes L No
retirement pay.)
12. |Did you or your spouse (or prior spouse) work in the railroad
industry for 5 years or more? L Yes [ No
13. |(a) Do you have Social Security credits (for example, based on work [] Yes ] No
or residence) under another country's Social Security System? (If "Yes," answer (b)) (If "No," go to item 14)
(b} List the country(ies):
14. |(a) Are you entitled to, or do you expect to be entitled to, a pension [] Yes ] No
or annuity (or a lump sum in place of a pension or annuity) based If "Yes. " (If "No," go to item 15)
on your work after 1956 not covered by Social Security? {b) aﬁg,(c?{\swer ’
(b) [] 1became entitled, or expect to become entitled, beginning MONTH YEAR
(c) [] |became eligible, or expect to become eligible, beginning |MONTH YEAR
| AGREE TO PROMPTLY NOTIFY the Social Security Administration if | become entitled to a pension or annuity
based on my employment not covered by Social Security, or if such pension or annuity stops.
15.
(a) Have you ever been married? [ Yes O N,,° " .
(If "Yes," answer (b)) (If "No," go to item 16)

write "None."

(If "None," go on to item 15(c))

(b) Give the following information about your current marriage. If not currently married,

Spouse's name (including maiden name)

When (Month, day, year)

Where (Name of City and State)

Marriage performed by:

] Clergyman or public official
] Other (Explain in Remarks)

Spouse's date of birth (or age)

Spouse's Social Security Number
(I none or unknown, so’indicate)

less than 10 years.

(c) Enter information about any other marriage if you:
« Had a marriage that lasted at least 10 years; or

+ Had a marriage that ended due to the death of your spouse, regardiess of duration; or

« Were divorced, remarried the same individual within the year immediately following the year of the divorce, and
the combined period of marriage totaled 10 years or more. |f none, write "None."
(d) if you have a child(ren) who is under age 16 or disabled or handicapped (age 16 or over and disability began
before age 22) and you are divorced from the child's other parent who is now deceased and the marriage lasted

Go on to item 15

Spouse's name (including maiden name)

When (Month, day, year)

Where (Name of City and State)

How marriage ended

When (Month, day, year)

Where (Name of City and State)

Marriage performed by:
[] Clergyman or public official
[] Other (Explain in Remarks)

Date of spouse's death

S]pouse's Social Security Number
(It none or unknown, so’indicate)
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15.

(d) Enter information about any marriage if you:

. I;Ig\éezg )childéren) who is under age 16 or disabled or handicapped (age 16 or over and disability began before
;an

» Were married for less than 10 years to the child's mother or father, who is now deceased; and
» The marriage ended in divorce
If none, write "None."

Spouse’s name (including maiden name) When (Month, day, year)|Where (Name of City and State)

Date of divorce (Month, day, year) Where (Name of City and State)

Marriage performed by: Spouse's date of birth |Date of spouse's death SI ouse's Socli(al Security l\(ljum%)er
[] Clergyman or public official (or age) (If none or unknown, so‘indicate)
L] other (Explain in Remarks)

Use the "REMARKS" space on page 5 for marriage continuation or explanation.

16. |If your claim for disability benefits is approved, your children (including adopted children, and stepchildren) or
dependent grandchildren (including stepgrandchildren) may be eligible for benefits based on your earnings record.
List below: FULL NAME OF ALL such children who are now or were in the past 12 months UNMARRIED and:
 UNDER AGE 18
+ AGE 18 TO 19 AND ATTENDING ELEMENTARY OR SECONDARY SCHOOL FULL-TIME
+ DISABLED OR HANDICAPPED (age 18 or over and disability began before age 22)
17. (a) Did you have wages or self-employment income covered under L] Yes [] No
Social Security in all years from 1978 through last year? (If"Yes," go to item 18)  (If "No," answer (b))
(b) List the years from 1978 through last year in which you did not
have wages or self-employment income covered under
Social Security.
18. |Enter below the names and addresses of all the persons, companies, or Government agencies for whom you have

worked this year and last year. IF NONE, WRITE "NONE" BELOW AND GO TO ITEM 19.

Work Ended (If still
Work Began working show
"Not Ended")

MONTH YEAR MONTH YEAR

NAME AND ADDRESS OF EMPLOYER
(If you had more than one employer, please list them
in order beginning with your last (most recent) employer)

(If you need more space, use "Remarks".)
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19.

Complete item 19 even if you were an employee.

(a) Were you self-employed this year or last year?

] Yes INo

(If "Yes," answer (b)) (If "No," go to item 20)

{b) Check the year (or
years) you were
self-employed

In what type of trade/business
were you self-employed?
(For example, storekeeper, farmer,

Were your net earnings from the
trade or business $400 or more?
(Check "Yes" or "No")

physician)
[] This year
[] Lastyear [] Yes ] No
20. |(a) How much were your total earnings last year?
Count both wage and self-employment income. Amount $
(If none, write "None.")
(b) How much have you earned so far this year?
(If none, write "None.") Amount $
21. |(a) Are you still unable to work because of your illnesses, injuries, [ Yes 1 No
or conditions? (If "Yes," go to item 22)  (If "No," answer (b))
MONTH, DAY, YEAR
(b) Enter the date you became able to work.
22. |Are your ilinesses, injuries, or conditions related to your work in [] Yes [ No
any way?

23.|Are you blind or do you have low vision even with glasses or [] Yes [] No

contacts?

24. |(a) Have you filed, or do you intend to file, for any other public [] Yes [] No
disability benefits (including workers' compensation, Black Lung w " L e
benefits and SSI)? (If "Yes," answer (b)) (If "No," to item 25)

(b) The other public disability benefit(s) you have filed (or intend to file) for is (Check as many as apply):
[] Veterans Administration Benefits [] Welfare
[ Suppiemental Security Income [] Other (If "Other," complete a Workers' Compensation/Public
Disability Benefit Questionnaire)

25, |(a) Did you receive any money from an employer(s) on or after the v [N
date in item 9 when you became unable to work because of your es °
illnesses, injuries, or conditions? If "Yes", give the amounts and
explain in "Remarks". Amount $

(b) Do you expect to receive any additional money from an [ Yes N
employer, such as sick pay, vacation pay, other special pay? If °
"Yes," please give amounts and explain in "Remarks".
Amount $
26. |Do you, or did you, have a child under age 3 (your own or your
spouse's) living with you in one or more calendar years when you [] Yes [] No
had no earnings?
27. |Do you have a dependent parent who was receiving at least one-
half support from you when you became unable to work because of [ Yes [ No
your disability? If "Yes," enter the parent's name and address and
Social Security number, if known, in "Remarks".
28. |If you were unable to work before age 22 because of an illness,
injury or condition, do you have a parent (including adoptive or
stepparent) or grandparent who is receiving social security
retirement or disability benefits or who is deceased? If yes, enter the [ Yes [ No  [[JUnknown
name(s) and Social Security number, if known, in "Remarks" (if
unknown, check "Unknown").
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REMARKS (You may use this space for any explanation. If you need more space, attach a separate sheet.)

| declare under penalty of perjury that | have examined all the information on this form, and on any accompanying
statements or forms, and it is true and correct to the best of my knowledge. | understand that anyone who knowingly gives
a false statement about a material fact in this information, or causes someone else to do so, commits a crime and may be

subject to a fine or imprisonment.

