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NC SOAR Outcome Reporting Form
SOAR Caseworker Information

Name

Agency

Phone

Fmail

County

Certified SOAR Worker Cyes [no

Applicant Information

First Two Letters of First Name

First Two Letters of Last Name

Date of Birth / /
Gender [] male [Jfemale
Veteran? Clyes  [Clno

SSI and SSDI Application Information

Level of Application [IInitial Application [IReconsideration

[JAdministrative Law Judge Hearing

Is this an update to a previously submitted outcome? Clyes  [lno

Protective Filing Date / /
Length of time homeless (as of Protective Filing Date) years or months
Did you file an SSI and SSDI application? Clyes [lno

If no application was filed, why?

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

If no, why not?

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

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

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




NC SOAR Outcome Reporting Form pg 2

Determination Information

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

Outcome of Determination CJApproved
[IDenied

Was the case reassigned to a SOAR DDS Examiner? Myes  [Tno

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

SSI Approved? Clyes  [Ino

SSI Benefit Amount Awarded? (monthly) $

SSDI Approved? [lyes [Ino

SSDI Benefit Amount Awarded? (monthly) $

Amount of Back Pay Awarded? g

Medicaid Approved? Cyes [no

Medicare Approved? Clyes  [Ino

Rep. Payee Needed? Clyes  [no

Rep. Payee Provided? Clyes  [no

Consultative Exam Required? Cyes [lno

Date Housed

Further Comments:

Revised: January 2012

North Carolina Coalition to End Homelessness

NC SOAR




Getting Started: Organizing and Completing an Initial SOAR Application’

Is this your first SOAR application? If so, don’t worsy. The biggest and first step hag
already taken place— you ere 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 documeantation, use your scheduled SOAR time to complete the
i3368 PRO and to continue to work on the medical summary report. The tinelines aliow 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 (o complete the process
= SOAR Cousent to Release Information form (from SOAR Process)
Workshest #4 (Substance Use Worksheet) from Module VII of Participant Guide
Workeheet #6 (Applicant Assessment Worksheet) from Module X of Participant Guide
Worksheet #7 (Punctional 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
website
= SSA 827 forms from Module 4 of Participant Guide; after completing the i3368 PRO
online application, the computer program will instract you to print a specific number of
S8A forms 827 needed.
»  SSA form 8000 (Application for SSI)

L TIMELINE FOR COMPLETING AN INITIAL SOAR AFPLICATION
Day One

]

«  Complete and have applicant sign SOAR Consent to Release Information form. This allows you to !

obtain the SSA status of the applicant,
®  Fax SOAR Consent to Release Information form to designated SSA location (o the atiention 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 fx back to you the front pags of the SOAR Consent

to Release Information within 48 hours.
Day Two or Three

»  Contact the SSA office if the SSA SOAR contact has not faxed back the details of applicant's
involvement with SSA to you within 72 hours,

» When SSA fates its response to you, it includes past history with S5A and gives you the
information you need to proceed with the appropriate SOAR process.

e Ifthe client does not have a pending case or active appeal, proéeed with an initial application ag
follows...

s Have applicant sign SSA-827 Authorization to Disclose Information to the S8A and agenoy
Release of Information forms; have applicent sign releasss equni to nurnber of hospitals, clinics
and dactor's offices he/she remembers being treated. Mail both a SSA and sgency release to each
treatment source within the first 24 to 48 hours of initistiny SOAR upplication effort..

- B T R R —

! Developed by US Pubfic Heath Service, Commander Eddie Prazier, Michigan SOAR Team, Yvonne M. Perel,
ond Deboroh Dennis, National SOAR Techinical Assistonce Team

Policy Rescarch Associutes, Ine, Reviged: May 25, 2009
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After applicant identifies a primery provider (psychiatrist/medical doctor), contaci the provider
and let the gtaff there know you are working with the applicant on appiying for S51/SSD] benefits.
Ask for thedr input and let them Jmow that you'll be requesting the physiclan/psychiatdist/s
signature on a summary of how the applicant’s illness.and symptoms affect his/her ability to work.
Conplete the first two pages of Worksheet #6, through Personal History. This will alow you to
complete the Infroduction of your applicaut's mediosl summary report.

Qo to the camputer; boalowark 13368 PRO online from SSA website.

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

While on the computer, download the medical sunumary report template from the SOAR website
(orwew praine.com/poar, link to trainings) to create a medical summary templats. This is how you
should organize your informufion in the applicant’s medical summary report. Start your rough
drafi of applicani’s medical summary. On the first day of this initial application work, you will
input information for the introduction and begin the section on Personal History. Completing the
Introduction and starting the Pevsonal History will take only 20-30 minutes. Beginning the
medical summary repart irnmedintely gives you 60 days to complete it instead of the 7-14 days
attempled by many case managers

Geiting things organized and setup initially will take about 2.5 hours, Puiting your SOAR.
epplication in the recommended order will also allow you to wark on differsut aspects of the
application as you move forward rather than trying to complete this al) at once, feeling pressured
by other regponsibilities to meet the deadline,

“Week

“Weeks 34

1-2
Cornplste and have applicant sign SSA form 1696 Appointment of Representative form
Meet with applicant 1-2 times per week to work on worksheets #4, #6 and #7. Enter informatton in
the appropriste sections on the medical summary report as you eollsct the information, These
worksheets shoutd 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 imedical somary is transferred
from workshects #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 interfere with his/her
ability to work, .
Mest with applicant 1-2 times per week to complets paper 3368 application. Begin transferring
information to {3368 PRO ounline application as soon as possible. Complote the 3368 papes
application by the end of week two. The {3368 PRO online application has ? sections, Schadule
enough time fo complete each section, When starting the 13368 PRO, complete information and
obtain & reentry sumber for the applicant so you can use that number to re-anter cach time you sdd
information to this form. Print the reentry page and place it in the applicant’s folder. The reentry
number end the applicant’s social security number allow you to work on the {3368 PRO when
your schedule allows. After working on the 13368 PRO online application, save it, Do not subimit
it to S8A until you are prepared to tum in the completed SOAR application package.
Continue to work with applicant’s primary provider for additional information and to obtain
commitmeant for a co-signature ov the medical summary.
Continue callection of medical records. As you identify additional sources for medical
information, send an agency relesse sad a SSA 827 to those providers to collect additional
information. Work with treaiment sources to identify ways to collect information quickly, eg.,
pick up at their departoaent, fix, ete.

