North Caroling

NC SOAR: SSI/SSDI Access, Outreach and Recovery
soar{@ncceh.org  www.anceehory  219.755.4393

NC SOAR Outcome Reporting Form
SOAR Caseworker Information

Coalition fo End Homelessness

Name

Agency

Phone

Ematl

County

Certified SOAR Worker Tlves  [ho

Applicant Information

First Two Letters of First Name

First Twa Letters of Last Name

Date of Birth / /
Gender [ Jmale [_]female
Veteran? [yes  [no

SSI and S5DI Application Information

Level of Application [ Jinitial Application [ JReconsideration

[JAdministrative Law Judge Hearing

[s this an update to a previously submitted outcome? [(yes  [ne

Profective Filing Date / /
Length of time homeless (as of Protective Filing Date) years or months
Did you file an SSI and S8DI application? [lyes o

If no application was {iled, why?

Was the application given the SSA “Homeless Flag?” | [Tlyes  [[no

If no, why not?

Did you become the 1696 Representative? Cyes  [no

Date Disability report and application for SSI/55D]

completed / !

Date medical records and/or medical summary report / /
submitted to DDS

Return form via email to; sear@nceeh.org of via fax to 1-888-742-3468
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Determination Information

Date of Determination

(If Presumptive Disability Decision was made, please / /

use that date here.)

QOutcome of Determination [JApproved
[IDenied

Was the case reassigned to a SOAR DDS Examiner? Clyes  [no

(If you are unsure, please contact NCCEH.) I

Ssl Approved? [Myes  [no

SS1 Benefit Amount Awarded? (monthly) g

SSDI Approved? Llyes  [Lno

SSDI Benefit Amount Awarded? (monthly) g

Amount of Back Pay Awarded? g

Medicaid Approved? [Oyes  [no

Medicare Approved? [yes  [no

Rep. Payee Needed? Cyes  [(no

Rep. Payee Provided? [yes  [no

Consultative Exam Required? [yes  [no

Date Housed / /

Further Comments:

Revised: January 2012

North Carolina Coalition to End Homelessness

NC SOAR




Getting Started: Organizing and Completing an Initial SGAR Application’

Is this your first SOAR application? 1f so, don’t worry, The bigpest and first step has
already taken place-- you are SOAR trained. Schedule a minimum of one hour a day to work an
your SOAR application and keep that commitinent, Stick to the timelines oullined below. It 1s
important that 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
13368 PRO and to continue to work on the medical sunmmary report. The timelines allow you to
complete each stage of the application process and fo forus your energy and brain power on
completing the medical summary report during the latter weeks so that you easity meet the 60
days allowed.

Documents needed to complete the process

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

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

= Worksheet #6 (Applicant Assessment Worksheet) from Module X of Participant Guide

s Worksheet #7 (Functional Information Worksheet) from Module X1 of Participant Guide

#  SSA form 3368 (Adult Disability Report) from Module 4 of the Participant Guide

m  SSA form 1696 (Appointment of Representative, revised 5/08) download from SSA
website

s SSA 827 forms from Module 4 of Participant Guide; after completing the 13368 PRO
online application, the computer program witl instruct you to print a specific number of
SSA forms 827 needed.

s SSA form 8000 {Applhication for S5T)

TIMELINE FOR COMPLETING AN INITIAL SOAR APPLICATION

Bay One

a  Complete and have applicant sign SOAR Consent to Refease Information form. This allows you to
obtaint the S5A status of the applicant,

Fax SOAR Consent to Release Information fonn to designated SSA location to the attention of
SSA SOAR cantacs. If the person is eligible to apply, this fax secures a protective filing date for
the applicant. The SSA SOAR contact should fax back to you the front page of the SOAR Consent
to Release Information within 48 hours.

Day Two or Three

@ Contact the SSA office if the SSA SOAR contact has not faxed back the details of applicant’s
invalvement with SSA to you within 72 hours,

s When SSA faxes its response to you, it meludes past history with SSA and gives you ihe
information you need to proceed with the appropriate SOAR process.

v fthe client does not have a pending case ar aclive appeal, proceed with an initial application as
follows...

w  Have applicant sign SSA-827 Authorization fo Disclose Information to the S5A and agency
Release of Iuformation forms; have applicant sign releases equal to number of hospitals, clinics
and doctor’s offices he/she remembers being freated. Mail both a SSA and agency release to each
treatment source within the first 24 to 48 howrs of initiating SOAR application effost.,

' Developed by US Public Heath Service, Commander Eddie Frazier, Michigan SOAR Team, Yvonne M. Derref,
and Deborah Dennis, National SOAR Technical Assistance Team
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After applicant identifies a primary provider (psychiairist/medical doctor), contact the provider
and let the staff there know you are working with the applicant on applying for S§1/58D1 benefits,
Ask for their input and fet them know that you’ll be requesting the physician/psychiatrist/s
signature on a suninary of how the applicant’s illness and symptoms affect hisfher ability to work.
Complete the first two pages of Worksheet #6, through Personal History, This will sllow you (o
complete the introduction of your applicant’s medical summary report.

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

While on the computer, also bookimark ISBA (Social Security Disability) online from SSA.
website.

While on the computer, download the medical summary report template from the SOAR website
(www.praine.com/soar, link io trainings) to create a medical summary template. This is how you
should organize your informafion in the applicant’s medical summary repord, Start your rough
draft of applicant’s medical summary. Cn the first day of this initial application work, you will
mput information for the introduction and begin the section on Personal History, Completing the
Introduction and starting the Personal History will take only 20-30 minutes. Beginning the
medical summary report immediately gives you 60 days to complete it instead of the 7-14 days
attempied by many case managers

Getting things organized and setup initiatly will take about 2.5 hours. Putting your SOAR
application in the recommended order will also allow you to work on differsut aspects of the
application as you move forward rather than trying to complete this all at once, feeling pressured
by other responsibilities to meet the deadline,

Weelt 1-2

Complete and have applicant sign SSA form 1696 Appointment of Representative form

Meet with applicant 1-2 times per week to work on worksheets #4, #6 and #7. Enter information in
the appropriate sectiong on the medical summary report as you collect the information. These
worksheets shoutd be completed by the end of week two. This will give you six weelks to work on
the medical summary report. Most of the information used i the medical summary is transferred
from worksheets #4, 6 and 7. Include in the medical summary report direct quotes from the
applicant and your observations of how the applicant’s illness/symptoms inferfere with his/ker
ability to work. .

Meet with applicant 1-2 times per week to complete paper 3368 application. Begin transferring
information to 13368 PRO online application as soon as possible. Complete the 3368 paper
application by the end of week two. The 3368 PRO ounline application has 7 sections. Schedule
enough time to complete each section. When starting the 13368 PRO, complete information and
obtain a reentry number for the applicait so you can use that number to re-enter each time you add
information to this form. Print the reentry page and place it in the applicant’s folder. The reentry
nutiber and the applicant’s social security number allow you to work on the 3368 PRO when
your schedule allows. After working on the 13368 PRO online application, save it Do not submit
it to SSA. until you are prepared to furn in the completed SOAR application package.

Continue to work with applicant’s primary provider for additional information and to obtain
commitment for & co-signature on the medical summary.

% Continue collection of medical records. As you identify additional sources for medical
information, send an agency release and a SSA 827 to those providers to collect additional
information. Work with treatment sources to identify ways fo collect information quickly, e.g.,
pick up at their department, fax, etc.

Weeks 3-4
@ Begin and complete SSA-8000 SSI Application (a clean document with applicant’s signature)
[

Obtain any needed supportive documentation for S8 Application, ¢.g., bank statements, any
documentation of resources, etc,
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Continue to work on 13368 PRO if not complete. Use your word processing program fo check
spelling for narrative comment sections of 3368 PRO. Be sure to meet the timeline for this section
of the application. Complete transfer of information from paper 3368 to 13368 PRO online
application by end of week four,

Continue to collect and follow up on medical records that are needed.

Work on and make entries in the medical summary report as you receive information,

Have applicant sign additional 827s for treaiment sources that have not yet sent in information so
DS can follow up on these,

Complete ISBA (SSDI online application} after completing 13368 PRO online application. Most of
the information needed for the ISBA in contained within the SSI application as well as the 13368
PRO. The ISBA ouline application takes about 20 — 30 minutes to complete. As with the 13368
PRO, save information eatered and do not submit until you are ready to turn in completed SOAR
application package. The ISBA online application should be completed by the week four.
Completing 13368 PRO, the ISBA, and requesting medical information early in the application
process allows you to have four weeks or more (o focus primarily on completing the medical
SUMIMmAary.

Weelks
-3

5-8 (as needed)

Continue to work on items nat completed during the first four weeks

Continue to work on and revise medical summary. Incorporate medical information that speaks to
applicant’s functional impairments and severity of symptoms. Use direct quotes from applicant as
often as possible. Have a co-worker review medical summary for clarity and granumar.

Contact SSA SOAR Contact and establish date you will turn in completed Initial SOAR
Application, giving directly to SOAR contact. Begin attempts ai contact with SSA SOAR contact
at least 1-2 weeks before 60-day deadline. This will allow for potential time out-of-office or illness
for you or SSA SOAR contact. SOAR Application must be complete and delivered to SSA SOAR
contact on or before 60-day deadline, if at all possible before the 60-day deadline.

Immediately before the appointment with SSA to turn i the packet, submit the ISBA SSDEon-
line application and the i3368FPRO on-iine.

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

1.

2.

SOAR Checklist is used as a cover sheet for complete package

A medical summary report signed by the SOAR provider and physician or psychologist
(allowing this document to be included as medical evidence).

Copies of all medical records in chronological order.

A clean and complete SSA-8000 signed and dated by applicant. The SSA 8000
information will be transferred into the online application by SSA after receipt of
completed Initial SOAR Application Packet

Submit 3368 PRO and [SBA (SSDI application) on-line 24-48 hours before turning in
completed package to S5A.

Policy Research Associates, Inc. Revised: May 25, 2009







NC SOAR (881/88D1 Outreach, Access and Recovery)
Consent for Release of Information

Sign this form only if you want the Social Security Administration to give information or records about

you to (service provider}),
TO: Social Security Administration fax Local 88A Difice
Customer’s Name
Date of Birth Soctal Security Number
THIS SECTION TO BE COMPLETED BY THE SOCIAL SECURITY
ADMINISTRATION
No Record Supplemental Security Income Social Secuyity Disability Incomea
_ . Terminated Record . sl Date Terminated
MMBDVY
Curvent Claim Status
881 Claim Pending: SSDI Claim Pending:

Initial Clain Dale Filed initial Claim Date Filed
Reconsideration Date Filed Reconsiderativn  Date Filed
Hearing Level Date Filed . Hearing l.evel Date Filed

S§81 Claim Denied: —_ SSDI Claini Dented:

Inittat Claim Date Denied ___ Initial Claim Date Denied
Reconsideration Date Denied Reconsideration  Date Deniad
Hearing Levsl Date Denied Hearing Levsl Date Denied
{Circle One)

881 Denfal Reason!  Medical Nen-Meadical Other S80I Penial Reason:  Madical Hon-Medical Other

Other (if civcled above, please explain):

Allowance

S5 Eligibility date SSDI: Eligibility date

S5A Claims information was provided by:

(SSA Staff)
Date of Response

Telephone Number: S8A Field Office Code:




Service Provider

Customer’s Name

Dste of Birth Social Security Number

[ authorize $SA to releasa the dates and status of my Social Security Disability Insurance and/ar Supplemeantal
Security Income application(s), to:

{Service Provider) {fax H)

This consent for release of information is in effect from to {not to exceed 1 year),
(MMDDYY) (MRDDYY) ’

i want this information released because | am pursuing entitlement to Social Security disability prograrms.

{am the individual to whom the information/record applies or that person’s parent (if a minor) or legal
guardian. 1 declare under penalty of perjury that | have examined all the information that | provided on this
form and that 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
$0, commits a crime and may be sent to prison, or may face other penaliles, or both,

Signature; Relationship:
{Below, show signatures, names, and addresses of two people if signed by mark.}

Date:

Witness #11 Witnhess 12
{Print Name) {Print Nameg)
[Signatore) {Signature}
{Address) {Address)

{City, 5iate, and Zip code) {City. Stale, and Zip code)



COMPLETING THIS FORM TO APPOINT A REPRESENTATIVE

Chuesiug to he Represented

¥ ou can chicose to have s representative help you when
you do business with Social Scourity. We will wark with
your representative, just as we would with you, It is
roporiant that you select a qualified person becanss, once
appointed, your vepresemative may act for vou in most
Social Security matlers. We give more information, and
exmmples of whal a representative may dao, in the section
tiled "Informatios: for Claimangs,”

Privacy Act Statement

Collection and Use of Personal Information

Sections 206(a) and 1631(d) of the Social Securily Act, ag
amended, suthorize us to collect this information. We will
use the information you provide on this form to verify
your appointment of an individual as your representaijve
and s or her acceplanee of the appoiutment.

Completion of this forn: is voluntary; hewever, i you
wat fo use this form to appeint someone fo act on your
behalf in matters before the Secial Securily
Administration {$8A), then you and that. individual muse
compleie the appropriate sections of this form,

We rarely vse the information you supply for any pupose
other than to verily your appointment of an individual as
your represenlative end his or her acceptance of the
appointment. However, we may use it for the
administration and integrity of Socia} Secusily programs.
We may also disclose information 1o anether person or to
another agency in accordmee with approved routing uses,
which include but are not limited 1o the following:

!, Toenable a third panty or an agency 1o assis)
Social Security i cstablishing right to Social
Securily benefits andlor coverage;

[av

To comply with Federa! laws requiring the
relense of information from Social Security
records (e.g., to the Government Accountability
Office or the Department of Veterans AfTeirs);

1. Tomake determinations for eligibility in similar
bealth and income maintenanee programs at the
Fedoeral, State, and local level: and,

4, To facilitate statstical research, audit, or
lirvestigative activities necessary to assure the
Integrity and improvement of Secial Security
programs.

We may also use the information you provide in computer
matching programs, Matching programs comprie our
records with recards kept by other Federal, state, or local
goverumens agencivs.

Form 58A1696-U6 {C3-2011) e (03-2011)
DCestroy Prios Bditions

Information from these matching programs can be
used to establish or verify a person's eligibility for
Federaliy-funded or adminisiered benefit programs
apd Tor vepayment ef payments or delinguent debts
under these programs, A comnplele Bst of routine uses
for this information is available in ovr System of
Records Notiee entitled "Appointed Representative
File™ {60-0323). The notice, additional information
regarding this form, routine uses of information, and
our programs and sysiems are available on-line at
wiww soctalsecuritv gov or at your local Social
Security office.

Witls your permission, your representative may
designate an associate or other party to request and
receive information from your claim file on your
represenlative’s behalf,

Fov mere information about this privacy statement
and how information you previde o us may be used
or disclosed to ethers please contact any Social
Sccurity office,

How to Complete this Farm

Please print or 1ype your answers on this form. At the
top of the form, provide your full narae and your Social
Securily mamber. I your clzim is based on ancther
person's work and earnings, also provide the “wage
carner's” name and Bocial Security number. 1fyou
appoini move than one individual as your representative,
you may wanf to complete a form tor each of them.

Part F Appointment of Representative

Give the name and addrese of the individual(s) you are
appointing. You may appoint an attorney or any other
qualified individual to represent you. You also may
appoint more than one individual, but please refer to the
“Information for Claimants” section “What your
Representative(s) May Cherge™ for more information
about payment of fees. You can appoint one or more
pdividuals in a firm, corporaiion, oy other organizalion
as your representative(s}, but you may not appoinl g law
firm, lepal aid group, corpoiation or organization itself.
Check the bleck(s) showing the program(s) under which
you have a claim. You may cheel more than ooe block,
Check:

Title H {RSD1), if your cleim concems retivement,
survivors, or disability insurance benefits,

Title XVI (S8, if your claim coneoms

«  Supplemental Secority Income,

Title XV (Medicare Coverage), if your claim
concerns entitlement to Medicare or envoliment in
ihie Supplementary Medical Tnsurance (SMT) plan.
= Tude XVIH {(SVB), if vour claiim concerng
entitlement (o Special Yeterans Benefits,



When you give your pesinission your representative may
designate an associate (e.g. a clerk), oy other party or
entity (e.g. a copying servite) to receive information
from your clain file on your representaiive’s behalf for
the duration of your clains. If you want 1o give vour
representalive permission to do that, clieck ihe block o
authorize 1hss release,

H you will have more than one representative, check the
appropriatc block aund give the name of the individual
you want to be your main representative.

You st sign and date the forms, Print or type your
address, area code and felephone number,

If you are appointing a represenlative 1o replace a
representntive that yon discharped or who withdrew his
or her vepresentation, you must notify us in wiiting that
the prioy appointent has ended.

Part 1} Acceptance of Appointment

Each individual you appoint in Pant T should also
camptete Part 11, 1 the individual is not an atlosey, he
or she ynust give his or her name, siate that be or she
accepts the appointment, and sign the Torm,

Part [H Fee Arrangement

To belp in processing benefits 2nd {ee payments timely
you and your represenlative should complele this
section. Your representative should check a box, sign
and date the farm, Your representative may choose fo
receive payment, waive direct payment, or waive
payment of the fee altogether. If you and your
representative change your arrangement before we
decide your claim, you van provide # new or amended
form so that we can update our records. I you appeint a
second representative or co-counsel who aiso will not
clharge a fee, he or shie should also complete this part or
provide a new form, or i not using the form, give us a
separate, wrilien walver stalement. I your representative
is not cligible for direct payment, or is an allormey or an
eligibie non-aticrney who waives divect pnyment, you
will be responsible for paying anv fee we suthorize.

