: North Carolina
Codlition to End Homelessness

r NC SOAR: SSI/SSDI Access, Outreach and Recovery
N cc E H soar@ncceh.org  wwwaccehorg  919.755.4393

NC SOAR QOutcome Reporting Form
SOAR Caseworkeyr Information

Name

Agency

Phone

Email

County

Certified SOAR Worker Clyes  [no

Applicant Information

First Two Letters of First Name

First Two Letters of Last Name

Date of Birth / /
Gender [Imale [ }female
Veteran? Clyes  [Cne

SSI and SSDI Application Information

Level of Application [_Jinitial Application [CJReconsideration

[CJAdministrative Law Judge Hearing

Is this an update to a previously submitted outcome? | [Jyes [ Jno

Protective Filing Date / /

Length of time homeless (as of Protective Filing Date) N “years or months

Did you file an SSI and SSDI application? Clyes o o

iIf no application was filed, why?

Was the application given the SSA “Homeless Flag?” | [Tyes [[ho

If no, why not?

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

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

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




NC SOAR Quicome Reporting Form pg 2

Determination Information

Date of Determination

(If Presumptive Disability Decision was made, please / f

use that date here.)

Outcome of Determination [JApproved
[Cbenied

Was the case reassigned to 8 SOAR DDS Examiner? Cyes  [no

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

SS1 Approved? Cdyes  [no

SSI Benefit Amount Awarded? (monthly) $

SSD1 Approved? _ Cdyes  [Jno

SSDI Benefit Amount Awarded? (monthly) %

Amount of Back Pay Awarded? g

Medicaid Approved? Clyes  [no

Medicare Approved? Cves  [no

Rep. Payee Needed? Cyes  [(no

Rep. Payee Provided? o _D;,;; Cro

Consultative Exam Required? Cyes  [no

Date Housed / /

Further Comments:

Revised: January 2012

North Carolina Coalition te End Homelessness

NC SOAR




Getting Started: Organizing and Completing an Initial SOAR Application”

Is this your first SOAR application? If so, don’t worry. The biggest and first step has
already taken place-- you are SOAR trained. Schedule a minimum of one hour a day to work on
your SOAR application and keep that commitment. Stick to the timelines outlined below. It is
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 fo complete the
i3368 PRO and to continue to work on the medical sumumary report. The timelines allow you to
complete each stage of the application process and to focus your energy and brain power on
completing the medical summary report during the latter weeks so that you easily 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
Worksheet #7 (Functional Information Worksheet) from Module X1 of Participant Guide
SSA form 3368 (Adult Disability Report) from Module 4 of the Participant Guide
SSA form 1696 (Appointment of Representative, revised 5/08) download from SSA
websife
=  SSA 827 forms from Module 4 of Participant Guide; after completing the i3368 PRO
online application, the computer program will instruct you to print a specific number of
SSA forms 827 needed.
& SSA fonm 8000 (Application for SSI)

N B8 2 o o

TIMELINE FOR COMPLETING AN INITIAL S0AR ;&PPL!CATION_

Day One

«  Complete and have applicant sign SOAR Consent to Release Information form. This allows you to
obtain the SSA status of the applicant,

s Fax SOAR Consent to Release Information form to designated SSA location to the attention of
SSA SOAR contact. 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 Twe ot Three

= Contact the SSA office if the SSA SOAR contact has not faxed back the details of applicant’s
involvement with SSA to you within 72 hours.

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

= Ifthe client does not have a pending case or active appeal, proceed with an initial application as
follows...

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

! Developed by US Pubfic Heath Service, Commander Eddie Frazier, Michigan SOAR Team, Yvonne M. Perref,
and Deborah Dennis, National SOAR Technical Assistance Team

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



= After applicant identifies a primary provider (psychiatrist/medical doctor), contact the provider
and let the staff there know you are working with the applicant on applying for SSI/SSDI benefits.
Ask for their input and fet them know that you'll be requesting the physician/psychiatrist/s
signature on a summary of how the applicant’s illness and symptoms affect his/her ability to work.

= Complete the first two pages of Worksheet #6, through Personal History. This will allow you to
complete the introduction of your applicant’s medical summary report,

= (o to the compnter; bookmark 13368 PRO online from SSA website.

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

»  While on the computer, download the medical sununary report template from the SOAR website
(www.praine.com/soar, link to trainings) to create a medical summary template. This is how you
should organize your information in the applicant’s medical summary report, Start your rough
drafl of applicani’s medical summary. On the first day of this initial application work, you witt
input information for the introduction and begin the section on Personal History. Completing the
Introduction and starting the Pexsonal 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 initially will take about 2.5 hours. Putting your SOAR
application in the secommended order will also allow you to work on different aspects of the
application as you mave forward rather than trying to complete this all at once, feeling pressured
by other regponsibilities to meet the deadline.

Weelk 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. Bnter information in
the appropriste sections on the medical summary report as you collect the information. These
worksheets should be completed by the end of week two. This will give you six weeks to work on
the medical summary report. Most of the information used in 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/her
ability to work, .

*  Meet with applicant 1-2 times per week to complete paper 3368 application. Begin transferring
information to i3368 PRO online application as soon as possible. Complete the 3368 paper
application by the end of week two. The 13368 PRO online application has 7 sections. Schedule
enough time to complete each section. When starting the i3368 PRO, complete information and
obtain a reentry sumber for the applicant 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
number and the applicant’s social security number allow you to work on the i3368 PRO when
your schedule allows. After working on the 3368 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 a co-signature on the medical summary.

¥ Continue collection of medical records. As you identify additional sources for medical
information, send an agency release aud a SSA 827 to those providers 1o collect additional
information. Work with treatment sources fo identify ways fo collect information quickly, e.g.,
pick up at their departinent, 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 SSI Application, e.g., bank statements, any
documentation of resources, efc.

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




Continue fo work on 13368 PRO if not complete. Use your word processing program to check
spelling for narrative comment sections of 13368 PRO. Be sure to meet the timeline for this section
of the application. Complete transfer of information from paper 3368 to {3368 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 treatment sources that have not yet sent in information so
DS can follow up on these,

Complete ISBA (SSDI online application) after completing i3368 PRO online application. Most of
the information needed for the ISBA. in contained within the SSI application as well 25 the i3368
PRO. The ISBA online application takes about 20 ~ 30 minutes to complete. As with the i3368
PRO, save information entered and do not submit ustil 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 ar more to focus primarily on completing the medicel
summary.

‘Weeks 5-8 (as needed)

Continne to work on items not completed during the first four weeks

Continue to work op 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 grammar.

Contact SSA SOAR Contact and establish date you will turn in completed Initial SOAR
Application, giving directly to SOAR contact. Begin attempts at 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.

Emmediately before the appointment with SSA to tum in the packet, submit the ISBA SSDI on-
line application and the {3368PRO on-line.

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

1
2

SOAR Clecklist is used as a cover sheet for complete package

. A medical sunmary report signed by the SOAR provider and physician or psychologist

3.
4,

(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 fransferred into the online application by SSA after receipt of
completed Initial SOAR Application Packet

Submit 13368 PRO and ISBA (SSDI application) on-line 24-48 hours before turning in
completed package to SSA.

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







Social Security Administration Form Approved
Consent for Release of Information OMB No. 0960-0566

Instructions for Using this Form

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

NOTE: Do not use this form to:

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

= Request detailed information about your earnings or employment history. Instead, complete and mail form SSA-7050-F4. You
can obtain form SSA-7050-F4 from your local Social Security office or online at www.ssa.qov/online/ssa-7050.pdf.

How to Complete this Form

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

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

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

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

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

PRIVACY ACT STATEMENT

Section 205(a) of the Social Security Act, as amended, authorizes us to collect the information requested on this form. We will
use the information you provide to respond to your request for access to the records we maintain about you or to process your
request to release your records to a third party. You do not have to provide the requested information. Your response is
voluntary; however, we cannot honor your request to release information or records about you to another person or organization
without your consent. We rarely use the information provided on this form for any purpose other than to respond to requests for
SSA records information. However, the Privacy Act (5 U.S.C. § 552a(b)) permits us to disclose the information you provide on this
form in accordance with approved routine uses, which include but are not limited to the following:

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

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

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

PAPERWORK REDUCTION ACT STATEMENT

This information collection meets the requirements of 44 U.S.C. § 3507, as amended by section 2 of the Paperwork Reduction
Act of 1995, You do not need to answer these questions unless we display a valid Office of Management and Budget control
humber. We estimate that it will take about 3 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 1-800-772-1213 (TYY 1-800-325-0778). You may send comments on our time
estimate above to: SSA, 6401 Security Blvd., Baltimore, MD 21235-6401. Send only comments relating to our time estimate
to this address, not the completed form.

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



Social Security Administration Form Approved
Consent for Release of Information OMB No. 0960-0566

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

TO: Social Security Administration

*My Full Name *My Date of Birth *My Social Security Number
(MM/DD/YYYY)
| authorize the Social Security Administration to release information or records about me to:
*NAME OF PERSON OR ORGANIZATION: *ADDRESS OF PERSON OR ORGANIZATION:

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

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

1. [] Verification of Social Security Number

2. [[] Current monthly Social Security benefit amount

3. [ Current monthly Supplemental Security Income payment amount

4. [_] My benefit or payment amounts from date to date

5. [] My Medicare entitlement from date to date

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

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

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

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

related to pending SSI/SSDI claims, claim level and file dates; related to denied claims,

0 =~

claim level, denial dates and denial reasons; SSI/SSDI allowances and eligibility dates

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

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

Witnesses must sign this form ONLY if the above signature is by mark (X). If signed by mark (X), two witnesses to the signing
who know the signee must sign below and provide their full addresses. Please print the signee's name next to the mark (X) on the
signature line above.

1.8ignature of witness 2.Signature of witness

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

Form S$SA-3288 (11-2016) uf



No record

Terminated Record SSI| SSDI

Supplemental Security Income

THIS SECTION TO BE COMPLETED BY THE SOCIAL SECURITY W
ADMINISTRATION

Social Security Disability Income

Date Terminated
MMDDYY

Current Claim Status

____SSi Claim Pending:
Initial Claim Date Filed:
Reconsideration Date Filed:
Hearing Level Date Filed:

___ SSI Claim Denied:

Initial Claim Date Denied:
Reconsideration Date Denied:
Hearing Level Date Denied:

(Circle One)
SSI Denial Reason: Medical Non-Medical Other
Other (If circled Other above, please explain):

____SSDI Claim Pending:
Initial Claim Date Filed:
Reconsideration Date Filed:
Hearing Level Date Filed:

____SSDI Claim Denied:
Initial Claim Date Denied:
Reconsideration Date Denied:
Hearing Level Date Denied:

SSDI Denial Reason: Medical Non-Medical Other

Allowance
SSI SSDI
| Eligibility Date: Eligibility Date: N
SSA Claims information was provided by:
(SSA staff)
Date of Response:
Telephone Number: SSA Field Office Code:







COMPLETING THIS FORM TO APPOINT A REPRESENTATIVE

Chuoosiug tn be Represented

You can choose to have a representative help you when
you do business with Social Sccurity. We will work with
your represeniative, just as we would with you, Itis
important that you seleet a qualified person because, once
appointed, your vepresentative may acl for you in most
Social Securily matters. We give more information, and
examples of what a represeatative may do, in the section
titled Information for Clabnants,”

Privacy Act Statement

Collection and Use of Personal Information

Sections 206(a} and 1631(d) of the Social Secuuity Act, ag
amended, suthorize us to callect this information. We will
use the mfonmation you provide on this fovm to verify
your appointment of an individual as your represensative
aud his or her acceplance of the appoinunent.

Completion of this form is voluniary; however, if you
want to use this form te appoint someone fo act on your
behalf in matiers before the Social Secusily
Administrarion (SSA), (hen you and thet individual must
complete the appropriate sections of this form,

We rarely use the information you supply for any purpose
other {han 1o verily your appointment of an individusl s
your representative zind his or her acceptance of the
appointment. However, we may use it for the
administyation and integrity of Social Securily programs.
We may also disclose information to another persen or fo
another agency in accordance with approved voutine uses,
which include but are not limited to the following:

1. To enable a third party or an agency 10 assisi
Bocial Security in establishing right to Social
Secwrity benefits and/or coverage,

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

3. Tomake determinations for eligibility in similar
bealth and income mamtensnce programs ot the
Federal, State, and local level; and,

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

We may also use the information you provide in computer
matching programs. Matching programs compare our
vecords with records kept by other Federal, stete, or lecal
government agencies.

Fotm SSA«1696-UG (03-2011) of (03-2011)
Destray Prior Edilions

Information from these matching programs cen be
used to establish or verify a person's cligibility for
Federally-finded or adminisicred bencfit programs
und (or repayment of payments or delinguent debts
under these programs. A complete list of routine uscs
for this information is available in our System of
Records Notice antitled “Appointed Representative
File" {60-0325). The notice, additional information
regarding this form, routine uses of information, and
our programs and sysiemns are available on-line at
www socialsecursity.gov or at your local Social
Security office.

With your permission, your representative may
designate an associsfe or other party to request and
receive information from your claim file on your
representative’s beholf,

For more information about this privacy statement
and how information you provide to us may be used
or disclosed (o others please contact any Social
Seeuwrity office.

How to Complete this Farm

Please print or type your answers on this form. At the
top of the form, provide your full name and your Social
Security number, If your elaim is based on another
person's work and eamings, also provide the “wage
carner's” name and Sociol Security number. [fyou
appoint nyove then ohe individual as your representative,
you may wani to complete a form for each of them,

Part | Appointment of Representative

Give the name and address of the individual(s) you are
appointing. You may appoint an altorney of any other
qualified individual to represent you. You also mny
appoint more than one individual, but pleass refer to the
“Information for Claimants™ section “Whal your
Representative(s) May Chayge" for more informetion
about payment of fees. You can 2ppoint one or more
sndividuals in a fiym, corporation, ov other organizalion
ag your representative(s), but you may not appuint i law
fiom. jegal aid group, comporatiun or organization itsclf.
Check the block(s) showing the program(s) under which
you have a claim, You may check more thaun one block.
Check:
*  Tide I (RSDI1), if your claim concemns retivement,
supvivors, or disability insurance benefits.
Title XV (881), if your claim concems
+  Supplemental Secuyity Income,
Title XVII (Medicare Coverage), if your elaim
coneerns entitiement to Medicare or ewollment in
the Supplementasy Medical Insurance (SMT) plan.

«  Tille XVII (SVB), if your claim concerns
entitlement 1o Speeial Veterans Benefits,



When you give your permission your representative may
designate an associnie (e.g. a clerk), os other porty or
entity {¢.g. a copying service) lo receive information
from your elzim file on your representative’s behalf for
the duration of your claim. If you want 1o give your
representalive pevmission lo do that, check the block to
authorize this release.

If you will have more than one representative, check the
appropriate block and give the name of the mdividua)
you want to be your main representative.

You must sign and date the form, Print or type your
address, area code and telephone number,

I you are appointing a representative 1o replace a
representative that yon discharged or who withdrew his
or her representation, you must notify Us in writing that
the prior appointment has ended,

Part 1t Acceptance of Appolntment

Each individual you appoiat in Part 1 should also
complele Part 11, I the individuoal is not ap atimuey, he
or she ynust give bis oy hey name, state that he or she
accepts he appointment, and sign the form.

Part I} Fee Arrangement

To help in processing benefits end fee payments timely
you and your represenlative should complele this
section. Your representative shonld check a box, sign
and date the form, Your representative may choose 1o
receive payment, waive direcl payment, or waive
payment of the fee altogether, 1f you and your
representative change your airangement before we
decide your claim, you can provide 4 new o amended
form so that we can update our records. §f you appoint a
second representative or co-counsel who also will not
charge a fee, he or she should also complete this part or
provide a new form, oy i not using the form, give us a
separate, written waiver statement. If your representative
is not cligible for direct paywent, or is an anomey or am
eligible non-alforney who waives divect payment, you
will be tesponsible for paying any fee we onthorize.