Begin end complete SSA-8000 881 Application (a olean document wilh applicant's signature)
Obtain any nesdsd supportive documentation for 8SI Application, e.p., bank statements, any
documentation of resources, efc.

Policy Regearch Agsocisies, Inc. Reviged: May 25, 2000




" Continue to work on 13368 PRO if not complete. Use your ward processing program fo oheck

spelling for narative comment sections of i3368 PRO. Be sure to meet the limeline for this section
of the application. Complete tranafer of information from paper 3368 to 3368 PRO cnline
spplication by end of weck four.

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

Work on and make entriss in the medical summeary report ae you receive information.

Have applicant sign additional 827s for {reatment sources that have not yet sent in information so
DDS can follow up on these, .
Camplete ISBA (S5D! online epplication) after completing i3368 PRO online spplication. Most of
the information needed for the ISBA. in contsined within the SS1 application as wetl a5 the 3368
PRO. Tbe ISBA ouline application fakes about 20 — 30 minutes to complete. As with the 3368
PRO, save information entered and do not submit uatil you are ready to tum in completed SOAR
application package. The ISBA online application shouid be completed by the week four.
Completing 13368 PRO, the ISBA, and requesting medical infoomation early in the application
pracess allows you to have four weeke ar mors to focus primarily on completing the medical
summary.

% d——— i e P 4 S

Weelts 5-8 (as needed)

Continve to work on itoms not completed during the fiest four weeks

Continue to work on aud revise medical summary. Incorporate medical information that speaks to
spplicant’s functiona! impainments and severity of symptoms. Use direct quotes from applicant as
often as poszible. Have a co-worker reviow medical summary for clarity snd grammar.

Contact SSA SOAR Contact and establish date you will turn i completed lnitial SOAR
Application, giving directly to SOAR contact. Begin atiempts et contact with SSA SOAR contact
al 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 smust be complete and delivered to 85A SOAR
contact ok or before 60-day deadline, if ot all passible before the 60-day deadline.

Immediately before the appoiniment with SSA to tum in the packet, submit the ISBA SSDl on-
line application and the i3368PRO on-line,

s mmpnn

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

.

1
2

W

Policy

SOAR Checklist is used ag a cover sheet for complete package

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

Capies of all medical records in chrenological order.

A clean end complete SSA-8000 signed and dated by applicant. The SSA 8000
information will be transferred into the online application by 8SA after receipt of
completed Initial SOAR Application Packet

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

Research Associates, Inc. Reviced: May 25, 2009
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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 adult, to an
individual or group (for example, a doctor or an insurance company). If you are the natural or adoptive parent or legal guardian,
acting on behalf of a minor child, 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.gov/enline/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 coliect 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
valuntary; 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
S8A 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 o 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 govemment agencies. We use information from these matching programs to
establish or verify a person’s eligibility for Federally-funded or administered benefit programs and for repayment of incorrect
payments or overpayments under these programs. Additional information regarding this form, routine uses of information, and
other Social Security programs is available on our Internet website, www.socialsecurity.gov, or at your local Social Security office.

PAPERWORK REDUCTION ACT STATEMENT

This information collection meets the requirements of 44 U.S.C. § 3507, as amended by section 2 of the Paperwork Reduction
Act of 1995. You do not need to answer these questions unless we display a valid Office of Management and Budget control
number. We estimate that it will take about 3 minutes to read the instruction_sl:vgather 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 wgggjalsecuﬁ%.' ov. Offices are also listed under U.S. Government agencies
in your telephone directory or you may cali 1-800-772-121 .%VY 1-800-325-0778). You may send commentis on our time
estimate above to; SSA, 6401 Security Bivd., Baltimore, MD 21235-6401. Send anly comments relating to our time estimate
fo 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 fo contact you about the consent form).

TO: Social Security Administration

*My Full Name *My Date of Birth *My Social Security Number
{MM/DDIYYYY)
I 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. [T] My benefit or payment amounts from date to date

5. [[] My Medicare entittementfromdate _____________ 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,

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

8

. [X] 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,

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 aduit. | 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.Signature of witness 2.Signature of witness

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

Form SSA-3288 (11-2016) uf



Applicant Information

Applicant Name: Applicant SSN:

Applicant DOB:
MMDDYY

THIS SECTION TO BE COMPLETED BY THE SOCIAL SECURITY

ADMINISTRATION
No Record Supplemental Security Income Social Security Disability Income
Terminated Record SSI SSDI Date Terminated:

MMDDYY

Current Claim Status

SSI Claim Pending: SSDI Claim Pending:
Initial Claim Date Filed: Initial Claim Date Filed:
Reconsideration Date Filed: Reconsideration Date Filed:
Hearing Level Date Filed: Hearing Level Date Filed:

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

(Circle One)

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

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

Please Return Form To:

SOAR Caseworker:

Fax Number: Phone Number:







COMPLETING THIS FORM TO APPOINT A REPRESENTATIVE

Choosiag to be Represented

You con chooss to have a representative bielp you when
you do business with Social Secwity. We will work with
your remeseniative, just gs we wonld swith you. Jtis
fmporiont that you selret s qualified preson becanse, once
appointed, your represemtative may et for you in most
Socir} Security motiers. Wo give more infurmstion, aml
examples of what a represeatative may do, in the section
titled “Infonnation for Clabunmis,”

Privacy Act Statoment

Collection xud Use of Pevsonal Informaton

Sections 206(n) and 1633(d) of tha Socia} Seourity Act, as
emended, suthorize ug (o callect this information. We wifl
nse the information you provide on this fovm to vesify
your appoiniment of an individus! a5 your representanive
and his or her accepiance of the appoiniment,

Campletion of this fonm is vohmiery; hawever, ifyou
want to use thiz forn to appoint somenne fo 2ct an your
bohalf b matters before the Soclal Security
Admintstation (SSA), (en you and thas Individual must
complets the spproprizie sections of this for,

We rerely use the lnfonmation you supply for any purpose
other thaq 1o verify your appointmient of as individual ns
yaur represeatative aud his oy beg acceptence of the
appoinument. However, we imay use it for the
administrotion end tntegrity of Social Suourily programs.
We may also disclose infoarmation 1o another persan or to
anuther apency in scoordance with approved routine uses,
which inzluda bt are ot limited (o the following:

1 Toenabir a thicd party or an agency 1o assist
Social Seeurity In cstablighing right to Social
Secunlty benefits andior coverage;

2, To comply with Federal laws requiring the
releuss of information from Socicl Security
records (c,8., to the Gaverament Accounisbility
Dffice or the Departmeny of Vetcrans Affwirs);

3. Tomeke determinations for eligibility in similar
bealth and income maintenmice programs ot the
Federal, Stats, and Joosl level; sid,

4. To facilitate siatistlonl researcl, audit, or
imecstigative activities necessery to assure the
ivtegrity snd improvement of Socis] Secarity
PORFAINS,

We may nise use e information you provids in comyputer
matching pragrams. Maotehing propams compare awr
yecords with records ket by other Federal, stete, or local
government agencies.

Form BSA1686-118 (D3-2011) &l {03-2011)
Destroy Prior Bdilions

Infoimation from thege matching programs ¢en be
uied 1o eaiablish or verily e person's cligibitity for
Federally-finided or edministcred benefit programs
and (or vepryment of payments or delinguent debts
uader theee programs. A cumplete fist of routing uses
for this information e available in our Sysen of
Recorda Notice entitled “Appointed Representative
Fike" (60-0325), The notice. sdditional information
regarding this form, routine uses of faformation, and
our progrems and sysieins ore svailable on-line et

i or gt your Joesl Sacial
Secuity effice.
With your permission, your sepresenitative may
designate an associste or other paxty lo request and
receive information fram your claim Rle on your
representative’s bahalf,

For mare information about this privacy statement
and how Informstion you pruvide to us may be used
or diselosed (o others plense confret apy Soclal
Socuclty office,

How to Complete this Form

Pleaze print or ype your answers on this forms, At the
1ap of the form, provide your full narme and ygur Social
Becurity sumber. 37 your elahn is based on another
pereon's waork and eamings, slso provide the “wage
earner’s” name and Socint Sectiity number, Ifyon
appoint more than one individual as your representative,
you may want to compleie a form for each of them,
Part | Appolntment of Reprecentative

Giive tho neme and address of ths individual(s) you ere
appoiniing. You may appoint an atomey of amy other
qualificd individual to ropresent you. You slso may
eppoint more shan ane individual, but ploase refer to tie
“Informetion for Clalmams™ section “What your
Representative(s) May Chorge™ for mare informetion
sbowt payimend of fees. You can appoint one or mure
individuale in & firm, corposation, or other organization
E§ your upmenmive(s). bm m.mmmmmhx

Check. tho b!och(s) s!wwing the mmm(s) under which
youhave o clnin. You moey check more then ons block,
Check:
*  ‘Tide 1 (RSDY), if your clnit concrms rellvemment,
survivors, or disshility insurance iepefis,
Tide XVI{S81), if yaur claim connews
«  Supplemental Securlty income,
Yitte XVIH (Medicare Coverage), if your claim
cancems entitlement to Medicare or earolloient in
the Supplementory Medical Insurance (SM1) plan.
«  Tille XV (SVB], If your clalm concems
entitlement to Speeinl Voteynis Benefits.,




Wien you give your premission your represeristivie may
designate an associnte (o.g. a clerk), os other porty or
entity {e.g. B copylig service) to receive information
from your clein fide on your representmtive’s behalf for
tha duration of your claim. [f you wani 1o ghee yonr
representative permission to do that, check the block fo
suthorize this releaze.

I you will have o than one representative, checis the
spproprialte block aud give the name of the individua)
you want (o be your meis representative.

You nwist gign and dete the form,  Privst or type your
address, area code and telephone nunber,

i1 you ore appoiiiting & representative 1o replact o
representalive that you discharged or who withdiew his
of bex representation, you mmast notify us in writing thet
the prior appointment has ended.