SIGNATURE OF APPLICANT

Date (Month, Day, Year)

Signature (First name, middle initial, last name) (Write in ink)

Telephone Number(s) at which you
may be contacted during the day.
(Include the area code)

DIRECT DEPOSIT PAYMENT INFORMATION (FINANCIAL INSTITUTION)

Routing Transit Number

Account Number

] Checking [  Enroll in Direct Express
[] Savings [[] Direct Deposit Refused

Applicant's Mailing Address (Number and street, Apt No., P.O. Box, or Rural Route) (Enter Residence Address in

"Remarks," if different.)

City and State

ZI|P Code County (if any) in which you now live

Witnesses are required ONLY if this application has been signed by mark (X) above. If signed by mark (X), two
witnesses to the signing who know the applicant must sign below, giving their full addresses. Also, print the applicant's

name in Signature block.

1. Signature of Witness

2. Signature of Witness

Address (Number and street, City, State and ZIP Code)

Address (Number and street, City, State and ZIP Code)
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FOR YOUR INFORMATION

An agency in your State that works with us in administering the Social Security disability program is
responsible for making the disability decision on your claim. In some cases, it is necessary for them to get
additional information about your condition or to arrange for you to have a medical examination at
Government expense.

Privacy Act Statement
Collection and Use of Information

Sections 202, 205, and 223 of the Social Security Act, as amended, allow us to collect this information. Furnishing
us this information is voluntary. However, failing to provide all or part of the information may prevent us from
making an accurate and timely decision concerning your or a dependent's eligibility to benefit payments.

We will use the information you provide to help us determine your or a dependent's eligibility for benefit payments.
We may also share the information for the following purposes, called routine uses:

1. To State audit agencies for auditing State supplementation payments and Medicaid eligibility
considerations.

2. To contractors and other Federal agencies, as necessary, for the purpose of assisting the Social Security
Administration in the efficient administration of its programs.

In addition, we may share this information in accordance with the Privacy Act and other Federal laws. For example,
where authorized, we may use and disclose this information in computer matching programs, in which our records
are compared with other records to establish or verify a person's eligibility for Federal benefit programs and for
repayment of incorrect or delinquent debts under these programs.

A list of additional routine uses is available in our Privacy Act System of Records Notices (SORN) 60-0059, entitled
Earnings Recording and Self-Employment Income System and 60-0089, entitled Claims Folders System. Additional
information and a full listing of all our SORNSs are available on our website at www.socialsecurity.gov/foia/bluebook.

Paperwork Reduction Act Statement

This information collection meets the requirements of 44 U.S.C. § 3507, as amended by section 2 of the Paperwork
Reduction Act of 1995 . You do not need to answer these questions unless we display a valid Office of
Management and Budget control number. We estimate that it will take about 20 minutes to read the instructions,
gather the facts, and answer the questions. SEND OR BRING THE COMPLETED FORM TO YOUR LOCAL
SOCIAL SECURITY OFFICE. You can find your local Social Security office through SSA’s website at
www.socialsecurity.gov. Offices are also listed under U. S. Government agencies in your telephone directory
or you may call Social Security at 1-800-772-1213 (TTY 1-800-325-0778). You may send comments on our time
estimate above to: SSA, 6401 Securily Blvd, Baltimore, MD 21235-6401 . Send only comments relating to our
time estimate to this address, not the completed form.
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RECEIPT FOR YOUR CLAIM FOR SOCIAL SECURITY DISABILITY INSURANCE BENEFITS

Person to Contact About Your Claim

Telephone Number (Include Area Code)

SSA OFFICE Date Claim Received

Your application for Social Security disability benefits has
been received and will be processed as quickly
as possible.

You should hear from us within days after you
have given us all the information we requested. Some
claims may take longer if additional information is needed.

In the meantime, if you change your address, or if there

is some other change that may affect your claim, you - or
someone for you - should report the change. The changes
to be reported are listed below.

Always give us your claim number when writing or
telephoning about your claim.

If you have any questions about your claim, we will be giad
to help you.

CLAIMANT

SOCIAL SECURITY CLAIM NUMBER

CHANGES TO BE REPORTED AND HOW TO REPORT
FAILURE TO REPORT MAY RESULT IN OVERPAYMENTS THAT MUST BE REPAID

* You change your mailing address for checks or
residence. To avoid delay in receipt of checks you
should ALSO file a regular change of address notice with
your post office.

» Your citizenship or immigration status changes.

* You go outside the U.S.A. for 30 consecutive days or
longer.

» Any beneficiary dies or becomes unable to
handle benefits.

Custody Change - Report if a person for whom you are
filing or who is in your care dies, leaves your care or
custody, or changes address.

* You are confined to a jail, prison, penal institution or
correctional facility for more than 30 continuous days for
conviction of a crime, or you are confined for more than
30 continuous days to a public institution by a court order
in connection with a crime.

* You become entitled to a pension, an annuity, or a lump
sum payment based on your employment not covered by
Social Security, or if such pension or annuity stops.

* Your stepchild is entitled to benefits on your record and
you and the stepchild's parent divorce. Stepchild benefits
are not payable beginning with the month after the month
the divorce becomes final.

» You have an unsatisfied warrant for more than 30
continuous days for your arrest for a crime or attempted

crime that is a felony of flight to avoid prosecution or
confinement, escape from custody and flight-escape. In
most jurisdictions that do not classify crimes as felonies,
this applies to a crime that is punishable by death or
imprisonment for a term exceeding one year (regardless
of the actual sentence imposed).

* You have an unsatisfied warrant for more than 30
continuous days for a violation of probation or parole
under Federal or State law,

« Change of Marital Status - Marriage, divorce, annulment
of marriage.

» If you become the parent of a child (including an adopted
child) after you have filed your claim, let us know about
the child so we can decide if the child is eligible for
benefits. Failure to report the existence of these children
may result in the loss of possible benefits to
the child(ren).

* You return to work (as an employee or self-employed)
regardless of amount of earnings.,

* Your condition improves.

* You are under age 65 and you apply for or begin to
receive workers' compensation (including black lung
benefits) or another public disability benefit, or the
amount of your present workers' compensation or public
disability benefit changes or stops, or you receive a
lump-sum settlement.

HOW TO REPORT

You can make your reports online, by telephone, mail, or in person, whichever you prefer. If you are awarded benefits, and
one or more of the above change(s) occur, you should report by:
* Visiting the section "my Social Security" at our web site at www.socialsecurity.gov;

» Calling us TOLL FREE at 1-800-772-1213,;

+ If you are deaf or hearing impaired, calling us TOLL FREE at TTY 1-800-325-0778; or
+ Calling, visiting or writing your local Social Security office at the phone number and address shown on your

claim receipt.

For general information about Social Security, visit our web site at www.socialsecurity.gov.







DISABILITY REPORT - ADULT
SSA-3368-BK

PLEASE READ THIS INFORMATION BEFORE COMPLETING THIS REPORT

The information you give us on this report will be used by the office that makes the disability
decision on your disability claim. Completing this report accurately and completely will help us
expedite your claim. Please complete as much of the report as you can.

IF YOU NEED HELP

You can get help from other people, such as a friend or family member. Please do not ask your
health care provider to complete this report. If you cannot complete the report, a Social Security
Representative will assist you. If you have an appointment, please have the completed report
ready when we contact you. If we ask you to do so, please mail the completed report to us ahead
of time.

Note: If you are assisting someone else with this report, please answer the questions as if that
person were completing the report.