Under certain circomsiences, we do not have 1o
authorize the fee. These circumstences include where a
Court has awarded a fec based on your representative’s
actions as u legal guardian or court-appointed
representative, or where a business {such as an
insurance company), other organization or government
agency will pay your representative's fee and you and
your beneficiaries have no linbility fo pay any fecs 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 Paparwork
Reduction Act of 1995. You do not nced to answey
these questions unless we display a valid Office of
Management and Budget coutvol manber. We estimale
that it wil}

iake about 10 minutes lo read the instructions, garther
the facts, and answer the questions. SEND THE
COMPLETED FORM TO YOUR LOCAL
SOCIAL SECURITY OFFICE, The office is Histed
under U. 8. Gevernment agencics In your telephaone
directory or you may calt Social Secarity at
1-800-272-1213 (TTY 1-800-325-0778). You may
send comments on owr tinie cstimate wbove 1o: SSA,
6401 Secuvity Bhd, Baltimare, MD 21235-6401. Send
eitly conunents relating 1o axr time estiimate o this
aidress, not the completed forn.

References

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

* 20CFR §§ 404.1700 ct. seq. and 416.1500 &1, seq,

v Bocial Secwity Rulivgs 83-27 and §2-39

v 26 U.8.C, §§ 6041 and 6045(1)



INFORMATION FOR REPRESENTATIVES

Fees for Representation

An atomney or other individual who wants to charge

or collect a fee for providing services in comuection

with & claim before the Social Security

Administration (S8A) must generally olwain our

prior authorization of the fee for representation. The

only exceptions #re if:

s+ certain yequirsments are met and a third-party
entity, such #s a business, an insurance canier,
a for profit, oy nonprofit organization or a
government agency will pay the fec and any
cxpenses from its owsn tunds and the claimant
and auxiliary beneficiaries ineur no lability,
directly or indirectly, for the cost(s); or

= & Federal court awarded a fee based on the
representalive's activilies as the claimant's
legal guardian or court-appointed
represenialive;

. @ Federsl cout awacded a fee for
representational services provided before the
court, In those cases, neither the Feders] court
nor SSA can authorize & fee for the other,

Ohbtalning Autborlzetion of a Fee

To charge a fee for services, you must use one of
two mutually exclusive fee suthorization processes,
You must file either & fee petition or a fee
agreement with us. In either case, you cannot
charge more than the fes amount we authorize.

You may file a fee petition after yob complete your
services 1o the elaimant. This writien request must
describe in detall the amount of time you spent on
each service provided and the amount of the fee you
are requesting. In order to directly pay you under a
fee petition, you must either file a fee petition or
notify us within 60 days after we decide the claim
of your infent 1o file a fee pelition.

You must give the claimam a copy of the fee
pelition and each altachment. The claimant may
disagree with the information shows by contacting
a Social Security office within 20 days of receiving
his or her capy of the fee petition. Wa will consider
the reasonable value of the services provided, and
send you notice of the amount of the fec you can
charge.

Fee Agresment Process
1 yous and the claimant have a writfen tee agiecment, ove of

you must give it 10 vs before we decide the elaim{s), We
usnally will approve the agreement if}

you both signed it;

+  the fec you agreed on is no more than 25
pereent of past-duc benefits, or §6,000 (or a
higher amount we set and annouice i the
Federat Register), whichever is less;

. we approve the elaim(s); snd

«  the clahm resulls in past-due benefits.

We will send you a copy of the stotice we send the elaimant
telling Wim or bey the amount of the fee you can charge
based on the agreement.

1f we do noi approve the fee agreement, we will 121 you in
writing. We also will tell you and the claimant that you musi
file 1 fee petitfon if you wish tp charge and collect a fee,

After we tell you the amount of the fee you con charge, you
or the claimant may ask s in writing 1o review the
authorized fee. If we approved a fee agreement, the person
who decided the ¢laim(s) also may ask us to fower the
amount, Seincone who did not decide the amount of the fee
the first time will review and {inally decide the amaount of
the fee

Collecting a Fee

You may nccept money for your fee in advance, as long as
you held it in a trust or escrow account, The claimant never
awes you more than the fee we anthorize, except for:

+ any fee a Fedeval court allows (ar your services before it;
and

+  out-of-pocket expenses you ipcur or expect ta incur, for
example, the cost of getting evidence, Our authorization
is nol needed for shch expenses.

3£ von are not an attorney e v
direct prvment, you must collect the suthovized fee from the
claimant, 1f you are interested in becoming eligible 1o
receive direct paymeat, you can find more information about
this on our “Attiomeys and Appointed Representatives”
website;

b Avwny, ssi poviepresentation/.



Ou are an st - v whom SSA
I]ﬂﬁ fQ!md :"gﬂﬂg 0 &gﬁhlﬁ !l'jtggl 1730

! payiens and you
register with SSA,. as described below, we usually

withhold 25 percent of any past-due benefits that
result from a favorably decided retirement,
survivors, disability insurance, or supplemental
security income claim. Once we awthoyize a fee, we
pay you all or part of the fee from the funds
withheld. We will also ebarge you the assessment
required by section 206(d) and 1631(d)(2)C) of the
Social Security Act. You cannot charge or collect
this expense from the claimant. You will nced to
collect fram the claimant:

< the rest of the fee he or she owes, if the
amount of the authorized fee is more than the
gmeunt of money we witbheld and paid you for
the claimant, plus any amount you held for the
claimant in o tyust or escrow account,

+  alf of the fee he ar she owes, if we did not
withhold past-due benelits, (far example,
because there are no past-due benefits; you
waived direct payment or did nol register for
divect payment; the claimant discharged you or
you withdrew fiom representing before we
issued a favorable decision); or we withheld
past-due benefits, bt you did not ask us to
authorize a fee or tell us that you planned to
ask for a fee within 60 days afler the déte of the
notice of award and we released the withheld
amount to the claimant,

episteying for Diveet ayment
I'yon are eligible and want 1o receive divect payment, you
must register with us before we effectuate o favavable
decision on the claim. To register, you must submit a Form
S8A-1699 (Registration of Individuals and Staff for
Appeinted Representative Sevvices) nuce and a Form
SSA- 1695 (Identifyting Infonation for Possible Direct
Payment of Authovized Fees) with each appoinhment. We
will nse the information you provide an these forms to issue
you a Form 1099-MISC if we pay you aggregate foes of
$600 or more in o calendar year. The lntensal Revenue
Cade requires that we do this. For information on the
registralion process, see our “Attomeys and Appointed
Representatives” websile

4 c6a. payhe 2

Conflict of Inferest and Penalties

1 you commil improper acts, you can be suspended or
disqualified from representing anyone before SSA. Yon
also can face criminal prosecution. mproper acts inchide:

»  If you are ar were an officer or emplayee of the United
States, providing services as a representative in certain

*  claims against and other matiers affecting the Federa)
governnenL.

* Kaowingly and willingly furnishing false information.

*  Charging o5 collecting an unawthorized fee, or charging
or collectiug 100 much for services pravided in any

claim, including services before a court that made a
favorable decision,

Relerences

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

» 20 CFR §§ 404.1700 er. seq, mxl 416.1500 et. seq,
« Social Security Rulings 83-27 and §2-3¢
« 26 U.S.C. §8 604} and 6043(D



Social Security Administration Fonn Approvad
Please read the instructions before completing this form. OB No. 0980.0527

Name (Clalmani) {Print or Type) TSoclal Security Number

Wage Earner (f Different) S ocial Sacurity Number

Part | APPOINTMENT OF REPRESENTATIVE
| appoint this person,

{Name ond Address)
1o act as my represenlative in connection with my claim({s) or asserted righi(s) under:
[17ide ! [} Tide XW1 [} Titte Xvill [[] Title Vi

{RSDI) (ssi {(Medicare Coverage) {svBe)

This person may, entirely in my place, make any request or glve any nolice; give or draw out evidence of
information; get information; and receive any natice in connection with my pending claim{s) or asserted righi{s),
[ 1 authorize the Social Security Administration to release information about my pending claimi{s) or asserled
right(s) lo deslgnaled associates who perform administrative dutles (e.g. clerks), partners, andfor parties

under contractual arrengements {e.g. copying services) for or with my representative.

11 appoint, or 1 now havs, more Ihan one representative. My main representative

i5 _
{Name of Ptincipal Representalive)
Signature (Claimant) Address
Tielaphor;e Number (with Area Code} Fax Number {with Area Code) [Dale
-— ( ) -
Part i AGGEPTANCE OF APPOINTMENT

R e , hereby accept the ahove appointment. | corlify that |
fiave not been suspended or prohiblted from practice before the Soclal Securlly Administration; that | am not
disqualified from reprasenting the claimant as a current or former officer or employee of the Uniled States; and
that t will not charge or collect any fae for the representation, even if a third party will pay the fee, unless it has
been approved in accordance with the laws and rujes referred o on the reverse side of the representative's
copy of {his form. If | decide not {o chaige or collect a fee for the representation, | will nolify the Social Security
Administration. {Completion of Part Il satisfies this requirement.)

Check one: [ 1 am anatfornay.  |_]1 8m a non-aitorney eligible for direct payment under SSA law,

7)1 am a non-attorney not eligible for direct payment.
| am now or have previously been disbarred or suspanded from a court or bar to which | was previously
admitted to praclice as an altormey. [[JYES [JNO )
| am now or have previously been disqualified from participating in or appearing before a Federal program or agency.
[Jyes [JNO
t declare undet penalty of psrjury that ) have examined alt the information on this form, and on any accompanying
statements or forms, and it Is true and correct to the hest of my knowledge.

Signature (Represeniative) Address

Telephone Number (with Area Code) Fax Number {wlth Area Code) Date
() - L ) =

Part Il FEE ARRANGEMENT

[ Cherglng afee and requesting direct payment of the fee from withheld past-due benefits. (5SA misst authorize the fes
unless a reguialory excoplion appliag$elect an option, sign and dale this section.)

] Charging a fee but waiving direct payment of the fze from withheld pasi-due benefils -1 do not qualify for or do not
request direct payment. (SSA pusst suihodze the fee unless & regulalory excepllon apphies.}

E] Walving fees and expenses from the claimant and any auxillary beneficlaries --By checking this block | certily that my
fee will be peld by a third-party, and thai the claimant and any auxiliary benaficlaries ara free of all llability, directly or
indirectly, in whola of in parl, ic pay any fee or expenses to me or gnyone 2 a result of their clalm(s) or asserted right(s).
(SSA doss nof need 1o authorize the fee i a third-parly entily or a governmen! agency will pay from its funds the fee and any expenses for
this appoiniment. Do hol check thfs block ii a third-parly individust will pay the fee.)

M Walving fees from any source --| am waiving nty right fo chargs and coflect any fes, under sections 206 and 1631(d)(2)
of the Social Security Act, 1 release my clienl and any auxiliary beneficlaries from any obligations, eontractual or otherwise,
which may be owed fo me for services provided in connection with their claini(s) or asserted right(s).

Signature {Representative) Dals

Form SSA-1696-US (03-2011) of (03-2011)

Destroy Prio Editions FILE COFY






Stepping Siones to Recovery Third Edition

-

Wotksheet 1

SST & SSDI Non-Medical Documentation Checklist
(if not applicable, write NfA)

Name

DOB

Application date

SSI
AU applicants:
e Photo ID

. Howwrent, copy of mortgage/rent
agreement

— IThe or she doesn't rent; name, address
of person(s) providing in-kind help

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

. Mostrecent bank account statement,
including any joint bank accounts

— Copy of certificates of deposit
—— Copy of stock/mutual fund certificates
. Copy of bonds held i own name

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

— . Copy of burial contracts

. Copy of any other househoid income:
pay stubs, other benefits, child support

Lnigrants:

———~ Proof of sponsorship — original

. Proof of citizenship or alien status
-— original

. Birth certificate {may be required)

S8D1I
Al applicants:
. Birth certificate
.. Copy of any current pay stubs

. List of dependents

— .. Proof of Worker’s Compensation or
State Disability Ingurance Benefits
(benefits letter or check stubs)

Lmmigrants:

. Proof of sponsorship — original

—— . Proof of citizenship or alien status
— original

MODULE i}
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Worksheet 2

SSI Income/Resource Worksheet
(if the isicome{ vesouree does not apply, write N/.A)

Name
BOR SSIN
Application date
Income
Type I Date Submitted
l Earied J
Wage stubs

Tax refoimn

r Unearned l
Benefit letters

Court orders

Alimony/child support receipts

Bank statements (interest)
Dividends/royalties

Rental/lease income

Resources
Type Date Submitted
Vehicles owned*
Houses owned**
Other property owned
Life insurance policies
Bank statements
Investment statemenis
Savings statements

Burial expense set-aside

Cemetery lot, crypt, etc,

* One car of frock is fully excluded from resources if used for daily aclivities.
»+ A house fhat o person owns is excluded if the individual lives in it.

MODULE (it 43
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Worksheet 3
Applicant Tracking Worksheet

(use additional sheets, if necessary)

Name DOB 88N
Phone Address

Third Party Contact (N/A if no one)

Thitd Party ‘Third Party

Phone Address

Area of town where person stays

Food kitchens/shelters/ete.

Other staff/programs invelved

Program/Swaff person

Pratected filing date

Application date
{J By Phone {3 In Person
S8A. Claims Representative
Name Phone
Office address
Medical evidence submitted with application? [J Yes 0O No

Medical records sent for:

Source
Date(s) requested————.—Date received e Date sent to SSA/DDS
Source
Date(s) requested..———— Date received ... Date sent to SSA/MDDS e
Source
Date(s) requested_—_ Date received —.——. Date sent to SSA/DDS
DDS Disability Examiner
Name Phone

Dates of follow-up contact with DDS examiner

Consultative examination appointment? [JYes [INo Ifyes, Date

Decision [ Approved [ Denied  Date

Reconsideration filed (N/A if person is approved)

MODULE tv
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MEDICAL AND JOB WORKSHEET - ADULT

This werksheet can help you to 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), illness(es) or injury(ies) limits your ability to work?

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

Name. Address, Phone, and Patient mbei(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 Hospital/Clinie Number(s) Date(s)

OVER
Form SSA-3381 (8/2003)



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

Name of Medication and Why You Take It Doctor’s Name

F. What medical 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 tesi(s).

Name of Test Place Where Tested Persen Whe Sent You Date(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 you for the
information below,

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

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

I. 3

2. $

3 3

4. A

5. $

Keep your appointment. Do not delay filing even if you do not have all of the information. We will help
you get any missing infermation,

Form SSA-3381 (8/2003)
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Woitksheet 5
Medical Evidence Worksheet
MName
DOB SSN
Apwssion NoTi
Source Date(s) requested.— Date received .

PsycHOSOCTAL BEVALUATION

Source

Date(s) requested..— Date received

PsYCHOLOGICAL TESTING

Source

QccuraTioNAL THERAPY EVALUATION

Source

Date(s) requested... . Date received—

NEUROLOGICAL ASSESSMENT

Source

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

Date(s) requested __Date received —

PHYSICAL FxaN

Source

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

LasoraTorY RESULTS

Source

ERG/CT Scan REsurts

Source

Date(s) requested____Date received—

PsYCHIATRIC EVALUATIONS
Soutce

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

Date(s) requested—_. Date received .

PROGRESS INOTES THAT DESCRIEE FUNCTIONAL PROBLEMS AND CURRENT SYMPTOMS

Source

DISCHARGR SUMMARY

Source

Diate(s) requested. Date received—

Date(s) requested.._ Date received-——

MODULE X
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Authorization for Release of Information

PATIENT’S/CLIBNT'S NAME; BIRTHDATE [/ /[
LAST FIRST M. L Mo, Day Year

The undersigned bereby authorizes and requests

HOSPITAL, AGENT, OR TREATMENT PROGRAM
io provide

NAME OR TITLE OF PERSCON OR ORGANIZATION TO WHICH DISCLOSDRE IS TO BE MADE

the following infovmation: (pleass specify)

Discharge summary, admission infoxmation, peychosacial evaluation, psychosocial testing report, progress
notes, and ather relevant information:

\

Dates of Hospitalization: ALL DATES

Dates of Services Provided: ALL DATES

"Fhe disclosure is to be used for the following putposes: For obuining Social Security disability benefits.

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

1 understand chat the information may/will include treatment for mental and/or physical llness, counscling
or ireatment for drug and/or alcohol abuse, human immunodeficiency vitus (HIV), including acquired
immunodeficiency syndrome (AIDS) or tests for HIV or AIDS,

I understand that I may revoke my consent to releage information from my recosds, but not retroactive to
release of informadon alteady made in good faith,

Signed Date

Date

Signature of Parent, Relative, or Lepal Guardian, where applicable

Witness Date

ANY INDIVIDUAL OR AGENCY RECEIVING THIS INFORMATION IS PROHIBITED FROM MAKING
PURTHER DISCLOSURRE OF THIS INFORMATION.