Under certain circumstances, we do not have 1o
authorize the fee. These circumstances include where a
Cowrt has swarded a foe based on your representative's
actions as & legal guardian or court-appointed
representative, or where a business (such as an
insurance company), other organizatjon or govermment
agency will pay your representative’s fee and you and
your benefiviaries have na liability to pay any fees or
expenses.

Paperwork Reduction Act Statement - This
information collection meets the requirements of 44 U,
8.C. § 3507, as amended by Section 2 of the Paperwork
Reduction Act of 19935, You do not need to answer
these questions wiless we display a valid Office of
Managenment and Budget control number. We estimale
that it will

take about 10 minutes fo read the instructions, gather
the facts, and angwer 1he questions, SEND THE
COMPLETED FORM T0 YOUR LOCAL
SOCIAL SECURITY OFFICE. The office is listed
under U, 8. Government agencies in your releplione
directory or yeu may cafl Social Security at
1-808-772-1213 (TTY 1-800-325.0778). You may
send commenis on owr thie estinatle uhove to! S84,
G401 Secnrity Bhd, Baltiviore, AID 21235-6401. Send
arndy comments relating 1o aur tme estimete (o fhis
address, not the completed forn,

References

© [8U.8.C. §§ 203, 205, und 207; and 42 U.5.C. §8
406 {a), 1320a-6, and 1383(d)(2)

» I0CFR §§404.1700 et. seq. and 416,1500 et. seq,

v Social Security Rulings §3-27 and §2-39

26 ULB.C 88 604) and 6045(D)



INFORMATION FOR REPRESENTATIVES

Fees for Representation
An atomey or other individheal who wants to charge

or collact a fee for providing serviees i conneetion

with & claiim before the Secial Security

Administration (8SA) must generally obwain our

prior authovization of the fee for representation. The

only exceptions are if:

s+ certain reguirsments ase et and a third-party
entity, such as a business, an insurance canier,
a for prafit, or nonprofil organization or a
govenmment agency witl pay the fee znd any
cxpenses from its own funds and the claimant
and auxiliary beneficiaries ineur no Hability,
direcily or mdirectly, for the cost(s); or

«  aFederal cowrt awarded a fee based on the
representative's aclivities as the claimant's
lepal guevdian or count-appoinied
representative;

. aFederal couwrt awarded a fee for
representational sexvices provided before the
court, In those cases, neither the Federal courl
nor S5A can authorize s fee for the other.

Obtaining Aathorization of a Fee

To charge a fee for services, you must use one of
twe mufually exclusive fee anthorization processes.
You must file either a fee petition or a fee
agreenient with us. In efther case, you cannot
charvge moere than the fee smount we autherize.

Fee Petilion Process

You may file a foe petition after you complete your
services 1o the claimam. This writien request inust
describe in detail the amounr of time you speut on
each service provided and the amount of the fee you
are requasting. In order 1o directly pay you under a
fee petition, you must either file a fee petition or
notify us witlit 60 days after we decide the claim
of your inlent to file a fee petition.

You must give the claimant a copy of the fee
petition and each aflachment. The claimant may
disagree with the information shows by contacling
a Social Security office within 20 days of receiving
his or her copy of the fee petition. We will consider
the reasonable valuz of the services provided, and
send you notice of the amount of the fec you can
charge.

Fee Agreement Process

If you and the claimant have a willien {ee agresment, ooe of
you st give it 1o us before we decide the claim{s), We
usvally wil approve the agreement ift

you both signed if;

«  the fee you agreed on 18 no more than 25
percent of pasi-due benefis, or $6,000 (or a
higher amount we set and announce in the
Federal Register), whichever is less;

. we approve the elaims); and

+ the claim resulty in past-due benefits,

We will send you a copy of the notice we send the elaimant
Lelling him or Bey the amowunt of the foe you can charge
based oz the agreement.

1 we da nos approve the fee agreement, we will {21l you in
writing. We algo will tell you and the claimant that yow must
file a fee petitfon if you wish 1p charge and coifect a fee,

After we tell you the amount of the fee you can charge, you
or the claimant may agk us in writing o review the
authorized Tee. 1 we approved a fee agreenten, the person
who decided the claim(s) also wisy pek ug to lower the
amount, Semeone who did not decide the amount of the fee
the first Lime will review and {inally decide the amount of
the fee

Collecting a Fee

You may necept money for your fee in advance, as long as
youl hold it in a trust or eserow account. The claimant never
owas you more than the fee we anthorize, except for

» any {ee a Federal court allows for your services before if;
and

+  out-oftpocket expenses you incur or expect ta incur, for
example, the cost of getting evidence, Our autborzation
is nol neaded for sneh expenses.

If vou are not
direet pavimet, you must collect the ﬂuthouzed fee from ihL

claimant. If you are interested in becoming eligible io

receive direct payment, you tan find more information about

this on owr “Anemeys and Appointed Representatives™

webgite:

bipewaww, s ovicepresentation/.




If vou are an altorney or 3 non-gttormey whom SSA
hLas found eligible to receive direct pavaent and you
register with SSA. as deseribed below, we usually
withhold 25 percent of any past-due benefits that
result from a favorably decided relirement,
survivors, disabilily insurance, or suppiemental
sgeurity income claim, Once we auihorize a fee, we
pay you all ar parl of the fee from the Tunds
withhekd. We will also charge you the asscssmeni
required by section 206{d} and 163 1(d)(2HC) of the
Sacial Security Aol You camot charge or codleet
this expense from the claimant. You will need 1o
collest from the claimani:

= the rest of the fee he or she owes, if the
amount of the authorized fee is more than the
amount of money we withheld and paid you lor
the claimant, plus any amount you held for the
claimant i1 a trust or escrow account.

v al of the fee he or she owes, if we did nol
withhold past-due benalits, (for example,
because there are no past-due benefits; you
waived direct paymient or did not register for
dircet payment; the claimant discharged you or
you withdrew from representing before we
issued a favorable decision); or we withheld
past-due benefits, but you did not ask us to
authorize a fee or fell us that you planned to
ask fora fee within 60 days afier the dite of the
sotice of award and we released the withheld
amount {o ihe claimant,

Hegisteving for Birect Fee Pavmoent

ifyon are eligible and want to receive divect payment, you
st register with us before we effectuate a favorable
decision on the claisn. To register, you must submit a Form
S5A-1699 (Registration of Individuals and Staff for
Appointed Representative Services) once and a Form
SBA-1695 (Identifiing Information for Possible Direct
Payment of Authorized Fees} with each appoininent. We
will use the information you provide an these forms Lo issue
you a Form 1099-MISC if we pay you aggregate fees of
$600 or more in a calendar year. The lnfernal Revenue
Code requires that we do ihis, For information on the
registration process, see our “Attomeys and Appointed
Representatives'” websile

Dt/ ssa, poviyepresentalion/,

Conflict of Interest and Penaltics

If you commil iwproper acts, you cait be suspended or
disqualified fram representing anyone before SSA. Yon
aiso can face eriminal prosecution. [mproper acls include:

« Ifyou are or were un otficer or employee of the United
States, providing services as a vepresentative in certain

= claims against and other matters affecting the Federal
government.

¢ Enowingly and willingly furnishing false information.

* Charging or collecting an unauthorized fee, oy charging
or collecting teo much for services provided in any

elaim, including services befare a coutt that made a
favorable decision.

References

« I8 U.S.C. §§ 203, 205, and 207; and 42 U.8.C. §§ 406
(a), 1320a-6, and 1383(d}2)

« 20 CFR §§ 404.1700 et seq, and 416.1500 ¢, seq.

+  Social Security Rulings 83-27 and §2-39

+ 26 LLS.CL 685 6041 and 6045(1)



Social Security Administration
Please read the instructions befors completing this form.

Name (Clalmant) (Prini or Type) Social Security Number

Form Approvad
OM8 No. 09603527

Wage Eamer (If Different) Bocizl Security Number

APPOINTMENT OF REPRESENTATIVE

Part |
{ appoint this person,

(Mame snd Address)
io act as my represenlative in connecticn with my claim{s) or asserled righi(s) under:

[7] ¥itle [] Title Xvi [7] Titte X\l Title Vilt

(RS0 (ssl) {(Medicare Coverage) {8va)
This person may, enfirely in my place, make any request or glve any nolice; give or draw out evidence or
informalion; get information; and receive any notice In connediion with my pendmg clain{s) or asserted righi{s).

[}1 authorize the Social Security Administration io release information about my pending claim(s) or asserled
right{s) to designaled associales who perform administrative duties {.g. clerks), partners, andior parties
under contractual arrengements {(e.g. copying services) for or with my representative,

[:]i appoint, or | now have, more than one representative. My main represeniative
is

{Mama uf Principal Represanlalive)

Addiess

Signature {Claimant)

T(eiaphone Number (with Araa Coda) Fax Number (with Area Code) Cale
}

- () -
Part i ACGEPTANGE OF APPOINTMENT

1, , hereby accept the above appointment. | cerify that |
fhiave not been suspanded or prohibited from practice before the Social Security Administration; that 1 am not
disgualified from representing the claimant as a current or former officer or employee of the United States; and
that [ will not charge or collect any fea for Lhe repressntation, even If a third parly will pay the fee, unless it has
been approved in accordance wih the Jaws and rulss referred o on the reverse side of the representalive's
copy of this form. If | decide not to charge or collecl a fee for the representation, | will notify the Sccial Security
Administration. (Completion of Part il satisfiss this regquirement.)

Check one: [_}1am an attorney.  |_]1 am a non-attarnay eligible for direct payment under SSA law,

[[]1 am a nen-attorney not eligibie for direct payment.
 am how or have previously been disbarred or suspended from a court or bar to which | was previously
admitied to practice as an atlomey. [)YES [JNO
| am now or have previously been disqualified from paricipating in or appearing before a Federal program or agency.

JyeEs [INO

1 declare under penally of pefjury that | have examined all the information on this form, and on any accompanying
statements or forms, and it Is true and correct to the hest of my knowledge.

Signalire (Represeniative)

Address

Teilephone Number (with Araa Code} Fax Number (with Area Code) Date
( ) - {1 -
Part li} FEE ARRANGEMENT
['_“J Charging a fes and requesting direct payment of the fee from withheld past-due benelils. (SSA must authorize the fee

unlass a regulalory exceplion applie{$elect an option, sign and dale this section.)

Charging a fee but waiving direct payment of the fee from withheld pasi-due benefils --1 do not qualify for or do not
request direct payment, (SSA must auihorze the fee unfass a regulaiory exceplion applies.)

Waiving fees and expenses from the claimant and any auxiliary beneficiaries --By checking 1his Ilock | cerlify that my
fee wiil be paid by a third-party, and that the claimant and any auxiliary benaflciaries are frae of all llability, directly oy
indirectly, in wholg or in par, 1o pay any fee or expenses to me or anyone 25 a result of their claim(s) of asserted right(s).
(SSA dogs not need 1o authorize the fee if a third-pariy entity or a government agency will pay from Its funds the fee and any sxponses for
Ihis appointment, Do pot check this block if a third-pany individual will pay the fee.)

Walving fees from any source --| am walving my right to charge and coflect any fes, undsr sections 206 and 1831(d)(Z)
of the Social Securily Act. 1release my clienl and any auxiliary beneficlaries from any obligations, contractual or otherwisa,
which may be owed to me for services provided in connaction with their claim{s} or asserted righi(s).

£l
[

[]

Signatura {Represertative) Date

Form S3A-1696-U6 {03-2071} el (03-2011)
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Name

DOB

Siepping Siones to Recovery Third Edition

Wortlksheet 1

SSY & SSDT Non-Medical Documentation Checklist
(if not applicable, write N/ A)

Application date

85

S81
s applicanis:
Photo 1D

If own/rent, copy of mortgape/rent
agreement

If he or she doesi’t rent: name, address
of person(s) providing in-kind help

List of dependents
Ownership of vehicle(s)
Copy of life insurance policy

Most recent bank accounf statement,
including any jeint bank accounts

Copy of certificates of deposit
Copy of stock/mutuat fund certificates
Copy of bonds held in own name

Copy of any land/houses, etc., proof of
ownership

Copy of burial contracts

Cony of any other household income:
pay stubs, other benefits, child support

Lyaigrants:

Proof of sponsorship — original

Proof of eitizenship or alien stafus
—- original

Birth cestificate (may be required)

S5
A applicants:
BBirth certificate
Copy of any current pay siubs
List of dependents

Proot of Worker’s Compensation or
State Disability Insurance Benefits
(benefits letter or check stubsg)

Tomigrants:

Proof of sponsorship — original

Proof of citizenship or alien status
— original

MODULE 11 4]
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Worksheet 2

881 Income/Resource Worksheet
(if the dncome/ resonres does ot apphy, write N, 7.A)

Name

DOR 58I

Application date

Income
Type Date Submitted
Earyed
Wage stubs

Tax retrn

{ Usnearized
Benefit letters

Court orders

Alimony/child support receipts

Bank slatements (interest)

Dividends/royalties

Rental/lease income

Resources

Type Date Submitted
Vehicles owned®

Houses owned**

Other property owned

Life insurance policies

Bank siatements

Investment statemenis

Savings statements

Burial expense set-aside

Cemetery lot, crypl, ete,

* One car of freck is fully excluded from resources if used for daily aclivities.
1 A house thal o person owns is exciuded if the individuat lives in it.

MODULE il 473
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Stepping Stones to Recovery Third Edition

Worksheet 3
Applicant Tracking Wotksheet

(use additional sheets, §f necessary)

MName DOB 88N

Phone Address

Third Party Contact (N/A if no one}

Third Party Third Party
Phone Address

Area of town where person stays

Food klichens/shelters/ete.

Other staff/programs involved

Program/Seaff person

Pratected filing date

Application date

[l By Phane {3 In Persen
S8A Claims Representative
Naine Plione
Office address
Medical evidence submitted with application? [J Yes ] No

Medical records sent for:

Source
Date(s) requested— Date received ce—— Date sent to SSA/DDS ———
Source
Date(s) requested————.——Date received - Date sent to SSA/DDS
Soutce
Drate(s) requested.—— ... Date received . Date sent to SSA/DDS —e—
DDS Disability Examiner
MName Fhone

Dates of follow-up contact with DDS examiner

Consultative examination appointment? [JYes [INo Ifyes, Date

Decision [ Approved [0 Denied  Date

Reconsideration filed (IN/A3f person is approved)

MODULE IV
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MEDICAL AND JOB WORKSHEET ~ ADULT

This werksheet can lielp you fo prepare for your interview or to complete the Disability

leport on the Internet, It lists some of the information we will ask you. You may want
to write down some of this information in the space provided so 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), illmess(es) or injury(ies) lmits your ability to work?

. We will ask you about your medical treatment. What doctor/HMO/therapist or other person treated
your cendition(s), illness(es) or injury(ies) or whom do you expect to ireal you in the future? What month
and year were you there, or expect to go there next?

Mame, Address, Phone, and Patent [ Nomber(s) Date(s)

D. What hospitals, clinics, or emergency rooms have you been to, or expect to go to? What month and
year were you there, or expect to go there next?

Name. Address, Phone and Hosnital/Clinic Number(s) Date(s)

OVER
Form 5SA-3381 (8/2003)



E. What medications do you take and why do you take them? If they are prescribed, we will ask the
dector’s name whao prescribed them. You can bring your prescription bottles with you.

Namte of Medication and Why You Take It Docior’s Name

F. What medieal tests have you had or are going (o have? We will ask the name of the place where YOU Were
tested, the date of the test, and the name of the persen who sent you for the test(s).

Name of Test Place Where Tosted Person Who Sent You Drate(s)

G. What is your medical assistance number?

H. What kind of work have you done in the 15 years before you became disabled? We will ask vou for the
tnformation below.,

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

{e.g., Cook) (e.g., Restaurant) (month & year) Fer Per (Per hour,
From: To: Day Weel week, year)

1. 3

2. g

3. b

4. $

5. $

Keep your appointinent. Do not delay 8ling even if you do aot have al} of the information. We will help
you get any missing information,

Form 5SA-3381 (8/2003)
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Worksheet 5
Medical Evidence Worksheet
Rame
DOB S8

Apmission Nom:

Source Date(s) requested - Date receiveda—..
PsYCHOSOCIAL BEVALUATION

Source Data(s) requested... Date received
PsrcHoLOGICAL TESTING

Source Date(s) requested——__Date received.——
OccuraTioNAL THERARPY EVALUATION

Source Date(s) requested-..._Date received ...
NEUROLOGICAL ASSESSMENT

Source Date(s) requested .. Date received. ..
Prysicar Bxan

Source Date(s) requested.— Date received ..
LaBORATORY RESUITS

Source Date(s) requested .. Date received.———
EEG/CT Scan REsuurs

Source Date(s) requested— ... Date received—
PsveniaTiic EVALUATIONS

Source Date(s) requested—_.Date received.—
PROGIESS NOTES THAT DESCRIBE FUNCTIONAL PROBLEMS AND CURRENT SYMPTOMS

Source Date(s) requested......— Date received..

INSCHARGE SUMMARY

Date recetved

Seource Date(s) requested..