HOW TO COMPLETE THIS REPORT

* Print or write clearly.

* Include a ZIP or postal code with each address.

* Provide complete phone numbers including area code. If a phone number is outside
the United States, also provide International Direct Dialing (IDD) code and country code.

+ If you cannot remember the names and addresses of your health care providers, you may
be able to get that information from the telephone book, Internet, medical bills,
prescriptions, or prescription medicine containers.

+ ANSWER EVERY QUESTION, unless the report indicates otherwise. If you do not know
an answer, or the answer is "none" or "does not apply,” please write: "don't know," or
"none," or "does not apply.”

+ Be sure to explain an answer if the question asks for an explanation, or if you want to give
additional information.

 If you need more space to answer any question, please use Section 11 - Remarks on the
last page to finish your answer. Write the number of the question you are answering.

YOUR MEDICAL RECORDS

If you have any of your medical records, send or bring them to our office with this completed
report. Please tell us if you want to keep your records so we can return them to you. If you are
having an interview in our office, bring your medical records, your prescription medicine containers
(if available), and the completed report with you.

YOU DO NOT NEED TO ASK DOCTORS OR HOSPITALS FOR ANY MEDICAL RECORDS
THAT YOU DO NOT ALREADY HAVE. With your permission, we will request your records. The
information that you give us on this report tells us where to request your medical and other
records.

Form SSA-3368-BK (10-2015) UF (10-2015)
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WHAT WE MEAN BY "DISABILITY"

“Disability” under Social Security is based on your inability to work. For purposes of this claim, we want
you to understand that “disability” means you are unable to work as defined by the Social Security Act.
You will be considered disabled if you are unable to do any kind of work for which you are suited and if
your disability is expected to last (or has lasted) for at least a year or is expected to result in death. So
when we ask “when did you become unable to work,” we are asking when you became disabled as
defined by the Social Security Act.

Privacy Act Statement
Collection and Use of Personal Information

Section 205(a), 223(d), and 1631(e)(1) of the Social Security Act, as amended, authorize us to
collect this information. We will use the information you provide to make a decision on the named
claimant’s claim.

Furnishing us this information is voluntary. However, failing to provide us with all or part of the
information could prevent us from making an accurate and timely decision on the named
claimant’s claim.

We rarely use the information you supply for any purpose other than to make decisions regarding
claims. We may also disclose information to another person or to another agency in accordance with
approved routine uses, which include but are not limited to the following:

1. To enable a third party or an agency to assist Social Security in establishing rights to Social
Security benefits and/or coverage;

2. To comply with Federal laws requiring the release of information from Social Security records
(e.g., to the Government Accountability Office and Department of Veterans’ Affairs);

3. To make determinations for eligibility in similar health and income maintenance programs at
the Federal State, and local level; and,

4. To facilitate statistical research, audit, or investigative activities necessary to assure the
integrity and improvement of Social Security programs (e.g., to the Bureau of the Census and
private concerns under contract to Social Security).

We may also use the information you provide in computer matching programs. Matching programs
compare our records with records kept by other Federal, State, or local government agencies.
Information from these matching programs can be used to establish or verify a person’s eligibility for
federally-funded or administered benefit programs and for repayment of payments or delinquent debts
under these programs.

A complete list of routine uses for this information is available in Systems of Records Notice entitled,
Claims Folders Systems, 60-0089. This notice, additional information regarding this form, and
information regarding our programs and systems, are available on-line at www.socialsecurity.gov or at
your local Social Security office.

Paperwork Reduction Act Statement - This information collection meets the requirements of

44 1.S.C. § 3507, as amended by section 2 of the Paperwork Reduction Act of 1995. You do not need
to answer these questions unless we display a valid Office of Management and Budget control number.
We estimate that it will take about 90 minutes to read the instructions, gather the facts, and answer the
questions. SEND OR BRING THE COMPLETED FORM TO THE OFFICE THAT REQUESTED IT.
You can find your local Social Security office through SSA’s website at www.socialsecurity.gov.
Offices are also listed under U. S. Government agencies in your telephone directory or you may
call Social Security at 1-800-772-1213 (TTY 1-800-325-0778). You may send comments on our time
estimate above to: SSA, 6401 Security Blvd, Baltimore, MD 21235-6401. Send only comments
relating to our time estimate to this address, not the completed form.

AFTER COMPLETING THIS REPORT, REMOVE THIS SHEET
AND KEEP IT FOR YOUR RECORDS

Form SSA-3368-BK (10-2015) UF (10-2015)



SOCIAL SECURITY ADMINISTRATION

Form Approved
OMB No. 0960-0579

DISABILITY REPORT

ADULT

For SSA Use Only- Do not write in this box.

Related SSN

Number Holder

Anyone who makes or causes to be made a false statement or representation of material fact for use in determining a
payment under the Social Security Act, or knowingly conceals or fails to disclose an event with an intent to affect an
initial or continued right to payment, commits a crime punishable under Federal law by fine, imprisonment, or both, and

may be subject to administrative sanction

S.

If you are filling out this report for someone else, please provide information about him or her. When a question
refers to "you" or "your," it refers to the person who is applying for disability benefits.

SECTION 1 - INFORMATION ABOUT THE DISABLED PERSON

1.A. Name (First, Middle Initial, Last)

1.B. Social Security Number

1.C. Mailing Address (Street or PO Box) Include apartment number or unit if applicable.

City

State/Province

ZIP/Postal Code | Country (If not USA)

1.D. Email Address

1.E. Daytime Phone Number, including area code, and the IDD and country codes if you live outside the USA

or Canada. Phone number

[]Check this box if you do not have a phone or a number where we can leave a message .

1.F. Alternate Phone Number - another number where we may reach you, if any.

Alternate phone number

1.G. Can you speak and understand English?

If no, what language do you prefer?

[Yes [J No

If you cannot speak and understand English, we will provide an interpreter, free of charge.

1.H. Can you read and understand Englis

h?

[JYes [] No

1.1. Can you write more than your name in English?

[J Yes [] No

1.J. Have you used any other names on your medical or educational records? Examples are maiden name, other

married name, or nickname.,
If yes, please list them here:

[]Yes [] No

SECTION 2 - CONTACTS

Give the name of someone (other than your doctors) we can contact who knows about your medical conditions, and

can help you with your claim.

2.A. Name (First, Middle Initial, Last)

2.B. Relationship to you

2.C. Daytime Phone Number (as described in 1.E. above)

2.D. Mailing Address (Street or PO Box) Include apartment number or unit if applicable.

City

State/Province

ZIP/Postal Code | Country (If not USA)

2.E. Can this person speak and understand English?

If no, what language is preferred?

[]Yes [] No

Form SSA-3368-BK (10-2015) UF (10-20
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SECTION 2 - CONTACTS (continued)

2.F. Who is completing this report?

[] The person who is applying for disability. (Go to Section 3 - Medical Conditions)
] The person listed in 2.A. (Go to Section 3 - Medical Conditions)
[[] Someone else (Complete the rest of Section 2 below)

2.G. Name (First, Middle Initial, Last) 2 H. Relationship to Person Applying

2.1. Daytime Phone Number

2.J. Mailing Address (Street or PO Box) Include apartment number or unit if applicable.

City State/Province ZIP/Postal Code | Country (if not USA)

SECTION 3 - MEDICAL CONDITIONS

3.A. List all of the physical or mental conditions (including emotional or learning problems) that limit your ability to work.
If you have cancer, please include the stage and type. List each condition separately.

glRlebd=

If you need more space, go to Section 11-Remarks on the last page

3.B. What is your height without shoes?