IF THIS INFORMATION CONCERNS A PERSON ADMFTTED FOR TREATMENT OF ALCOHOL OR BRUG ABUSE, THE
CONFIDENTIALITY OF THIS INFORMATION IS PROTECTED BY FEDERAL LAW, FEDERAL REGULATION (42 CFX
PART 2) PROHIBITS YOU FROM MAKING ANY FURTHER DISCLOSURE OF THIS INFORMATION EXCENY WITH THE
SPECIFIC WRITTEN CONSENT OF THE PERSON TO WHOM IT PERTAINS. A GENERAL AUTHORIZATION FOR THE
RELEASE OF MEDICAL OR GTHER INFORMATION, IF HELD BY OTHER PARTY, IS NOT SUFFICIENT FOR TH1S
PURPOSE.

MODULE IV {7
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Sample Medical Records Request Letter

Re:
POB:
SSN:

Dear

Qut program serves homeless adults and helps them obtain income, secvices, and other resources.
Past of this effort is to help individuals apply for Supplemental Secutity Income (SSI) and/or
Social Security Disability Insurance (SSDI), two disability income programs operated by the Social
Security Administration (S8A). In addition to providing needed income suppost for beneficiaries,
both programs provide medical insurance (Medicaid or Medicare), which could reimbutse yous
facility for future care you provide this individual as well as possibly cover some retroactive bills.

'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 information, eligibility for
desperately needed benefits is unlikely.

You have provided medical services to the abave 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 soou as possible, 1 will ensure that this
information is sent on to the DDS for review.

Fot you to have a sense of what is needed from your records, I also have enclosed with this letter 2
list of medical information that can be extraordinarily helpful. Your cooperation is critical for the

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

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

Sincerely,

MODULE IV
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Medical Information for SSI/SSDI

Admission notes

Physical examination reports

Laboratoty test results and reports

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

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

Occupational therapy repotts

Neurological evaluations

Neuropsychological testing repoxts

Any additional evaluation reports

Progress notes for duration of each treatment episode

Dischatge summaties

MODULE IV
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Fi A
WHOSE Records fo be Disclpsed o?'at'; Ng?‘o%?:oaza

NAME (First, Middle, Lasi)

88N Bithday

AUTHORIZATION TO DISCLOSE INFORMATION TO
HE SOCIAL

SECURITY ADMINISTRATION (SSA

e EASEREAD: TIRE FORM:BOTH RAGE STRERDRESIGNINGBELE!

1 voluntarily authorize and request disclosure (including paper, oral, and alectronic interchange):

OF WHAT All my medical records: also education records and other information related to my ability fo
perform tasks. This includes specific permission fo release:

1, All records and other Information regarding my treatment, hospltalization, and outpatient care for my impairment(s)
Inefuding, and pot limlted fo:
- Psychological, psychiatric or other mental impairment(s} (exeludes "psychotherapy notes™ as defined in 48 CFR 164.501)
- Drug abuse, alcohalism, or other substance abuse
- Sickle cell anemia
- Records which may indicate the presehce of & communicable or veneres! disease which may nclude, put are not lmited to,
diseases such as hepatifis, syphilis, gonorrhea and the human fmmunocdeficency virus, also knoewn as Acguired nmune
Deflclency Syndrome (AIDS); and tests for HIV,
- Gene-related Impairments {including genetic fest resuits)
2. Information about how my Impalrmant(s) affects my abiiity to complete tasks and activities of dally living, and affacts my ahility to work.
3. Coples of educational {ests ov evaluations, including Individuatized Educational Programs, trisnnial assessmeits, psycholegical and
speech evaluations, and sny other racords that can help evaluate functlon; also teachers’ observations and evaluations.
4, Information created within $2 months after the date this authorlzation is signed, as well as past Information,
FROM WHORM TS EO RO BECONPEEIED, S
< All medical sources (hospilals, clinics, labs,  |HgEHY o { i 3 A ;
physielans, psychologists, eic.) including
menial health, correclionat, addiction
realment, and VA health care facllities
+ All educational solrces (schools, teachers,
records administrators, counselors, ete.)
Social workers/rehabllitation counselors
Consulling examlners used by 8BA
+  Employers
+  Others who may know about my condition
{family, naighbors, friands, public officials)

TO OM The Saclat Security Administration and to the State ageney authorized to process my case (ususlly called "disabilily
determinalioh services™), including contract copy services, and doctors or other professionals consulted during the
process. [Also, for International claims, to the U.5. Departmenl of Stale Forelgn Service Post]

PURPOSE Deteraining my eligiblity for banefits, including looking et the combined effect of any Impaliments
that by ihemselves would not mest SSA's definition of disablity; and whether | can manage such benefits.

[ Determining whether | am capable of managing benefits ONLY (check only if this applies)

EXPIRES WHEN  This authorization is good for 12 months from the dale sipned (below my signature).

«  1authorize (he use of & copy (Including elecironic copy) of this form for tha disclasure of the information described above.

« | upderstand that there are some chicumslances In which this information may be redisclosed to other pariies (sse page 2 for detalls}.
» | may write to SSA and my sources to revoke this aulthorizetion at any time (see page 2 for details).

< S8A wlif give ma a copy of this form If | ask; | may ask the sourea 10 allow me lo inspecl or gel a copy of material o be disclosed,

« | have read both pages of thls form and agree to the disciosures above from the types of sources listed.

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

INDIVIDUAL authorizing disciosure [ Parentofminor [} Guardian [} Other personaf representative (explain)

SIGN & (Parent/guardian/personel represenlativa sign W’
here if wo gignatures requlred by Staie law)
Dels Sipned Street Address
Phons Number (with afsa code} City Sate ZiP
WITNESS t iknow the person sigring this form or am salisfied of this person's identity:
IF needed, second wilhess sign here (e.g., If sigrad with "X* above)
GN B SIGN b
rhone Number {or Address) Phone Number {or Address)

This generel and spacial auihorization lo disclose was developed (o comply with the provisions regarding disclosure of medicel, aducstionsl, and
other Informalion under P.L. 104-197 ("HIPAA"); 45 CFR parts 160 and 164; 42 U.S. Code section 200dd-2; 42 GFR parl 2; 38 U.5. Code section
7332 38 CFR 1.475; 20 U.S. Code section 1232g ("FERPA'}); 34 CFR paris 89 and 300; and Slaie law.

Form SSA-827 (1-2005) ef (08-2005) Use 2-2003 and Later Edilions Until Supply is Exhausted N Fage 1of 2




Explanation of Form 8SA-827,
“Authorization {o Disclose Infermation to the Secial Security Administration (SSA)"

We need your written anthorization to help get the information required o process your claim, and 1o determine your capability of
managing benefits. Laws and repulations require that sources of personal information have a signed authorization hefore
releasing it to us. Also, laws require specific suthorization for the release of information about certain conditions and from
educational sources.

You can pravide ibis authorization by signing a forn1 SSA-827. Federal Jaw permits sources with information about you to
relense that information if you sign a single authorization 1o release all your information from all your possible sources. We will
make copies of it for each source. A covered entity (that is, a source of medica) information about you) may not condition
trestinent, payment, enrolliment, or cligibility for benefits on whetlier you sign this authorization form, A few States, and some
individual sources of information, require that the authorization specifically name the sourse that you authorize to release
personal information. In those cases, we may ask you to sign one authorization for each source and we may contact you again if
we need you to sigh more anthorizations.

You have the right to revoke this authorization at any time, except to the extent a source of information bas already relied on it 1o
take an action. To revoke, send a written statement to any Social Security Office. 1f you do, also send a copy directly (o any of
your sources that you no longer wish 1o disclose information about you; SSA can tell you if we identified any sources you dida't
tell us about. SSA may use information disclosed prior to revocation (o decide your claim,

Itis SSA's policy to provide service to people with limited English proficiency in their native language or preferred mode of
communication consisteat with Execulive Order 13166 (Augnst 11, 2000) and the Individuals with Disabilities Education Act.
SSA makes every reasonable effort to ensure that the information in the SSA-827 is provided to you in your native or preferred
langnage.

IMPORTANT INFORMATION, INCLUBING NOTICE REQUIRED BY THE PRIVACY ACT

All personal information collected by SSA is protected by the Privacy Act of 1974, Once medical information is disclosed to
SBA, it is no longer protected by the health information privacy provisions of 45 CFR part 164 (uandated by the Health Insurance
Portability and Accountability Act (HIPAA)), SSA refatns personal information in strict adherence to the retention schedules
estoblished and maintained in conjunction with the National Archives and Records Administration, At the end of a record's useful
life cycle, it is destroyed in accordance with the privacy provisions, as specified in 36 CFR pari 1228.

SSA. is authorized fo collect the information on form SSA-827 by sections 205(a), 223(d)(5)(A), 1614(a)3)(H)(), 1631(d)1) and
1631 (e)(1)(A) of the Social Secority Act. We use the information obtained with this form o delermine your eligibility, or
continuing eligibility, for benefits, and your ability to manage any benefiis received, This use usually includes review of the
information by the State agency processing your case and quality control peopte in SSA. In some cases, your information may
also be reviewed by SSA personnel that process your appeal of a decision, or by investigators Lo resolve allegations of fraud or
abuse, and may be used in any related administrative, civil, or criminal proceedings.

Signing this form is voluntary, but failing (o sign it, or revoking it before we receive necessary information, could prevent an
accurate or timely decision on your elaim, and could result in denial or loss of benefits. Although the inforination we obtain with
this form is almost never used for any purpose other than those stated above, the information may be disclosed by SSA without
yofpr consent if authorized by Federal laws such ag the Privacy Act and the Social Security Act, For example, SSA may disclase
information:
1. To enable a third party (e.g.. consulting physicians) ov other government agency lo assist SSA (o establish rights to
Social Security benefits and/or coverage;
% Pursuant o law authorizing the release of information from Sociai Security records (¢.g., to the Inspector General, to
Federal or Stale benefit agencies or auditors, or to the Depariment of Velerans Affairs(VA));
3. For statistical research and audil activities necessary to ensure the integrity and improvement of the Sacial Security
programs {(e.g,, to the Bureau of the Census and private concerns under coniract with 8SA),

S8A will not redisclose withoul proper prior writien consent information: (1) refating to alcohol and/or drug abuse as covered in
42 CFR part 2, or (2) from edueational records for & minor obtained under 34 CFR part 99 (Family Educational Rights end
Privacy Act (FERPA)), or (3) regarding mental health, developmental disability, AIDS or HIV,

We may also use the information you give us when we match records by computer. Matching programs compare our records
with those of other Federal, State, or Jocal goverment agencies. Many agencies may use matching programs to find or prove that
a person qualifies for benefits paid by the Federal government. The law allows us to do this even if you do not agree 1a i,

Esplanations about possible rensons why information you provide us miay be used or given out are available upon request from
any Social Security Office.

PAPERWORK REDUCTION ACT

This information collection meets the requiremients of 44 U.8.C. § 3507, as amended by Scction 2 of the Paperwork Reduetion
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 tuke abaut 10 minutes to read the instructions, gather the facts, and answer the questions. SEND
OR BRING IN THE COMPLETED FORM TO YOUR LOCAL S8OCIAL SECURITY OFFICE. The office is listed under
U. 8. Gavernment agencies in your telephene directory or you may call Sucial Security at 1-800-772-1213. You may send
connnents on our time estimate above to: 554, 6401 Security Bivd,, Baltimore, MD 21235-6401. Send anly commenis relating
fo our time estimate to this address, not the completed form.

Forny SSA-827 (1-2005) ef (0B-2008) faga 2af 2
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Worksheet 4
Substance Use Worksheet
MName
DOB SSIN
GENERAL HISTORY

(Detaited information is fisted on Worksheet 6, tbe Applicant Assessnvat fornr. Infornietion en brain dumage and past abuse
ir Zakeent frum that assusuent)

Brain damage hisiory (due to head injury, illness, or substance use)? 0 Yes O No

History of physical abuse? {3 Yes ONe
History of sexual abuse? OYes ONo
Diaguosis of serious and persistent mental illness? [ Yes [INo

List diagnoses:  Axis I (clinical disorders)

Axis II; (personality disorders, mental retardation)

Axis III: (physical health problems)

SussTanNcE Use HisTORY

What do you drink now? About how much? What other drugs do you use, about how
much, and (usually) how often? (Obtain darification i the person sqys something fke “a fitdle,” or “ales,”
ar "nol aruch.")

Do you recall how old you were when you first started drinking (or using other drugs)?

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

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

MODULEVH
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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 deseribe your life since you've been using?
What do you think affected how much you drank alcohol or used other drugs?

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

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

Have you ever fried 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 whey this happened?

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

Worksheet—4

MODULEVIE
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Do you feel your substance use is a problem? Can you tell me why?

If you tried o 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 needed?

If yes, what type of evaluation?

M ves [INo

Appointment dates for needed evaluation(s)
Place Address Phone Type of Evaiuation
Number
Interviewer Date
Worksheet—4
MODULEVH
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Medical Summary Report

Interview Guide and Template

For applications filed on or after January 17, 2017

The Medical Summary Report (MSR) interview Guide provides sample questions and guidance for
gathering information necessary to the SSI/SSDI disability determination process. We do not expect
you to ask all of the questions in each section. The 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 MSR
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 traumea, it is critical to not overwhelm the applicant. It is equally important that the
person be safe and secure after leaving the interview. Gathering such personal information requires a
sensitive and skilled interviewer,

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

Section I: Introduction

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

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

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

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

Section ll. Personal History

A, Current and Past Living Situations; Homelessness History

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

Sample guestions:
»  Where do you live or stay? With whom?

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

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

s  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.

SS1/SSDI Outreach, Access and Recovery (SOAR) Technical Assistance tenter Janua;y 17, 2017
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Sample topics/questions:
«  Place of birth; family structure/relationships; others in the home
®  Tell me what it was like when you were growing up.
= When you were growing up and did something your {fill in person who raised the individual)
didn’t like, what would s/he do?
»  How old were you when you left home? Why did you leave?
» Do you have contact with your family?

C. Marital/Intimate Relationships
This section further speaks to how the person maintains or ends relationships with people, and can
highlight impairments in social functioning {i.e. Interact with others).

Sample questions:
= Are you currently married or in a relationship?
= How long were you with ? What happened when the relationships ended?
= 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?
*  What is your relationship with them now?
» Are you able to have contact with your children?
* If 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:
= Was there ever a 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 ciues to a person’s past and present functioning. It is helpful to
understand how a person learns and processes information and whether the person received setvices
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 skilis.

SS1/SSDi Outr_each, Acces;;nduli_egbvery (SOAR) Technical Assistance Center January 17, 2051.;
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Sample questions:
= What was the last grade or level that you completed?
= Did you repeat any grades? If so, which one(s) and why?
= 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 History®

Contact with the criminal justice system can reveal information about how mental health symptoms
may impair day-to-day functioning. If there have been arrests, find 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.

Sample guestions:
= Have you ever been arrested? 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?
* Are you on parole or probation now? Are you having any difficulties meeting the conditions?

Section ii: 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: $SA
can provide a report of the person’s earnings if requested. Contacting former employers, with the
applicant’s permission, may also provide useful evidence,

Sample questions for each job {including any supported employment):
= When did you work there? What did you do?
®  How long did you work there?
*  What did you like about working there? Dislike?
=  What were your relationships 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
outstanding felony warrant for flight or escape, this may interfere with eligibility for benefits; however, other warrants,
including those for parole and prabation violation do not affect eligibility.

SSI/SSDI Qutreach, Access and Recovery (SOAR) Technical Assistance Center January 17“, 2017
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figures. It can also be a source of medical records, periods of sobriety, and information about PTSD or
T8l symptoms.

Sample questions:

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

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

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

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

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

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

Section IV: Substance Use

The purpose of asking these questions 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 questions:

SS1/SSDI Outreach, Access and Recovery (SOAR) Technical Assistance Center B

Do you drink alcohol? About how much? What other drugs do you use ond 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)?

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

you decide to drink and/or use other drugs?

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

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

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

What is your substance of choice now? If you could use any alcohol or other drug that you
wanted, what would it be? Why do you prefer this drug? How does it make you feel? What does
it da?
Have you ever tried to limit your substance use? If yes, what happened?
Have 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?