MODULE X
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Authorization for Release of Information

PATIENT'S/CLIENTS MAME: BIRTHDATE [/ /
LAST FIRST M. L Mo, Bay Year

The undersignad beveby authorizes and veguesis

TIOAPITAL, AGEINT, OR TREATMENT PROGBAM

to provide

NAME OR TITLE OF PERSON OR CRGANIZATION FO WHICH DISCLOSURE 1S TO B MADL

the following informations (please specify)

Discharge summary, admission mformation, peychosocial evaluation, psychosucial testing report, progress
notes, and other relevant information:

¥

Dates of Hospitalization: ALL DATES

Dates of Services Provided: ALLDATES

The disclosure i to be used for the following purposes: Hor obtaining Social Security disability benefits,

This consent will expire one (1} year from the date hereof unless otherwise stipulated.

I understand that the information may/will include treatment {or mental and for physical illness, counseling
or ireatment for drug and/or aleohol abuse, human immunodeficiency virus (HIV), including acquired
immunodeficiency syndrome (AIDS) or tests for HIV or AIDS,

I understand that T may revoke my consent to telease information From my records, but not retroactive to
release of information already made in pood faith.

Signed Date

Date

Signature of Parent, Relative, o Legal Guardian, where applicable

Witness Date

ANY INDIVIDUAL OR AGENCY RECEIVING THIS INFORMATION IS PROHIBITEDR PROM MAKING
FURTHER DISCLOSURE OF THIS INFORMATION.

1 THIS INFORMATION CONCERNS A PERSON ADMITTED FOR TREATMENT OF ALCOHOL OR DRUG ABUSE, THE
CONFIDENTIALITY OF THIS ENFORMATION 15 PROTECTED BY FEDERAL AW, FEDERAL REGULATION (42 CFR
PART 2) PROHIBITS YOU FROM MAKING ANY FURTHER DISCLOSURE OF THIS INFORMATION EXCEPT WITH THE
SPECIFEC WRITTEN CONSENT OF THE PERSON TO WHOMIT FERTAINNS. A GENERAL AUTHORIZATION FOR THE
EELEASE OF MEDICAL OR OTHER INFORMATION, IF HELD BY OTHER PARTY, IS NOT SUFFICIENT FOR THIS
TURPOSE.

MODULE IV 17
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Sample Medical Records Request Letter

Re:
DOB:
SSM:

Dear

Our program serves homeless adults and helps them cbrain Income, services, and other resources,
Part of this effort is to help individuals apply for Supplemental Secusity locome {SSI) and/ox
Social Security Disabilizy Insurance (SSDI), two disability income programs operated by the Social
Security Administration (SSA). In addition o providing needed income suppost for beneficiaries,
both programs ptovide medical insurance (Medicaid or Medicare), which counld reimburse your
facility for future care you provide this individual as well as possibly cover some retroactive bilis.

To be eligible for disability benefits, individuals must make sure that their medical records are
provided to the State agency that Social Security contracts with to make disability determinations,
called Disability Determination Services (DDS). Without this medical informaton, eligibiliry for
desperately needed benefits is unlikely.

You have provided medical services to the above referenced person. 1 have enclosed two releases
of information {one for SSA and one for our provider agency) signed by the above individual. If
you would please send me your medical information as soon as possibie, I will ensure that this
information is sent on to the DDS for review.

For you to have a sense of what is needed from your records, [ also have enclosed with this letter a
list of medical information that can be extraordinarily helpful. Your coopetation is critical for the

success of this epplication and for the recovery of this person.

If you have any questions, please do not hesitate to contact me at .1 thank you in
advance for your swift response to this request.

Sincerely,

MODULE IV 19
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Medical Information for SSI/SSDI

Admission notes

Physical examination reports

Laboratory test results and reports

Other diagrostic evaluations such as x-rays, CT scans, MRI results, ete.
Psychiatric evaluations

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

Occupational thetapy reports

MNeurclogical evaluations

Neuropsychological testing reports

Any additional evaluation reports

Progress notes for duration of each treatment episode

Dischaige summaties

MODULE IV
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. , Form Approved
WHOSE Reeords fo be Disclosad DIB Mo, 0968-0623

NAME (First, Middle, Last)

88N Birthda
1fm

AUTHORIZATION TO DISCLOSE INFORMATION TO
THE SOCJAL SECURITY ADMINISTRATION (SSA)
¥ DTEABL READ THE ENTIRE FORM. BOTH PAGES; BEEORE SIGHIN oW
Fvoluntarily authorize and request disclosure (including paper, oral, and glactronic interchange):

OF WHAT All my medical records; also education records and other information related fo my ability to

erform tasks, This includes specific permission fo release!
1. All records and other information regacding my treatment, hosphallzation, and oufpatient care for my impalrmant{s}
Inghuding, and hot limited fo:
-~ Psychological, psychiatiic or other mental impairment(s} {excludes “psychotherapy notes™ as dafined i 45 CFR 164.501)
- fIrug abuse, atvohallsm, or other substance aliuse
- Sickle celt anemla
- Records which may indicate the presence of a communicabis or venereal disease which may hclude, but are not limited to,
diseases such as hepatltis, syphilis, gonorhea and the human immunodeficiency virus, alst known as Acquired Immune
Deficiency Syndrome [AIDS); and lests for HIV.
- Gene-related Impairments (including genatic test resuits)
2. Information zheut how my impairmant(s) affects my ability to complete tasks and activitios of dally living, and affects my ahility lo work.
3. Goples of sducational fests or evaluations, including Individualized Educational Programnes, triennlal assessments, psychological and
speech evaluations, and any other racords that can hetp evaluate function: also teachars’ observations and evaluations.
4. Informatlon created within 12 months after the date this authiorization is signed, as well as past information.

FROM WHOM

« Al medical sources (hospitals, ciinics, labs,
physicians, psychologists, ele.) inctuding
mental health, correctional, addiction
lreatment, and VA healih care facilities

+  All educational sources (schools, lsachers,
records administrators, counselors, atc.)
Social workers/rehabilitation counselors
Cansulling examiners used by S8A

+ Employers

+ Others who may know about my condition
(family, neighbors, friands, publis officials)

T WHOM The Soclal Seclirity Administration and to the State agency authorized to process my case (usually callad "disability
- determination services"), inchiding contract copy setvices, and doctors ar other professionals consuited during the
process, [Alse, for international claims, io the U.S. Depariment of Stale Foreign Service Post]
PURPGOSE Deteraining my eligioility for banefits, including (ooking al the combined effect of any impairments
that by themsalves would not meel S3A's definition of disability; and whether | can manage such benefits.

"] Determining whether | am capabie of managing benefits ONLY (check only if this applies)

EXPIRES WHER  This authorization is good for 12 months from the date signed (below my signature).

< jaulhorize fhe uss of a copy (including electronic copy) of this form for the disclosure of the informaticn described above.

« ] understand that there ara some circumstances In which this information may be redisclosed to other pariies (see page 2 for details}.
»  Imay write ta SSA and my sources to revoke this avthorlzation at any time {see pags 2 for detalis).

- 5A wlll give me & copy of this form If | ask; | may ask the source 1o allow me lo inspect or gel a copy of materiai to be disclosed,

+ | have read both pages of this form and agree to the disclosures phove from the types of sourcas listed.

PLEASE SIGN USING BLUE OR BLAGHK INK ONLY|IF not sighed by subject of disclosure, specify basis for authority to sign

INDIVIDUAL authorizing disclosure 7] Parant of minor [} Guardian [} Other personat representative texplain}

SIGN % (Parentguardian/persanal representative sign %"
here if fwo signaturss raquired by Stale law)

Date Signed Street Address
Phong Number {with area code) Clty Staie ZIF )
WITNESS ! know the person signing this form or am satisfied of this person's idenfily:

IF needed, second wilness sign here {e.g., If signed with *X" above)
GN - SIGN B
~hosne Number {or Addrass) Phone Number {or Address)

This general and special authorzation (o disclosa was developed (o comply with the provisions regarding disclasure of medical, educstional, and
other information under P.L. 104-181 ("HIPAA") 45 CFR paris 160 and 184; 42 1.3, Code sectior 206cd-2; 42 GFR parl 2; 38 .5, Code section
7333: 38 CFR 1.475; 20 1.8, Code seation 1232g ("FERPA"), 34 GFR pars 89 and 300; and Slale law.

Form SSA-B27 {1-2005} ef (08-2005) Use 2-2003 and Later Edilions Until Supply is Exhausied Page tof 2




Explanation of Form 885A-827,
“Authorization to Disclose Information fo the Secial Security Admindstration (884)"

We need your written authorization to help get the information required (o process your clain, and 1o determine your capabiliey of
managing benefits, Laws and repulations require that sources of persenal informaticn have a signed awthorization before
releasing it to us. Also, laws require specific authorization for the release of information about certain conditions and from
educaticnal sources.

You can provide this authorfzation by signing a form S5A-827. Federal law permuts sources with isformation about you to
release that information if you sign a single authorization 1o release all your information fron all your possible sources. We will
make copies of it for each source. A covered entity (that Is, a source of medical information aboul you) may not condition
treatment, payment, enrotiment, or eligibifity for benefits on whether vou sign this authorization form, A few States, and some
individual sources of infarmation, require that the authorization specifically name the sovrce that you authorize {o release
persenal information. In these cases, we may ask you to sign ong authovization for each source and we may contact you again if
we need you to sign move authorfzations.

You have the right o yeveke this authorizalion af any time, except to the extent a sowrge of information has already relied on i to
take an action. To revoke, send a written slatement (o any Social Security Office. 1f you do, also send a copy directly to any of
your sowrees that you ne longer wish 1o disclose information about you; SSA can tell you if we identified any sources you didn't
tell us about. S8A mmay use information disclosed prior to revocation to decide your claim.

Itis S5A's policy to provide service fo people with Himited English proficiency in their native language or preferred mode of
commnnication consistent with Execuive Cider 13166 (August 11, 20003 and the Individuals with Disabilities Education Aet,
S3A males every reasonabie effort (o ensure thal the information in the S5A-827 is provided to you in your native or preferred
fanguage.

IMPORTANT INFORMATION, INCLUDING NOTICE REQUIRED BY THE PRIVACY ACT

All personal information collected by SSA is protected by the Privacy Act of 1974, Once medical information is disciosed o
SSA, it s no Jonger protecied by the health information privacy provisions of 45 CFR part 164 {mandated by the Health Insurance
Portability and Accountability Act (HIPAA)), SSA retains personal information in strict adherence to the retention schedules
established and maintained in conjunction with (he National Archives and Records Administration. At the end of a record's useful
life cycle, it is destroyed in accordance with the privacy provisious, as specified in 36 CFR part 1228,

SSA is authorized to collect the information on form SSA-827 by sections 205(a), 223(d)5¥(A), 1614@HYD, 1631(c)(1) and
1631 (e}1)A) of the Social Secority Agt. We use the information obtained with this form to delermine your eligibility, or
continuing cligiility, for benefits, and your ability fo manage any benefits received. This use usually includes review of the
information by the State agency processing your case and quality control people in $8A. In somo vases, your information may
also be reviewed by SSA personnel that process your appeal of a decision, or by investigators 1o resolve allegations of fraad or
sbuse, and may be used in any related administralive, eivil, or criminal proceedings.

Signing thig form is voluntary, but failing to sign i, or revoking it before we receive necessary information, could prevent an
accurate or imely decision on youwr claim, and could result in denial or loss of benefits. Although the inforniation we obtain with
this form is almost never used for any purpose other than those siated above, the information may be disclosed by SSA without
your consent if suthorized by Federal laws such as the Privacy Act and the Social Security Act. For example, SSA may disclose
information:
. To enable a third parly {e.g., consulting physicians) or other govermment agency o assist SSA (o establish rights to
Social Security benefits and/or coverage;
2. Pursuant fo law autherizing the release of information from Social Security records (e.g., to the Inspector General, to
Federal or Stats benefit ageneies or auditors, or to the Depariment of Velerans Affairs(VA));
3. For statistical reseatch and audit activities nesessary to ensure the integrity and improvement of the Social Security
programs {e.g., 1o the Burzan of (the Census and private concerns under contract with SSA).

S5A wail] not redisclose withoul proper prior weitten consent information: (1) refating to alcohel and/or drug abuse as coverad in
42 CFR part 2, or {2} from educational records for a minor abtained under 34 CFR part 9% (Family Educational Rights and
Privacy Act (FERPA)), or (3) regarding mental health, developmental disability, AIDS or HIV.

We may also use the information you give us when we malch records by computer, Mutching programs conmmpase our records
with those of other Federal, State, or local government agencies. Many agencies may use maiching programs to find or prove fhat
a person qualifies for benefits paid by the Federal government. The law allows us to do this even if you do not agree fo it.

Explanations about possible reasons why information you provide us may be used or given cut ave available upon request from
any Social Security Office.

PAPERWORK REDUCTION ACT

This infermation collection meets the requiretents of 44 1.8.C. § 3507, as amended by Section 2 of the Paperwork Reduction
Actof 1995, You do not need fo angwer these questions unjess we display a vaiid Office of Management and Budget control
number. We estimate that it will tuke about 16 minutes to read the instructions, gather the facts, and answer the questions. SEND
OR BRING IN THE COMPLETED FORM TO YOUR LOCAL SOCIAL SECURITY OFFICE. The office is listed under
. 5. Government agencies in your telephone divectory or you may call Svcial Security at 1-800-772-1213. You may send
comments on our time estimate above o; 584, 6401 Securily Blvd,, Baltimore, MD 21235-6401. Send only comments relating
to our time estimate to this address, net the completed form.

Forai $8A-827 (1-2008) ef (0B-2008) Page 2 of 2
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Worksheet 4
Substance Use Worksheet
Name
OB S8

GERNERAL HISTORY
(Detaited informetion is lisied on \Warksheer 5, the Applivant Assessient forns. Information on beafss damage and pait alise
iv taken flum that assssument,)

Brain damage history {due to head injury, illness, or substance use)}? 1 Yes L1 No

History of physical abuse? [3Yes [INo
History of sexual abuse? O Yes LiNo
Diagnosis of serious and persistent mental iliness? L1 Yes [iNo

List diagnases:  Axis I: (clinical disorders)

Axis IT; (personality disorders, mental retardation)

Axis IH: (physical health problems)

SussTancs Use History

What do you drink now? About how much? What other drugs do you use, about how
much, and (usually) how often? (Obiain darificarion i he person says something ke “a bitile,” or “alai,”

or "ol mrich. "}
Do you recall how old you were when you first starfed drinking (or using other drugs)?

What was going on in your life then? How was your life going?

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

MODULE VI
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When you drank or used drugs, how did you feel? What was [he effect of YOUF Use 0 your
life?

What happened since that time? How would you deseribe your life since you've been using?
What do you think affected how much you drank alcohol or used other drugs?

What 1s 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 drg? How does it make you feel? What
does it do?

How old were you when you drank/used drups the most? What was going on at that time?

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

Have you ever experienced blackouts (when you didn’t remember what happened), shaking,
or seizures when you were using alcohol or other dmgs? How often? Were you freated for
anything when this happened?

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

Worksheei—d
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Do you feel your substance use is a problem? Can you teil 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?

FUTuRE STEPS

Further evaluation neaded?

If yes, what type of evaluation?

O Yes ONo

Appointment dates for needed evaluation(s)
Place Address Phione Type of Evaluation
Number
Interviewes Diate
Worksheet—4
MODULEVH
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Medical Summary Report

Interview Guide and Template

For applications filed on or after Jonuary 17, 2017

The Medical Summary Report (MSR) Interview Guide provides sample questions and guidance for
gathering information necessary to the SSI/SSD1 disability determination process. We do not expect
you to ask all of the questions in each section. The questions are intended to help you gather all of the
information you will need to write a Medical Summary Report. For example, if the individual has not
been in military service, there is no need to include a military history section. Likewise, if the individual
has no legal issues, do not include a legal history section.

Using this guidance, SOAR-trained providers are able to gather a thorough history in a respectful
manner, which in turn helps the Disability Determination Services {DDS) understand the duration of a
person's impairment and the effect of their illness{es) on work ability and functioning. The M5R
Template may be used to compile information in the form of a narrative letter to SSA/DDS as part of
the SOAR process. The template has eight main sections, covering the types of information that DDS
needs to make a decision. Use the headings provided in the template to organize your MSR.

Trauma-Informed 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 interviewing process can also
uncover sensitive topics like 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 reguires 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 |: Introduction

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

A. Physical Description
#  Height and weight
a  Clothing, hygiene, grooming, glasses, assistive devices

B. Observations that illustrate the applicant’s symptoms or functioning
e 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
diagnaoses, 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 functioning, 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 nhow?

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

situation?

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

= How did it go living there?

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

«  What made you decide to move?

B. Family Background

This section should illustrate what it was like growing up including a history of interpersonal
relationships with family members and/or caregivers. Information gathered should focus on how the
person’s family background relates to his or her symptoms and functioning. Note: Avoid listing
personal names of family members {children, ex-husband, parents, etc.) who have not given
permission for providing collateral information.
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Sample topics/questions:
#  Place of birth; family structure/relationships; others in the home
w  Tell me what it waos like when you were growing up.
= When you were growing up and did something vour (fill in person who raised the individual)
didn’t like, what would s/he do?
s 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 relationships with people, and can
highlight impairments in social functioning {i.e. Interact with others).

Sample questions:
w  Are you currently married or in a relationship?
u  How long were you with ? What happened when the relationships ended?
s Were the relationships generally positive or mostly difficult? What made them so?
= Did the relationships include any violence/hitting/yelling/ emotional problems? Are you
currently in a relationship that makes you feel unsafe?
= Have you had struggles in relationships? If so, please describe.