- - ©OrR 0@
feet inches centimeters (if outside USA)
3.C. What is your weight without shoes? OR
pounds kilograms (if outside USA)
3.D. Do your conditions cause you pain or other symptoms? [] Yes [] No

SECTION 4 - WORK ACTIVITY

4.A. Are you currently working?
[ No, | have never worked (Go to question 4.B. below)
[] No, I have stopped working (Go to question 4.C. below)
[ Yes, 1 am currently working (Go to question 4.F. on page 3)

IF YOU HAVE NEVER WORKED:
4.B. When do you believe your condition(s) became severe enough to keep you from working (even though you have

never worked)? (month/day/year) (Go to Section 5 on page 3)

IF YOU HAVE STOPPED WORKING:

4.C. When did you stop working? (month/day/year)
Why did you stop working?
1 Because of my condition(s).

[ Because of other reasons. Please explain why you stopped working (for example: laid off, early
retirement, seasonal work ended, business closed)

Even though you stopped working for other reasons, when do you believe your
condition(s) became severe enough to keep you from working? (month/day/year)

4.D. Did your co)ndition(s) cause you to make changes in your work activity? (for example: job duties, hours, or
rate of pay

] No (Go to Section 5 - Education and Training on page 3)
[] Yes When did you make changes? (month/day/year)

Form SSA-3368-BK (10-2015) UF (10-2015) Page 2



SECTION 4 - WORK ACTIVITY (continued)

4.E. Since the date in 4.D. above, have you had gross earnings greater than $1,090 in any month? Do not count sick
leave, vacation, or disability pay. (We may contact you for more information.)
[CINo (Go to Section 5) [ ] Yes (Go to Section 5)

IF YOU ARE CURRENTLY WORKING:
4.F. Has your condition(s) caused you to make changes in your work activity? (for example: job duties or hours)

[INo When did your condition(s) first start bothering you? (month/day/year)

[JYes When did you make changes? (month/day/year)

4.G. Since your condition(s) first bothered you, have you had gross earnings greater than $1,090 in any month? Do not
count sick leave, vacation, or disability pay. (We may contact you for more information.)

CINo  [Yes
SECTION 5 - EDUCATION AND TRAINING
5.A. Check the highest grade of school completed. College:

o 1 2 3 4 5 6 7 8 9 10 11 12 GED 1 2 3 4ormore
O Ooobooocoogobo0dnodgan OO0 O

Date completed:

5.B. Did you attend special education classes?
g yeu pect ' [] Yes [] No(Goto5.C.)

Name of School

City State/Province Country (If not USA)

Dates attended special education classes: from fo

5.C. Have you completed any type of specialized job training, trade, or vocational school?

[]Yes []No

If "Yes," what type? Date completed:

If you need to list other education or training use Section 11 - Remarks on the last page.

SECTION 6 - JOB HISTORY

6.A. List the jobs (up to 5) that you have had in the 15 years before you became unable to work
because of your physical or mental conditions. List your most recent job first.

[[] Check here and go to Section 7 on page 5 if you did not work at all in the 15 years before you became
unable to work.

Dates Worked Hours | Days Rate of Pa
Job Title Type of o e y
Business
From To Day | Week
MM/YY MM/YY Amount | Frequency
1.
2.
3.
4,
5.

Form SSA-3368-BK (10-2015) UF (10-2015) Page 3



SECTION 6 - JOB HISTORY (continued)

Check the box below that applies to you.

] | had only one job in the last 15 years before | became unable to work. Answer the questions below.

o | had more than one job in the last 15 years before | became unable to work. Do not answer the
questions on this page; go to Section 7 on page 5. (We may contact you for more information.)

Do not complete this page if you had more than one job in the last 15 years before you became unable to work.

6.B. Describe this job. What did you do all day?

(If you need more space, use Section 11 - Remarks on the last page.)

6.C. In this job, did you:

Use machines, tools or equipment? [JYes [CINo
Use technical knowledge or skills? []Yes [INo
Do any writing, complete reports, or perform any duties like this? []Yes [INo

6.D. In this job, how many total hours each day did you do each of the tasks listed:

Task | Hours Task Hours Task Hours
Walk Stoop (Bend down & forward at waist.) Handle large objects
Stand Kneel (Bend legs to rest on knees.) Write, type, or handle small objects
Sit Crouch (Bend legs & back down Reach
& forward.)
Climb Crawl (Move on hands & knees.)

6.E. Lifting and carrying (Expfain in the box below, what you lifted, how far you carried it, and how often you did

this in your job.)

6.F. Check heaviest weight lifted:

[JLessthan10lbs. [] 10lbs. []20Ibs. [] 50lbs. [] 100Ibs.ormore [ ] Other

6.G. Check weight frequently lifted: (by frequently, we mean from 1/3 to 2/3 of the workday.)

[JLessthan101lbs. []10lbs. [] 25Ibs. [] 50 Ibs. or more [} Other

6.H. Did you supervise other people in this job? [] Yes (Complete items below.) [ ] No (if No, go to 6.1.)

How many people did you supervise?
What part of your time did you spend supervising people?

Did you hire and fire employees? [ ] Yes ] No

6.1. Were you a lead worker? [] Yes ] No

Form SSA-3368-BK (10-2015) UF (10-2015) Page 4




SECTION 7 - MEDICINES
7. Are you taking any medicines (prescription or non-prescription)?

[] Yes (Give the information requested below. You may need to look at your medicine containers.)

[] No (Go to Section 8-Medical Treatment.)

If prescribed, give name of

doctor Reason for medicine

Name of Medicine

If you need to list other medicines, go to Section 11 - Remarks on the last page.

SECTION 8 - MEDICAL TREATMENT

Have you seen a doctor or other health care professional or received treatment at a hospital or clinic, or do you have a
future appointment scheduled?

8.A. For any physical condition(s)?

[] Yes [] No

8.B. For any mental condition(s) (including emotional or learning problems)?

[] Yes [J No

If you answered "No™ to both 8.A. and 8.B., go to Section 9 - Other Medical Information on page 11.
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SECTION 8 - MEDICAL TREATMENT (continued)

Tell us who may have medical records about any of your physical and/or mental condition(s) (including emotional or
learning problems). This includes doctors' offices, hospitals (including emergency room visits), clinics, and other
health care facilities. Tell us about your next appointment, if you have one scheduled.

8.C. Name of Facility or Office

Name of health care professional who treated you

ALL OF THE QUESTIONS ON THIS PAGE REFER TO THE HEALTH CARE PROVIDER ABOVE,

Phone Number

Patient ID# (if known)

Mailing Address

City

State/Province

ZIP/Postal Code

Country (If not USA)

Dates of Treatment

1. Office, Clinic or
Outpatient visits

2. Emergency Room visits
List the most recent date first

3. Overnight hospital stays
List the most recent date first

First Visit A. A. Date in Date out
Last Visit B. B. Date in Date out
Next scheduled appointment (if any) |C. C. Date in Date out

What medical conditions were treated or evaluated?

What treatment did you receive for the above conditions? (Do not describe medicines or tests in this box.)

Check the boxes below for any tests this provider performed or sent you to, or has scheduled you to take. Please give
the dates for past and future tests. If you need to list more tests, use Section 11-Remarks on the last page.

[] Check this box if no tests by this provider or at this facility.