January 17, 20.’5
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Section V: Physical Health

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

Sample questions:
= Are you currently being treated for any physical health problems? What are they?
= Have you ever been hospitalized for any physical health problems? Where? When? For how
long? What happened?
= Have you ever fallen, been hit, been in a fight, or been in an accident where you were knocked
out? What happened? Did you go to a doctor or hospital?
* Do you have any dizziness, headaches, difficulty paying attention, confusion? Have you had
treatment for any of these?
* Have you ever had any surgery? What was the result?
" Have you noticed anything 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?
© 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

Inquiries 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:
= Describe how you feel day-to-day. Are some days better or worse than others?
= When you experience [depression, anxiety, a ponic attack, etc.}, tell me how thot feels.
= When did you first notice these difficulties?
* When you started experiencing these problems/difficulties, what did you do?
»  What have you tried on your own to feel better?
*  What things make you feel worse?
= Did anyone help you with managing these difficult experiences?
= Astime went on, what happened? Did these experiences get worse? Better?

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

S51/SSDI Outreach, Access and Recovery (SOAR) Technical Assistance Center  January 17, 2017
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Psychomotor Activity
= Does the individual have difficulty sitting still? Does he or she seem agitated? Is the person
noticeably 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
because of access to food or appetite changes?

s 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 you 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 lot?

Manic/Bipolar Symptoms

» Do you ever feel that your thoughts are maving 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 feef 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 voices or noises that other people say they don’t hear.
Does this happen to you? What do you notice?

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

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

= QOutpatient services: current counselor, therapist or psychiatrist

= Supportive services: case management

= Medications: past and present, side effects

=  Treatment during incarceration

Sample questions:
= What kinds of treatment or services have you received for managing these difficulties?
= What has been most helpful? Least helpful?
»  Were you ever hospitalized for your nerves or difficult feelings? What happened?
= 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 VII: 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 SSI/5SDI, 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 questions 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 natice that is different about your
memory? When do you notice this? Can you give me a specific example?

SSI/Sgl‘:')II“Outreach, Access 'é;r}a-kecovery (SOAR) Technical Assistance Center January 17, 2017
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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 Infarmation

Do you have difficulty learning a 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 fo do, how
quickly do you catch on?

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

B. Functional Area Il — Interact with Others
Interacting with others in the community:

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

How often do you go samewhere outside? Do you usually go by yourself or with other people?
Do you prefer to be alfone 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?

Whe 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?

SS1/SSD1 Outreach, Access and Recovery (SOAR) Technical Assistance Center January 17, 2017
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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 handle that?
Do you work better with a group of people or by yourself?

C. Functional Area Ill — 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 at 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
regularly, how come?

Q/SSDI Outreach, Access and Recovery {SOAR) Technica!-l\ssistance Center January 17, 2017
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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 regular
basis? What kind of chores do you find difficult to do? If the person lives with someone else:
How are the chores split up? Do you need reminders to do chores?

Are you able to do your own faundry? How often do you usually do it? If not: How come? Who
does your laundry?

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

Budgeting is something we all struggle with. How are you at budgeting? Are you able to set up a
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 a supervisor changes your tasks or expectations, how do you handle it?

If this applies: How do you handle times when you have physical pain while 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.

gSI/SSDI Outreach, Access and Recovery (SOAR) Technical Assistance Center January 17, 201_7
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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)

SSI/SSDI Outreach, Access and Recovery (SOAR) Technical Assistance Center January 17, 2017
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SUBSTANCE USE
(Substance use history and treatment, including reasons for use, impact of use, treatment history, and
any periods of sobriety; describe the applicant’s symptoms while sober)

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

SS1/SSDI Qutreach, Access and Recovery (SOAR) Technical Assistance Center January 17, 2017
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SOAR HORKS

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 diaghoses provided in the introduction)

if you have any questions, please call at , or Dr. at

Sincerely,

{Insert signatures]

SS1/SSDI Outreach, Access and Recovery {SOAR) Techni¢al Assistance Center January 17, 2017



SOCIAL SECURITY ADMINISTRATION e g‘;";‘ '{}gf’g’;;g_om
APPLICATION FOR SUPPLEMENTAL SECURITY INCOME {SS1) o ATE STAMR

Note: Sacial Security Administration steft or others who help people apply for
851 will filt 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, [ Recepr ] Protestive
and where applicable, for medical assistance under

Filing Date (month, day, year}

Title XIX of the Saocial Security Act. [} Fs-ssarapp ] [} FS-REFERRED
Preferred Language
Written: Spaken:

TYPE OF CLAIM [1 individuat [ [noividual with e [0 chila [ Chitg with Parents

ineligible Spouse

PART [--BASIC ELIGIBIHATY~ Answer the questions below beginning with the first moment of
the filing date month,

{a) First Name, Middle Initial, Last Name Sex Birthdate Social Security Number
1 Male {month, day, year)

1

D Female
{b} Did you ever use any other names [including
maiden neme) or any other Social Security Numbers?

(c} Cther Namels) Other Social Security Number(s) used

1 vEs Goto (e [l NO  Go to (d)

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

Mother's Father's

Maiden Name: Name: Go to #2
2. |ta} Ate you marsied? [] YES Goto (b) [l no Goto#3

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

{c)} Spouse's Name (First, middle Initial, jast) Birthdate Social Security Number

{month, day, yeat)

{d) Did your spouse ever use any other namsas

{including maiden name} or Social Security Numbers? D YES Gotole) D NG Go to (f
{e} Other Namels) Other Social Security Number{s) Used

(1) Are you and your spouse living together? D YES Go to #3 [] N0 Gotw {a)
{g) Date you began living apait : {month, day, yeart

Form SSA-B0DO-BK (02-2010) Ef {02-2010) Pege 1
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2, | {h} Address of spouse or nama of someohe who knows where spouse is. {Complete only if spouse is aée 86,
blind or disablsd.)
- i
3. | {a} Have you had any other marriagss? You Your Spouge, | filing
If never married, check this box D D YES D NO D YES D NO
Go to (b} Ga to #4 Go to (b) Go to #4

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

You

YOUR SPOUSE

FORMER SPOUSE'S NAME
{including maiden name}

BIRTHDATE
{monih, day, yeat)

SQCIAL SECURITY
NUMBER

DATE OF MARRIAGE
{month, day, year}

DATE MARRIAGE ENDED
{month, day, yeas)

HOW MARRIAGE ENDED

4. |If you are filing for yourself, go to (a); if you are flling for a child, go to {g).

{a) Are you unable to work because of itlhesses,
injurles or conditions?

Yau
] ves ] no

Go 1o (b) Go to #5

Your Spouss

] ves 3 no

Go 1o (b} Go to #5

(b} Entes the date you becams unable to work.

lmomth, day, year}

{month, day, year)

(c} What are your illnesses, injuries or conditions?

You

Go to (d)

Your Spouse

Go to {d}

DYES Parent's Nama:

(d} H you were unable to work because of liinessss, injurias, or conditions before you were age 22, do you
have a parent who Is age G2 or older, unable to work because of illnesses, injuries or conditions, or deceased?

Social Security Number:

Address:

O no

Go to #B
{month, day, year}
{e) When did the child become disabled?
Go to (1)
(fl What are the child's disabling iilnesses, injuries or conditions?
Go to {g)

Form 8SA-8000-BK {02-2010} Ef (02-2010)
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conditions, or decaased?

[:] YES Parent's Name:

. |[ig) Does the child have a parent(s} who is aga 62 or older, unable to work because of illness, injuries, or

Social Security Number:

Address:
D NG Go to #5
5, | Birthplace City State Country {if other than the U.S.}
You

Your Spouse,

if filing Go 10 #6
You Your Spouse, i filing
6. | Are you a United States citizen by birth? {Jyes Cno [} ves [Jno
Go to #12 Goto #7 |Goto #12 Go to #7
7. | Are you a naturalized United States citizen? D YES E] NO D YES D NO
Goto#12 Goto#8 |Goto #12 Go 1o #8
8. |{a) Are you an American Indian born outside the []ves [Jno []ves [Jwo
Untted States? Goto(bl Gotolc) |Goto(b)  Goto lc)
{b) Check the block that shows your American indian status,
You Your Spouse, if filing
] American indlan born in Canada {1 American Indian born in Canada
Go to #12 Goto #12

D Member of a Federally recognized Indian Tribe;

D Member ot a Federally recognized Indian Tribe;

Name of Tribe Go to #12 Name of Tribe Goto #12
] other American Indian [T other American Indian
Explain in Remarks, then Ga to {c} Explaln in Remarks, then Go to (¢}
{¢) Check the black below that shows your current immigration status
You Your Spause, if filing
1 Amerasian Immigrant [] Amarasian Immigrant
Go 10 #9 Go to #S
D Lawful Permanent Resident D Lawfuf Permanent Resident
Go 10 #9 Go to £8
D Refugee D Retugee
Date of sntry: Go to #11 Date of entry; Go ta #1711
] Asylee 0 Asyles
Date status granted: Go to #11 Date status granted; Goto #11
0 Condlticnaj Entrant N Conditional Entrant
Date statug granted: Go to #11 Date status granted: Goto 411
D Parolee for One Year D Parolee for One Year
Go to #11 Goto #11
] cuban/Haitian Entrant ] cuban/Maitian Entrant
Go to #11 Go to #11
0 Deportation/Removal Whhheld D Deportation/Removal Withheld
Data: Go to #11 Dats: Go 1o #11
Other Other

O

Explain in Ramerks, then Go to {d}

O]

Explein in Remarks, then Go to {d)

Form SEA-BO00-BK (02-2010} E1 {02-2010)
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(d} If you have status, or have applied fot status as the spouse, child, or parent of a child of a US citizen, ot

lawfully admitted permanent resident alien, Go to #10Q;

otherwise Go to #12,

8. | you are fawfully admitted for permanent residence:
You Your Spousa
{a} Date of Admission (menth, day, year) {month, day, year}
{b) Was your entry into the United States sponsared R
by any person or promoted by an institution or group? [(;lc I,Ea) %]o ‘Igo(d) %}) .P;E(Sé} E’) trio(d}
{c} Giva the following information about the person, institution, or group, then Go to (d):
Name Address Telephone Number
{d) What was your immigration status, if any, before You Your Spouse, if filing
adjustment to lawful permanent resident? Status: Status:
{month, dsy, yeai) {month, day, year}
From: From:
To: To! Go to {e}
{e) If fifing as an adult, did your parents ever work in D YES D NO D YES D NO
the United States before you were age 18? Go to (f} Go 1o #171 | Go ta (N Go to #11
(f) Name and Soclal Security Number of paranti{s) who worked.
Name Sacial Security Number
Name Social Security Number
10. | {a) Have you, your child or your parent, been You Your Spouse, if filing
subjected to bartery or extreme cruelty while inthe | [ ] YES [NO [1YES (] no
United States? Go to {b) Go to #12 | Go to (b} Go to #12
(b) Have you, your child, or your parent filed a
petition with the Department of Hameland Security [ves [dno []ves [ No
for a change in immigration status because of being
subjected 1o battery or extreme cruelty? Go to #11 Go to #12 |Go to #11 Go to #12
11.] Are you, your spouss, or parent an active duty [:] YES ['_] NO [1YES []NO
member or a veteran of the armed forces of the Explain in Go to #12 | Explain in Goto #12
United States? #67(b), then #57(b), then
Go to #12 Go to #1312
12, {{a) When did you first maks your home in the United {manth. day, year} fmogth. S8V; sl
States?
(b} Have you lived outside of the United States since E] YES D NO D YES D NO
then? Go 1o {c} Goto#13 |Gotolc)  Goto #13
{rmonth, day, yesr) {month, day, year)
{c} Give the datss of residence outside the United From: From:
States. )
Ta: To:
13. |(a) Have you been outside the United States {the 50 -
states, District of Columbia and Northern Mariana L] vEs [no []ves [1No
lslands) 30 consecutive days prior to the filing date? Go to (b} Go to #14 | Ga to (b} Go to #14

Form 88A-8000-BK [02-2010} Ef {02-2010}
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13. (b} Give the date (month, day, year) you left the Date Left: Date Left:
United States and the date you returned to the
United States. Date Retumed: Date Returnad:
{F 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 TIME SINCE THE FIRST MOMENT OF THE FILING DATE MONTH, GO TO
#14; OTHERWISE GO TO #18.
14. |{a} Is your spousefparent the sponsor of an allen who
is eligible for supplemental security income? [7] YES Gota (b) D Ne Goto #15
{h} Eligible Alien‘s Name Eligible Alien's Social Security Number
Go to #¥1B
18, {a) Do you have any unsatisfied felony warrants for You Your Spouse, If filing
your arrest? [C]vEs [Jno [7] ves [3nNO
Go to (b} Goto #16 | Go to {b) Go to #16
{b) In which state or cobntry was this warrant issued? | Name of State/Country | Name of State/Country
Go to {c} Go 10 (g)
{c} Was the warrant satisfied? []YEs [ NO ] yes [ NO
Go 1o [d) Go to #16 | Go to {d) Go 1o #3168
{d) Date warrant satisfied TieRith, Sy, ves: tmonth, day, year]
16.{a} Do you have any unsatistied Fedaral or State D YES You NO DY\?E; SpDuseﬁf :\i'gg
warrants for violating the conditions of probation or Go to [b) oto #17 | Go to (b) Go 1o #17

parole?

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

Mame of State/Country

Name of State/Country

Go 1o (¢ Go to (¢}
[c) Was the warrant satisfied? ] ves [Jw~o [Jves ] Nno
Go 1o (d} Go to #17 |Go to {d) Goto #17

(d) Date warrant satisfied

{month, day, yaur}

{month, day, yeesr)

PART I - LIVING ARRANGEMENTS - The questions in this saction refer to the sighature date.

17

Check the block which best describes your present fiving situation:

D Household

Since (month, day, year)

Go to #22
. Since (month, day, year}
D Non-Institutional Care
Go 10 #20
o Since {month, day, yeari
] Institution
Go to #18
Since {month, day, year
E] Translent
Go to #35

Form 8SA-8000-BK (02-2010) Ef {02-2010)
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INSTITUTION

18.| Check the block that identifies the type of institution where you surrently reside, then Go to #12:

D Schaol 7] mehabilitation Center
[J Hospital 1 Jail

[7] Rest or Retirement Home L1 other (Specify}

D Nursing Homs

1.1 Give the following information about the INSTITUTION:

{a) Name of institution:

{b) Date of admission:

{c) Date you expect 10 be released from this institution:

Go to #35

NCGN-INSTITUTIONAL CARE
20. | Check the block that best describes your current residence, then Go to #21;

1 Foster Home D Group Homa | [_] Other (Specity}

21.| Give the following information about your Noninstitutional Cars:

(a) Name of facility whera you live:

(b} Name of placing agency Address Telephone Number

{c) Does this agency pay for yaur room and board?

1 yES Goto #35 1 no i NO, who pays?

Go to #35
HOUSEHOLD ARRANGEMENTS
22.| Check the block that describes your current residence, then Go to #23:
[1 House {1 Mobile Homa
[0 Apartment [} Houseboat
[} Room {private home) {71 Other {Specify)
[C] Room lcommercial establishment)
23,| Do you live alone or anly with your spouse? 7] YES Goto #25 ] NO Goto#24

Form SSA-8000-BK {02-2010) Ef {02-2010) Page 8



24, |{a) Give the following information ahout everyone who lives with you:

Public Biind or if Under 22
Assistance | oo | Birthdate | Disabled | married | Student | Social Security
Name Relationship [YES | NO | M | F | mm/iddlyy [YESTNO | YES| NO |YES| NO Number

if anyone listed Is under age 22 and not merried, Go to (b); otherwise, Go to #25.

{b} Does anyone listed in 24(a} who Is under age 18, OR
between apges 18-22 and a student, receive income?

7] YES Goto (o)

{]nwno

Go 1o #2B
{c} Child Receiving Income Source and Type Monthly Amount
$
$
$
$
$
$
25, |ta) Do you (or does anyone wheo lives with youl own D YES Go to #26 D No Go to (b)

or rent the place where you live?

Form SSA-800D-BK {02-2010} Ef {02-2010}

Page 7



25.

(b} Name of person who owns or

rents the place where you live Addrass TeiEphanaiiiumber

{c) i you live alone or only with your spouse, and do not own or rant, Go to #35; otherwise, Go to #29.