Questions about children might include:
® Do you have any children? How many? Ages?
s What is your relationship with them now?
®  Are you able to have contact with your children?
s f not, would you like to have contact with your children?
Make these inquiries 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 and men who
are experiencing homelessness and this trauma can affect a person’s current functioning.

Sample questions:
e Was there ever @ 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 afraid? 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 fearns and processes information and whether the person received services
in the school setting for intellectual or behavioral issues. A lack of cognitive and behavioral
development will influence a person’s ability to learn new work skills.
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Sample guestions:
e What was the last grade or level that you completed?
= Did you repeat any grades? If so, which one(s} and why?
e What made you decide to leave school? What was going on then?
= How did you get along with the other students? With the teachers? Was 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 Histor\:1

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 out 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 jail or prison, as they can be helpful for illustrating periods of sobriety when
mental health symptoms are still present.

Sarmple questions:
®  Have you ever been agrrested? Can you tell me what happened?
= Do you have any charges pending/waiting? What are they? Any court dates scheduled?
= Do you know of any outstanding warrants against you?
s Are you on parole or probation now? Are you having any difficulties meeting the conditions?

Section ill: 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 a lengthy work history, learn as much as possible about any employment they had. NOTE: SSA
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 waork there?
e What did you like about working there? Dislike ?
v What were your relationships like 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

1Having a past history of offenses, incarceration or probation will not interfere with eligibility. If the applicant has an
cutstanding felony warrant for flight or escape, this may interfere with eligibility for benefits; however, other warrants,
including those for parole and probation violation do not affect eligibitity.
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figures. It can also be a source of medical records, periods of sobriety, and information about PTSD or
TBI symptoms.

Sample guestions:

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

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 you treated for any illnesses or were you in any hospitals?

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

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

Section IV: Substance Use

The purpose of asking these guestions is to help you (and DDS) determine 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 illness and
resulting functional impairment would still be present even in the absence of substance use. The
person does not have to be sober at the time of the application to make this determination.

Sample guestions:

Do you drink alcohol? About how much? What other drugs do you use and about how much and
how often? {Obtain clarification if the person says something like “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)?

e What was going on in your life then? How was your life going? What do you think maode

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
itdo?
Have you ever tried to limit your substance use? If yes, what happened?
Have you 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? If yes, what kind of treatment? What
was that like for you? Was it helpful? 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?
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Section V: Physical Health

It is important to find out about any illnesses or injuries that could result in ongoing impairment.
Applicants may be found eligible based on a combination of ilinesses, so it is important to he
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 problems? Where? When? For how
fong? What happened?
= Have you ever follen, been hit, been in a fight, or been in an accident where you were knocked
out? What happened? Did you go o a doctor or hospital?
e 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 about your health that 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?
o How long can you stand continuously in one stretch of time?
o What happens if you try to sit too long?

Section VI: Psychiatric History and Treatment

Inguiries about past or current psychiatric symptoms and treatment must be done with sensitivity.
Avoid using Jargon. Elicit as much detail as possible about what happened and what the person
experienced. Determine {as best as possible) the chronological occurrence of symptoms and
treatment.

A. Symptoms

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

Sample questions:
w  Describe how you feel day-to-day. Are some days better or worse than others?
= When you experience [depression, anxiety, a panic attack, etc.], tell me how that feels.
a  When did you first notice these difficulties?
= When you started experiencing these problems/difficulties, what did you do?
s What have you tried on your own to feef better?
s What things make you feel worse?
= Did anyone help you with managing these difficult experiences?
= As fime went on, what happened? Did these experiences get worse? Better?

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

Does the individual have difficulty sitting still? Does he or she seem agitated? Is the person
naticeably slow in activity? Describe,

Mood/Anxiety

How do you sleep at night? If you don’t sleep well, what happens?

Have you noticed a change (increase or decrease) in appetite? If the individual doesn’t eat, is it
hecause of access 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 say vou feel most of the time?

Does your mood change a lot? Do 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 unsettled feeling? When does this happen?

Give me some examples of things or activities that you find stressful or that bring on a panic

attack.
Do you ever feel anxious for no apparent reason?

Obsessions/Compulsions

Do you notice that there are certain things you must do the exact same way each time you do
them? For example, organizing your belongings or washing your hands?

Do you worry about the same thing(s} over and over?

Do you have things you are afraid of ? Do you think about those things happening a fot?

Manic/Bipolar Symptoms

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

Do you ever find it difficult to think clearly or to organize 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?

Have you ever felt very powerful or in a high-level position even though other people might not
have seen you that way?

Psychotic Symptoms/Paranoia

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

Sometimes people aiso see things that other people say they don’t see. Does this ever happen to
you? What 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 that someone is watching you?
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Other Symptoms/information
® Do you feel, in general, that other people want to hurt you or that they want to help you? Why?
m 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?

B. Psychiatric Treatment History
Explore all treatment sources and gather as much specific information as possible. If someone does not
remember 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 street it was on, the color
of the building, etc. Use other sources: friends, family, other service providers, the internet, etc. Gather
information about:

¥ Emergency room visits

»  Past psychiatric hospitalizations

= Qutpatient services: current counselor, therapist or psychiatrist

= Supportive services: case management

e Medications: past and present, side effects

= Treatment during incarceration

Sample guestions:
w  What kinds of treatment or services have you received for managing these difficulties?
e What has been most helpful? Least helpful?
& Were you ever hospitalized for your nerves or difficult feelings? What happened?
w  Did you ever experience these problems in jail? What help did you receive?

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

Section VlI: Functional information

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 diagnosis and his/her ability to work. To be
eligible for 551/5SD, 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 principle is that any given activity, including an
ADL task, may involve the simultaneous use of multiple areas of mental functioning. Below are some
sample guestions that you may want to use when gathering this information.

A. Functional Area | — Understand, Remember, or Apply information
Remember Information

® Do you notice any changes in your memory? Do you find it easier to remember things from the
past or things that happened recently? What do you notice that is different about your
memory? When do you notice this? Can you give me a specific example?
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When someone gives you directions or instructions, are you able to remember them? Do you
use any techniques to help remember things?

How often do you have difficulty remembering something, such as a person’s name, an
appointment time, or instructions?

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

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

Are there any activities that you cannot do because of a problem with your memory or because
you have trouble understanding the instructions?

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

Understand and Apply Information

B

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

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

When someone gives you more than three instructions on how to do a task, do you experience
any 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 followed a recipe? Tell me about your experience with that.

if the applicant has a work history: When you start a new job 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 li — Interact with Others
interacting 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 difficulties you have with traveling outside the house.

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

Who do you see on a regular basis? How do you and get along?

What do you do if someone makes you really angry? How do you respond? What do you do?
What do you do when you have general disagreements with others?

Do you feel like you avoid being around 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?

SSI/SSDI Outreach, Access and Recovery (SOAR) Technical Assistance Center January 17, 2017



Sulrtibnee Abase G Merdet Heatth Serdeas AdalniBuation

HSA-T (1-877-T26-4727)

Interacting with others in work settings:

When you worked before, how did you get along with your supervisor? Your coworkers? If the
applicant has never worked before, continue to ask the following questions related to the
applicant’s experience in the community or at school {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 do a task, at work or in general, what do you do?

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

C. Functional Area 1l — Concentrate, Persist, or Maintain Pace {as it relates to the ability to complete
tasks in a timely manner)

Have you noticed any changes in your ability to concentrate? If so, what have you noticed?
Would you describe yourself as someone who is easily distracted or do you find you can stay
focused on a task if you need to?

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

Have you had any times in the past when you got into trouble af work due to talking too much
with others or not staying on task?

What do you enjoy doing? What do you have an opportunity to do? When did you last 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 do you watch? Would you be able to watch an hour-long
show and tell me about it shortly after you saw it?

Do not 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 if | asked you soon after?

Ask the person to complete serial 7s {i.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 serial 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 and 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 eat
reqularly, how come?
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If you needed to shop for food to last a few days, would you need assistance or is that
something you can tackle yourself? Do you usually have someone go with you to shop? Who?
What assistance does he or she provide?

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

About how often are 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 showering? (You want to distinguish between access and ability}

When you have your own place to live, what kind of housekeeping things do you do on a regufar
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 laundry? How often do you usually do it? If not: How come? Who
does your faundry?

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 o
budget and stick with it — or might that be something you could use assistance 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/challenges

When a major change or event happens in your life, how do you respond?

When o 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 at work?

If this applies: You mentioned times when you feel [insert symptoms the applicant has discussed
such as depressed or anxious]. 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.
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SOAR

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

{Insert DDS Address/Examiner if known]

NAME:
SSN:
DoB:
Dear
INTRODUCTION

(The applicant’s physical description, including their 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 soher)

PHYSICAL HEALTH RHISTORY
(Brief summary of the applicant’s symptoms and treatment for physical health conditions at all
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 ability to function)

Understand, Remember, or Apply Information

Interact with Others
Concentrate, Persist, or Maintain Pace

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 , or Dr. at

Sincerely,

[Insert signatures]
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Form Approved
OMB No. 0860-0220
Do Not Write in This Space
DATE BTAMP

SQCIAL SECURITY ADMINISTRATION £ 1TeL
APPLICATION FOR SUPPLEMENTAL SECURITY INCOME (BSH

Note: Social Securily Administration staff or others who help people apply for
SSEwill fitl out this form for you.

I 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
administered by the Social Security Administration,
and where applicable, for medical assistance under
Title XIX of the Social Security Act.

Filing Date {month, day, year}

D Heceipt

[:I Pratactive

[]Fs-ssampp | [7] FS-REFERRED

Preferrad Language

Written:
TYPE OF CLAIM 1 iﬂ:;l"g'ﬁ;f:'s";ﬁﬂm [ couple |1 chi

Spoken:

Individual D D Child with Parents

PART [--BASIC ELIGIBILITY- Answer the questions helow heginning with the first moment of
the filing date month.

1, |i&) First Name, Middia Initial, Last Name Sex Birthdate Social Security Number
D Male {month, day, yesr}
D Female

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

maiden name) or any other Social Security Numbers? [l NO Getoid

E:I YES Go fo (€)

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

Id} If you are alse fiting for Secial Security Benefits, go 1o #2; otherwise complets the following:

Mother's
Maiden Namae:

Father's

Name: Goto #2

(a} Are you married?

7] YES Go to (b) ] NO Goto#3

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

{c) Spouse’s Name {First, middle initial, last}

Birthdate
Imenth, day, vear]

Social Security Number

(d) Did your spouse ever use any other names
tincluding maiden name] or Social Security Numbers?

] YES Go o (8) L1 NOo Gotoln

{e) Other Name(s)

Dther Social Security Number(s) Used

if) Are you and your spouse living together?

] YES Goto 43 L1 ne cotolg)

{g) Date you began living apart ; {month, day, year]

Form SSA-BDOG-BK (02-2010} Ef (02-2010)
Destroy Prier Editions

Page 1



2. {{h} Address of spouse or hame of someone who knows where spouse is, (Complete only if spouse is age 55,

blind or disabled.)

3. {{a} Have you had any other marriages?
if never married, check this box D

You
[7] vEs [ no
Go 1o (b) Ga to #4

Your Spouse, If filing

] ves I} no

Go to (b} Go to #4

Ib} Give the follawing infarmation about your former spousea. If there was more than one former marriage,
show the remaining information in Remarks and go to #4.

YOou

YOUR SPOUSE

FORMER SPOUSE'S NAME
{including maiden name)

BIRTHDATE
{month, day, year)

SOCIAL SECURITY
NUMBER

DATE OF MARRIAGE
{mionth, day, yeal

DATE MARRIAGE ENDED
{month, day, yaasl

HOW MARRIAGE ENDED

4, |If you are filing for yourself, go to (a}; if you are filing for & child, go to (e},

injuries or conditions?

{a) Are you unable to work because of illhesses,

You
[T ves 1 wo

Go to (b) Go to #5

Your Spouse

] ves ] no

Go to (b) Go to #5

{b} Enter the date you became unable to work.

{month, day, year}

{month, day, year)

{c} What are your illnessas, injuries or conditions?

You

Go to (d)

Your Spouse

Go to (di

D YES Parent's Name:

{d} U you were unable to work because of lllnesses, injuries, ar conditions before you wers age 22, do vau
have a parent who is age G2 or older, unable to work because of ilinesses, injuries or conditions, or deceased?

Social Security Number:

Address:

Clwo

Go to #5
{manth, day, year)
{e} When did the child become disabled?
Go to [9)
(fi What are the child®s disabling iflnesses, injuries or conditions?
Go to {g)
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{g) Does the child have a parent{s) who is age 82 or older, unable to work bacause of tliness, injuries, or

conditions, or decsasad?

[:] YES Parent's Name:

Social Security Numbsr:

Address:

e

oo 10 ¥5

[#33

Birthplace City

State Country {if other than the U.5.}

You

Your Spouse,

if filing Go to #6
Yaou Your Spouse, if filing
8. | Are you a United States citizen by birth? [ ves [Mno []ves [T noe
Go to #12 Goto #7 1Goto #12 Go to #7
7. 1 Are you a naturalized United States citizen? I:] YES D NQ D YES D NO
Goto #12  Goto#8 |[Goto#12  Goto #8
8. {{a) Are yvou an American Indlan born outside the [:] YES {3 NO D YES [:] NO
United States? Goto{b) Gotole) |Gotolb)  Goto lc)
{b) Check the block that shows your American Indian status,
You Your Spouse, if filing
[} American Indlan born in Canada {7] American Indian born in Canada
Go to #12 Go to #12

[] Member of a Federally recognized tndian Tribe;

{1 Member of a Federally recognized Indian Tribe;

Name of Tribe Go to #12 Name of Triba Go to #12
] other American Indian [T other American indian
Explain in Remarks, then Go to (c) Explain in Remarks, then Go to (o}
{c) Check the block below that shows your current immigration status
You Your Spouse, if filing
[ Amerasian Immigrant | [ Amerasian Immigrant
Go 1o #8 Go to #S
B Lawful Permanent Resident [} Lawful Permanent Resident
Go 10 #9 Go to #8
D Refugee E:! Refugee
Date of entry: Go to #11 Date of entry; Go ta #171
7 Asylee Asyles
Date status granted: Go to #11 Date status granted, Goto #1171
D Conditfonal Entrant D Conditional Entrant
Date status granted: Goto #1) Date status granted; Goto #11
D Parolee for One Year D Parolee for One Year
Go to #11 Go to #11
[T cuban/Haitien Entrant [1 cuban/Haitian Entrant
Go to #1711 Go to #11
D Deportation/Remaval Withheld D Deportation/Removal Withheld
Date! Go to #11 Date: Go to #11
Other Other

L

Explain in Remarks, then Go to {d}

[

Explain in Remarks, then Go 1o (d)
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(d) If you have status, or have applied for status as the spouss, child, or parent of a child of a US citizen, o

lawfully admitted permanent rasident alien, Go 10 #10;

otherwise Go to #12,

9. | you are lawfully admitted for permanent residence:
You Your Spouse
{a) Date of Admission {month, day, year) (menth, day, year]
{b} Was your entry into the United_ Stgtesf sponsored [ VES 7 no [T ves | NO
by any person or premotad by an institution or group? Go 1o (c) Go 1o {d) | Go to lo} Go 1o (d)
{c} Give the following information about tha person, institution, or group, then Go to {d):
Name Address Telephone Number
{d} What was your immigration status, if any, befora You Your Spouse, if filing
adjustment 1o lawful permanent resident? Status: Status:
{momnth, day, year) {month, day, year)
From: From:
To; To Go to (e
fe) If fifing as an adult, did your parents ever work in | [ YES Cnvo 10D ves 1 no
the United States bafors you wera age 187 Go to {f) Go 1o #17 1 Go to (f) Go 1o #11
(f) Naroe and Social Security Number of parent(s) who worked,
Name Social Security Number
Narme Social Security Number
10, | [a) Have you, your ¢hild or your parent, been You Your Spouse, if filing
subjected to battery or axtreme cruelty while In the []ves _jNO []YEs []NO
United States? Goto(h)  Goto#12 |Gotolb)  Goto #12
(b} Have you, your child, or your parent filed a
petition with the Department of Homeland Security [ ves [1no [] YES {]No
for a changea in Immigration status because of being
subjected to battery or extreme cruelty? Goto #11 Goto #12 |Go to #11 Go to #12
11. 1 Are you, youwr spouse, or parent an active duty [[] YES [JnNo [ ] YES []NO
member of a veteran of the armed forces of the Explain in Go to #12 | Explain in Goto #12
United States? #57(bl, then #57{b), then
Gg to #12 Go 1o #12
12.{(a) When did you first make yeur home in the United month, day, year) month, day, yaar}
States?
(b) Have you lived outside of the United States since L_J YES D NG D YES D NG
then? Go 1o [c) Go to #13 | Go to [o) Go to #13
{month, day, year) Imonth, day, year}
{c} Give the dates of residence cutside the United From: From:
States. '
Ta: To;
13, [{a) Have you been outside the Unlted Srates (the 50
. -5 3
states, District of Columbia and Narthern Mariana D VE m NG E} YE D NG
Islands) 30 consecutive days prior te the filing date? Geo to {b} Go to #14 | Go to (b} Go to #14
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13, [{b) Give the data (month, day, year) you left the Date Laft Date Left:
United States and the date you returned 1o the

United States. Date Returned: Date Returned:

iF YOU ARE FILING ON BEHALF OF YOUR CHILD, GO TO #14.