Kind of Test Dates of Tests Kind of Test Dates of Tests
] EKG (heart test) [] EEG (brain wave test)
[] Treadmill (exercise test) [] HIV Test
[J Cardiac Catheterization [] Blood Test (not HIV)
[] Biopsy (list body part) [] X-Ray (list body part)
] Hearing Test [[] MRICT Scan (list body
[] Speech/Language Test part)
[] Vision Test [[] Other (please describe)
[] Breathing Test

If you do not have any more doctors or hospitals to describe, go to Section 9 on page 11.

Form $SA-3368-BK (10-2015) UF (10-2015)
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SECTION 8 - MEDICAL TREATMENT (continued)

Tell us who may have medical records about any of your physical and/or mental condition(s) (including emotional or
learning problems). This includes doctors' offices, hospitals (including emergency room visits), clinics, and other
health care facilities. Tell us about your next appointment, if you have one scheduled.

8.D. Name of Facility or Office Name of health care professional who treated you

ALL OF THE QUESTIONS ON THIS PAGE REFER TO THE HEALTH CARE PROVIDER ABOVE.

Phone Number Patient ID# (if known)

Mailing Address

City State/Province ZIP/Postal Code |Country (If not USA)

Dates of Treatment

1. Office, Clinic or 2. Emergency Room visits 3. Overnight hospital stays
Outpatient visits List the most recent date first List the most recent date first
First Visit A. A. Date in Date out
Last Visit B. B. Date in Date out
Next scheduled appointment (if any) |C. C. Datein Date out

What medical conditions were treated or evaluated?

What treatment did you receive for the above conditions? (Do not describe medicines or tests in this box.)

Tell us about any tests this provider performed or sent you to, or has scheduled you to take. Please give the dates for
past and future tests. If you need to list more tests, use Section 11 - Remarks on the last page.

[] Check this box if no tests by this provider or at this facility.

Kind of Test Dates of Tests Kind of Test Dates of Tests
[] EKG (heart test) [] EEG (brain wave test)
[[] Treadmill (exercise test) [] HIV Test
[] Cardiac Catheterization [] Blood Test (not HIV)
[] Biopsy (list body part) [] X-Ray (list body part)
[] Hearing Test [] MRI/CT Scan (list body
[] Speech/Language Test part)
[] Vision Test [[] Other (please describe)
[] Breathing Test

If you do not have any more doctors or hospitals to describe, go to Section 9 on page 11.
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SECTION 8 - MEDICAL TREATMENT (continued)

Tell us who may have medical records about any of your physical and/or mental condition(s) (including emaotional or
learning problems). This includes doctors' offices, hospitals (including emergency room visits), clinics, and other
health care facilities. Tell us about your next appointment, if you have one scheduled.

8.E. Name of Facility or Office

Name of

health care professional who treated you

ALL OF THE QUESTIONS ON THIS PAGE REFER TO THE HEALTH CARE PROVIDER ABOVE.

Phone Number

Patient 1D# (if known)

Mailing Address

City

State/Province

ZIP/Postal Code |Country (If not USA)

Dates of Treatment

1. Office, Clinic or
Outpatient visits

2. Emergency Room visits
List the most recent date first

3. Overnight hospital stays
List the most recent date first

First Visit A. A. Date in Date out
Last Visit B. B. Date in Date out
Next scheduled appointment (if any) |C. C. Date in Date out

What medical conditions were treated or evaluated?

What treatment did you receive for the above conditions? (Do not describe medicines or tests in this box.)

Tell us about any tests this provider performed or sent you to, or has scheduled you to take. Please give the dates for
past and future tests. If you need to list more tests, use Section 11 - Remarks on the last page.

[[] Check this box if no tests by this provider or at this facility.

Kind of Test Dates of Tests Kind of Test Dates of Tests
] EKG (heart test) [] EEG (brain wave test)
] Treadmill {(exercise test) ] HIV Test
[] Cardiac Catheterization ] Blood Test (not HIV)
[] Biopsy (list body part) [] X-Ray (list body part)
[ ] Hearing Test [] MRI/CT Scan (list body
[] Speech/Language Test part)
[] Vision Test [] Other (please describe)
[J Breathing Test

If you do not have any more doctors or hospitals to describe, go to Section 9 on page 11.

Form SSA-3368-BK (10-2015) UF (10-2015)
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SECTION 8 - MEDICAL TREATMENT (continued)

Tell us who may have medical records about any of your physical and/or mental condition(s) (including emactional or
learning problems). This includes doctors' offices, hospitals (including emergency room visits), clinics, and other
health care facilities. Tell us about your next appointment, if you have one scheduled.

8.F. Name of Facility or Office

Name of

health care professional who treated you

ALL OF THE QUESTIONS ON THIS PAGE REFER TO THE HEALTH CARE PROVIDER ABOVE.

Phone Number

Patient ID# (if known)

Mailing Address

City

State/Province

ZIP/Postal Code |Country (If not USA)

Dates of Treatment

1. Office, Clinic or
Outpatient visits

2. Emergency Room visits
List the most recent date first

3. Overnight hospital stays
List the most recent date first

First Visit A. A. Date in Date out
Last Visit B. B. Date in Date out
Next scheduled appointment (if any) |C. C.Datein Date out

What medical conditions were treated or evaluated?

What treatment did you receive for the above conditions? (Do not describe medicines or tests in this box.)

Tell us about any tests this provider performed or sent you to, or has scheduled you to take. Please give the dates for
past and future tests. If you need to list more tests, use Section 11 - Remarks on the last page.

[] Check this box if no tests by this provider or at this facility.

Kind of Test

Dates of Tests

Kind of Test Dates of Tests

[] EKG (heart test)

[] EEG (brain wave test)

] Treadmill (exercise test)

] HIV

Test

[] Cardiac Catheterization

[] Blood Test (not HIV)

[] Biopsy (list body part)

[[] X-Ray (list body part)

[J] Hearing Test

[[] Speech/Language Test

[[] MRICT Scan (list body
part)

[] Vision Test

[] Breathing Test

[] Other (please describe)

If you do not have any more doctors or hospitals to describe, go to Section 9 on page 11.

Form $SA-3368-BK (10-2015) UF (10-2015)
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SECTION 8 - MEDICAL TREATMENT (continued)

Tell us who may have medical records about any of your physical and/or mental condition(s) (including emotional or
learning problems). This includes doctors' offices, hospitals (including emergency room visits), clinics, and other
health care facilities. Tell us about your next appointment, if you have one scheduled.

8.G. Name of Facility or Office

Name of health care professional who treated you

ALL OF THE QUESTIONS ON THIS PAGE REFER TO THE HEALTH CARE PROVIDER ABOVE.

Phone Number

Patient ID# (if known)

Mailing Address

City

State/Province

ZIP/Postal Code  |Country (If not USA)

Dates of Treatment

1. Office, Clinic or
Outpatient visits

2. Emergency Room visits
List the most recent date first

3. Overnight hospital stays
List the most recent date first

First Visit A. A. Date in Date out
Last Visit B. B. Date in Date out
Next scheduled appointment (if any) |C. C. Date in Date out

What medical conditions were treated or evaluated?

What treatment did you receive for the above conditions? (Do not describe medicines or tests in this box.)

Tell us about any tests this provider performed or sent you to, or has scheduled you to take. Please give the dates for
past and future tests. If you need to list more tests, use Section 11 - Remarks on the last page.