28,

{a} Are you (or your living with spouse) buying or do [} ves ] Ne
you own the place where you live? Go to {¢) If you are & child living
with your parentls) Go
to {b); otherwise Go to
#27

{b} Are your parent{s) buying or do they own the place [ YES Gotaict [] NO Gote#27
where you live?

{c} What is the amount and frequency of the mortgage paymaent?

Amount: § Frequency of Payment: 6o fo ()
[»]

{d) If you are a child living enly with your parents, or only with your parents and their other children who are
subject to deeming, or with others in a public essistance household, or living alone or with your spouss,
Go to #35; otherwise Go to #2808,

27

(a} Do you {or your living with spause} have rental [ ves Goww [J wno

liability for the place whete you live? if you are a child living
with your parent{s) Go 1o
{b); otherwise Go to {¢)

{b} Does your parent(g) have rental {iability? [3 ves Goto [J No Gotoie)

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

[] YES Give name of person with rentel liability:

Go to #28
[[] No Give name af parson with home ownership:
Go to §29
{d} What is the amount and frequency of the rent payment?
Amount: § Frequency of Payment:
Go to #28
28.|{a) Are you {or anyona who lives with you} the parent D YES Go 1o b} E] NO Go to {c)

or child of the landlard or the landlord’s spouse?

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

{c} If you sre a child living only with your parents, or only with your parents and their other children who are
subject to deeming, or with others in a public assistance housshold, or living alone or with your spouse,
Go 1o #35.

28

{a) Does anyone living with vou contribute to the
haousahold expenses? (NOTE: See list of household D YES Go to {b) D NO
expensas in #34) Go 10 #30

{b) Amount othars contribute: &

Go to #30

Form S85A-8000-BK (02-2010) Ef (02-2010) Page B



30. ((a) Do yau eat all your meals out? ] YES Goto #31 [} NO Goto{b)

(b} Do you buy all your Tood separately from other

hottsehold members: [ Yes Goto#31 ] NO Goto #31
31.|Do you contribute to household expenses?

[ YES Average Manthly Amount: L Go 1o #32

[[] NO Guto #32
32, |la) Do you have a loan agreement with anyane to repay )

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

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

{c} Will the amount of this foan cover your share of the
household expenses?
{d) }# you contribute toward household expenses and you answered "NO" to both 30{a) & (b), Go To #33. If
you answered "YES" to either 30{a) or 30{b), Go to #34,
If you do not contribute toward household expanses, go to 35,

] Yes Goto#35 [1 NO Go to (d)

33.|{a} is part or all of the amount in #31 just for food?
] YES Give Amount: $ Go to (h) ] NO Gotob)

{b) Is part or all of the amount in #31 just for shelter?

[J YES Give Amount: § Go to #34 ] NO Goto#34

34.| What is the average monthly amount of the follawing household expsnses!
{Show average over the past 12 months unless you have been residing at your present address less than 12
months, f so, show average far the months you have resided at your present address.)

CASH EXPENSES AVERAGE MONTHLY AMOUNT

Food (complete only if #30(a) & (b) are answered NO)

tMortgage or Rent

Property Insurance (if required by mortgage lender}

Real Property Taxes

Electricity

Heating Fusl

Gas

Sewer

Garbags Removal

e | A | | TR A | | 4| L | OF | A

Water

TOTAL $
form SSA-8000-BK {02-2010} Ef (02-2010) Page 9
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35,

your food or shelter itanis?
[ YES Name of Provider {Person or Agency)

(a) Does anyone who does NOT LIVE with you pay for, or provide you or your household (if applicable), any of

List of [temis

Monthly Value: §

] wo

Go to (b}

any of your or your household's food or sheiter items?

[] YES Name of Provider (Persoh or Agency)

(b) Does anyone who does NOT LIVE with you give you, or your household (if applicablel, money to pay for

List of items

Monthly Value: §

[} nNo

Go 10 #36

36,

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

[Jves Goto (b

1 nNo

Explain in Remarks,
then Go to (b}

{b) Do you expect any of this information to change?

1 ves

Explain in Remarks,
then Go 1o #37

[] NO Goto #37

PART Iil - RESQURCES - The questions in this sec

date month.

tion pertain to the first moment of the flling

. Spouse
37.|{a) Do you own or doas your name appear on, either You Your Sp
alone or with other people, the title of any vehicles Clves [1No [Jves [ NO
{auto, truck, motorcycle, camper, boat, etc.)? Go to {b} Go 10 #38 | Go to (b) Go to 238
Current
{b) Owner's Name Description Used For Market Amount
{Year, Make & Modsl) Value Owed
$
$
$
%
38, |(a} Do you awn or are you buying any life insurance You Your Spouse
policies? [Jves no £ YEs 1 no
Go to (b} Go ta #39 | Go to (b} Go to #38
Form $SA-8000-BK {02-2010) Ef (02-2010) Page 10



38, (b} Name & Address of
Owner's Name Name of tnsured Insurance Company Policy Numbar
Policy. 141}
Policy (#2)
Policy {#3)
Accumu-
Dividends jations

Face Value Cash Surrendesr Value Date of Purchase YES | NO | YES | NO
Policy (#1}!$ $
Policy (#2)|$ $
Policy (#3) |$ $ .

{c) Loans Against Policy? [ ] YES
Policy Number:

1 ~no

Amount: $ Go to #39
39, |(a} Do you leither alone or jointly with any other You Your Spouse
person} own any! YES NO YES NO

Life estates or ownership interest in an unprobated
estate?

Items acquired or held for their value as an
investment?

Ib) Give the following information for any "Yes® answer In #39(a); otherwise, Go to #40,

Owner's Name Nama of ltem Value Amount Owed Give Name & Addrass of Bank or
Other Organization
$ $
$ $
$ $
$ $

Form 8SA-8000-BK (02-2010) Ef {02-2010] Page 11



40, |{a} Do you own, or does your name appear on {either

. You Your Spouse
alonae or with any other person’s nams) any of the

following items? YES NO YES NO

Cash at home, with you, or anywhers alse

Financial {nstitution Accounts

Checking

Savings

Credit Union

Christmas Club

Time Deposits/Certificates of Deposit

individual indian Mangy Account

Other (Including IRAs and Keough Accounts}

Ib) If all the items in #40(s} are enswered "NO", Go to #41, For any "YES" answer, give the fellowing

information:
Dwner's/Trustee's| Name of {tem Value Name & Address of Bank or Other tdentifying
Name Organization Number
$
$
$
41. |ta) Do you give us permission to obtain any financial You

Your Spousa, if filing
[Jves CIno [ ves CIno

Ga to (b} Go to {b) Go to (b} Go to {b}

(b} Do you own or does your name appear on any of You Your Spouse
the following items:

records from any financial institution?

YES NO YES NO

Stocks or Mutual Funds

Bonds (Including U.S. Savings Bonds}

Promissory Notas

Trusts

Other items that can be turned into cash

Form SSA-8000-BK {02-2010) Ef {02-2010} Page 12



41,

information:

() f ail the items in #4.1(b} are answered "NO", Go to #42. For any "YES" answer, give the following

Owner'sfTrustes's
Name

Name of item

Value

Name & Addrass of Bank or Other

Organization

Identifying
Number

42,

(a) Do you have any land, houses, buildings, real
property, property in a foreign cauntry, eguipment,
mineral rights, items in a safe deposit box, assets set
aside for emergencies or for your heirs, or any nther
property of any kind that has not been shown
anywhaere sise on the application?

] ves

Go to (b}

You

{1 no

Go to #43

[Jves

Go to (b}

Your Spouse

[Jwo

Go to #43

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

Item #1

ttem ¥2

Owner's Name

Estimated Current
Market Value

Tax Assessed Valus

Mortgage

Owed on ltem

$ $ § $
$ § $ $
$ $ $ §

Form SSA-B000-BK {02-2010) Ef {02-2010)
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43,

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

[] YES Gotolb)

] NO Gotote

(b} Explain:

(c) Has thers been any increase or decreass in the
value of you or your spouse's resources since the first
mament of the filing date month?

[l YES Goto(d)

[T NO Goto#aa

(d) Explain:

.|(a} Have you or your spouse sold, transferred title,

disposed of or given away, any money or other
property, (including money or praperty in foreign
countries), since the first moment of the filing date
month or within the 38 months prior to the filing date
month?

[} vEs

You

] no

Go to {b)

Your Spouse

1 ves 3 no

Go to {b)

{b} If you co-owned any money or property with
ahother personis), did you or any co-owner sell,
transfer, or give away any co-owned money or
property within the 38 months prior to the filing data
month?

] vEs

Ino

[1ves {1 no

IF YOU ANSWERED "YES" TO {a} OR (b}, GO TQ (c}. IF "NO" TO BOTH, GO TO #46,

el QWNER'SICO-OWNERS NAME | DESCRIPTION OF PROPERTY. DATE OF DISPOSAL
ITEM #1
ITEM #2
ITEM #3
NAME AND ADDRESS OR RELATIONSHIP TO OWNER VALUE OF PROPERTY ANDIOR
PURCHASER OR RECIPIENT ANIOUNT OF CASH GIFT
ITEM #1 8
ITEM #2 $
TEM #3 $
SALES PRICE OR OTHER | ARE OTHER CONSIDERATION OR | DO YOU STILL OWN PART OF THE
CONSIDERATION PROCEEDS EXPECTED? EXPLAIN. PROPERTY?
iTEM #1
ITEM #2
ITEM #3
SOLD ON OPEN MARKET? GIVEN AWAY? TRADED FOR GOODS/SERVICES?
rem #1 | L) ves R 7 ves 1 no 1 ves 1 no
imem #2 | L ves [ no [ ves [1no (1 ves O no
mem #3 | L] ves [ Ine (] ves 1 no 1 ves ] wo

Form S8A-8B000-BK (02-2010) Ef {02-2010)
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4B, |(a) Do you have any assets sat aside for burial You Your Spouse
expenses such as burial contracts, trusts, agreements,
or anything else you intend for your burial expenses? 1 ves [ no [ ves dwno
[nciude any items mentioned in #38 and #40-44, Go to th) Go to #45 | Go to (b) Go to #48
{b} DESCRIPTION {Where appropriate, give WHEN SET
name & address of organization and account/ VALUE ASIDE OWNER'S NAME

policy number.)

{month, day, year}

item 1
$
fterm 2
$
FOR WHOSE BURIAL IS {TEM IRREVOCABLE? | WILL INTEREST EARNED OR APPRECIATION
IN VALUE REMAIN IN THE BURIAL FUND?
Item 1 [0 ves [] no 1 YES Go to #46 1 no
Explain in {c}
ltarm 1 [J Yss [] WNo [ Yes [ no
Go 10 #46 Expiain in {c}
{c) EXPLANATION
48, |(a} Do you own any cematery lois, crypts, caskets, You Your Spouse
vaults, urns, mausalsums, or other repositories for [] Yes 1no [Qves [} no
burial or any headstones or markers? Go to (b Go to #47 | Go to (b} Go to #47

{b) Owner's Name

Description

For Whose Burial

Relationship to You
or Your Spouse

Current Market Value

Go to #47

Form SSA-8000-BK (02-2010} Ef (02-2010}
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PART {V -- INCOME

47. |{a} Since the first moment of the filing date month, have ypu {or your spouse) You Your Spouse
received or do you {or your spouse) expect to receive Incoma in the next 14
months from any of the following sources? YES NO YES | NO

State or Local Assistance Based on Need

Refuges Cash Assistance

Temporary Assistance for Needy Families

General Assistance from the Bureau of Indian AHairs

Disaster Relief

Veteran Benefits Basad on Need (Paid Directly or Indirectly as a Dependent)

Vsteran Payments Not Based on Need {Paid Directly or indirectly as &
Dependent)

Other lncome Based on Need

Social Security

Bfack Lung

Railroad Retirementi Board Benefits

Office of Personnel Management {Civil Servics)

Pension (Military, State, Local, Private, Union, Retiremant or Disability)

Military Special Pay or Allowance

Unamployment Compensation

Workers' Compensation

State Disabhility

insurance or Annuity Payments

Dividends/Royalties

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

Alimony

Child Support

Other Bureau of Indian Affairs Incoma

GamblingfLottery Winnings

Other Income or Support
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47. |{b) Give the follawing information for any block checked YES in #47(s}; otherwise, Go to #48

Parson J Source {Name,
Receivi Type of incom Amount Freguency of | Date Expected |Address of Person, | identifying
eceiving . . .
| Received Payment or Received |Bank, Organization| Number
ncame
or Company}
$
$
§
IF YOU EVER RECEIVED S$S| BEFORE, GO TO #48; OTHERWISE GG TO #48
48. |Are any overpayments being collected from benefits You Your Spouse
you receive from the Social Security Administration,
Railroad Retirement Board, Office of Personnel £1 ves L1 no [ ves U wo
Managemant, Veterans' Affalrs, Military Pensions, Explain in Go to #49 | Expiain i Go to #49
Military Special Pay Allowances, Black Luhg, Workers' Repmarks, Reﬁ]al,-lk:: ete
Compensation, or State Disability or Unemploymesnt then Go to then Go to
Benefits? #49 #49
48. | Since the first moment of the filing date month, have |[] vgs wno [ ves 1 no
you received or do you expect to recelve any meals or | Explain in Go to #50 'Explain in Go 1o #60
other gifts which are not cash? Remarks, Remarks,
then Go to #50 then Go to #50
50. | {a) Have you (or your spouse) received wages or sick
pay since the first mement of the filing date month D YES D NO D YES D NO
through the current manth? Go to {b) Goto {e}) |Go 1o (b} Go to (e}
{v) Name and Address of Employer {include teiephone number and area code, if known)
You Your Spouse
Go to {c) Go 1o {c}
(e) Date last worked Date last paid Date next paid
{month, day, year) {month, day, year) {month, day, year)
You
Your
Spouse
(d} Totat monthly wages received {before any Your Amount Your Spouse’s Amount
deductions}
$ §
{e) Do you lor your spouse} expect to {eceive any You Your Spouse
wagss in the next 14 months? []ves [1no (1 ves [Ino
Go 1o {f) Goto #81 | Go ta {f} Go to #51

{f} Name and address of employer if different from #50(b} {include telephone number, if known)

You Your Spouse
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50,

{9) Give the following information:

RATE OF PAY AMOUNT WORKED HOW OFTEN PAY DAY OR | DATE LAST PAID
PER PAY PERIOD PAID DATE PAID {month, day, year}
You |%
Your
Spouse $
) ) You Your Spousa
(h) Do you expect any change in wage information D YES D NO YES NOC
provided in #50(g} Go 1o {i} Goto #51 | Go 1o (i} Go to #561
(i} Explain Changa:
You Your Spousse
§1 . . You Your Spouse
« |{a} Have you bean self-employsd at any time since the D VES L—_] NO D YES D NO
beginning of the taxable year in which the filing date Go to (b} Go to #52 | Go to (b Go to #52
month occurs of do you expect to be self-employed in
the current taxable year?
{b} Give the following information; then Go tc #52
Data(s} Sel{-Employed Type of Business Last Year's: Last Year's: Last Year's:
Gross Incoma Nat Profit et Loss
$ $ $
Datals) Self-Employed Type of Business This Year's: This Year's: Thie Year's:
Gross income Net Profit Net Loss
$ $ $
B2, |If you or your spouge are blind or disabled, do you You Your Spouse
have any special expenses that you paid which are [1ves [ no YES 1 no
necessary for you to work? Explain in Go to #563 Expla}n in Go to #53
Remarks; Remarks;
then Go %o then Go to
#53 #53
§3. |{a) Doss your spouss/parent who lives with you have
to pay court-ordered support? D YES Go to (b) D NO Go ta NOTE
Amount: Frequency:
(b) Give amount and fraquency of court-ordered $
support payment,
Go to {c)
Name: Address:
(¢} Give the following information about the persen
who receives these payments:

OR NOTI}, GO TO #54; OTHERWISE, GO TO #55.

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

Form SSA-8000-BK {02-2010} Ef {02-2010)
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54,

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

[ YES Go to {d)

[ NO Gotoib)

{b} Have you been out of schoo! for mora than 4
calendar months?

(] YES Gota (o)

1 NO Goto (e}

{c} Do you plan to attend school regularly during the
next 4 months?