Part 1t Acceptance of Appolutment

Bach individua) you appoint in Part 1 should also
complels Paxt 1), )€ e individoal i niot 8y attamey, he
or she gt give his or her naine, state that be o she
acctpts Mo appoiniment, and sipn the Torm,

Pact [X} Fec Arcangement

To help in processiug benefits sad fee paynionts timely
you and your reprasentative should compleic this
section. Your represeniativa should check & box, sign
end date the form. Your repressaiative may choore in
receive payment, waive direol paysmen, or woive
payment of the fee altngestior, 18 you and your
representative change your aysugement before we
decide your claim, you wan provide « now or amended
form so thot we ean update our records. If you sppoint a
secord repraseniative or co-counse] who atso will noy
charge a fee, hie or she shonld also complete this pant or
provide & sew fonw, or if not weing the for, giva us s
separate, weltien walver ciatement. If your representative
is not eligible for direct payment, or isan ahomey or m
cligible non-aliproey who waives divect payment, you
witl b responsible for paying any fee we oethorize,

Undar certsln circumstances, we do not have to
msthorbee the fee. Theae circumstences includz where n
Cotint has aworded a fec based on your represemagive’s
ections 8 s fega) guardien or count-appointed
represcutative, or where 2 business {such as an
insirance company), other organization or government
agency will pay your representative’s fee and you and
your beneficiaries have no Hability to pay suy fees or
exXpenses,

Paperwork Reduction Act Statement - This
{nfonnation collection meets e requirements of 44 U,
8.C. § 3507, a2 emended by Section 2 of the Paparwork
Redugeion Act of 1995, Yau do not nced 1o snswer
these quasiions uniess we display » valid Office of
Management and Budget control minber. We estimaie
that it wil)

teke eboui 10 mimies fo read the instructions, gather
the fhecls, and answer the quesiions. SEND THE
COMPLETED FORM TO YOUR LOCAL
SOCIAL SECURITY OFFICE. The office te tisted
under U, 8. Gaventntent agencies in your teleplinne
directory or you may coll Social Security at
1-800-772-3213 (TTV 1-800.325-0778). Your may
setid comments on our thne estimale above 10: S84,
6401 Sccurity Bhvd, Baltimore, MD 21235-8401. Send
gitly commems reluting 1o onr thive extlmete va this
widdress, not the completed form,

References

»  IBUS.C. §§ 203,205, md 207 and 42 US.C. §§
406 (a), 1320s-6, and }383(dX2)

* 20CFR §§ 404.1700 ct. seq, and 4161500 ot seq.

v Bocinl Security Rulings 83-27 and £2-39

v 26U18.C, £ 6041 and 6045(1)



INFORMATION FOR REPRESENTATIVES

Fees for Bepresentation
An silomey or other lndwidunl who wasts to charge

or colliet & fies for providing services in commection

with & cleim before the Social Security

Administration {SSA) must generatly obiai our

prior suthorization of'the fee for reprasentation. The

only exceptions aro §if}

s+ cerisin Jequirements ave inet and a third-party
entity, such as a business, an fnsurance carvies,
& forprofit, ot nonprofil orgenizetion or a
goverament ageacy will pay vhe feo xnd ooy
expenses from its own fods and the claiment
and auxilisry bieneflelaries incyir no Hability,
diretly or indirectly, fur the cast{s); or

» & Federal cowt awsrded a fee hased o the
represenintive's activities es the clrimants
legal guerdion or court-appainted :
vepresspaliva:

« @ Federal court anarded & foo for
represontationa) seevices provided before the
soutt, s fhose cases, nefther the Federal courl
nor SSA cay sutharize & fee for the other.

Obtaining Authorbeation of a Fee

To charge a fec for services, you milst use ois of
wo mutually exclusive fe authorization processes.
Your must file either 2 fee petition or a fee
agreeniont with ut. In either case, you eannat
charge more than the fee amonn we awthorize.

Fee Peition B

YVoumay file n fee petition after yon complets your
services io the claimant, This wiition request must
describe in detal) the amouny of time you spent on
each aervics provided and the amount of the fes you
sre requasting, Ts onder to directly pay you under 8
fee pesition, you musi either file o fee petition or
notifyy us within 60 doys after we decide the claim
of yous intent to file » fee potition.

You must give the clsimant & copy of the fez
pelition and ezch sitachment. The clabinan may
disagree with the information shown by contasting
& Sotia] Sccurity office within 20 days of wceiving
bis or her capy of the fee petition. We will consider
the reasonsble value of the services provided, and
send you notice of the emount of the fee yoo ean
charge,

Eeg Agresmen Process

3 you and the claimant have 8 writien fee sgreeraont, oue of
you must glve it 10 us before we decfds the claim(s), We
usmally will approve the agreamend ift

« you hoth signed ity

+  the fee yan rgreed on i no mors than 25
pereent of pst-duc banefits, or §6,000 (ora
bigher amouit we set and announce in the
Federat Register), whichever is tess;

. woapplove the elain{g); end

v the claim results in past-due benefits.

We will sand you s copy of the sotice we sond the elaimant
telfing him or e the amount of te foe you con chamge
bezed on the agroement.

we do noy eppyove the fee agreement, we will 1l you Iy
writhig. We also will tell you and the clrimant thet you must
file & foe petitlon if you wish tp charge und coltect o foe.