IF YOU ARE MARRIED AND YOUR SPOUSE IS NOT FILING FOR SUPPLEMENTAL SECURITY INCOME AND
YOU LIVED TOGETHER AT ANY THVIE SINCE THE FIRST MOMERNT OF THE FILING DATE MONTH, GO TO
#14; OTHERWISE GO TO #156.

14, Ha} Is your spousefparent the sponsor of an alien who

is eligible for supplemenial security income? ] YE& Go to (b 1 No Gote#15
(b} Eligible Alien's Name Eligible Alien’s Social Security Number
Go o #15
156, Ha) Do you have any unsatisfied felony warrants for You Your Spouse, if filing
youy arrest? []YES [InNO [] ves (I NO
Go to (b} Go te #16 | Go to (b} Goto #16

(b) |n which state or CDUHtI’y was ‘[his warrant issued? Name of Siate!Country MName of SIEEEI‘COUHUV

Go 1o {c) Go 1o (g)
{c) Was the warrant satisfied? E:} YES E] ND D YES L__] NO
Go to (d} Go to #16 | Go to (d) Go to #1316
{d) Date warrant satisfied fimonth, day, year) tmonth, day, year)
16.{{a} 3o you have any unsatistied Federal or State v You NO []Ym" Spﬁusetjf [f\;!mg
warrants for violating the conditions of prebation or Go mE[Sb) Goto #17 | Go %E?b) Ga mo#1 7
parole?

Nama of State/Country Name of State/Country
{b) In which state or country was the warrant issued?

Go to {c) Go to {¢)
(c) Was the warrant satisfied? [] ves [} no []vEes f1nNo
Go 1o (d} Go to #17 |Go 1o {d} Goto #17
(d) Date warrant satisfied {month, day, yasr) {month, day, year)

PART Il - LIVING ARRANGEMENTS - The guestions in this section refer to the sighature date.

L Check the block which best describes your present living situation!
Since (month, day, year)
[:] Mousehold
Go to #22
- Since {menth, day, year)
1 Non-nstitutional Care '
Go 1o #20
L Since (month, day, yeart
[ Institution
Go to #1318
. Since (month, day, year}
B Transient
Go to #35
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INSTITUTION

"

18.1 Check the block that identifies the type of institution where you currently reside, then Go to #19;

D School [:] Rehabilitation Center

3 Hospial 1 Jai

E] Rest or Retirement Home ] Other (Specify)

l:] Nursing Home

18.1 Give the following information about the INSTITUTION:

(a) Name of institution:

{b) Date aof admission:

{c) Date you expect to be released from this institution:

Go to #35

NON-INSTITUTIONAL CARE

20, | Check the block that best describes your current residence, then Go to #21:

] Foster Home D Group Home ] other [Spacify}

21.[ Give the following information about your Noninstitutional Care:

{a) Name of facility where you live:

{b} Name of placing agency Address Telephone Number

{c) Doas this agency pay for your room and board?

[1YES Goto#35 [ ] NO HND, who pays?

Go to #35
HOUSEHOLD ARRANGEMENTS
22.| Check the black that desoribes your current residence, then Gao to #23;
I ] House [} Mobile Home
D Apartment D Houseboat
[] Room {private hame) ] other ispecity)
[] Room {commercial establishment)
23,1 Do you live alone or only with your spouse? [7] YES Goto #25 ] NO Goto#24
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24, {{a) Give the following informestion ahout everyone who fives with you:

Fublic Blind or if Under 22
Assistance| oo, | Birthdate | Disabled | marded | Student | Social Security
Name Relationship I'vEs T nn M| E | mmiddiyy IYEsT NO [YES| NO IYEST NO Number

If anyone listed is under age 22 and not married, Go to (b); otherwise, Go to #25.

(b} Does anyone listad in 24(a) who is under age 18, OR
batween ages 18-22 anhd a student, receive income? D YES  Go to (o) E] NO
Go o #2b
(¢} Child Recelving income Source and Type Maornthly Amoung
$
$
$
$
%
$
25, |ta) Do you {or dees anyone who lives with yvoul own {:] YES Goto £#26 D No Go to (b)

or rent the place where you live?
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(b} Name of person who owns or

. Address Telephone Number
rants the place where you live

tc) If you live alone or only with your spousa, and do not own or rent, Go to #35; otherwise, Go to #28.

28.

{a) Are you (or your living with spouse} buying or do ] YEs 7] No
you own the place where you live? Go to {c) If vou are a child living
with your parentis) Go
to {b); otharwise Go to
#27

(b} Are your parent{s} buying or do they own the place [l YES Gota lc) [:] NO Goto #27
whare you live?

(e} What is the amount and frequency of the mortgage paymant?

Amount: § Frequency of Payment: Go to (dI
o 10

(d) If you are a child living only with your parents, or only with your parents and their other children whe are
subject to deeming, or with others in a public assistance household, or living alone or with your spouss,
Go to #35; otherwise Go to #29,

27

(a} Do you {or your itving with spouse! have rental [] ves Gowidt [ No -
iiahility for the place whare you live? If you ara a child living
with your parent{s) Go 1o
{b}; otherwise Go 10 {c}
{b} Does your parent(s} have rental liahitity? [] veEs Gotwo {d) [1 no Gotwo {c)

{c} Does anyene who lives with you have rental liability for the place where you live?

[ YES Give name of person with rental liability:

Go to #28
[] NO Give name of person with home ownership:
Go to #29
(d} What is the amount and frequency of the rent payment?
Amount: § Freguency of Payment:
Go to 428
28.1(a) Are you {or anyone whao lives with you) the parent
or child of the landlord or the landlord's spouse? D YES Goto (bl D NO  Go to {el
{b} Name of person related to landlord} Relationship  |Nama and address of landlord (include telephone
or landlord's spouse number and area ceds, if known};
(¢} If you are a child living only with your parents, or enly with your parents and their other chifdren who are
subject to deaming, or with others in a public assistance household, or living alone or with your spouse,
Go 1o #35,
28.tla) Does anyona living with you centribute to the
housebold expenses? (NOTE: See list of houseghold D YES Goio{h) I:] NO
expenses in #34) Go to #30

(b} Amount others contribute: 5

Go to #30
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30.lta) Do yoeu eat alf your mesls out? D YES Goto #31 [:} NG  Go to (b)

{b) Do you buy all your Tood separately from other

household members: D YES Coto #31 B NO  Goto #31
31. (Do you contribute to household expanses?

[j YES Average Monthly Amount: § Go to #37

[l NO Goito #32
a2, |la) Do you have a loan agreement with anyaone to repay . ' _

the value of your share of the household expenses? [] YES Goto (o) [ NO Goto #32(d)

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

{c} Wili the amount of this loan cover your share of the

rousehold oxbenses? L1 ves coto#ss [ no Gotoa

{d) ¥ you contribute toward household expenses and you answered "NO" to both 30{a) & (b}, Go To #33. I
you apswered "YES" to either 30{a) or 30(h), Go to #34,
If you do not contribute toward heusehold expenses, go to #35.

33.|{a} Is part or all of the amount in #31 just for food?
[ YES Give Amount; § Go ta (b} ] NO Goto(b)

{b} [s part or all of the amount in #31 just for sheiter?

[]YES Give Amount: $ Go ta #34 [ NO Goto#34

34.] What is the average monthly amount of the following househsld 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 {completa only if #30(a) & (b} ars answered NOJ |8
Mortgage or Rent 4
Property Insurance (if required by mortgage lender) $
Real Property Taxes 8
Etectricity s
Heating Fuel §
Gas 5
Sewer &
Garbage Removal s
Water )
TOTAL §
Go 1o #35
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35,

(&} Does anyone who does NOT LIVE with you pay for, or provide you or your hausehold {if applicable), any of

yvour food or shelter items?
D YES #dame of Provider (Person or Agency)

List of [tems

Monthly Value: §

] wo

Go to (b}

any of your or your housshold's foed ar shelter items?

{71 YES Name of Provider {Person or Agency)

{b) Dees anyone who does NOT LIVE with you give you, or vour housshold (if applicablsl, money to pay for

List of itemns

Monthiy Value: §

{1 nNo

Go o #36

36,

{a} Has the information given in #17-35 been the same
since the first moment of the filing date month?

[]YES Gota (b}

1 NG

Explain in Bemarks,
then Go to {b)

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

[]ves

Explain in Remarks,
then Gao to #37

[] NO Goto #37

PART il - RESQURCES - The questions in this sec

date month.

tion pertain to the first moment of the filing

37.Ha) Do you own or doas your name appear on, either You Your Spouse
alone or with other peaple, the title of any vehicles [yes ] no []ves [ NO
{auto, truck, motorcycle, camper, boat, etc.)? Go 10 {b} Go 16 #38 | Go 1o (b) Go to #38
Current
{b) Owner's Name Description Used For Market Amount
(Yzar, Make & Model} Value Owed
$
$
§
$
38, |{a) Do you own or are you buying any life insurance You Your Spouse
policies? [1vEs [ Ino ] ves ] o
Go 1o {b) Go to #38 jGo to {b) Ga to #39
Form SSA-8000-BK {02-2010) Ff (02-2010) Page 10



38, by Name & Address of
Owner's Name Name of {nsured Insurance Company Policy MNumber
Policy. (#1)
Policy {#2)
Policy (#3)
Accumu-
Dividends lations
Face Vaiue Cash Surrender Value Date of Purchase YES | NO | YES | NO
Policy {#11]$ $
Policy (#2)1% $
Policy (#3) [$ &
(c) Loans Against Policy? m YES D NO
Policy Number:
Amount: § Go to #39
39. {(a) Do you leither alone or jointly with any other You Yaur Spouse
persorn} own any: YES N YES NO

Life estates or ocwnarship interest in an unprobated
esiate?

ltems acquired or held for their value as an
investment?

{h) Give the following information for any "Yes" answaer in #39{a); otherwise, Go to #40,

Owner's Name Name of tem Value Amount Owed Give Name & Address of Bank or
Other Organization
$ $
$ 5
$ S
§ &
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40, |(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

follewing items? YES NO YES NO

Cash at home, with vou, or anywhere olsa

Finencial [nstitution Accounts

Checking

Savings

Credit Union

Christmas Club

Time Deposits/Certificates of Deposit

Individual Indian Money Account

Other (Including IRAs and Keough Accolnts)

(b} t# all the items in #40(a) are answered "NQ", Go to #41. For any "YES" answer, give the following

information;
Owner's/Trustee's| Name of {tem Vaiue Name & Address of Bank or Other ldentifying
Name Organization Number
$
$
$
41, [{a) Do you give us permission to obtain any financial You Your Spouse, if filing

records from any financial institution?

[Jves [Iwno ] ves [Ino

Go to (b} Go to {b) Go to (bj Go 1o {b}
(b} Do you own or does your name appear on any of Yuou Your Spouse
the following items:
YES NO YES NO

Stocks or Mutual Funds

Bonds (Including U.S. Savings Bonds}

Proemissory Netes

Trusts

Othar items that can be turned into cash
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41,

information!

{c) If all the items in #41({b} are answered "NQ, Go fo #42. For any "YES" answer, give the following

Owner's{Trustee's
Name

Name of ltem

Value

Name & Address of Bank or Other

Organization

|dentifying
Number

42,

(a) Do you have any land, houses, buildings, real
property, property in a foreign country, equipment,
mineral vights, items in a safe deposit box, assets sat
aside for ermmergancies or for your heirs, or any other
property of any kind that has not been shown
anywhere else on the application?

] ves

Go 1o {h)

Yau

] no

Go to #43

Your Spouse

[1YEs

Go 1o (b}

[ no

Go 1o #43

(b} Describe the property {including size, location, and how it is used, if not used now, when was it last used
and what is next planned use.}

ftem #1

Hem #2

Owner's Name Estimated Current Tax Assessed Value Mortgage Owed on ltem
Market Value
$ $ $ $
& $ § $
$ $ $ §
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43,1(z) Have you or your spouse acquirad any assefs since
the first moment of the filing date month?

(b} Explain:

[] YES Goto {b) 1 nNO Goto el

(¢} Has there been any increase or decrease in the
value of you ar your spouse's resources since the first [:] YES Go to {d) [:l NO Goic #44
moment of the filing date month?

{d) Explain:

44 1(a) Have you or your spouse sold, transferred title, You Your Spouss
disposed of or given away, any money or other
property, {including maney or property in foreign 3 YES [1no [ ] vEs []NO
countrier), since the first moment of the filing date

manth or within the 386 months prior to the fiting date
month? Go to {b) Go 1o {b)

{b} f you co-owrned any money or property with
anhother person{s), did you or any so-owner sell,

transfer, ar give away any co-ownad money ar [ vEs [Ino [ 1vEs {7} no
property within the 38 months prior to the filing date
maenth?
IF YOU ANSWERED "YES" TO {a} CR {(hi, GD TO {¢). IF "NO" TO BOTH, GO TO #45,
(o) QOWNER'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 ANMOUNT OF CASH GIFT
ITEM #1 $
ITEM #2 8
ITEM #3 $
SALES PRICE OR OTHER ARE OTHER CONSIDERATION OR | DO YOU STILL OWN PART OF THE
CONSIDERATION PROCEEDS EXPECTED? EXPLAIN. PROPERTY?
ITEM #1
FTEM £2
iTEM #3
SOLD ON OPEN MARKET? GIVEN AWAY? TRADED FOR GOODS/SERVICES?
ITEM &1 1 L] vEs [ wo [T ves [ wo ] ves 1 no
ITEM #2 | [ | ves [1wno (1 ves [ 1no 1 ves 1 no
ITEM #3 | | ] ves Cwo 1 ves [ Ino ] ves ] o
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4G, [{a) Do you have any assets set aside for busial

You Your Spouse

policy number.)

gxpenses such as burial contracts, trusts, agresments,

or anything else you intend for your burisl expenses? L] ves [1wo [ 1ves 1 no
[nectude any items mentioned in #38 and #40-44, Go 1o () Go to #48 | Go to (b) Go to #46
{b) DESCRIPTION {Where appropriate, give WHEN SET

name & address of organization and account/ VALUE ASIDE OWNFER'S NAME

(month, day, year}

ftem 1
$
ftem 2
8
FOR WHOSE BURIAL IS{TEM IRREVCCABLET [ WILL INTEREST EARNED OR APPRECIATION
IN VALUE REMAIN IN THE BURIAL FUND?
tem 1 [ ves [ nNO [1 YES Goto #46 [ wo
Explain in {c)
Iterm 1 ] ves [] No [ ves 1 wo
Go 1o #48 Expiain in {c}
{c) EXPLANATION
48, 1(a) Do you own any cemetery lots, crypts, caeskets, You Your Spouse

burial or any headstones or markers?

vautts, urns, mausoleums, or other repositories for

[] ves Ino  |[Jves [ No

Go to {b) Go to #47 | Go to (b Go to #47
{b) Owner's Name Dascription For Whose Burial Relationship to You |Current Market Valug
of Your Spouse
$
§
$
Go to #47
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PART IV -- INCOME

47, [{a} Since the first moment of the filing date menth, have you {or your spouse) You Your Spouse
received ar do you {of your spouse) expect to receive income in the next 14
months from any of tha following sources? YES NO YES { NO

State or Local Assistancs Based on Need

Refugee Cash Assistance

Temporary Assistance for Needy Families

Genaral Assistance Trom the Bureau of Indian Affairs

Disaster Relief

Veteran Benefite Based on Need (Paid Directly or Indirectly as a Dependent}

Veteran Paymenis Not Based on Need (Paid Directly or Indirectly as &
Dependent)

Other Inceme Based on Need

Social Security

Black Lung

Raircad Retirement Board Benefits

Office of Personnel Management (Civil Servics)

Pansicn (Military, State, Local, Private, Upion, Retiremant or Disability}

Military Special Pay or Allowance

Unamployment Compensation

Woarkers' Compensation

State Disahility

Insurance or Annuity Payments

Dividends/Rayalties

Rental/l.ease Income Not from a Trade or Business

Alimony

Child Support

Other Bureau of Indian Affairs Incomea

Gambling/Lottery Winnings

Other ineome or Support
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47. [{t} Give the following information for any block checked YES in #47(a); otherwise, Go to #48

Source {MName,

Peréo‘n Type of Incemet  Amount Freguency of | Date Expected |Address of Person,| ldentifying
Receiving . X . o i
ncoma Receivaed Payment o Received |Bank, Organization) Number

of Company}

$
$
§
IF YOU EVER RECEIVED SS| BEFORE, GO TO #48; OTHERWISE GO TO #48
4.1 Are any overpayments being cellected from benefits You Your Spouse
you receive from the Social Security Administration,
Railroad Retirement Board, Office of Personnel D YES D NO D YES E] NO
r\léfﬁ.n.a\gemem:f Veterans' Affairs, Military Pensions, Explain in Ga to #49 | Explain in Go to £49
Military Special Pay Allowances, Black Lung, Workers’ | Remarks, Remarks,
Compensation, or State Disability or Unemployment then Go to then Go to
Benefits? 749 #49
48, | 8ince the first moment of the filing date month, have [1vEs 1 no ] ves 1 no
you received or do you axpect (o receive any meals ar | Explain in Go to #50 | Explain in Go 1o #50
other gifts which are not cash? Remarks, ) Remarks,
then Go tw #50 then Go to #50
50. | {a) Have you (or your spouse} received wages or glck
pay since the first moament of the filing date month D YES D ND I:l YES [] NO
through the current moenth? Go to (h) Go ta {e) Ga te (b Ga to {e)

{b) Name and Address of Employer {includa teleshone number and area code, if known)

You Your Spouse
Go to {c) Go to (¢}
(c) Date last worked Dats last paid Date next paid
{month, day, year) (month, day, yeaar) tmaonth, day, year)
You
Your
Spouse
(d) Total monthly wages received {before any Your Amount Your Spolse’s Amount
deductions}
$ §
(e} Do you lor your spouse) expect (o receive any You Your Spouse
wagas in the next 14 manths? []ves [1nNo {1vYEs [Ino
Go 1o () Go o #51 Go ta (f) Go to #5651

{f} Name and address of employer if different from #5850k} (include telephone number, it known!