D YES Explain absence
in Remarks and Go to {d)

[T NO Goto #55

Nama of School

Name of School Contact

Dates of Attsndance]
From To

Phone Number

Hours Ariending or
Planning 1o Atiend

Course of Study

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

BE,

You Your Spause, if filing

la} Are you cuirently receiving food stamps? D YES D NO YES D NO

Go to {b) Ga to {c} | Go to (b} Go to {cl
{b} Have you raceived a recertitication notice within the| [_] Y£S 1 no {1 ves L__] NO
past 30 days? Go to (el Go to #56 | Go to (e) Go to #5686
{c) Have you filed for food stamps in the last 80 days? |[] YES Ino |Ddves  wo

Go to {d} Go to (el Go 10 {d) Go ta {e}
{d} Have you recelved an unfavorable decision? D YES D NO 1 ves D NO

Go to {e) Go to #5656 | Go to {e) Go to #6566
{s} If everyone in the household receives or is applying for 881, Ge to {f); otherwise Go to #58,

i L]ves O no (T ves NO

{f} May | take your food stamp application today? Goto #68  Explainin (g] Go to #66  Explain in (g)

{g} Explanation:

586.

You may be sligible for Medicaid, However, you must help your State identity other sources that pay for
medical care. Also, you must give information to help the State get medical support for any childiren) who is
your Jegal tesponsibility. This includes information 1o halp the State determing who a child's father is. If you
want Medicaid, you must agree to allow your State to seek payments from sources, such as insurance
companies, that ate available to pay for your medical care. This includes payments for medical care for you or
any person who receives Medicsid and is your legal responsibility. The State cannot provide you Medicaid if
you da not agrae to this Medicaid requirement. If you need further information, you may contact your Medicaid

Agancy,

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

{a} Do you agree to assign your rights {or the rights of You Your Spouse, If filing
anyone for whom you can legelly assign rights) to E] YES D NQ [:,] YES D NO
payments for medical support and other medical care | G0 to (b} Go to #57 |Go io th) Go 1o #57
to the State Medicaid agency?

{b} Do you, your spouse, parent or stepparent have

any private, group, or governmental health insurence  |[] ves [:] NO J ves ] no
that pays the cost of your medical care? (Do not Go to (¢} Go to (6} Go to (c) Go to {c}
include Medicare or Medicaid.)

{c} Do you h_ave any un'paid medical expenses for the |[7] ygg 7 no 3 VES J NO

3 months prior to the filing date month? Go to #67 Go to #57 | Go to #67 Ga to #67

Form SSA-8000-BK (02-2010) Ef (02-2010)
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87.

{8} Have you ever worked under the U.S. Social

Security System? ] YES Goto (b ] NO Goto (b
{b] Have you, your spouse, or a former spouse {ar You Spouzzll;:aren % Filed for Benefits
parent if you are filing as a child} sver: Yos o Yos No Yoo o

Worked for a railroad

Been in mititary service

Warked for the Federal Government

Worked for a State or Local Government

Worked for an employer with a pension plan

Belonged to union with a pension pian

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

{c) Explain and include dates for any "Yes" answer given in #11 or #57{(a)! otherwise Go to #58.

You: Your Spouse, if filing/Your Parent, If filing as & child:

PART VI -- MISCELLANEOUS -- {Answer #68 ONLY IF YOU ARE APPLYING ON BEHALF OF SOMEONE

ELS

E: OTHERWISE GO TO #59.

58,

{a} Name of Person/Agency Requesting Relationship to Claimant
Benefits.

Your Social Security Number
{or EINJ

{b) If SSA determines that the claimant needs hslp [ ves
managing henefits, do you wish to be selected E
represantative payee?

1 no

(Explain in Remarks)

PART VIl -- REMARKS-~(You may use this space for any explanations. Enter the item number
before each explanation. If you nesd more space, use a signed form SSA-795.)

Form
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PART Vil -- IMPORTANT INFORMATION AND SIGNATURES

59,

IMPORTANT INFORMATION--PLEASE READ CAREFULLY

P Failure to report any change within 10 days after the end of the month in which the change ocours could
tasult in a penalty deductlon.

® The Social Security Administration witl check your statements and compare its records with records from
other State and Federal agencies, including the internel Revanue Service, to make sure you are paid the
correct amount,

b We have asked you for permission to obtain, from any firancial institution, any financial record about you
that is held by the institution. We will ask financial Institutions for this information whenever we think

it is needed to decide if you are eligible or if you continue 1o he eligible for S81 benefits. Once suthorized,
our permission to contact financial institutions remains in effect until one of the following oceurs: {1} you or
your spouse notify us in writing that you are canceling your permission, {2} your application for S8t is denied
in a final decision, {3) your eligibility for S5t terminates, or {4} we no longer consider your spouse's income
and resources to be available to you. If you or your spouse do not pive or cangel your permission you may
not be sligible for 8S| and we may dany youw claim or stop your payments,

60,

I declare under penalty of perjury that | have examined all the information on this form, and oh any

accompanying statements or forms, and it is true and cotrect to the best of my knowledge. | undersiand that

anyone who knowlingly glves a false or misleading statement ebout a material fact in this Information, or

gau's:es someons else to do so, commits a crime and may he sent to prison, or may face ather penalties, or
oth.

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

SIGN Telephone Number(s) where we can contact you
during the day:
HERE { )

Spouse’s Signature {Sign only if applying for payments.) (First name, middle Initlal, last name) (Sign in ink.}

SiGN
HERE

81.

Applicant's Mailing Address {Number & Street, Apt. No. P.0. Box, Rural Route}

City and Stats ZIP Code County

82.

Claimatit's Residence Address {if diffarent from applicant's mailing address)

City and State ZIP Code County

63,

FOR DIRECT DEPOSIT PAYMENT ADDRESS (FINANCIAL INSTITUTION)

SQECIAL Routing Transit Number [C/S Number Depositar Account ] No Account

ONLY

Direct Deposit
O Refused

64,

H you are blind or visually impsired, check the type of mail you want to receive from us,

D Certifisd D Regular ['_] Regular with a Follow-up phone call

66.

WITNESS

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

1. Signature of Withess 2, Sighature of Withess

Address {Numbasr and Street, City, State, and ZIP Cods) Address {Number and Sireet, City, State, and ZiP Codel
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RECEIPT FOR YOUR CLAIM FOR SUPPLEMENTAL SECURITY INCOME
Name Social Security Number Date

Name Social Security Number Date

If you have a question or something to report calf: | Social Security Office you may visit or mail your request to;

( ) -

For general information about Sociel Security, visit our website at www.socislsecurity,gov on 1he Intarnet,

We will process your application for Supplemantal Security Income as quickly as possible. If you hava troubls gatting any
infarmation or records we have asked for, please contact us and we will help you.

Yau shouid hear from us within days after you have given us all the information ws requested, Soma clalms may take
Iong?\f Hladditional information isneeded. If you do not get a check or natlea of determination within that time, plsase get in
touch with us.

Privacy Act Statement
Collection and Use of Personal Information

Section 1631{e) of the Social Security Act, as amendad, authorizes us to collect this information, The infarmation you provide
will be used 1o enable the Social Security Administration to determine it you are eligible for Supplemental Securlty Ihcome {35}
payments.

The informatlon you furnish an this form is voluntary, Howaever, failure to provide 1he requested information may keep us from
making an accurate and timely decision on your claim, which i turn may cesult in loss of some payments,

Wa rarely use the infermation you supply for eny putpase other than for determining eligibility for SSE However, we may use it
tor the administration and integrity of Social Security programs, Ye may also dlsclose information to apother person oy to
another agency In 2ccordance with approved routine uses, which includa but are ot limited to the foliowing: 1. To eneble a third
party or an agency to assist Soclal Security in establishing rights to Soclal Security benefits andfor coverage; 2, To comply with
Federal laws requiring the release of Information fiom Social Secirity records {s.g., to the Government Accountability Oftice and
Departmant of Veterans' Afiairs); 3. To make determinations {or eligibility in similar health and income maintenance programs at
the Federal, state and incal lavel; end 4. To facilitate stetistical research and audit activities necessary to assure the integrity and
ismpwllw?wnt of Social Security programs {e.g., 1o the Bureau of the Census and private concerns under conlract 10 Social
ecurityl.

Wa may also use the informstion you provide in computer matching proprams. Matehing programs compare our records with
records kept by cther Federal, state or local government agencies, Information from these matehing programs can be used to
establish or verity a person’s eligibility for Federally funded or administered benefit programs and for repayment of payments or
delinquent debts under these programs.

Complete lists of routine uses for this infermation are available in System of Records Notice 60-0103, Supplemental Security
mcome Record and Special Vetersns Benefits, and alse in Systern of Records Notlice 60-0089, Claims Foldsr Systems. The
Notices, additional information regarding this form, and information regarding our systems and programa, are avallabie on-line at
www.Bsa.fov or at your local Social Security office.

Paperwork Reduction Act Statement - This information collection mssts the requirements of 44 ULS.C. § 3507, as amended by
section 2 of the Paperwork Reduction Act of 1885. You do not need to answer these fuestions unless wea display a valid Office
of Management ang BUdget conirol nimber. Ve estimate that it will take about 40 minutes to read the instructions, gather the
facts, and anewer the questions. SEND OR BRING THE COMPLETED FORM TO YOUR LOCAL SOCIAL SECURITY OFFICE. The
offlce is isted under L. S, Government agencies In your telephone directory or you may call Sccial Security at 1-800-772.1213
{TTY 1-800-325-077B). You may send comments oh our time eslimate above to: SSA, 6401 Security Blvd., Baltimore, MD
21236-6401. Send only comments relating to aur time estimate 1o this address, not the completed form,

REPORTING RESPONSIBILITIES

The amount of a Supplemental Security Incoma (SS1) check Is based on the information told to us. You must tell Social Security
every tima there is a change-while we process your application AND if you siart recelving SSI,

Remambar, & change may make the SS| monthly paymant bigger or smailer, Report changes in income af your ineligible
husband/wife or child wha lives with you or your sponsor or sponsor’s spouse, if you are an alien, You must also report changes
In the things of value that these people own. You must aiso report changes in income, school atiendance and marital status of
ineligible children who live with you.

You must 1ell us about any change within 10 days after the menth it happens. If you do not report changes, we may have 1o
take as much as $26, $50, or $100 out ot future chacks.

HOW TO REPORY

Yot may make your teports:

s By telephone at the telephone number shown above or call us tofl free at 1-800-772-1213 (TTY 1.800-325-0778} ot
s o person or

* By mall at the address shown above.
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CHANGES TO REPORT
D WHERE YOU LIWE --You must report to Social Seourity if:

¢ You move, s You leave the United States for 30 consecutive days,
¢ You {or your spouse) leave your housshold for a
calendar moenth or longer. {For example, you enter a * You are no longer a legal resident of the United
hospital or visit a relative,} States
« You are admitted to {for a calendar month o longer},
or released from, a hospital or nuising home, jail,
prison, or other correctional facility or other

_____ institution,
D HOW YOU LIVE -You must report to Social Security:
* If anyons moves inte or out of your housshold, » Your marital status changes:
« [f the amount of money you pay toward household ~You get married, separated, divarced, or your
expenses changes, marriage is annulled.
+ Births and deaths of any people with whom you live.  -You bsgin fiving with somsone as hushand and
* Your spouse or former spouse dies. wife,

D INCOME-You must teport 1o Social Security If you, your spouse/your parentis)
« Start to receive money {or checks or any other type * Start work or stop work.

of payment} from someone or someplace, * Earn more or less money. (Keep ali paystubs and
¢ Have a change in the amount of money you receive, provide them to SSA when requested.}
« Begin to receive child support payments or those » Become eligible for benefits other than 8SI.

payments go up or down.
s Win monay from gambling or a fottery.

[] MELP YOU GET FROM OTHERS -You must report to Social Secwrity if:

+ The amaunt of help (money or food, or payment of + Someone stops helping you,
household expenses) you receive goes up or down, * Someone starts helping you,

ﬁ THINGS OF VALUE THAT YOU OWN -You must report to Social Security if:

* The value of things that you own goas over $2000 e« You sell or give any thing of value away,
when you add them all together {43000 if youare = You buy or are given anything of vaiue.
married and live with your spoussl.

D YOU ARE BLIND OR DISABLED-You must report to Saclal Security if:

» Your condition improves or your doctor says you * You go to work.
cah raturn to work.

ﬁlF 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, 2 change in the value of anything they
own, or either has a changa in residence,

D YOU ARE UNMARRIED AND UNDER AGE 22 - A report to Soclal Security must be made i

* You start or stop school * You get married or divorced ¢ You start or stop working
ﬁYOUR IMMIGRATION STATUS CHANGES-

* You must report any changes to Social Security,

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

* The person for wham you receive $5| checks has ¢ You will no longar be able or no longer wish to act as
any changes listed above. {You may be held liable that person's representalive payee,
if you do not report changes that could affect the
S8l recipient’'s payment amount, and he/fshe is
overpaid.}

E] IF A WARRANT HAS BEEN ISSUED FOR YOUR ARREST -You must report 1o Social Secuiity if:

= Your warrant is for a crime or an attempted crime
that is a felony (or, in jurisdictions that do not define
crimes as felonies, a crime that is punishable by death
ar imprisonment for a term exceeding 1 vear); or
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SOCIAL SECURITY ADMINISTRATION
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Form Approved

TOE 120/145 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 XVII of the Social Security

Act, as presently amended.

- [PRINT your "a"’?‘FIRST NAME, MIDDLE INITIAL, LAST NAME

2, |Enter your Social Security Number
3. Check (X) whether you are [[] Female {7 Male
Answer question 4 if English is not your preferred language. Otherwise, go to item 5. o
4, |Enter the language you prefer to: speak write
8. |(a) Enter your date of birth
{b) Enter name of city and state or foreign country where you
were born. :
{c) Was a pubiic record of your birth made before you were age 57 ] Yes [[J No  [JUnknown
(d) t\_)/'\’?as a religious record of your birth made before you were age [] Yes [INo [JUnknown
6. [(a) Are you a U.S. citizen? [ Yes [1 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. [{8) Enter your name at birth if different from item (1)
2 - [ Yes ] No
(b) Have you used any other names? (If "Yes," answer (c)) (if "No," go to item 8)
{c) Other name(s) used.
8. |(a) Have you used any other Social Security number(s)? [ ves [ No

(If "Yes," answer (b)) (If "No"” go to item 9)

(b)

Enter Social Security number(s) used.

When do you befieve your condition(s) became severe enough to
" |keep you from working (even if you have never worked)?

10.

(a)

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

[ Yes {7J No  [Junknown

{if "Yes,” answer (If "No,” or "Unknown,"
(b) and (c})) go to item 11)

{b)

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

()

Enter Social Security Numbar of person named
inn {b). If unknown, check this block. [_|Unknown
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11. [{a) Were you in the active military or naval service {including Reserve Yes ] No
or National Guard active duty or active duty for training) after If "Yes " answer (if "No," go to
September 7, 1939 and before 19687 %b) and (c)) item 12)
(b) Enter dates of service FROM: (Month, Year) |TQ: (Month, Year)
(_c)_wlllav_e-y;:._u‘e:f_er been (or will you be) eligible for a monthly benefit T Y N
from a milltary or civilian Federal agency? {Include Veteran's ] Yes ] No
—1  Administration henefits only if you waived military retirement pay )
12. |Did you or your spouse {or prior spouse) work in the railroad industry for 5 ] Yes [ No
yaars or mora?
13. [(a) Do you have Social Security credits (for example, based on work [ Yes ] No
or residence) under another country’s Sacial Securlty System? (if "Yes," answer (b)) (i "No," go to item 14)
(b} List the country(ies):
14.|(a) Are you entitied to, or do you expect to he entitled to, a pension or [ Yes [] No
annuity {or a lump sum in place of a pension or annuity) based on . N U M :
your work after 1956 not covered by Social Security? Eg) ;’gg-{c?}lpswer (if *No," go to item 12)
(o) [1 tbecame entitied, or expect to becoms entitled, beginning MONTH |YEAR
{©y [0 ibecame eligible, or expect to become eligible, beginning MONTH IYEAR

I AGREE TO PROMPTLY NOTIFY the Social Securlty 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 been married?

CYes  [JNo

(If “Yes," answer (b)) K "No." go to item 16)

{b) Give the following informaticn about your current marriage. If not currently married,

[J Clergyman or public official  |(°F 2¢)

[T] ©Other {Explain in Remarks)

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 birth

S?ouse‘s Social Security Number
(If none or unknown, so'indicate)

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

combined period of marriage totaled 10 years or more. If none, write "None."”