After wa tell you the spaunt of the foe you esn chaggs, you
or the claimant may ask v I writing 1o review the
nuthorized fee. If we npproved a fee sgreesaeat, the person
who decided the claim{e) also moy nsk ug to lower the
amount. Sorscone who did not decide the emaunt of the fee
the first time will revicw and (inally decide the amaumt of
the fee

Collestiug a Fee

You may nceept nwoney for your fee in advance, og long as
your hold it in @ trust or escrow account. The claimant never
owes you move than the fee we avthorize, except for;

+  phy fee o Federal court alkows for your seivices before it;
aml

«  oul-oftpocket expainses you inver or expect ta fncwr, for
exanple, the cost of getting evidence, Our authorization
is not needed for shch oxpenses.

dnutmm. yau musl m‘hﬂ \he auﬂumzsd t‘ee ﬁum the
cinimant, If you sre imterested In becoming eligible o
receive divect payment, you ran find more information sbout
this on our “Atiorncys and Appointed Represematives”
wobsite:

hipdvaw ssaeovienresentasion/.



ifvonare gy sMomeyoranop-attomey whom 854 3~ Repletering for Dircet Fea Payment
has found eligible fo sooxiva direct pavnsent aind yon

registes with 8SA, as deseribed belaw, we usaally
wiibhold 25 percent of any pust-due benefits that
resuli fom s favorably decided retlrement,
survivors, disability insurancs, or supplemeiinl
sscurity income claim, Once we suthosize & fee, we
pay you all or pant of the fee Fom the funds
withhield. We will alss charge you e assessmunt
required by suction 206(d) and 163H{dXHC) of the
Socdal Secutity Act. You cannol charge or colfect
this expense from the claimant, You will nced ©
coflect finm the claimant:

«  the rest of the fee he or sho owey, ifthe
amount of the mnthorized fee is nore thay the
siouit of mouey we withheld ond paid you for
the olaimant, plus any amount you held for the
claimant fit & trust or esorow pecoont,

s alf of the fec he or she owes, If we did npt
withhold past-due beneflls, (Far exomple,
becouse there are no past-due beneflis; you
waived dineet poyment or did oot register oy
direct payment; the claiivant discharged you ar
you withdrew from representing befare we
iszued a favorabla decision); or we withheld
past-due benefits, bot you did not ask us to
authotize & foe or tell us that you plannsd (o
axk for 2 fee whthin 60 days afler the dete of the
notics of award and we released the withheld
amount to the clainwni,

1 you nre eligible and wast 1o receive divect payment, you
rant vegister with us before we effectunte a favorsbls
decision on the claitn. To veglster, you must submit & Form
$8A-1699 (Registration of Individuals and Staff for
Appointed Representative Seyvices) onee aud a Form
S8A. 1695 (Idemifving Information for Possible Direct
Payment of Authosized Fess) with ench appolotinent, We
will nse the Infornation yon provide on thesce forms to issue
you a Form 1099-MISC 1f we puy vou aggregate fees of
$600 or saore in a ealendar year, ‘The lnternal Revenue
Cade requires that we do this, Far information on the
registration process, see our “Attameye and Appointed
Representatives” website

Confllct of Interest and Penalties

1T you commil irmproper rcts, yo can be suspended or
disgualified from representing onyane before SSA. Yon
k5o can fece criminal prosscution. Improper sets inchude:

«  If you are or were an officer or employes of the United
States, providing services a5 & representative in ceriain

+ claims againgt and othey matiers affecting tie Federa)
govesment.

¢ Knowingly and wiltingly fumighing fhise nformation.

«  Chesging o collecting an unaviborized fee, o charging
or collecting 100 much for services pravided in any

¢l including services before & court that made o
favorable decision.

References .

o 18US.C. 4§ 203, 205, mud 207 and 42 V.8.C. §3 406
{n}, 13202-6, and 1383{d)2)

+ 20 CFR §§ 404.1700 e, s2q, orcd 416. 1500 et. szq,

«  Social Securfty Rulings 83-27 and §2-39

« 26US.C. §5604) and 6045(7)



Sociel Secuﬂtﬁdminlstraﬂon Form Approvatl

Plepse read tha instructions hefore completing thisform, » OMD No. 08000527
Name (Claimenf) (Print or Type) Sodnl Securily Nus e
Wage Eamer [ Diferent) | "Ga Eucirhy Number
Pati APPOINTMENT OF REPRESENTATIVE
| appoint this psison,
" e and ABdrest]

to sof as my representativa In connecilon with my clsim(s) or asserled righi(s) under:

[} Tiedt [ Tile XV ] Thie Xvill Thie VI

(RSDI i Medicare Coversgs {sva)
This person’ may, enll ?n my plage mafce any m(‘ussl o glv}e any nolice; give or draw out evidence o
Infermation; pet informalion; a tecalve any notica in connaclion with my pending claim{gs) or asssried Aghi(s).
¢ authorize the Soglal Securlty Administration to releasa Information about m{apendlng clalm{s) or asserted
right(s) lo designaled associates who perform edminisiative dutles (2.9. clarks), partness, andfor partles
under coniractial arengements (e.g. capying servicas) for or with my reprasentative,

{711 appoirt, or ) now have. more than one repreasntative, My main rapresentative

e e e fama ol Ploapal Rl s I
Signature (Clalmeni} |Addrass
| . i
*r?ssﬁar;é Number (with Ares Gona) | Fax Number [Wilh Afes Gode) [ostE
- SN | S F—_—— i
Pant il ' AGCCEPTANCE OF APPOINTMENT

b - : , hereby ascept he above appolniment. | carlify that |
have not beeii suspendsd or prohibited from practics before the Soclal Seouily Adminietration; that | am not
disqualified from representing the claimant as & current or formar officar or employae of the Uniled States; and
that { will not cherge or collect any fas for the repreaentstion, even If a third parly wWill pay lhe fes, unless it hes
been epproved in accordanca with the laws and rules efered (o on the reverse uide of the representalive's
copy of s form, If 1 dscids not to cheige or collest a fee for the representation, | witl nollfy the Soolsl Sequrlly
Adminisiration. {Complation of Part Il sefiefies this requirement.}

Check one: []6 em an allomey.  [_]1em a non-altomey eligible for direct payment under SSA taw,

[7)1 am a non-aftomay not efigitle for direct payment.