[[] Check this box if no tests by this provider or at this facility.

Kind of Test Dates of Tests Kind of Test Dates of Tests
[] EKG (heart test) [] EEG (brain wave test)
[] Treadmill (exercise test) [J HIV Test
[] Cardiac Catheterization [] Blood Test (not HIV)
[[] Biopsy (list body part) [J X-Ray (list body part)
[] Hearing Test ] MRI/CT Scan (list body
[] Speech/Language Test part)
[] Vision Test [] Other (please describe)
[] Breathing Test

If you have been treated by more than five doctors or hospitals, use Section 11 - Remarks on
the last page and give the same detailed information as above for each healthcare provider.

Form SSA-3368-BK (10-2015) UF (10-2015)
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SECTION 9 - OTHER MEDICAL INFORMATION

9. Does anyone else have medical information about your physical and/or mental condition(s) (including emotional and
learning problems), or are you scheduled to see anyone else? (This may include places such as workers'
compensation, vocational rehabilitation, insurance companies who have paid you disability benefits, prisons, attorneys,
social service agencies and welfare.)

[] Yes (Please complete the information below.)

[] No (If you are receiving Supplemental Security Income (SSI) and have been asked to complete this report,
go to Section 10 - Vocational Rehabilitation; if not, go to Section 11 on the last page.)

Name of Organization Phone Number

Mailing Address

City State/Province ZIP/Postal Code |Country (If not USA)
Name of Contact Person Claim or ID number (if any)
Date of First Contact Date of Last Contact Date of Next Contact (if any)
Reasons for Contacts

If you need to list other people or organizations use Section 11 - Remarks on the last page and give the same
detailed information as above for each one you list.

COMPLETE THIS SECTION ONLY IF YOU ARE ALREADY RECEIVING SSI.
SECTION 10 - VOCATIONAL REHABILITATION, EMPLOYMENT, OR OTHER SUPPORT SERVICES

10.A. Have you participated, or are you participating in:

< Anindividual work plan with an employment network under the Ticket to Work Program;

« Anindividualized plan for employment with a vocational rehabilitation agency or any other organization;

« A Plan to Achieve Self-Support (PASS);

«  An Individualized Education Program (IEP) through a school (if a student age 18-21); or

« Any program providing vocational rehabilitation, employment services, or other support services to help
you go to work?

[] Yes (Complete the following information) [ No (Go to Section 11)

10.B. Name of Organization or School

Name of Counselor, Instructor, or Job Coach Phone Number

Mailing Address

City State/Province ZIP/Postal Code |Country (If not USA)

10.C. When did you start participating in the plan or program?

Form SSA-3368-BK (10-2015) UF (10-2015) Page 11



SECTION 10 - VOCATIONAL REHABILITATION, EMPLOYMENT, OR OTHER SUPPORT SERVICES
(continued)

10.D. Are you still participating in the plan or program?

[J Yes, | am scheduled to complete the plan or program on:

[] No. | completed the plan or program on:

[C] No. I stopped participating in the plan or program before completing it because:

10.E. List the types of services, tests, or evaluations that you received (for example: intelligence or psychological
testing, vision or hearing test, physical exam, work evaluations, or classes).

If you need to list another plan or program use Section 11 -
Remarks and give the same detailed information as above.

SECTION 11 - REMARKS

Please write any additional information you did not give in earlier parts of this report. If you did not have enough space
in the sections of this report to write the requested information, please use this space to tell us the additional information
requested in those sections. Be sure to show the section to which you are referring.

Date Report Completed

month, day, year

Form SSA-3368-BK (10-2015) UF (10-2015) Page 12



WORK HISTORY REPORT- Form SSA-3369-BK

READ ALL OF THIS INFORMATION BEFORE
YOU BEGIN COMPLETING THIS FORM

IF YOU NEED HELP

If you need help with this form, complete as much of it as you can. Then call the phone number
provided on the letter sent with the form or the phone number of the person who asked you to
complete the form for help to finish it.

HOW TO COMPLETE THIS FORM

The information that you give us on this form will be used by the office that makes the disability
decision on your disability claim. You can help them by completing as much of the form as you can.

* Print or type.

» A reference to "you," "your," or "the Disabled Person," or "claimant” means
the person who is applying for disability benefits. If you are filling out the form for someone else,
provide information about him or her.

* ANSWER ALL OF THE QUESTIONS FOR EACH JOB YOU DESCRIBE. If you do not know
the answer or the answer is "none" or "does not apply," please write "don't know" or "none" or
"does not apply."

= Be sure to explain an answer if the question asks for an explanation, or if you think you need to
explain an answer.

» If more space is needed to answer any questions, use the "REMARKS" section on Page 8, and
show the number of the question being answered.

WHY THIS INFORMATION IS IMPORTANT

ME-69€E-VSS w04 - Joday Al0)siH YioM

The information we ask for on this form will help us understand how your ilinesses, injuries, or
conditions might affect your ability to do work for which you are qualified. The information tells us
about the kinds of work you did, including the types of skills you needed and the physical and
mental requirements of each job. In Section 2, be sure to give us all of the different jobs you did in
the 15 years before you became unable to work because of your ilinesses, injuries, or conditions.
There is a separate page to describe each different job.

REMEMBER TO GIVE US THE NAME AND ADDRESS OF THE PERSON
COMPLETING THIS FORM ON PAGE 8



Privacy Act Statement
Collection and Use of Personal Information

Sections 205(a), 223(d), and 1631(e)(1) of the Social Security Act, as amended, authorize us to collect

this information. We will use the information you provide to make a determination of eligibility for Social
Security benefits.

Furnishing us this information is voluntary. However, failing to provide us with all or part of the
information may prevent an accurate and timely decision on any claim filed.

We rarely use the information you supply us for any purpose other than to make a determination
regarding benefits eligibility. However, we may use the information for the administration of our
programs including sharing information:

1. To comply with Federal laws requiring the release of information from our records (e.g.,
to the Government Accountability Office and Department of Veterans Affairs); and,

2. To facilitate statistical research, audit, or investigative activities necessary to ensure the
integrity and improvement of our programs (e.g., to the Bureau of the Census and to
private entities under contract with us).

A complete list of when we may share your information with others, called routine uses, is available in
our Privacy Act System of Records Notices 60-0089, entitled, Claims Folders Systems; and, 60-0090,
entitled, Master Beneficiary Record. Additional information about these and other system of records

notices and our programs are available online at www.socialsecurity.gov or at your local Social
Security office.

We may share the information you provide to other health agencies through computer matching
programs. Matching programs compare our records with records kept by other Federal, State or local
government agencies. We use the information from these programs to establish or verify a person’s
eligibility for federally funded or administered benefit programs and for repayment of incorrect
payments or delinquent debts under these programs.

Paperwork Reduction Act Statement - This information collection meets the requirements of

44 U.S.C.§ 3507, as amended by Section 2 of the Paperwork Reduction Act of 1995. You do not
need to answer these questions unless we display a valid Office of Management and Budget control
number. We estimate that it will take about 1 hour to read the instructions, gather the facts, and
answer the questions. SEND OR BRING THE COMPLETED FORM TO THE STATE AGENCY
THAT REQUESTED IT. If you have questions about how to complete the form, contact the
State Agency that requested it. If you need the address or phone number for your State
Agency, you can get it by calling Social Security at 1-800-772-1213 (TTY 1-800-325-0778).
You may send comments on our time estimate above to: SSA, 6401 Security Bivd., Baltimore, MD
21235-6401. Send only comments relating to our time estimate to this address, not the
completed form.