+ 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

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, ysar) [Where (Name of City and State)
Marriage performed by: Spouse's dafe of birth |Date of spouse's death SPouse's Social Security Number
. {or age) (i nons or unknown, so’indicate)
[} Clergyman or public official
[ other (Explain in Remarks)

{d) Enter information about any marriage if you:

+ The marriage ended in divorce
If none, write "None.”

* 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 to the child’s mother or father, who Is now deceased; and

Spouse's name (including malden name) When (Month, day, year) [Where (Name of City and State)
Date of divorce (Month, day, year] Where (Name of City and State)
Marrlage 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
L1 other (Explain 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.

List below: FULL NAME OF ALL such children who are now or were in the past 12 months UNMARRIED and:
* UNDER AGE 18
+ AGE 18 TO 19 AND ATTENDING ELEMENTARY OR SECONDARY SCHOOL FULL-TIME
« DISABLED OR HANDICAPPED {(age 18 or over and disability began before age 22)

17.|(a) Did you have wages or self-employment income covered under [] Yes ] Ne

Social Security in all years from 1978 through last year? (if "Yes," go to item 18) (Iif "No," answer (b))
(b) List the years from 1978 through last year in which you did not
have wages or self-employment income covered under

Social Security.

18, [Enter below the names and addresses of all the persons, companies, or Government agencies for whom you have
worked this year and last year. IF NONE, WRITE "NONE" BELOW AND GO TO [TEM 19.

NAME AND ADDRESS OF EMPLOYER W‘\’L';E{:]de:h(;fﬂs""
(If you had more than ons employer, please list them Work Began "Not E?\ ded")
in order beginning with your last (most recent} emplayer)

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 ftem 20 even If you were an employee., T
. ] Yes [[INo
(8) Were you self-employed this year or last year? (If "Yes," answer (b)) (If "No," go to item 21)
(b} Check the year (or In what type of tradefbusiness Were your net earnings from the
years) you were wers you self-employed? trade or business $400 or more?
self~-employed (For example, storekeeper, farmer, {Check "Yes" or "No")
physician)
. 1
{1 This year
[l Lastyear [ Yes ] No
21.a)  How much were your total earnings last year? -
Count both wage and self-employment income,
(If none, write "None.") Amount $ — s
(b} How much have you earned so far this year? {If none, write o
“None.") Amount §
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22,

(a)

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

7] Yes ] No
{If "Yes," go to item 23) (If "No," answer (b))

(b} Enter the date you became able to work.

MONTH, DAY, YEAR

23. |Are your illnesses, injuries, or conditions related to your work in
any way? ] Yes [ No
24.[(a) Have you flled, or do you intend to file, for any other public
disability benefits {including workers' compensation, Black Lung ] Yes ] No
benefits and SSI)? . " il W o i
{If "Yes," answer (b)) (If "No," to item 25)
(b) The other public disability benefit(s) you have filed (or intend to file) for is (Check as many as apply):
[] Veterans Administration Benefits [ Welfare
[0 Supplemental Security Income [] Other (If "Other," complete a Workers' Compensation/Public
Disability Benefit Questionnaire}
25.{(a) Did you receive any money from an employer(s} on or after the
date in item 9 when you became unable to work because of your [ Yes [J No
ilinesses, injuries, or conditions? If "Yes", give the amounts and
explain in "Remarks",
. Amount §
(b) Do you expect to receive any additional money from an employer,
such as sick pay, vacation pay, other special pay? If "Yes," please [1 ves [ No
give amounts and explain in “Remarks".
Amount $
26. |Do you, or did you, have a child under age 3 (your own or your spouse’s)
living with you in one or more calendar years when you had no earnings? [ Yes [ No
27. |Do you have a dependent parent who was receiving at least one-half
support from you when you became unable to work because of your
disability? If "Yes,” enter the parent's name and address and Social [7] Yes ] No
Security number, if known, in "Remarks”,
28. |if you were unable to work before age 22 because of an iliness, injury or
condition, do you have a parent (including adoptive or stepparent) or
grandparent who is receiving social security retirement or disability
benefits or who is deceased? if yes, enter the name(s) and Social [Clves  [] No [Junknown

Security number, if known, in "Remarks" (if unknown, check "Unknown"),

Form 8SA-16-BK (01-2015) ef (01-2015)

Page 4



[
L
g.-.‘?-" .

Fe

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 sireet, 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. If 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 street, City, State and ZIP Cods} Address (Numiiér and street, City, State and ZIP Code)
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FOR YOUR INFORMATION

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

Privacy Act Statement
Collection and Use of Information

Sections 202, 205, and 223 of the Social Security Act, as amended, 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/for
monthly benefits.

The information you furnish on this form is voluntary. However, if you fail to provide all or part of the requested
information It may prevent us from making an accurate and timely decision concerning your or a dependent's
entitiement 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 also disclose
information to another person or to another agency in accordance with approved routine uses, which include but are
not limited to the following:

1. Te 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 Soclal
Security programs. {e.g., to the Bureau of Census and to private entities under contract with us).

We may also use the information you provide in computer matching programs. Matching programs compare our
records with records kept by other Federal, State, or local government agencies. information from these matching
programs can be used to establish or verify a person's eligibility for federally-funded or administered benefit
programs and for repayment of 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
www.soclalsacurity.gov or at your local Sccial Security office.

Paperwork Reduction Act Statement - This information collection meets the requirements of 44 U.S.C. § 3507, as
amended by section 2 of the Papetwork Reduction Act of 1995 . You do not heed to answer these questions
unless we display a valid Office of Management and Budget control number. We estimate that it wil 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 Soclal Security office through
SS8A's website at www, socialsecurity.gov. Offices are also listed under U. 8. 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 lime estimate above fo: SSA, 6401 Security Blvd, Baltimore, MD 21235-0001 . Send only
comments relating to our time estimate to this address, not the completed form.
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RECEIPT FOR YOUR CLAIM FOR SOCIAL SECURITY DISABILITY INSURANCE BENEFITS

Person to Contact About Your Claim

Telephone Number {Include Area Code)

SSA OFFICE Date Claim Received

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

You should hear from us within

h

days after you
ave given us all the Information we requested. Some

claims may take longer if additicnal information is needed.

In the meantime, if you change your addrass, 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 questicns 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 change your mailin? address for checks or residence,
To avoid delay in receipt of checks you should ALSO file a
regular change of address notice with your post office.

Your citizenship or immigration status changes.

You go cutside the U.S.A. for 30 consecutive days or

longer. .

Any beneficiary dies or becomes unable o
handle benefits.

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

custody, or changes address. .

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

You become entitled fo a penslon
sum payment based on your employment nat covered
Social Security, or if such pension or annuity stops.

Your stepchild is entitled to benefits on your record and,
you and the stepchild’s parent divorce. Stepchild benefits

are not payable beginning with the month after the month
the divorce becomes final.

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

-
an annuity, or a Iumg
b

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

You have an unsatisfied warrant for more than 30
continuous days for a vielation of probation or parole

under Federal or State law.

Change of Marital Status — Marriage, divorce, annuiment
of marriage,

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

the child(ren).

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

Your condition improves.

You are under age 65 and you apply for or begin to
receive workers” compensation ((l)nc uding black lung

benefits) or another public disability benefit, or the
amount of your present workers' compensation or public
disability benefit changes or stops, or you receive a
lump-sum settiement.

HOW TO REPORT

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

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

« I 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 yaur claim
receipt,

For general information about Social Security, visit our web site at www, socialsecurity.gov.,
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DISABILITY REPORT - ADULT
SS8A-3368-BK

PLEASE READ THIS INFORMATION BEFORE COMPLETING THIS REPORT

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

IF YOU NEED HELP

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

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

HOW TO COMPLETE THIS REPORT

e Print or write clearly.

» Include a ZIP or postal code with each address.

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

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

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

s 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 guestion, please use Section 11 - Remarks on the
last page to finish your answer. Write the number of the question you are answering.

YOUR MEDICAL RECORDS

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

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

FORM S5A-3368.-BK (01.2010) ef {04-2010) (Deslroy Prior Edilions)
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WHAT WE MEAN BY "DISABILITY"

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

The Privacy Act

Sections 205(a), 223(d), and 1631(e) (1} of the Social Security Act, as amended, authorize us (o
collect this information. The information you provide will be used to make a decision on the named
claimant's claim. While giving us the informatlon on this report is voluntary, faiiure to provide all or
part of the requested information could prevent an accurate or timely decislion on the named
claimant's claim. We generally use the information you supply for the purpose of making decisions
regarding claims. However, we may use it for the administration and integrity of Social Security
programs. We may also disclose information to another person or to another agency in
accordance with approved routine uses, which include but are not limited to the following: (1) to
enable a third party or agency to assist Social Security in establishing rights to Social Security
benefits and/or coverage; (2) fo comply with Federal Laws requiring the release of information
about Social Securlty records (e.g., to the Government Accountability Office and the Department
of Veterans Affairs); (3) to make delerminations for eligibility in similar health and income
maintenance programs at the Federal, State, and local level; and (4) to facilitale statistical
research, audit, or investigative activities necessary 1o assure the integrity of Social Security
programs.

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

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

The Paperwork Reduction Act

This information collection 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 fo answer these guestions unless we
display a valid Office of Management and Budget confrol number. Wa estimate that it will take
about 80 minutes to read the instructions, gather the facts, and answer the questions.

SEND OR BRING THE COMPLETED FORM TO THE OFFICE THAT REQUESTED IT. if vou do
not have that address, you may call Social Security at 1-800-772-1213 (TTY 1-800-325-0778).
You may send comments on our time estimate above to: SSA, 6401 Security Boulevard,
Balfimore, MD 21235-6401. Send gnly conunents relating to our time estimate to this
address, not the completed form.,

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

Fomn Approved
OB o, 0860-0578

DISABILITY REPORT
ADULT

For S5A Use Duly - Do not write fn this box.
Related SSN

Number Holder

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

SECTION 1 - INFORMATION ABOUT THE DISABLED PERSON

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

1.B. Social Security Number

1.C. Mailing Address (Streef or P O Box) tnclude apartment number or unil if applicable.

City State/Province

ZIP{Postai Code Counry (If not USA)

1.D. Email Address

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

or Canada.

Phone number

I3 Chedk this box if you do not have & phone or a number where we can leave a message.

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

Alternate phone number

1.G. Can you speak and understand English?
if no, what language do you prefer?

if you cannot speak and understand English, we will provide an inlerpreter, free of charge.

1,H. Can you read and understand English?

1.1, Can you wrile more than your name in English?

[dves 3 N'O
[ives [Iwno
Flves [Ino

1.4, Have you used any other names on your medical or educational racords? Examples are maiden name,

other married name, or nickname,

If yes, please lisi them here:

dvyes [Ino

| SECTION 2 - CONTACTS

Give the name of someone {other than your doctors) we can contact whoe knows about your medical

conditions, and can help you with your claim,

2.A. Narme (First, Middle Initia!, Last)

2.B. Relationship to you

2.C. Daytime Phore Number {as described in 1.E. above)

2.D. Mailing Address (Street or P O Box) Includa apariment number or unit if applicable.

City Siate/Province

ZIP/Poslal Code | Country {If not USA)

2. E. Can this person speak and understand English? tves [Ino

If no, what language is preferred?
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| SECTION 2 - CONTACTS (continued) |
2.F. Who Is completing this repori?

{71 The person who is applying for disability. (Go to Section 3 - Medical Conditions)

[l The person Hsted In 2.A. (Go to Section 3 - Medlcat Conditions)

[_1 Someone eise (Complete the rest of Saction 2 helow)

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

2.1. Daytime Phone Number

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

City Slate/Province ZiP{Postal Code | Country (If not USA)

SECTION 3 - MEDICAL CONDITIONS

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

1.

2,

3

4.

5.

If you neet more space, go to Section 11 - Remarks on the last page
3.8, What is your height without shoes? oR
{[=15]] inghes cenfimaters (f oulside USA)
3.C. What is your weight without shoes?
OR oot e
pounds kilograms (If outsida USA)

3.D. Do your conditions cause you pain or other symptoms? [ YES [] NO

| SECTION 4 - WORK ACTIVITY
4.A. Are you currently working?

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

{1 No, 1 have sioppad working (Go to question 4.C. below)

[1 Yes, 1 am currently working (Go to question 4.F. on page 3)
iIF YOU HAVE NEVER WORKED:

4.8, When do you belleve your condition(s) became severe enough to keep you from working (even though you
have never worked)? (month/daylyear) —____ {Go to Section & on page 3)

{F YOU HAVE STOPPED WORKING:
4.C. When did you siop working? (month/day/fyear)
Why did you siop working?
Because of my condition(s).

£l Because of other reasons. please explain why you stopped working (for exampie: laid off, early
retirement, seasonal work ended, business closed)

Even though you stopped working for other reasons, when do you believe your
conditlon{s) became severe enough 1o keep you from working? (month/day/year)
4.0, Did your candition(s) cause you to make changes in your work activity? (for example:
job duties, hours, or rate of pay)
1 No (Go to Section 5 - Educaticn and Training on page 3)

7§ Yes When did you make changes? (month/day/year)
FORM SBA-3368-BK  (01-2010) ef (04-2010) PAGE 2




SECTION 4 - WORK.ACTIVITY (continued)

4.E. Since the date in4.D. ;bove, have you had gross sarnings grealer than $880 in any month? Do not count
sick leave, vacation, or disability pay, (We may coniact you for more information.)

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

Elves Whendd you make changes? (month/dayfyear)

4.G, Sihce your condition(s) first bothered you, have you had gross arnings grealer than $980 in any month?
Do not count sick leave, vacation, or disability pay. (We may contact you for more information.)

CIno  [dves
| SECTION 5 - EDUCATION AND TRAINING ]
5.A. Check the highest grade of school completed. Coilege:

o t 2 3 4 5 8 7 8 9 10 11 12 GED 1 2 3
0 0 0 0ooonomoeoooog ool

Date completed:

5.B. Did you attend special education classes? ] ves FINO (Golw5.0)

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, irade, or vocational school?
E1ves E£Ino

Date completed:;

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

SECTION 6 - JOB HISTORY

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

I3 Check here and go to Section 7 on page 5 if you did not work at all in the 15 years before you became unable lo
work.

If "Yes," what type?

Fraquency

4,

5,
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SECTION 6 - JOB HISTORY {continued)
Check the box below that applies to you.
£l [ had only one job in the last 15 years before | became unable o work. Answer the questions below.

i | had mare than one job in the last 15 years befora | became unable 1o work. Do not answer the
questlons on this page; go'to Seclion 7 on page 5. (We may contacl you for more information.)

IDo not complete this page if you had more than one jJob In the last 15 years befors you became unable to work.‘

6.8, Describe this job. What did you do all day?

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

8.C. In this job, did you:
Use machines, tools or equipment? Fives [InNO
Use technical knowledge or skills? £l vEs CIno
Do any writing, complete reports, or perform any duties like this? [} vyeEs [T NO

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

Tagk | Hours| Task Hours | Task Hours
Walk Stoop (Bend down & forward ai waist,) Handie large objects
Stand Kneel (Bend legs lo rest on knees.) Write, type, or handle small objects
Sit Crouch (Bend legs & back down & fonward.) Reach
Climb Crawl (Move on hands & kness.)

6.E. Lifting and catrying (Expiain in the box below, whal you lifted, how far you carried it, and how offen you
did this in your job.)

6.F. Check heaviest weight lifted:
[Jlessthan1olbs. [2J 10ts. [d20ths. [J 501bs. [3 1001Ibs.ormore  [J Other

6.G, Check weight frequently lifted: (by frequently, we mean from 1/3 lo 2/3 of the workday.)
Eltessthan1oibs. [ 10bs. [J 25bs. [J 50ibs.ormore [} Other

6.H. Did you supervise other people in this job? ] YES (Complete itams beow.) [1 NO (if No, go to 6.1.)

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

Did you hite and fire employees? 1vES [T NO
6.). Were you a lead worker? {JYES [} NoO
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SECTION 7 - MEDICINES

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

ives {Give Ihe information requesied below. You may need lo look af yout medicihe conlainers.)
C:I NO  (Go lo Seclion 8 - Medleal Trastment.)