1 am now or have previously baen disbarred or suspendad from & court or bar 1o which | wes previously

admillad {o praclice as an allomey. [JJYES [JNO .

| am now or have previously been ua\l'iggd fm[ﬁl Saéﬂupalhg in or appearing bafore a Federa! program or egensy.
1 doclare undet ponalty of parjury thet | have axsmined ail the fnformation on this form, and on any acoeompanying
statsments or forms, and § |5 true and correst o the best of my knewlsdge.

Signature (Representailva) |Addiess

Ther &8 ) | Fax Number (Wiih Afes Cods) 1T

i (RS PSSR R [ -
Part (i FEE ARRANGEMENT

Charglng a feo and requestiag direct payment of tha fes from withheld pasidue benefiis. (SSA mist aushorize the foe

unloss a regulslory excoplion applied3elor! an opfion, sign and dals this section.)

Cherging a fee but walving direct payment of the fee fromwithheld pagl-due benefits - do not quakfy for erdo not

requast diract payment. (SSA must aulindre the fee unlass @ teguialony axcoplion upplies.)

Walving feow and sxpsnses from the clafmant and any auxillary bepeficlaries «By checidng this hiock | cerfily that my

foe will be pald by @ third-party, and thel the clalment and any suxiBary bensflclaries arg free of all llabliity, diraclly or

tndirectly, in whola or In pert, fo pey any fee oF expenser (o me or anyone a9 & rasuit of thely claim(s) or assertad right(s).

(5SA does 1ol need lo sutliorize [he fes if 8 third-parly entiy or 3 govermment agensy will pay from iz funds the (ee and eny expenses for

1his sppoimizent. Do Nok check this bleck i & third-parly individual wif pay the fee.)

{T] Walving foss from any source -4 am walving oty dght ta charpe and coflec] any fee, under sections 208 and 1631(8)(2)
of the Soclal Seourlly Act, 1 release my cilen! end any audliary beneficlaries from any obligations, contrectual or athenwise,

__Whichmay be owed to me for services provided In connacllon with thelr clainis) or aseerted fghtfs)

Signalure {Repraesentative) lDa(e

S UP

ooao

Form B8A-1856-UB (03209 1) of (03-2011)
Dasiray Riior Edilions HLE COPY






Stepping Slenes to Recovery Third Edition

-+

Wortlksheet 1
SSI & SSDY Non-Medical Documentation Checklist
Gif not appbrably write N/ A)
Name
DOB SN
Application date__
SSI S8S8Di
AR oppleanss: Al applicants:

e Phote ID e Birth certificate
. owndrent, copy of mortgage/ent e Copy of any current pay siubs

agreement .
. Ifhe or she doean’t rent; neme, address ~———  List of depeadeats

of person(s) providing in-kind help — . Proof of Worker's Compensation or

State Dissbility Insurance Benefits

~—— List of dependents (benefts letter or cheok stubs)
. Owiership of vehicle{s)
—ene Copy of life insurance policy
— .. Mostrecent bank account statement,

including any joint bank accounts
e Copy of certificstes of deposit
. Copy of stockhnutual fund certificates
—— Copy of bonds held b own name
. Copy of any land/houses, elc., proof of

ownership
e Copy of burial contracts
cermee Copy of any other household income:

pay stubs, other benefits, child suppon

Luavigronts: Lnmrigrants:

||

|

Proof of sponsorship — original

Proof of citizenship or afien status
— original

Birth cestificate (may be vequired)

——Proof of sponsorship — original

e Proof of citizenship or alien statug
— originel

MODULE 1l
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Siepping Stones lo Recovery Third Edition

Waotrksbeet 2

SSI Income/Resoutce Worksheet
(if the ineome/ resosrves does ot apphy, wiste NI A)

Name _
DOB 88N

Application date -

Income
___ Tye ] Date Submitted ‘
. _ Earved ]
Wage stubs
~ Tarretomn |
\ . Unearmed
' Benefit letters

Court orders

Al_injmnylc_hild support receipts

Bank statements (interest) |

_ Dividends/royeities |
_ Rental/lesse income 1§

Resourcea
- Type | DateSubmitted
Vehicles owned® |
_ Houses owned** |

Other property owned

Life insurance policies |

_ Bankstatements |

Ivestment statements |

SO — - ST

4
|
1
1

Savings statements |
__Burial expense set-aside |
) Cemetery lot, crypt, etc. 1 ~
* One coror fruck Is fully excluded om resources i vsed for dally activities.
*+ A house thal o person owps is excluded If he individuat lives In £,

S -

bt m—— bl S

e

MODULE It
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Stepping Sianes to Recovery Third Edition

Worksheet 3
Applicant Tracking Wotksheet
(use additional thests, if necessary)
Name__ , DOB SSN
Phone, Address
Third Party Contact (N/Aif noone) . -

Third Party Third Party
Phone Addtess . . ..

Aten of town where person stays —_

Food kitchens /shelters/etc.
Other staff/programs involved

e

Program/Suff person

Protected filing date

Application date S
1 By Phone 3 1n Pergon

SSA Claims Representstive

Neme ... Phone

Office address
Medical evidence submitted with application? [ Yes O No
Medical records sent {brt

Source - _—

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

Date(s) requested~———Date received Date sent to SSA/DDE -
Soutce. .. . e e e A i

Date(s) requested Date received ———— Date sent to SSA/DDS
DDS Disability Examiner
Name s - Phone

Dates of follow-up contact with DDS examiner_

Consultative exarination appointment? JYes [INo Ifyes, Dat:
Decision  [JApproved [ Denied  Date
Reconsideration filed (N/A If person is approved)

MODULE v
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MEDPICAL AND JOB WORKSHEET - ADULT

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

leport on the Internet. It ists 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), iflness(es) or injury(ies) limits your sbility to work?