PLEASE REMOVE THIS SHEET BEFORE RETURNING
THE COMPLETED FORM.



Form Approved
SOCIAL SECURITY ADMINISTRATION OMB No. 0960-0578

WORK HISTORY REPORT

For SSA Use Only
Do not write in this box.

SECTION 1 - INFORMATION ABOUT THE DISABLED PERSON

A. NAME (First, Middle Initial, Last) B. SOCIAL SECURITY NUMBER

C. DAYTIME TELEPHONE NUMBER (if you have no number where you can be reached; give us a daytime

number where we can leave a message for you.)

( ) - ] Your Number [] Message Number ] None
Area Code Phone Number

SECTION 2 - INFORMATION ABOUT YOUR WORK

List all the jobs that you have had in the 15 years before you became unable to work because of
your illnesses, injuries, or conditions.

Job Title Type of Business Dates Worked

From To

10.

Form SSA-3369-BK (04-2014) ef (04-2014) PAGE 1
Destroy Prior Editions
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Give us more information about Job No. 1 listed on Page 1. Estimate hours and pay, if you
need to.

JOB TITLE NO. 1

Rate of Pay Per (Check One) Hours per day |Days Per Week
$ [JHour [JDay [JWeek [JMonth []Year

Describe this job. What did you do all day? (If you need more space, write in the"Remarks" section.)

In this job, did you:

Use machines, tools, or equipment? []YES [] NO

Use technical knowledge or skills? [] YES [] NO
Do any writing, complete reports, or
perform duties like this? LIves [1NO

In this job, how many total hours each day did you:

Walk? Kneel? (Bend legs to rest on knees)

Stand? Crouch? (Bend legs & back down & forward)
Sit? Crawl? (Move on hands & knees)

Climb? Handle, grab, or grasp big objects?

Stoop? (Bend down and forward at waist) Reach?

Write, type, or handle small objects?

Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this.)

Check the heaviest weight lifted:

[ JLessthan10lbs [ ]10lbs [] 20lbs [] 50Ibs [] 100Ibs.ormore [ ] Other
Check weight you frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday.)

[] Less than 10 Ibs [(J10lbs [] 251lbs [] 50 Ibs or more [] other

Did you supervise other people in this job? [] YES {Complete the next []NO (Skip to the last question
3items.) on this page.)
How many people did you supervise?
What part of your time was spent supervising people?

Did you hire and fire employees? []YES []NO

Were you a lead worker? []YES [CINO

Form SSA-3369-BK (04-2014) ef (04-2014) page »



Give us more information about Job No. 2 listed on Page 1. Estimate hours and pay, if you
need to.

JOB TITLE NO. 2

Rate of Pay Per (Check One) Hours per day |Days per week
$ [JHour [JDay []Week []JMonth []Year

Describe this job. What did you do all day? (If you need more space, write in the"Remarks" section.)

In this job, did you:

Use machines, tools, or equipment? ]YES [JNO
Use technical knowledge or skills? []YES CINO
Do any writing, complete reports, or []YES INO

perform duties like this?

In this job, how many total hours each day did you:

Walk? Kneel? (Bend legs to rest on knees)

Stand? Crouch? (Bend legs & back down & forward)
Sit? Crawl? (Move on hands & knees)

Climb? Handle, grab, or grasp big objects?

Stoop? (Bend down and forward at waist) Reach?

Write, type, or handle small objects?

Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this.)

Check the heaviest weight lifted:
[ JLessthan10lbs []10lbs [ ] 20lbs [ ] 50lbs [ 100 Ibs.ormore [ | Other
Check weight you frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday.)

[JLessthan10lbs []10lbs [] 25lbs [ ] 50ibsormore [ ] Other

Did you supervise other people in this job? (Complete the next (Skip to the last
y P peop J [IYES 3 items.) [INO question on this page.)
How many people did you supervise?
What part of your time was spent supervising people?

Did you hire and fire employees? 1 YES CJNO

Were you a lead worker? J YES CINO

Form SSA-3369-BK (04-2014) ef (04-2014)  PAGE 3



Give us more information about Job No. 3 listed on Page 1. Estimate hours and pay, if you
need to.

JOB TITLE NO. 3

Rate of Pay Per (Check One) Hours per day | Days per week
$ [JHour [] Day [ Week ] Month [] Year

Describe this job. What did you do all day? (If you need more space, write in the"Remarks" section.)

In this job, did you:

Use machines, tools, or equipment? LJYES []NO
Use technical knowledge or skills? []1YES INO
Do any writing, complete reports, or []YES [JNO

perform duties like this?
In this job, how many total hours each day did you:

Walk? Kneel? (Bend legs to rest on knees)

Stand? Crouch? (Bend legs & back down & forward)
Sit? Crawl? (Move on hands & knees)

Climb? Handle, grab, or grasp big objects?

Stoop? (Bend down and forward at waist) Reach?

Write, type, or handle small objects?

Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this.)

Check the heaviest weight lifted:
[] Less than 10 Ibs []10lbs [] 20lbs [ 50lbs [] 1001Ibs.ormore [ ] Other

Check weight you frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday.)
[] Less than 10 Ibs [J10bs [] 25Ibs [ 50lbsormore [ ] Other

Did you supervise other people in this job? [ YES (Complete the next [JNO (Skip to the last question on
3 items.) this page.)
How many people did you supervise?

What part of your time was spent supervising people?

Did you hire and fire employees? ] YES [INO

Were you a lead worker? []YES CJNO
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Give us more information about Job No. 4 listed on Page 1. Estimate hours and pay, if you
need to.

JOB TITLE NO. 4

Rate of Pay Per (Check One) Hours per day | Days per week
$ [JHour []Day []Week []Month []Year

Describe this job. What did you do all day? (If you need more space, write in the"Remarks" section.)

In this job, did you:

Use machines, tools, or equipment? Clyes [INO
Use technical knowledge or skills? [lyeEs [JNO
Do any writing, complete reports, or [JYES [JNO

perform duties like this?

In this job, how many total hours each day did you:

Walk? Kneel? (Bend legs to rest on knees)

Stand? Crouch? (Bend legs & back down & forward)
Sit? Crawl? (Move on hands & knees)

Climb? Handle, grab, or grasp big objects?

Stoop? (Bend down and forward at waist) Reach?

Write, type, or handle small objects?

Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this.)

Check the heaviest weight lifted:
[JLessthan10lbs [ ]10lbs [] 20lbs [] 50lbs [ ] 100Ibs.ormore [ | Other
Check weight you frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday.)
[] Less than 10 Ibs []10bs [] 25Ibs [] 50lbsormore [ | Other
Did you supervise other people in this job? [JYES (Completethenext  [TINO (Skip to the last
3 items.) question on this page.)

How many people did you supervise?

What part of your time was spent supervising people?

Did you hire and fire employees? []1YES [CIJNO

Were you a lead worker? []YES [JNO
Form SSA-3369-BK (04-2014) ef (04-2014) PAGE 5




Give us more information about Job No. 5 listed on Page 1. Estimate hours and pay, if you
need to.

JOB TITLE NO. 5

Rate of Pay Per (Check One) Hours per day | Days per week
$ [JHour [ ]Day [JWeek [JMonth  []Year

Describe this job. What did you do all day? (If you need more space, write in the"Remarks" section.)