Name of Medicine If prescribed, give name of

doctor Reason for medicine

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

SECTION 8 - MEDICAL TREATMENT

Havas you seen a doctor or ether health care professional or received treatment af a hospital or clinic, or do you
have a future appointment scheduted?

B8.A. For any physical condition{s)?
dves [ino

8.8. For any mental condition(s) {including emotionat or learning problems)?
iJves [Ino

if you answered "No* to both 8.A, and 8.8, goto
Sectlon 9 - Other Medical Information on page 11.
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[ SECTION 8 - MEDICAL TREATMENT (continued) l

Tell us who may have medical records about ary of your physical and/or mental condition{s) (including
emotional or learning problems) that limit your ability to work, This Includes doctors' offices, hospitals {including

emergency room visits), clinics, and other health care facilitles. Tell us about your next appoiniment, if you
have one scheduled,

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

ALL OF THE QUESTIONS ON THIS PAGE REFER TO THE HEALTH CARE PROVIDER ABOVE.
Phone Number Patient ID# (if known)
Malling Address

City State/Province Z|P/Postal Code Colntry (If not USA)
{ Dates of Treatment
1. Office, Clinle or Cutpatient vislts 2. Emergency Room visits 3. Overnight hospltal stays
First Visit List the most recart dals first List the most recent date first

A. A, Datelin Date out
Last Visit

B. B. Dale in Date out
Nexl scheduled appointment {if 2any) : —

C. C. Dalein Date oul

What medical conditlons were treated or svaluated?

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

Check the boxes betow for any tests this provider performed or sent you {o, or has scheduled you to take.
Please give the dales for past and future tesls. #f you need fo list more tests, use Section 11 - Remarks oh the
last page.

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

Kind of Test Dates of Tests Kind of Test Dates of Tests
[[] EKG (heart lest) F1 EEG (brain wave test)
L] Treadmill (exercise test) [ HIV Test
[} Cardiac Catheterization [} Biood Test {(not HIV)
] Biopsy (list body part) [J X-Ray (list body part)
71 Hearing Test [ MRUCT Scan (list body part}
I.1 Speech/Language Test
] Vislon Test {1 Other (please describe)
f-] Breathing Test

If you do not have any more docfors or hospltals to describe, go to Section 9 on page 1.
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SECTION 8 - MEDICAL TREATMENT {continued)

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

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

ALL OF THE QUESTIONS ON THIS PAGE REFER TO THE HEALTH CARE PROVIDER ABOVE,
Phone Number Patient ID# (if known)

Mailing Address

City State/Provinca ZIP/Postal Code Country (If not USA)
I Dates of Treatment
1. Office, Clinlc or Outpatient visits 2, Emergency Room visits 3, Overnight hospltal stays
First Visit List the most recent date first List the mos! recent date first

A, A. Dats in Date out
Last Visit

- B. 8. Date in Date out:

Next scheduled appointment (if any)

C. C.Dalein Deto out

What medical conditions were treated or evaluated?

What treatment did you recelve for the above condltions? (Da not describs medicines or {esls 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 {or past and future {ests. !f you need to list mors {ests, use Section 11 - Remarks on the iast page.

E£] Check this box If no tests by this provider o at this facility.

Kind of Test Dates of Tests Kind of Test Dates of Tests
[71 EKG (heart test) [ EEG (brain wave test)
1 Treadmill (exercise test) (1 HIV Test
[3 Cardiac Catheterization "] Blood Test (not HIV)
1 Biopsy (iist bedy part) 1 X-Ray {list body part)
[ Hearing Test 71 MRYCT Scan (list body part)
[} Speech/tanguage Test
1 Vision Test [} Other (pleasa dascribe)
-] Breathing Test

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

Telt us who may have medical records about any of your physicat and/or mental condition(s) {including
emotional or learning problems) that limit your ability to work. This includes doclors' offices, hospitals (including
emergency reom visits), clinics, and other health care facilities. Tell us about your next appointment, if you
have one schedulad.

8.E. Name of Facility or Office Name of heaith care professional who treated you

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

Phone Number Patient 1D (if known)
Mailing Address

City State/Province ZIP/Postal Code Country (I not USA)
| Dates of Treatment ]
1. Office, Clinle or Outpatient visits 2. Emergency Room visits 3, Qvernight hospital stays
First Visit List the most recent date first List the mos{ recent date first
A. A. Date in Dale out
Last Visit
B, 8, Date in Dale out
Next scheduled appointment (if any) e ——
C. C. Date In Date out

What medical conditions were treated or evaluated?

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

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

£J Check this box If no tests by this provider or at this faciity.

Kind of Test Dates of Tests Kind of Test Dates of Tests
] EXG {(heart test) "1 EEG {brain wave test)
[E] Treadmill (exercise test) [ HIV Test
"1 Ccardlac Catheterlzation 1 Biood Test (not HIV)
[} Biopsy (list body part) ] X-Ray (list body part}
"1 Hearing Test ] MRICT Scan (list body part)
] Speech/Language Test
[] Vision Tast ] Other {please describe)
[] Breathing Test

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

Tell us who mey have medical records about any of your physical and/or mental condition(s} (including
emotional or learning problems) that limit your ability to work. This includes doctors' offices, hospifals {including
emergency room visits), clinics, and other heaith care facilittes. Tell us about your next appointment, If you
have one scheduled.

8.F, Name of Facilily or Office Name of heailth care professional who ireate&-you

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

Phone Number Patient 1D# (if known)
Mailing Address
City Stale/Province ZP/Postal Code | Cauntry (If not USA)
| Dates of Treatment
1. Offlee, Clinfc or Dutpatient visite 2, Emargency Room vigits 3. Qvernight hoepital stays
First Visit List the most recent date first List the most recent date first
A, A Dalein Date out
Last Visit
- - B. B. Datein Date out
Next scheduled appointment {if any —
c. C. Date in Date out

What medical conditions wera treated or evaluated?

What treatment did you recelve for the above conditlons? (Do not describe medicines of fests In this box.)

Tell ue about any tests this provider performed or sent you fo, or has scheduled you to take. Please give the
dates for pas| and fulure tests. If you need to list more tests, use Section 11 - Remarks on the Jast page.

{Z] Check this box if no tests by this provider or at this facility,

Kind of Tast Dates of Tests Kind of Test Dates of Tests
I"T EKG (heart test) (] EEG (brain wave test)
"1 Treadmill {exercise test) [] HiV Test
[} Cardiac Cathaterization [[] Blood Test (not HiV)
71 Biopsy (list body pari) 71 X-Ray (list body part)
[T Hearing Test "1 MRY/CT Scan {list body part)
"] Speecivl.anguage Test
[T Vision Test "] Other (piease describe)
1 Breathing Test

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

Tell us who may have medlcal records about any of your physical andfor mental condition(s} {including
amotional or learning problems) that limit your ability to work. This inclutles doclors' offices, hospitals {including
amargency room visits), clinics, and other heatth care facilities. Tell us about your next appoiniment, if you
have one scheduled.

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

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

Phone Number Patient ID# {if known)

Mailing Address

City State/Province ZiP/Postal Code | Country {If not USA)

I Dates of Treatment

1. Office, Clinlc or Qutpatient visits 2. Emergency Room visite 3. Overnight hospital stays

First Visit List tha mosi recent dete first List the mosi recant date first
A. A. Datein Date out
Last Visit -
B. B. Date in Date out

Next scheduled appoiniment (if any)

C. C. Datelin Date out

What medicel conditions were freated or evaluated?

What traatiment did you receive for the above conditions? (Do nol describe medicines or {2sts in this box.)

Tell us about any tests this provider performed or sent you (o, 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.

{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) - [l EEG (brain wave iest)
1 Treadmill (exercise test) 1 HIV Test
"1 Cardiac Catheterization 3 Blood Test (not HIV)
{1 Biopsy (list body pari) {31 X-Ray (list body part)
"} Hearing Test [T MRUICT Sean (list body part)
"] SpeechiLanguage Test
i1 Vision Test {Z} Other (please describe)
[ 1 Breathing Test

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

9. Doas anyons else have medical information about your physical andlor mental condition(s) (incluging
emotlonal and leaming problems), or are you scheduled to see anyone else? {This may include places such
as workers’ compensation, vocational rehabilitation, insurance companies who have pald you disability benefits,
prisons, atttorneys, social service agencies and welfare.)

[Ives (Plaase completa the Information below.}

B NO {If you are receiving Supplamental Securlly income 555') and have been asked to complele this repor, go lo

Secilon 10 - Vocatlonal Rehabilifation; if nof, go fo Secilon 11 on the lasl pags.)

Name of Organization Phone Number

Mailing Address

City State/Pravince ZIP/Postal Code Country (if not USA)
Name of Contact Parson Claim or 1D number (if any)
Date of First Contact Date of Last Contact Date of Nexi Contact {if any)

Reasons for Contacis

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

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

10.A. Have you participatéd, or are you participating in:

An individual work plan with an employment network under the Ticket to Work Progam;

An individuafized plan for employment with a vocailonal rehabilitation agency or any other organization;
A Plan to Achleve Self-Suppoit (PASS);

An Individualized Education Program (JEP) through a school (if 2 student age 18-21); or

Any program providing vocational rehabilitation, employment services, or other support services ta help
you go fo work?

« " b & &

[71 YES (Complete the following Information) [} NO (Go fo Section 11)

10.B. Namse of Organization or School

Name of Counselor, instructor, or Job Coach Phone Number

Mailing Address

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

10.C. When did you stest participating in the plen or program?
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SECTION 10 - VOCATIONAL REHABILITATION, EMPLOYMENT, OR OTHER SUPPORT SERVICES
(continued)
10.D, Are you still participating in the plen or program?

{:} YES, | am scheduled to complete the plan of program on:

3 NO. | completed the plan or program on;

E] NO. stopped participating in the plan or program before completing it because:

10.E. List the types of services, tests, or avaluations that you received (for exampls: intelligence or psychological
testing, vision or hearing test, physical exam, work evaiuations, or classes).

if you need to list another plan or program use Section 11 - Remarks and give the same detailed
Information as above.

SECTION 11 - REMARKS

Please write any additional information you did not give in earlier pasts of this repart. If you did not have enough
space in the sactions of this report to wiite the requested information, please use this space to tell us the
additional information requested in those sections. Be sure to show the section 1o which you are referring,

Date Report Campleted > / /

month, day, year
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Form Approved
SOCIAL SECURITY ADMINISTRATION TOE 250 OMB_No.00B0-D024

PHYSICIAN'S/MEDICAL OFFICER'S STATEMENT OF PATIENT'S CAPABILITY TO MANAGE BENEFITS

Eaperwark Reduction Act Statement - This Information collection meels the requirements of 44 U, |In replying, use this address:
8.C, § 3507, a5 amended by Section 2 of the Papsowvork Reduction Acl of 1885. You do not need to |SOCIAL SECURITY ADMINISTRATION

answer these questions unless we display a valid Office of Management and Budget control
number. We estimats that It will iake about 10 minutes (o read the Instructions, gather the facls, and
answer the questions. SEND DR BRING THE COMPLETED FORM TO YOUR LOCAL SOCIAL
SECURITY OFFICE. You can find your loca| Soclal Security office through 88A's website at
www.soclalgecurity.gov. Offices are also listed under U.5. Government agencies in your
telephone directory or you may call Social Security at 1-800-772-1213 (TTY 1-800-326-0778),
Send gply comments refating fta our time estmate above to: SSA, 6401 Securily 8hvd,
Baltimore, MD 21235-6401.

TELEPHONE NUMBER (including Area Code)

( =

DATE

Privacy Act Sta

Seclions 205({3'{ and 205(;), of the Social Security Act, as amepded, authorize us to collect this P CONTAES

informatjon.  The information Is needed o make a determination regarding whether or not the
named individual should be paid benefils directly or whether benefits should be paid o a

represeniative payee, The information you furnisfi on this form is voluntary. However, failure ~
tobeovide all o? o of the infannationyoould prevent an accuraie and tin%ly declslon on the |IDENTIFYING INFORMATION (SSA Only)
proper payee for benefit recelpt purposes. If different from patient

We rarely use Ihe informetlon you supply for any pupose other than for making a
delermination on a claim. Mowever, we may Use It for the administration and integrity of Social
Seourity CPrograms. Wa may alsg disclose information o another person o 1o another agency
in accordance with approved routing Uses, which include bul are not limited to: (1) io enable a

third party or an agency {0 assist Social Sscurlly in establishing rights to Sogial Securi =\ )
banei?ls r{';;l,'ldlor cqvgrag%}{ 52) fo comply with Fede%i BWS Te iri_r?g thg refease of |nformatim¥ ’g,ﬁ?,‘fo?,';}j"gﬁgfgﬁ”m OR SELF
from Social Security records {e.g., 1o the Government Accountabilily Office and Depariment of S

eteran Affairs); (3) to make daterminations for ehqrblhty in similar health and income
mainienance _?rogr,ams al the Federal, siate, and local level, and ﬂ4) o {acilitate stafistical
rasearch, audit of investigative activilies necessary to assure the inlegrily of Social Secudty
programs.

We may also use the information you provide in compuler malehing programs.  Matchin

progranis compare our records with records kept by other Federal, state or local governmen
agencies.  lnformation_ from these matching programs can ba used to establish or verify a
person's eligibillty for Federally funded and administered benefit programs and for repayment

of payments or dalinquent debls under these programs, SOCIAL SECURITY NUMBER
A coméalete list of routing uses for thig Information is aveilable in Systems of Record Notiges
60-0089 and 60-0222. The notices, additional information regarding this form, and information
regarding our programs end systens, are avallable on-line at Www.soclalsecuritv.aov or at your
logal Soclal Security office. - -

PATIENT'S NAME PATIENTS ADDRESS (Number and Sireet, City, Stale, and ZIP Code)

PATIENT'S 8OCIAL SECURITY NUMBER PATIENT'S DATE OF
BIRTH

YOUR HELP IS NEEDED

The patlent shown above has filed for or is receiving Social Security or Supplemental Security Income payments. We need
you to complete the back of this form and return it to us in the enclosed envelope to help us decide if we should pay this
person directly or if he or she needs a representative payes o handle the funds. Please Note: This determination affects
how benefits are pald and has no bearing on disability determinations; SSA will NOT pay for this information. Thank you for
your help.

WHO |8 A REPRESENTATIVE PAYEE
A representalive payee Is somecne who manages the patient's money to make sure the patient's needs are met. The
payee has a strong and continuing inlerest in the patient's well-being and is usually a famlly member or close friend.

WHO NEEDS A REPRESENTATIVE PAYEE

Some Individuals age 18 and older who have mental or physical impairments ars not capable of handling their funds or
directing othérs how to handle them o meel their basic needs, so we select a representative payee to receive their
payments. Examples of impairments which may cause incapabdlity are senifity, severe brain damage or chronic
schizophrenia, However, even though a person may need some assistance with such things as bill paying, sfc., doss not
necessarily mean helshe cannot make decisions conceming basic needs and is Incapable of managing hisfher ownh money.

PLEASE COMPLETE THE INFORMATION ON THE REVERSE OF THIS FORM
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PATIENT'S NAME PATIENT'S ADDRESS {(Numbers and Street, City, Stale, and ZIP Code)

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

1. Date you last examined lhe patient

2. Do you believe the patient is capable of managing or direcling the management of benefils in his or her own best inierest?
By capable we mean that the patient:

« Is able to undersiand and act on the ordinary affalrs of lifs, such as providing for own agequale food, housing,
clothing, eic., and

« Is able, in splte of physical impalrments, to manage funds or direct others how to menage them.

] Yes [ No [T Unsure

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

3. Do you expeci the patient to be able to manege funds in the future (for example. the patient is iemporerily unconscious)?
[ Yes 1 No

{f yes, please explain,

NAME OF PHYSICIAN/MEDICAL OFFICER (Pleass print.} TITLE

ADDRESS {Number and strest, City, State, and ZIP Coda) TELEPHOME NUMBER (/ncfude Area Cods)
{ ) "

| declare under penaity of perjury thati have examinad all the infermation on this form, and onh any accompanying statements or
forms, and it Is true and correct to the best of my knowledge. | undarstand that anyone who knowingly gives a false or
misleading statement about a material fact In this information, or causes someone else to do so, commits a ctime and may be
sant to prison, or may face other penakties, or both,

SIGNATURE OF PHYSICIAN/ DATE

MEDICAL OFFICER
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