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

Date(s)

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

Date(s)

OVER
Form SSA-3381 (8/2003)



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

Name of Medlcation and Why You Take I Dogtor'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 person who sent you for the fest(s).

Name of Test Place Where Tested  Persen WhoSentYou ~ Date(s)

G. What is your medical assistance number?

H. What kind of wark 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 Worked Hours Days Rate of Pay

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

. 3

2 $

3. 3

4 3

5 L $

_l{eep your appointment. Do not delay filing even if you do not have ali of the information. Wé ﬁill help !
| you get any missing information,

Form SSA-3381 (8/2003)



Stepping Stones lo Recovery Third Edition

Worksheet 5
Medical Evidence Worksheet

Name__ . R S ——
DOB SSN
Avumsion Noms

Source __Date(s) requested.—. Date recoived—
PsycHosnctAl BEVALUATION

Source Ot Date(s) requested....— Date received .
PsycHoLOGICAL TESTING

Soutce .. Date(s) requested . Date received

OccurATionAL THERARY EVALUATION
Sousce...... o o

NEUROLOGICAL ASSESSMENT

Source _ ..

Prysicat Bxax
Source ...

Date{s) requested_...Date received ——

. Date{s) requested—.—Date received

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

Larorarory Resurts
Source

ERG/CT Scan Resyrrs

Source ) —

PSYCHIATIUC EVALUATIONS

Soutce . .. S

_Dats(s) requested...-Date received .

Date(s) requested ... Dete received

Date(s) requested... Date received e

PROGRESS NOTES THAT DESCHIEE FUNCTIONAL PROBLEMS AND CURRENT SYMFTOMS

Source _____

. Date(s) mquested...... Date received .

IMSCHARGR SUMMARY
Source

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

MODULE X

I5



Stapping Slones io Recovery Third Edition

i6 MODULE IX



Stepping Stones o Recovary Third Editfon

Authorization for Release of Information

PATIENT'S/CLYBNT'S NAME; - . o BIRTH DATE /
TEEY FIRST M 0, Yoy )

The wndarsigned bereby autborines and requests

the followlug informatiane (plesse specify)
Discharge summary, admission infarmation, peychosacial evaluation, peychococial festing report, progeess

notes, end other relevant information: —

A

Dates of Hospiralivation: AYLDATES
Dates of Services Providedy ALL DATES

The disclosuse {5 to be used for the following putposes: For r ohtaining Social Secudy disabilit: benefits,

This consent will expire one (1) year from the date hereof unless atherwise stipuiated.

1 anderstand thet the information may/will incinde treatment for mental and/or physloal illness, counscling
or trestment for drug and/er atcohol abnee, umean immimadeficiency vitus (HIV), including acquired
immunodeficiency eyndrome (ATDS) or tests for HIV or AIDS,

1 understond that I may revoke my congent to telense information Erom my records, but not retroactive 1o
release of information slceady mede In good falth,

Signed Date

Date

e e e - e
Sighature of Purent, Heltive, or Legal Guardian, where applicable

Wites . i . Date,

ANY INDIVIDUAL OR AGENCY RECEIVING THIS ENFORMATION IS PROHIBITED FROM MAKING
PURTHER DISCLOSURE OR THIS INFORMATION.

18 THIS INPORMATION CONCERNS A. PERSON ADMITTED RON TREATMENT OF ALCOHOL OR DRUG ABUSE, THE
CONFIDENTIALITY OF THIS INFORMATION 15 FROTECTRD BY FEDERAL LAY, FEDERAL BRGULATION (2 CFR
PART 2) PROHIBITS YOU FROM MANIRNG ANY FURTHER DISCLOSURE OF TEUIS INFORMATION EXCRYY WITH THE
SPECIFIC WRITTEN CONSENT OF THE BERSON TO WHOM T FERTAING, A GENERAL AUTHORIZATION FOR THE
RELBAEE OF MEDICAL OR QFHER INFORMATION, IR HELD BY OTHER PARTY, J8 NOT SURFICIENT FOR THI8
PURPOSE.

MODULE WV
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Stepping Stones fo Recovery Third Edition

Sample Medical Records Request Letter

DOB:
SSN:

Dear H

Our ptogram serves homeless adults and helps them obrin income, services, and other resources.
Part of this effort is to help individuals apply for Supplemental Secutity Income (S51) end /ot
Soclal Security Disabiliy Insutence (SSDY), two dissbility income programs operated by the Social
Becurity Administration (SSA). In addition to providing needed income support for beneficiaries,
both programs provide medical Insurance (Medicaid or Medirase), whick cauld reimburse your
facility for future care you provide this individual as well as possibly cover some tetroactve bills,

"To be eligible for disability beaefits, individuals must make sure that their medical recards are
provided to the State agency that Socisl Security confracts with to make digability dererminations,
called Disahility Determination Services (DDS). Without this medical information, eligibility for
desperately needed benefits is unlikely.

You have provided medical services to the sbove referenced petson. I have enclosed two releases
of information (one fot SSA and one for our provider agency) signed by the above individual, If
you would please send me your medical information es soon as possible, 1 will ensore that this
information is sent on 1o the DDS for review.

For you o have a sense of what is needed from your records, I also have enclosed with this lenter 2
list of medical information that can be extrsordinarily helpful. Your coopeeation Is critical for the
success of this epplication and for the recavery of this pesson.