You Your Spouse
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m
<

{g) Give the following information:

RATE OF PAY AMOUNT WORKED HOW OFTEN PAY DAY OR DATE LAST PAID
PER FAY PERIOD FAID DATE PAID {menth, day, vear)
You S
Your
Spouse $
i . You Your Spouse
(h} o you expect any change in wage information |:] VES 1 wno D YES RS
provided in #50{g} Go 1o i) Goto #51 | Go to (i) Go o #51

(i} Explain Change:

You Your Spouse
51, Ha) Have you besn self employed al any time since the You | Your Spouse
nave y o€ E1 any Ime [ ves LInvo [dves  [Hwo
beginning of the taxable year in which the filing date Go to (b) Goto #52 | Go to (b) Go to #52
month cccurs of do you expect to be self-employed in
the current taxable year? '
{b) Give the following information; than Go te #52
Datels) Self-Employed Type of Business Last Year's: l.ast Year's: Last Year's:
Gross Incoma Nat Profit Het Loss
$ $ $
Datels) Selt-Employad Type of Business This Year's: This Year's: This Year's:
Gross {ncome Net Profit Net Loss
$ § $
62, |If you or your spouse are blind or disabled, do you You Your Spouse
have any special expenses that you paid which are ] ves 1 no 1 ves [ no
‘Inecessary for you to work? Explain in Go to #63 | Explain in Go to #53
Remarks; Remarks;
then Go ta then Go to
#53 453
53. Ha) Does your spouse/parent who fives with you have
NO Geta N
to pay court-ordered support? [ YES Go <o b) [ o ta NOTE
Amount: Frequency:
(b) Give amount and frequancy of court-ordered 8
support payment,
Go 1o {c)
Name: Address:
(v} 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 #54; OTHERWISE, GO TO #55,

Form 88A-8000-BK {02-2010} Ef [02-2010} Fage 18



54

{a} Have vou attended school regularly since the fillng
date month?

[T] YES Go 1o {d)

[] NO Goto (b}

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

{1 YES Gatwo o)

D NO Go to (o}

(¢} Do you plan to attend school regularly during the
inext 4 months?

D YES Explain absence D NC Go to #56
in Bemarks and Go to {d)

Name of School

Name of School Contact

Daies of Attendance;
From To

Phone Number

Hours Attending or
Planning 1o Attend

Course of Study

PART V - POTENTIAL ELIGIBILITY FOR FOOD STAMPS/MEDICAL ASSISTANCE/OTHER
BEMEFITS - If a Califorhia resident, Skip to #56

You Your 8pouse, if filing
55, [la) Are you currently receiving food stamps? ] ves 1 no M oves NO
Ga to {b} Go to (¢} | Go to lh) Go io o}
(b} Have you received a recertitication notice within the} [_] v£s 1 no F1 ves !:] NG
past 30 days? Go to {e) Go to #66 | Go o (e} Go to #58
(c) Have you filed for food stamps in the last 80 days? |[] YES [ wo [T ves L1 no
3o to {d} Go to {e} Go 1o {d) Go to {8)
{d} Have you received an unfavorable decision? D YES B NO D YES I:] NO
Go 1o {e} Go to #56 | Go to {e] Go to #56
{e} If everyone in the houselold receives or is applying for S8I, Go to {f); otherwise Go to #58,
_ , [_}ves [ no ([ ves [ no
) May | take your food stamp application today? Goto #56  Explain in (g) Go 10 #56  Explaln in (g}
{g} Explanation:
58.|You may bw sligible for Medicaid. However, you must help your State identity other sources that pay for

medical care. Afso, you must give information to halp the State get medical suppoert for any childiren) who is
your iegal responsibility. This includes information to help the State determing whe 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 1o 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 agrae to this Medicaid requirement. f you need further information, you may contact your Medicaid

Agency,

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

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

] ves

Go to {b}

You
] ne ] ves
Go to ¥#57 | Go io {h)

Your Spouse, I fillng

{1 no

Go 1o #527

(b} Do you, your spouse, parent or stepparent have
any private, group, or goverpmental health insurance
that pays the cost of your medical care? (Do not
inciude Medicare or Medicaid,)

] ves

Go to {c)

] no

Go to {c)

L] ves

Go to {c}

[J no

Go 1o {z)

{c} Do you have any unpaid medical expenses for the
3 months prior to the filing date month?

[Tves

Go to #57

[ wo

Go to #57

1 ves

Go o #57

] ~no

Go to #57
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87,

(&) Have you evar worked under the U.S. Social

Security System? [ vES Goto (b [} NO Goto b
(b} Have you, your spouse, or a former spousa (or You Your Filed for Benefits
arent if you are filing as a child) ever Spouse/Paront
a i :
P Y J Yes No Yes No Yes No

Worked for a railroad

Been in military service

Worked for the Federal Government

Worked for a State or Local Govarnment

Worked for an employer with a pension plan

Belonged to union with a pension pian

Worked under a Social Security system or pension
plan of a country other than the United States?

{c] Explain and include dates for any "Yes" answsr give

nin #1171 or #671al; otherwise Go to #6538,

You:

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

PART VI -- MISCELLANEOUS -- (Answer #58 ONLY IF YOU ARE APPLYING ON BEHALF OF SOMEONE

ELSE: OTHERWISE GO TO #59.

58. l{a) Name of Person/Agency Requesting Ralationship 1o Clahimant Your Social Security Number
Banefits, {or EIN}
{b) Hf S5A determines that the clesimant needs help
managing banefits, do you wish to be selscted B YES D NO

represeniative payee?

(Exptain in Remarks)

PART VH -- REMARKS--{You may use this space for any explanations. Enter the item number
before each explanation. If you need more spacae, use a signed form SSA-795.)

Form
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PART VIIi - IMPORTANT INFORMATION AND SIGNATURES

59,

IMIPORTANT INFORMATION--PLEASE READ CAREFULLY

B- Failure to report any change within 10 days after the end of the menth in which the change ocours could
rasult in a penalty deduction,

B The Social Security Administration will check your statements and compare [ts records with records from
other State and Federal egencies, including the internal Revenue Service, to maka sure you are paid the
correct amount,

B~ We have asked you for permission to cbtain, from any firancial institution, any financial record about you
that is held by the institution. We will ask finaneial institutions for this information whenever we think
it is needed to decide if you are eligible or if you continue 1o be eligible for S8 benefits, Once authorized,
our permission to contact financiel institutions remains in effect until one of the following cocurs: {1) you or
your speuse notify us in writing that you are cancsling your permission, {2} your application for 851 is denied
in a final decision, {3) your eligibility for S8 terminates, or {4} we no longer consider your spouse's income
and resources 0 be available to you, |f you o your spouse do not giva or cancel your permission you may
not be eligible for 851 and we may deny yous claim or stop your pryments.

GO,

| declare under penaliy of petjury that § have examined al} the information on this form, and an any
accompanying statemants or forms, and it is true and correct 1o the best of my knowledge. | understand that
anyone who knowingly glves a false or misleading statement about a material fact in this information, or
causes sonieone efse to do so, commits a crima and may he sent to prison, ar may face other penafties, or
both.

Your Signature (First name, middle initial, last name) {Sign in ink.) {Pate (month, day, yeat)

SIGN Telephone Number(s) where we cah contact you
during the day:

Spouse's Signatwra {Sign only if applying for payments.) (First name, middle initial, last name} (Sign in ink.)

SIGN
HERE
61, |Applicant's Mailing Address (Nurnber & Straet, Apt. No. P.O, Box, Rural Route)
City and State ZiP Code County
B2, |Claimant's Residence Address {If different from applicant's mailing address)
City and State ZiP Code County
63, |FOR DIRECT DEPOSIT PAYNENT ADDRESS (FINANCIAL INSTITUTION!
SZZICIAL Routing Transit Nurmber (C/S Numiber Depositor Account ] No Account
ONLY ; ;
D Direct Deposit
Retused
64. {if you are blind or visually impaired, check the type of mail you want to receive from us.,
[] Certitiad [ Regutar [] Regular with a Follow-up phone call
65, WITNESS

Your application does not ordinarily have 1o be witnessed, if, however, vou have signed by mark {X}, two
witnesses 1o the signing who know you, must sign below glving their full address.

1. Signature of Withess 2. Sighature of Witness

Address [Number and Street, City, State, and ZIP Coda) Address [Number and Sireet, City, State, and 2iP Code)
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RECEIPT FOR YOUR CLAIN FOR SUPPLENENTAL SECURITY INCOME

Name Sacial Security Number Date
Name Social Security Number Date
H you have a question or something 1o report call: | Soclal Security Office you may visit ar mail your request to:

( ) -

For general infarmation about Social Security, visit our website at www, socizlsecurity.gov on tha (nternet,

Wa will process your application for Supplemental Security fncome as quickly as possible, If you have trouble getting any
infarmation or records we have asked for, please contact us and we will help vou.

You should hear from us within __days after you have given us all the information we requesied. Some clalms may take
fonger it additional informatlon is needed. if you do not get a check or notlce of determination within that time, please get in
touch with us.

Privacy Act Statement
Collection and Use of Personal Information

Section 163 1e) of the Socjal Security Act, as amended, authorizes us to cellect this information, The infarmation you provide
wil} be used to enable the Social Security Administratlon to determine it you are eligible Tor Supplemental Security Ihcome [SS]
payments.

The information you furnish an this form is veluntary, However, faflure Lo provide the requested information may keep us from
making an accurate and timely decision on your claim, which i turn may fesuit in loss of some payments,

Wa rarely use ihe information you supply for any putpose other than for determining eligibility for 581 Hewaver, we may use it
tor the administration and integrity of Sociat Security programs, We may also disclose information to another person or to
another agency in ascordance with approved rouline uses, which include but are not limited to the fellowing: 1. To enshia a third
party or an agency to assist Seclal Security in establishing rights te Soclal Security benefits andfor coverage; 2. To comply with
Faderal faws requiring the refease of information from Social Security records {e.g., 10 the Government Accountabifity Offica and
Department of Veterans' Aftairsl; 3. To make determinations {or eligibility in similar heaith end income mainterance programs at
the Federal, state and Iocal lavel; and 4. To facilitate statistical research and sudit activities necessary io assure the integrity and
improvement of Social Securfty programs (e.g., to the Bureau of the Census and private coneerns under coalract 1o Secial
Security).

We may also use the information you provide in computer matching programs. Matching programs compara our records with
records kept by other Federgl, state or local government agencies, Information tfrom these matching programs can be used to
establish or verify a person's eligibitity {or Faderaily funded or administerad benefit programs and for repayment of payments or
delinguent debts under these programs.

Camplete lists of routine uses for this infermation are available in System of Recerds Notice 60-0103, Supplemental Security
Income Record and Special Veterans Banefits, and alse in Systern of Records Netice 50-0089, Claims Folder Systems. The
Notices, additionat information regarding this form, and information regarding our systems and programs, are avallable on-line at
ywww.ssa.gov or at your focal Social Security office.

Paperwork Reduction Act Statement - This information collection meets the requirements of 44 U.S.C, § 3507, as amended by
saction 2 of the Paperwork Beduction Act of 1885, You do not need to answer these questions unless we display a valid Office
of Management and Budget control niamber. We estimate that it will take about 40 minutes to read the instructions, gather the
Tacts, and answer the guasticns. SEND OR BRING THE COMPLETED FORM TO YOUR LOCAL SOCIAL SECURITY OFFICE. The
office is Hsted under U. &, Government agencies In your telephone directory o you may call Soclal Securlty at 1-800-772.1213
{TTY 1-800-325-0778}. You ray send comrments on sur time estimate above to: S8A, 6401 Security Blvd., Baltimore, MD
21236-6401, Send enly comments relfating to our time estimate to this address, not the completed form,

REPORTING RESPONSIBILITIES

Tha amount of a Supplemental Security Income {551} check Is based on the information told to us, You must el Socisl Security
avery fime there is a change-while we process your application AND if you start receiving SS

Remember, a change may make the 881 monthly payment bigger or smaller, Report shanges in income of your ineligible
hueband/wife or child wha lives with you or your sponsor or sponsor’s spouse, if you are an alien, You must also report changes
i the things of value that these people own. You must slso report changes in income, school attendance and marital status of
ineligible children wha live with yau.

You must 1ell us about any change within 10 days after the month it happens. i you do not report changes, we may have to
take as much as $25, $B0, or $100 out of future chacks,

HOW TO REPORY

You may make your reports:

¢ By telephone at the telephone number shown above or call us tolf free at 1-800-772-1213 (TTY 1-800-328-0778) or
¢ In person or

* By mali at the address shown above.
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CHANGES TO REPORT
D WHERE YOU LIVE --You must report 1o Social Security if:

= You move, s You leave the United States for 30 consscutive days.
s You (or your spouse) leave vour household for a

calendar month or longer. {(For axample, youenter a & You are nho longer a legal resident of the United
hospital or visit a relative,} Siates
+ You are admitted to [for a calendar month ot longer},
or released from, a hospital ar nursing home, iail,
prisen, or other correctional facility or other

institution,
D HOW YOU LIVE -You must report to Social Security:
» [f ahyone moves inta or out of your household, * Your matital status changes:
« [f the amocunt of mioney vou pay toward household ~You get married, separated, divoresd, or your
expanses changes, marriage is annuiled.
« Births and deaths of any people with whom you live.  --Yod begin living with someone as hushand and
* Your spouse of former spouse dies. wife.

| | INCOME-You must report 1o Social Security if you, your spouse/your parent(s):

e Start to receive money (or checks ar any other type = Start work or stop waork.

of payment} from somsone or someplace, ¢ Earn more or less money, [Keep all paystubs and
¢ Mave 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 85E

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

m HELP YOU GET FROM OTHERS -You must report to Social Security if:

¢ The amount of help {money or food, ar payment of  + Somsone stops helping you,
household expenses) you receive goes up of down, * Someone starts helping you,

m THINGS OF VALUE THAT YOU OWN -You must report to Social Security if;

s The value of things that you own goes over $2000 ¢ You sell or give any thing of vaiue away,
when you add them all ogether {$3000 i yvou are = You huy or are given anything of value.
married and live with your spousel,

D YOU ARE BLIND OR DISABLED-You must repott to Sacial Security if:

¢ Your condition improves or your doctor says you * You go to work.
can raturn to work,

"Ej IF YOU ARE UNDER AGE 18 AND YOU ARE LIVING WITH YOUR PARENTS-A report to Social Security must be
mada if:

= Your parents have a change in income, a change in their marriage, a change in the value of anything they
owr, or either has a change in residence,

. YOU ARE UNMARRIED AND UNDER AGE 22 - A report to Seclal Security must be made if:
¢ You start or stop school ¢ You get mairied or divorced « You start or stop working
D YOUR IMMIGRATION STATUS CHANGES-

= You must report any changes to Socizl Security,

B YOU ARE SELECTED AS A REPRESENTATIVE PAYEE -You must report to Social Security if:

¢ The person for whom you receive 551 checks has « You will no longer be able or no loenger wish to act as
any changes listed ahove. {(You may be held liable that person's representative payee,
if you do not report shanges that could affect the
S81 recipient’s payment amount, and hefshe is
_____overpaid.)
m IF A WARRANT HAS BEEN ISSUED FOR YOUR ARREST -~You must report 1o Social Secwity if:
¢ Your warrant is for a crime or an attemptad crime
that is a felony {or, in jurisdictions that do not define
crimes as felonfes, a crime that is punishable by death
ar imprisonment far a term exceeding 1 year}; or
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SOCIAL SECURITY ADMINISTRATION

(] e

Form Approved

TOE 120145 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 XVIll of the Social Security

Act, as presently amended.

. [PRINT vour hame

FIRST NAME, MIDDLE INITIAL, LAST NAME

2. |Enter your Social Security Number
3. Check (X) whether you are [] Female [ Male
Answer question 4 if English is not your preferred language. Olherwise, go o itern 5.
4. |[Enter the language you prefer to:  speak write
5. |(a) Enter your date of birth
{b} Enier name of cily and state or foreign country where you
were born.
{c) Was a public record of your birth made before you were age 57 7] Yes ] No  []Unknown
{d) g\éas a religious record of your birth made befare you were age [] Yes []No [JUnknown
6. |(a) Are you a U.S. citizen? [ Yes [] No
(If "Yes," go to item 7) (If "No," answer (b))
(b Are you an alien lawfully present in the U.5.7 [] Yes [] No .
(If "Yes," answer (c)) (If "No," go to item 7)
(c} When were you lawfully admitted to the U.8.7
7. |(a) Enter your name at birth if different from item (1)
> Yes [} No )
{b)} Have you used any other names” (f "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 [] No .
{If "Yes," answer (b)) (H"No" gotoitem 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 someoneg on your behalf) ever fited an [] Yes [(] No [ JUnknown

application for Social Security benefits, a period of disability
under Social Security, Supplemental Securily Income, or

hospital or medical insurance under Medicare?

(If "Yes," answer (If "No,” or "Unknown,"
(b} and (c}) go to item 1%)

{b)

Enter name of person on whose Social Security
record you fited the other application.