In this job, did you:

Use machines, tools, or equipment? ] YES [CJNO
Use technical knowledge or skills? ] YES [JNO
Do any writing, complete reports, or []YES [CJNO

perform duties like this?

In this job, how many total hours each day did you:

Write, type, or handle small objects?

Walk? Kneel? (Bend legs to rest on knees)

Stand? Crouch? (Bend legs & back down & forward)
Sit? Crawl? (Move on hands & knees)

Climb? Handle, grab, or grasp big objects?

Stoop? (Bend down and forward at waist) Reach?

Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this.)

Check the heaviest weight lifted:
[] Less than 10 Ibs []10lbs [] 20lbs [] 50lbs [ ] 100Ibs.ormore  [] Other

Check weight you frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday.)
[] Less than 10 Ibs [J10bs [7] 25lbs [ 50lbsormore [ ] Other

Did you supervise other people in this job? ] YES g‘i?e";ge)te thenext  [TINO  (skip to the last
How many people did you supervise? question on this page.)

What part of your time was spent supervising people?

Did you hire and fire employees? [1YES [INO

Were you a lead worker? [] YES [JNO
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Give us more information about Job No. 6 listed on Page 1. Estimate hours and pay, if you need
to.

JOB TITLE NO. 6

Rate of Pay Per (Check One) Hours per day |Days per week
$ [JHour []Day [JWeek ] Month [] Year

Describe this job. What did you do all day? (If you need more space, write in the"Remarks" section.)

In this job, did you:

Use machines, tools, or equipment? [JYES []NO
Use technical knowledge or skills? [JYES [INO
Do any writing, complete reports, or [JYES [INO

perform duties like this?

In this job, how many total hours each day did you:

Walk? Kneel? (Bend legs to rest on knees)
Stand? Crouch? (Bend legs & back down & forward)

Sit? Crawl? (Move on hands & knees)
Climb? Handle, grab, or grasp big objects?
Stoop? (Bend down and forward at waist) Reach?

Write, type, or handle small objects?

Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this.)

Check the heaviest weight lifted:
[Jlessthan10lbs []10lbs [ 20lbs [] 50lbs [] 1001Ibs.ormore [ ] Other

Check weight you frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday.)

[[] Less than 10 Ibs [110lbs [] 25lbs [] 50lbsormore [ ] Other

Did you supervise other people in this job? ] YES (Complete the [JNO (Skip to the last

next 3 items.) guestion on this page.)
How many people did you supervise?
What part of your time was spent supervising people?

Did you hire and fire employees? 1 YES [JNO

Were you a lead worker? [] YES [JNO
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SECTION 3 - REMARKS

Use this section to add any information you did not have space for in other parts of the form. Show the page number of the part
you are continuing.

BE SURE TO COMPLETE THE BOTTOM OF THIS PAGE.

Name of person completing this form if other than the disabled person Date (Month, day, year)
(Please print)

Address (Number and Street) Email address (optional)

City State ZIP Code
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Form A

Social Security Administration TOE 250 OMB No
PHYSICIAN'S/MEDICAL OFFICER’S STATEMENT OF PATIENT'S CAPABILITY TO MANAGE BENEFITS
TIME IT TAKES TO COMPLETE THIS FORM In Replying use this address:

We estimate that it ill take you about 5 minutes to complete this form, This includes the time it will take SOCIAL SECURITY ADMINISTRATION

to read the instructions, gather the necessary facts and fill out the form, If you have comments or
suggestions on this estimate, or on any other aspect of this form write to the Social Security
Administration, ATTN: Reports Clearance Officer, 1-A-21 Operations Bldg., Baltimore, MD 21235-0001,
And to the Office of Management and Budget, Paperwork Reduction Project (0960-0024}, Washington,
D.C. 20503. Send only comments relating to our estimate or other aspects of this form to the
offices listed above. All requests for Social Security cards and other claims-related information
should be sent to your local social Security office, whose address is listed in your telephone
directory under the Department of Health and Human Services.

TELEPHONE NUMBER (Including Area Code)
( )

DATE

SSA CONTACT
This report is authorized by sections 205(a) and 205 (j) of the Social Security Act, as amended (42 U.S.C.)
405(a) and 405(j). While you are not required to respond, your cooperation will help us decide whether IDENTIFYING INFORMATION (SSA or
any Social Security benefits that may be due should be paid directly to the patient or to someone else on If different from patient

the patient's behalf. Your cooperation in completing and returning this statement will be appreciated.

NAME OF WAGE EARNER OR SELF-

We may also use the information you give us when we match records by computer. Matching programs EMPLOYED PERSON
compare our records with those of other Federal, State, or local government agencies. Many agencies
may use matching programs to find or prove that a person qualifies for benefits paid by the Federal
government., The law allows us to do this even if you do not agres to it. These and other reasons why SOCIAL SECURITY NUMBER
information your provide may be used or given out are explained in the Federal Register. If you want to
learn more about this, contact any Social Security office.

PATIENT'S NAME PATIENT'S ADDRESS (Number and Street, City, State and ZIP Code)

PATIENT'S DATE OF
PATIENT'S SOCIAL SECURITY NUMBER  |girTH

YOUR HELP IS NEEDED

The patient shown above has filed for or is receiving Social Security or Supplemental Security income payments.
We need you to complete the back of this form and return it to us in the enclosed envelope to help us decide if
we should pay this person directly or if he or she needs a representative payee to handle the funds. Please
Note: This determination affects how benefits are paid and has no bearing on disability determinations. Thank
you for your help.

WHO IS A REPRESENTATIVE PAYEE

A representative payee is someone who manages the patient's money to make sure the patient's needs are met.
The payee has a strong and continuing interest in the patient's well-being and is usually a family member or
close friend.

WHO NEEDS A REPRESENTATIVE PAYEE

Some individuals age 18 and older who have mental or physical impairments are not capable of handling their
funds or directing others how to handle them to meet their basic needs, so we select a representative payee to
receive their payments. Examples of impairments which may cause incapability are senility, severe brain
damage or chronic schizophrenia. However, even though a person may need some assistance with such things
as bill paying, etc., does not necessarily mean he/she cannot make decisions concerning basic needs and is

incapable of managing his/her own money.
PLEASE COMPLETE THE INFORMATION ON THE REVERSE OF THIS FORM
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1. Date you last examined the patient

2. Do you believe the patient is capable of managing or directing the management of benefits in his or her own best interest?

By capable we mean the patient:

+ is able to understand and act on the ordinary affairs of life, such as providing for own adequate food, housing, clothing,
etc., and

- is able, in spite of physical impairments, to manage funds or direct others how to manage them.

[] Yes [ No [] Unsure

If "Yes", please omit question 3, If "No", please provide a brief summary of the findings If "Unsure”, please explain.
but be sure to sigh and date the form. that led to this conclusion. Also, complete question 3.

3. Do you expect the patient to be able to manage funds in the future (for example, the patient is temporarily unconscious)?

CvYes CINo

If yes, please explain.

HEREBY CERTIFY THAT THE ABOVE STATEMENTS AND ANSWERS ARE TRUE TO THE BEST OF MY KNOWLEDGE.

NAME OF PHYSICIAN/MEDICAL OFFICER (Please print) TITLE

ADDRESS (Number and street, City, State, And ZIP Code) TELEPHONE NUMBER (including Area Code)
( )

NATURE OF PHYSICIAN/MEDICAL OFFICER DATE
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