{c)

Enter Social Security Number of person named
in {b). If unknown, check this block. _Unknown

Form 5SA-16-BK (01-2015) ef (01-2015)
Destiroy pricr editions
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11. [fa) Were you in the active military or naval service (including Reserve ] Yes ] No

or National Guard active duty or active duty for training) after f"Yas " answer F'No " do to
September 7, 1939 and before 19687 ﬁ}) ;(nd ) (iitem 1'2)9
{b) Enter dates of service FROM: {Month, Year) [TO: (Month, Year)

(¢) Have you ever been (or will you be} eligible for a monthly benefit

from a military or civilian Federal agency? {Include Veteran's [] Yes [] No
ot Administration benefits only if you waived military retiremeni pay )
12. |Did you or your spouse {(or prior spouse) work in the railroad industry for 5 7 Yes ] No
years or fnore?
13. {a) Do you have Social Security credits (for example, based on work [T Yes M No
or residence) under another country’s Social Security System? (If “Yes," answer (1)) (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 or [7] Yes [~} No
annuity {or a lump sum in place of a pension or annuity) based on " " [ M ;
your work after 1956 not covered by Social Security? fg) g’gg.{c?)nswer (If "No." go to item 12)
MONTH YEAR

(6 [7] 1became entitied, or expect to become entitled, beginning

{c) ] |became eligible, or expect to become eligible, beginning MONTH P’EAR

| 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, [{&) Have you ever heen married? ] Yes ™ No

{If "Yes," answer (b)) If "No," go to item 16)
(b) Give the following information about your current marriage. [f not currently married,

write "None." (If "None,” go on to item 15{c)}
Spouse'’s name (including maiden name) When {Month, day, year} [Where (Name of City and State)
Marriage performed by: Spouse's date of hirth Spouse's Social Security Number
[} Clergyman or public official (or age) {If rione or unknown, so'indicate}
[ 1 Other (Explain in Remarks)

{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, regardless of duration; or

* Were divorced, remarried the same individual within the year immediately following the year of the divorce, and the
combined period of martiage totaled 10 years or more. If none, write "None." Go on to item 15(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 less than 10 years.

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: Spouse's date of birth |Date of spouse's death SFouse's Social Security Number
o {or age} {H none or unknown, so’indicate)
[[] Clergyman or pubiic official
[ | other (Explain in Remarks)

(d)  Enter information about any marriage 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
» Were married for less than 10 years fo 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, vear) |Where (Name of City and State)
Date of divorce (Month, day, year) Where (Name of City and 5tate)
Marriage performed by: Spouse's date of birth |Date of spouse’s death  |Spouse'’s Social Security Number
. . {or age) {If none or unknown, so indicate)
7] Clergyman or public official
[ ] other (Exptain in Remarks)
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Use the "REMARKS" space on page 5 for marriage continuation or explanation.

18. |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.

« UNDER AGE 18

List below: FULL NAME OF ALL such children who are now or were in the past 12 months UNMARRIED and:

« 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

Social Security in all years from 1978 through last year?

[] Yes

(if "Yes," go to item 18)

[} No
{tf "No," answer (b))

(o)

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

or Government agencies for whom you have

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

Work Began

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

MONTH

[ YEAR

MONTH | YEAR

{if you need more space, use "Remarks".)

19. |May the Social Security Administration or State agency reviewing your case, ask your employers

for information needed to process the claim?

] Yes

[(] No

20. |Complete ifem 20 even if you were an employee,

(@)

Were you self-employed this year or last year?

i ] Yes

{If "Yes," answer (b))

[ No
(If "No," go to item 21)

(b) Check the year (or In what type of trade/business Were your net earnings from the
years) you were were you self-employed? trade or business $400 or more?
self-employed {For example, storekeeper, farmer, (Check "Yes" or "No")

physician)
{71 This year
] Lastyear [7] Yes [} No
21, fa)  How much were your {otal earnings last year?
Count both wage and seff-employment income. '
(If none, write "None.") Arnount $

(b} How much have you earnad so far this year? (If none, write

"None.") Amount §
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22,

(a)

Are you still unable to work because of your ilinesses, injuries, or
conditions?

[7] Yes
(If "Yes," go {0 item 23)

[]No

(If "No," answer (b))

(b) Enter the date you became able to worlc.

MONTH, DAY, YEAR

23.

Are your illnesses, injuries, or condiiions reflated o your work in

any way? [1 Yes i] No
24.|(a) Have you filed, or do you intend to fite, for any other public
disability benefits (including workers' compensation, Black Lung 7 VYes [ No
i 7
benefits and SS51)? (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 [T Welfare
[1 Supplemental Security Income [] Other (if "Other,” complete a Workers' Compensation/Public
Disability Benefit Questionnaire)
25.|(a) Did you receive any meney from an empleyer(s) on or after the
date in item 9 when you became unable io work because of your ] Yes ] No
illnesses, injuries, or conditions? If "Yes", give the amounts and
explain in "Remarks",
Amount 3
(b} Do you expect to receive any additional money from an employer,
such as sick pay, vacation pay, other special pay? If "Yes," please [] Yes [[] No
give amounts andg explain in "Remarks".
Amount $
28. |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 had no earnings? [] Yes [ No
27. |bo you have a dependent parent who was receiving at least one-half
support from you when you became unable to work because of your
disabitity? If "Yes," enter the parent's name and address and Social [] Yes [] No
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
randparent who is receiving social security refirement or disabilit
J 3 J Y / [] Yes [] No [ jUnknown

benefifs or who is deceased? If yes, enler the name{s) and Social
Security number, if known, in "Remarks" {if unknown, check "Unknown"),

Form SSA-16-BK (01-2015) ef (01-2015)
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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 the form and any accompanying
statements or forms, and it is frue and correct to the best of my knowledge.

Date {Month, Day, Year)
SIGNATURE OF APPLICANT

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 ZIP Code County {if any} in which you now live

Witnesses are required ONLY if this application has been signed by mark {X) above. [f signed by mark (X), two
withesses 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 sireet, City, State and ZIP Code) Address (Number and street, City, State and ZIF Code)

Form $8A-16-BK {01-2015) ef (01-2015) Page 5



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 io get
additional information about your condition or to arrange for you to have a medical examination at
Gavernment expenss,

Privacy Act Statement
Coilection and Use of Information

Sections 202, 205, and 223 of the Social Security Act, as amended, authorize us to collect this information, We will
use the information you provide to determine if you or a dependent are eligible for insurance coverage and/or
monthly benefits.

The information you furnish on this form is voluntary. However, if you fail to provide alt or part of the requested
information it may prevent us from making an accurate and timely decision concerning your or a dependent's
entitlement to benefit payments.

We rarely use the information you supply for any purpose other than determining benefit payments for you or a
dependent. However, we may use it for the administration and integrity of our programs. We may alse disclose
informaticn to another person or to another agency in accordance with approved routine uses, which include but are
net limited to the following:

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

2. 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);

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 of Social
Security programs. (e.g., to the Bureau of Census and fo private entities under contract with us).

We may also use the information you provide in computer matching pregrams. 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 administerad benefit
programs and for repayment of incorrect payments or delinquent debts under these programs.

A complete list of routine uses for this information is available in our Privacy Act Systems of Records Notices
entitled, Earnings Recording and Self Employment income System (60-0059) and Claims Folders Systems
{60-0089). Additional information regarding these and other systems of records notices, are available on-line at

Paperwork Reduction Act Statement - This information collection meets the requirements of 44 U.S.C. § 3507, as
amended by seclion 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 fo: SSA, 6401 Security Bivd, Baftimore, MD 21235-0001 . Send only
contments relating to our time estimate fo this address, not the completed form.

Form $SA-16-BK (01-2015) of (01-2015) Page 6



RECEIPT FOR YOUR CLAIM FOR SOCIAL SECURITY DISABILITY INSURANCE BENEFITS

Person to Contact About Yeur 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 guickly
as possible,

You should hear from us within

days after you

have given us all the information we requested. Some
ctaims may take longer if additicnal information is needad.

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
glad 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 chandge
To avoid del

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
handie benefits.

Custody Change — Report if a person for whom you are
filing or who is’in your care dies, leaves your caré or

custedy, 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.

sum payment based on your employment nét covered
Social Securily, or if such pension or annuity stops.

&
You become entitled to a pension, an annuity, or a Ium%
Y
L3

Your stepchild is entitled to benefits on your regord 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

your mailing address for checks or residence. E }
ay in receipf of checks you should ALSO file a  confinement, escape from custody and flight-escape. In

crime that is a felony of flight to avoid prosecution or

most jurisdictions that do not classify crimes as felonies,
this applies to a crime that is punishable by death or
impriscnment for a {erm 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, annuiment
of marriage.

If you become the parent of & child (%ncludinE an adopted
child) after you have filed your claim, tet 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)
regardiess of amount of earnings.

Your condition imptoves.

You are under age 65 and you apply for or begin to
receive workers"compensation (including black lung

henefits) 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 settliement,

HOW TO REPORT

You can make your reports online, by telephone, mail, or in person, whichever you prefer. Iif 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.

Form $8A-16-BK (01-2015) ef (01-2015)
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DISABILITY REPORT - ADULT
S8A-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 clain. 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 compiete this report. If you cannot complete the report, a Social
Security Representative wiil assist vou. If you have an appointment, pleass have the
completed report ready when we contact you. If we ask you to do 5o, please mail the
completed report to us ahead of time.

Note: If you are assisting someone else with this repert, please answer the questions as if that
parson weare completing the repod.

HOW TO COMPLETE THIS REPORT

e Print cr write clearly.

e Include a ZIP or postal code with each address.

¢ Provide complefe phone numbers including area code. [f a phone number is outside the
United States, also provide International Direct Dialing (IDD) code and country code.

« |fyou cannot remember the names and addresses of your health care previders, you may
be able fo get that information from the telephons book, internet, medical bills,
prescripticns, or prescription medicine containers.

«  ANSWER EVERY QUESTION, unless the report indicates otherwise. [f you do not know
an answer, or the answer is "nong” 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.

= {fyou need more space to answer any question, please use Section 11 - Remarks on the
last page fo 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 telfs us where to request your medical and
other records.

FORM SSA-3368-BK (01-2010) ef (04-2010)  (Destroy Prior Edifions)
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WHAT WE MEAN BY "DISABILITY"

"Disability” under Social Sscurity 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 dafined 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 i
your disability is expected {o last (or has lasted) for at least a year or is expecied te result in death. So
when we ask "when did you become unable to work,” we are asking when you hecame disabled as
defined by the Social Sacurity Act.

The Privacy Act

Sections 205(a), 223(d), and 1831(e) (1) of the Social Sscurity Act, as amended, authorize us to
collect this information. The information you provide will be used to make a decision on the named
claimant's claim. While giving us the information on this report is voluntary, failure to provide all or
part of the requested information could prevent an accurate or timely decision on the named
claimant's claim. We gsnerally use the information you supply for the purpose of making decisions
regarding claims. However, we may use it for the administration and iniegrity of Social Security
programs. We may also disclose informalion to another person or to another agency in
accordance with approved routine uses, which include bui are not limited to the following: (1) to
anable a third party or agency to assist Social Security in establishing rights to Social Security
benefits and/or coverage; (2) to comply with Federal Laws raquiring the release of information
about Social Security records (e.g., to the Governiment Accountability Office and the Department
of Veterans Affairs); (3) o make determinations for eligibility in similar heaith and income
maintenance programs at the Federal, State, and local [evel, and (4) to facilitale statistical
research, audit, or investigative activities necessary to assure the integrity of Social Security
programs.

We may also use the infermation you provids 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
delinguent debts under these programs.

Additional information regarding this fortn, routine uses of information, and our programs and
systems, is available cn-line at www.socialsecurity.gov or at any local Social Security office.

The Paperwork Reduction Act

This information coliection meets the requirements of 44 U.S.C, § 3507, as amended by section 2
of the Paperwork Reduction Act of 1895. You do not need to answaer these questions unjess we
display a valid Office of Management and Budget control number. We estimate that i will take
about 60 minuies to read the instructions, gather the facts, and answer the guestions.

SEND OR BRING THE COMPLETED FORM TO THE OFFICE THAT REQUESTEDIT, Ifyoudo
not have that address, you may call Social Security at 1-800-772-1213 (TTY 1-B00-325-0778).
You may send comments on our time estimate above to: SSA, 6401 Security Boulevard,
Baltimore, MD 21235-6401. Send gnly cominents relating fo our time estimate to this
address, ot the completed form,

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

Form Approved
OMB No. 0960-0579

DISABILITY REPORY
ADULT

For 85A Use Only - Do not wilte in this hox.
Related SSN

Numher Holder

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

SECTION 1 - INFORMATION ABOUT THE DISABLED PERSON

1A, Name {First, Middie initial, Lasi)

1.B. Social Security Number

1.C. Mailing Address (Street or P O Box) include apartment number or unit if applicable,

City

State/Province

ZiP/Postat Code Country {If not USA)

1.0,

Emait 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

[T Chack this box i yot: do rol have & phone or a number whele 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? Mves [Two

if no, what language do you prefer?

if you cannot speak and understand English, we will provide an inlerpretar, free of charge,
1.H. Can you read and understand English? Flves [INO
1.). Can you wrile more than your name in English? Flves [INO

1.4, Have you used aty cther namsas on your medical or educalions! records? Examples are maiden name,
cthar married naime, or nickname.

if yes, pleass list them here:

Cives [InNo

SECTION 2 - CONTACTS

Give the name of sorneone (other than your doctors) we can contact who knows about your medical
conditions, and can help you with your claim.

2.A. Name (Firs{, Middle Initial, Last)

2.B. Relationship to you

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

2.12. Mailing Address (Street or P O Box) Include apariment number or unit if applicable.

City

Siate/Province

ZiPfPostal Code  {Country {If nol USA)

2. E. Canthis person speak and understand English? Lives [Ino

If no, what language is preferred?
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| SECTION 2 - CONTACTS (continued)

2.E. Who is completing this repoi?
{Z} The person who is applying for disability. (Go o Section 3 - Medical Conditions)
[71 The person fisted In 2.A. (Ge fo Section 3 - Medlcal Conditinns)
{.1 Someone else (Complete the rest of Section 2 helow)

2.6, Name (First, Middle Initial, Last) 2.H. Relationship io Person Applying

2.1 Daytime FPhone Number

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

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

SECTION 3 - MEDICAL CONDITIONS

3.A, List ail of the physical or mental conditions {including enwotional or learning problems) that limit your ability
to work. If you have cancer, please nclude the slage and type, List each condition separately.

1.

w N

I

o

f yout need mate space, go to Saction 11 - Remarks on the last page

3.B. What is your height without shoes? OR

[ead inghes cenlimelers (if oulside USA)
3.G. What is your weight without shoes?

OR
peunds kilograms {if ouiside USA)
3.D. Do your conditions cause you pain or other symptorns? [} YES [] NO

| SECTION 4 - WORK ACTIVITY
4.4, Are you currently working?

1 No, | have never worked (Go to question 4.8, below)

{1 No, | have stoppad working (Go fo question 4.C. below)

[T Yes, 1 am currently working {Go to questicn 4.F, on pags 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/dayivear) e {Goto Section 5 on page 3)

IF YOU HAVE STOPPED WORKING:
4.C. When did you stop working? (mosthiday/yvear)
Why did you stop working?
Because of my condition{s).

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

Even though you stopped working for other reasons, when do you believe your

candition{s) became severe enough io keep you from working? (monthidayfyear)
4.0, Bid your condition(s) cause you to make changes in your work activity? (for example:
job duties, hours, of rate of pay)

73 No {Go to Section 5 - Educaticn and Training on page 3)
{71 Yes When did you make changes? (month/day/year) _
FORM SEA-3368-BK  (91-2010) ef (04-2010) PAGE 2




SECTION 4 - WORK ACTIVITY (continued)

4.E. Since the date in 4.2, above, have you had gross sarnings greaier 1than $880 in any monih? Do not count
sick leave, vacation, or disability pay. (We may contact you for more information.)

[} No (Go to Section 5} 1 Yes (Go to Section 5)
IF YOU ARE CURRENTLY WORKING:
4.F. Has your condifion(s) caused you {o make changes in your work activity? (for example: job duties or hours)
£1No When did your condition(s) first start bothering you? (menthidaylyear)

Fves When did you make changes? (month/daylyear)

4.G. Since your condition(s) first bothered you, have you had gross earnings greater than $380 in any month?
Do not count sick leave, vacalion, or disability pay. (Wa may contact you for more information.)

£Ino  [dves
SECTION 5 - EDUCATION AND TRAINING ]
5.A. Check the highest grade of school completed, College:

6 1 2 3 4 5 6 7 B 9 10 11 12 GED 1 2 3
T 0 T 0 0 T 1 9 6 O 0 T O 0 O N

Date completed:

5.8. Did you attend special education classes? ] ves CINO (Goto5.0)

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?
EYES LIno

It"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 hefore you became unable to work
hecause of your physical or mental conditions. List your most recent job first.

[} Check here and go fo Section 7 on page 5 if vou did not work at ail in the 15 years before you became unable lo
work,

4.

5,
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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,

- | had maore than one job in the last 15 vears before | became unable fo work. Do not answer the
cueslions on this page; go'to Section 7 on page 5. (We may coniacl you for more information,)

lDo not complete this page if you had more than one job in the last 15 years before you became unable ‘o work.l

G.H. Describe this job. What did you do all day?

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

8.C. In this job, did you:
Use machings, tools or eguipment? ives  [Owno
Use technical knowledge or skills? E1YES CIno
Do any writing. complete reports, or perform any duties ke this? I ves  [INO

6., In this jeb, how many fotal hours each day did you do each of the tasks listed:

Task | Hours| Task Hours | Task Hours
Wali Stoop (Bend down & forward at waist,) Handie large objects
Stand Kneel (Bend legs 1o res! on knees.) Write, type, or handle small objects
Sit Crouch (Bend legs & back down & farwart.) Reach
Climb Crawl (Move on hands & knees.)

6.E. Lifting and catrying (Explain in the box below, what you lifted, how far you carried i, and how often you
aid this in your job.)

6.F. Check heaviest weight lifted:
[dlessthan10bs. [1 10s. [J20ibs. |3 501bs. {1 100105 ormore [} Other

B.G. Check weight frequently lifted: (by frequently, we maan fram 1/3 lo 2/3 of the workday.}

Fllessthan10lbs. £} 10is, - 25Ibs. [} 50 Ibs. or more 7 Other

B.H. Did you supervise other people in this job? [} YES (Complete items batow.) ] NO (if No, go to 6.1)

How many peopie did you supearvise? ____
What part of your time did you spend supervising peopla?

Did you hire and firs employees? FIves [T} NO

6., Were you a lead worker? L1 vEs  [ZI No
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SECTION 7 - MEDICINES

7. Are you taking any medicings {prescription or non-prescription}?

E} YES (Give the inforrmation reguested below. You may need to Yook al your medicing containers.)

E:l NO (5o lo Seclion 8 - Medleal Treatment.)

Name of Medicine If prescribed, give name of

Reason for medicine
doctor

if you need to list other medlclnes, go to Section 11 - Remarks on the [ast page.

SECTION 8 - MEDICAL TREATMENT

Have you seen a doctor or other health care professional or received {reatment al 2 hospital or clinic, or do you
have a future appointment scheduled?

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

Flves LIno

8.B. For any mental conditicn{s) {including emotional or learning problers)?

Fives Fino

[fyou answered "No' to both 8.A, and 8.B., go fo
Section 9 « Other Medical Information on page 11.
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SECTION B - MEDICAL TREATMENT {continued)

Tell us who may have medical records about any of your physical and/or mental condition(s} {including
smotional or learning problems) that limit your ability to work, This Includes doclors' offices, hospitals {including
efmergency room visits}, clinics, and other health care facilities. Tell us about your next appeiniment, 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 LD# (if known)

Mailing Address

City

State/Province

ZIP/Postal Code

Country (1 not USA)

[ Dates of Treatment

1. Office, Clinle or Qutpatient visits

2. Emergency Room visits

First Visit List the most recerd dals first
A

l.ast Visit
B,

Nexi scheduled appointment (if any)
C.

C. Date in Date out

3. Overnight hospitat stays
List the most recent date first

A Dale in Dale out
B. Bate in Date out

What medical conditlons were treated or evaluated?

What freatment did you receive for the above conditions? (Do nol describe medicines or tests in this box.)

Check the boxes betow for any tests this provider performed or sent you to, or has scheduled you to take.
Please givs the dates for past and future tesls. if you need [o list more lests, use Section 11 - Remarks on the

last pags.

£ 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 lest)

[} EEG (brain wave test)

[% Treadmill {(exercise test)

[T HIV Test

i} Cardiac Catheterization

[T1 Biood Test {not HIV)

[T Biopsy (list body part)

[ X-Ray (list body part)

[l Hearing Test

[] SpeechiLanguage Test

[} MRYCT Scan {list body part}

] Vislon Test

[.1 Breathing Test

11 Other (please describe)

{fyou do not have any more doctors or hospitals to deseribe, go to Section 9 on page 11,
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SECTION 8 - MEDICAL TREATMENT (continued}

Tell us whe may have medical records about any of your physical and/or mental condition{s) (ncluding
emadional or learning problemns) that limit your ability to werk, 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,

Phona Number Patient [Dé {(if known)

Mailing Address

City Gtate/Provines ZIPIPostal Code Country (If not USA)
Dates of Treatment
1. Office, Clinle or Outpatient visits 2. Emergency Room visits 3, Overnight hosphal stays
First Visit List the most recent date first {15t the most recenl date first

Al A. Datein Date out
Last Visil

- B. B. Dale in Data out:

Next scheduled appointment (if any) ———

C. C. Dalg in Date out

What medical conditions were treated or avaluated?

What freatment did you recelve for the abave condltions? (Do not describe medicines or ests 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 Pates of Tests Kind of Test Dates of Tests
[} EKG (heart test) [] EEG {brain wave test)
1 Treadmill (sxasrcise test) 7] HIV Test
[l Cardiac Catheterization 7] Bicod Test (not HIV}
i1 Bicpsy (list body part) 1 X-Ray (list body part)
1 Hearlng Tast L] MRUCT Scan (list body part)
[] Speechil.anguage Test
] Vision Test 7] Gther (please daseribe)
{1 Breathing Test

If you do not have any more dociors or hospitals io describe, go fo Section 8 on page 11.
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SECTION 8 - MEDICAL TREATMENT {continued)

Tell us who may have medical records about any of your physical andior mental condition(s) {including
amotional or learning problems) that limit your ability to work. This includes doclors' offices, hospitals (including
emergency room visifg), clinics, and other health care facilities. Tell us about your next appaintment, if you
have ane scheduled.

8.E. Name of Facility or Office Name of health care professiona! whe treated you

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

Phone Number Palient 104 (if known)

Mailing Address

City State/Province ZiP/Postal Code Country (I not USA)

Dates of Treatmeant

1. Office, CHnic or Qutpatient visits 2. Emergency Room visits 3, Qvernight hospital stays

First Visit List the most recent date first List the most recent date first
A, A, Dale in Date out

Last Vish
B, 8, Date in Date oul

Next scheduled appeintment (if any) it Et—
C. C. Date in Date out

What medical conditions were treated or evaluated?

What treatment did you recelve for the above conditions? (Do nel describe medicines or tests in this box.)

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

£ Check this box if no tests by this pravider or at this facllity.

Kind of Test Dates of Tests Kind of Test Dates of Tests
1 EKG (heart test) ["3 EEG {brain wave test)
i1 Treadmill (exercise tast) 3 HIV Test
™1 Cardiac Catheterlzation 1 Blood Test (not HIV)
7] Biopsy (tist body pari) (73 X-Ray (list body part)
"1 Hearing Test 73 MRIICT Scan (list body part)
i} Speschiianguage Test
"1 Vision Test {1 Other (please describe)
I} Breathing Test

If you do not have any more doctors or hospitals to describe, go to Sectlon 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
emotional or leaming problems) that limit your ability to work, This includes dociors’ offices, hospitals {including
smetrgency 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 heaith care professional who ireated you

AlLL OF THE QUESTIONS ON THIS FAGE REFER TO THE HEALTH CARE PROVIDER ABOVE.

FPhone Number Patient ID# (if known)

Mailing Address

City Slale/Province ZF/Fostal Code  {Cauntry (If not LISA)Y
| Dates of Treatment
1. Office, Clinic or Quipatient visiis 2, Emergency Room vislts 3. Overnight hosplital stays
First Visit List the most recent date first Lis{ the most recent date first

A, A Datein Date out
Last Visit

- - B. . Date in Date out

Next schaduled appointmant {if any)

C. C. Dale in Date out

What medical conditions were treated or svaluated?

What treatment did you receive for the above conditions? (Do not describe medicines of 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 - Ramarks on the last pags.

[’l Check this box if no tests by this provider or at this facility,

Kind of Test Dates of Tests Kind of Test Datas of Tests
"1 EKG (heart tast) ] EEG (brain wave tast)
[ 1 Treadmill (exercisa test) ] HIV Test
i} Cardiac Catheterization ] Blood Test {not HiV)
i"] Biopsy (fist body pari) {71 X-Ray {list body par)
73 Hearing Test ™1 MRYCT Scan {list body part)
[l Speech/language Test
"7 Vision Test {"] Other (pizase destribe)
il Breathing Test

If your do not have any more doctors or hospltals {o 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
emational or learning problems) that limit your ability to work. This includes doctors' offices, hospitals {including
emergency room visits), clinics, and other heaith care facilities. Tell us about your next appointment, if you

have one scheduled.

8.G. Name of Facility or Office

Narmes 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 ZiPiPostal Code Country (If not USA)

Dates of Treatment

1. Office, Clinic or Outpatlent visits 2. Emergency Room visits 3. Gvernight hospital stays

Firat Visit List the most recent date first List the mosi recant dafe first
A, A Datein Date out

L ast Visit T ”
8. B. Data in Date out

Next scheduled appointment (if any) Fr———— —_—
C. C. Datelin Date out

What medical conditions were treated or evaluated?

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

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

{1 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)

L1 Treadmill (exercise test)

[71 HIV Test

i1 Cardlac Catheterization

[ Blood Test (not HIV)

1 Biopsy (list body par)

{1 X-Ray (list body part)

"1 Hearing Tast

71 MRIJCT &can (st body part)

[T SpeechilLanguage Test

1 Vision Test

7] Other (please deseriba)

] Breathing Test

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

FORM SSA-3368-BK  (01-2010) &f (04-2010)
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SECTION 8 - OTHER MEDICAL INFORMATION

8. Doas anyone else have medical information about your physical andfor mental condition(s) {including
emotlonal and learing problems), or are you scheduled to see anyone else? (This may include places such
as workers' compensation, vocationai rehabilitation, insurance companies who have paid you disability benafits,
prisons, atftorneys, social service agencies and wealfare.)

E}’ YES {Please complete the information below.)

EE NO {tf you are receiving Suppmlneglal’Sechrily (:mnme‘{SSH) and have been asked te complele (his repori, galo

Secion 10 - Vocational Rehabilifation; # nof, go 1o Section 11 on the lesl pege.)

Name of Orpanization

Phone Number

Mailing Address

City State/Pravince ZIP/Postal Code Country {if not LISA)
Name of Contact Person Claim or 1D number (if any)
Date of First Contact Dale of Last Contaci

Date of Nex{ Contact {if any)

Reasons for Contacts

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

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

10.A, Have you participated, or are you participating in;
« An individual work plan with an employment network under the Ticket to Work Progarm,

An individuatized plan for ernployment with a vecational rehabillitation agency or any other organization;
A Plan to Achleve Self-Support (PASS);

An Individuaiized Education Program (IEF) 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?

L3 ® & @

[.1 YES (Complete the following information) L1 NO (Bo fo Section 11)

10.8. Namse of Organization or School

Name of Counselor, instructor, or Job Coach Phone Number

Mailing Addrass

City Slate/Province ZIPiPostal Code Coundry {if nat USA)

10.C. When did you start participating in the plan or program?

FORM SSA-3368-BiC (01-2010) of (04-2010) PAGE 14



SECTION 18 - VOCATIONAL REHABILITATION, EMPLOYMENT, OR OTHER SUPPORT SERVICES
{continued)

10.0, Are you siill participating in the plan or program?

T} YES, tam scheduled to compleie the plan or program on:

[ NO. | completed the plan or program on;

f:j NO. | stopped participating in the plan or program before completing it because:

10.E. List the typas of services, tests, or svaluations that you received (for example: inteliigence or psychologicat
testing, vision or hearing test, physical exam, work evaluations, or classes),

[f you need to list another plan or program use Section 11 - Remarks and give the same detailed
information as above,

SECTION 11 - REMARKS

Flease write any additional information you did not give in earlier paits of this report. If you did not have encugh
space in the sections of this repont to wrile the requested information, please use this space to tell us the
additional information requested in those seclions. Be sure to show the section to which vou are referring.

Date Report Completed

v

month, day, year
FORM SSA-3368-BIK  (01-2010) of (04-2010) PAGE 12




form Approved
SOCIAL SECURITY AGMINISTRATION TOE 250 OMB No.0960-0024

PHYSICIAN'SIMEDICAL OFFICER'S STATEMENT OF PATIENT'S CAPABILITY TO MANAGE BENEFITS

Paperwork Reduction Act Statement - This information coliection meets the requirements of 44 U, {In replying, use this address:

S.C. § 3507, as amended by Section 2 of the Papeiwork Reduciion Acl of 1995. You do not need fo 1SOCIAL SECURITY ADMINISTRATION
answer these guestions unless we display a valid Office of Managemant and Budget control
number. YWe estimale that it will take about 10 minutes Lo read the instructions, gather the facts, and
answer the questions, SEND OR BRING THE COMFLETED FORM TG YOUR LOCAL SOCIAL
SECURITY OFFICE. You can find your focal Soclal Security office through SSA's website at
www.sotlalgectirity.gov. Offices are also listed under U5, Government agencies in your
telephone chrectory or you may calf Sacial Security at 1-800-772-1213 (TTY 1-B00-325-0778),
Send gnly comments relating (o our time estimate above to! S8A, 6407 Securily 8hvd,
Baltimore, MD 21235-6401.

TELEPHONE NUMBER (Including Arga Code)

(o1 -

DATE
Privacy Act Statement

i ] i . . A CONT
Sections 205(z) and 265(%), of the Secial Securily Act, as amended, aulhorize us to collect this S8A CONTACT

informatjon. The information is needed (o make a determination regarding whether or not the
named individual should be paid benefits directly or whether berefits should be paid to a

representative payee. The information you furnish on this forny is voluntary. Howeyer, failyre —————"—
o provide all or gari of the information could prevent en accurate and timely decision on the |[PENTIFYING INFORMATION {SSA Only)
proper payee for bensfit receipt purposes. If cifferent from patient

We rarely use the information you supply for an% purpese other than for making a
determination on a claim. Howsver, we may use i for the administration and irtegrity of Social
Security CProgranjs. We may glsg disclose information 1o another person or {o another agency
in accordance wilh approved routine uses, which inciude bul are not Iimited 1a: (1) io enable a

third pasty or an agency lo assist Socia) Security in establishing righls to Social Security = OF Y - - FL
benefﬁs andior coverage; 52) to comply with Federal laws reqtuiri_n? the release of information g;tl\f.{oc?r!'?\ndggsgégf\![ﬁ OR SELR
from Secial Security records (8.g., to the Government Accountabilly Office and Deparment of T TR
Veteran Affairs), (3j fo make dslerminations for eligibility in similar heaith and income
maintenance programs at the Federal, state, and local level, and &4) fo facilitate statisiical
research, avdif or investigative activilies necessary {o assure ihe integrity of Social Security
programs.

We may alse use the information you provide in computer malching programs.  Matching
programis compare our records with records kept by other Federal, stete or local government
agencies,  Information from these matching programs can be used {o establish or verify a

persor's etigibiity for Fedeafail? funded and administered benefit programs and for repayment
of paymenis or delinguent debts under thaese programs. SOCIAL SECURITY NUMBER
A complete list of routing uses for this information is available in Systems of Record Notices
80-0089 and 50-0222, The notices, additiona] information regarding this form, and information
regarding our programs and systems, are available on-line at www.socialsecurity.gov or &t your
local Social Security office. - -

PAYIENT'S NAME PATIENT 8 ADDRESS {Number and Street, Clty, Stale, and ZIP Code)

PATIENT'S SOCIAL SECURITY NUMBER PATIENT'S DATE OF
_ _ BIRTH

YOUR HELP 18 NEEDED
The patient shown above has filed for or is receiving Social Security or Supplemental Security Income payments. We nesd
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 benefils are pald and has nc bearing on disability determinations; SSA will NOT pay for thls information, Thank you for
your help.

WHO |8 A REPRESENTATIVE PAYEE
A representative payee is someone who manages the patient's money fo make sure the patient's needs are met. The
payse has a strong and continuing inlerest in the patient's weli-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 fo handle them to meetl thair 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, Hawever, even though a person may need some assistance with such things as bill paying, sic., doss not
necessarily mean ha/she cannot make decisions conceming basic nseds and is incapable of managing hisfher own manay.

PLEASE COMPLETE THE INFORMATION ON THE REVERSE OF THIS FORM
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PATIENT'S NAME

PATIENT'S SOCIAL SECURITY NUMBER PATIENT'S DATE OF
BIRTH

PATIENT'S ADDRESS {Number and Sireaf, City, Stale, and ZIP Code}

1. Date you last exarined the petient

2. Do you believe the patient is capable of managing or directing the management of benefils in his or her own bes! interest?

By capable we mean that the patient:

= Is able to undersiand and act on the ordinary affairs of life, such as previding for own adequaie foed, housing,

clathing, ete., and

= I3 able, in spife of physical impalments, o manage funds or direci others how to mapage them.

7] Yes i1 Mo 1 Unsure

If "Yes", please omit If "No*, please pravida a brief summary 1§ "unsura”,
question 3, but be sure to of the findings that led 1o this conciusion, please explain,
sign and date the form. Also, complete question 3.

3. Do you expect the patient to be able to manege funds in the future (for example, the patient is temporarily unconscious)?

(71 Yes ] No

If yes, please explain,

NAME OF PHYSICIAN/MEDICAL OFFICER {Please print.)

TITLE

ADDRESS (Number and street, City, Stale, and ZIP Code)

TELEPHONE NUMBER {include Area Code}
{ ) -

I declare under penalty of perjury that ! have examinad all the information on this form, and oh any accompanying statements or
forms, and it s trie and correct to the best of my knowledge, | undersiand that anyone who knowingly gives a false or
misleading sfatement 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.

SIGNATURE OF PHYSICIAN/
MEDICAL OFFICER

DATE

Fors SSAYBY (05-2010) &f (05-2010)