If you heve any questions, please do not hesitate to contact me at . I thenk you in
advance for your swift tesponse to this request.

Sincerely,

MODULE V 19
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Stepping Stones to Recovery Third Edilion

Medical Information for SSI/8SDI

Admission notes

Physical examination reposts

Laboratoty test results and reports

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

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

Occupational thetapy tepotts

Neutsological evaluations

Nenropsychological testing reposts

Any additiona} evaluation reports

Progress notes for duration of each treatment episode

Dischatge summaties

AR e e e

MODULE IV
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. JHE SOCIAL
orize and reyuest disclo

L1 {0

ectronic inte

ERNERNE ARSI S SERiRe

1. Altretonis and othor information tlent care for my mpainmantie)
Ingluding, end pot fimited fo:
Paychologlcal, psychistrlz or cther mantal impatment(s} {axdudes “paychotherapy notes™ us dofined in 48 CFR 164.501)
Drug abtse, alcohalism, of other substance abuse
8iekly cofl snamis
Rucorde which may indlcate the presance of o communioabla of veneresi disgass which may includs, but are nal limiad to,
diacasas buch ss hapatitis, syphilis, goncivhea and the humen imwunodeficlency virus, 3lso known as Acgulred immune
Deficioncy Syntrome (AIDS); and tasts for HIV.
- Gone-related Impairments (including ganatic tast resuits)
2. Informafion about how my impalirment{s) affacts my ebflity to complete tasks and activities of dally living, and affects my ahilily io work.
3. Goples of educational fosts or ovatuations, Including Individuntized Educational Progratns, tiennisl aesesements, pxycholagicet and
evatuatians, and shy ather raconds that can help avaluate function; afeo teechms' observations and evaluations.
4. Information crested within 12 months sfter the date this suthorization Is signed, as well as pastin

EROM WHOWM TS B0 BE COMAIETED B 55 A0S AL 1 sast [ArauenaL i i o (& ey
+ it e ol o b, LI (1008 et 0 5 S5 52 i e
phyaichng, 8, 8in.) instuding [ ‘
menlsl health, corraciional, addiclion
tresimsnt, end VA haslth cars facHities |
+ Al edusaiional eotroes {schools, teachers,
records sdminishaions, counselots, sie.)
Soclel workersirehebifintion counsoiore |
Conzudfing exsminers used by 88A |
»+  Employers
«  Cithers who may Know about my condition
{famiy, naighbors, friamis, public oficiais)

TOWHOM  Yhe Soclel Securly Administration and to the Stata agency suthortzed to process my casa (ususlly called *dizablily
delammination services™), Including sontract copy services, and dostors or other professionals consulted during the
process, [Atso, for intemational claims, fo the U.S, Deparimen! of State Forelgn Service Post)

PURPOSE  Dstermining my efigiblilty for banefita, including lonking at the combined effact of any lmpaimsents
that by themselves waukd not mael 85A's definiiion of disebifly: and vhether § can manage such bsnakls,

7] Datormining whethar | ain capable of managing benelits ONLY (chack only if this appiies)

EXPIRES WHEN This cuthorizalion t good for 12 months fiom the dale slpned (below my algnabis),

« | authorize the usa of & copy (Inchuding elecironis copy) of s fonw for the disciosurs of tha information desatibed sbove.

v lunderstand thal thase are some chrumslances in which this information mey bs radisdoaed 1o other partles (s5a page 2 for defals).
« | may wite 10 BRA and my sources (o revoks (his aulharzation at eny time (see paga 2 for detalls).

«  S8Awl give maa copy of this form # | sek; | may ask the sourea 1o allow me 1 inspedt or get a copy of materal In o disclosed.

« | hava read both pages of this form end agree Lo the discinsures above from the types of soirces listed.

PLEASE SIGN USING BLUE OR BLACK IHK ONLY|IF not sighed by subljsct of disclosure, speciy hasie for authority & sign

| I I

INDIVIDUAL, authotizing disclosure ]U Parantof minor [} Guardian [T} Gthar personal cepresentative (explain)
sion P L . _— o
iy T e e | — -M”“j!ﬁﬁﬁ*mmmmuf;m E‘_

Dete Signed Siroet Addrese

Phons Numbor (wihsramcodsy |Gy - —

WITNESS  iknaw the psreon signing s form or aen salisfied of this corson's identil:  _________

IF needed, serond witiess sigh bore (o.g., If signed wilh "% sbove)
N P |SION ¥

A it ettt == ot

rhano Nuraber {or Address) - ' ‘Pl_tme Numhet {drﬁndfce;)—w
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Explanation of Form S8A-827,
“Aathorization te Disclose Information to the Scciat Becurity Adminlsiration (S5A)"

We nead yow written suthorization to help get the information required to process your claim, and to delenmive your capebility of
maneging benefits. Laws and regulations require that sources of personal informmation have a signed suthorization hefore
gmyg xt‘ to us. Aluo, laws require specific authorization for the releses of information ahout eertain conditions end from

ons sonrees.

You can provide this authorization by signing s form S5A-827. Federal Jaw permits sources with information about you to
relense that information if you slpn a sinple muthorization lo velease ul;fvour information from el your ble sonrces, We will
razke copies of it for cach source. A covered entity (that is, 8 source of medical information about you) may not condition
trestinent, payment, enroilment, or eligibility for benefits on whether vou sign this anthorization form, A few States, and some
individual soures of information, require that the suthorization epeoificaily name the sonree that yon autherize to release
persomal information. To those cases, we may axk you to sign one authorization for each scurce and we say contact you again if
we need you to sign wore authorizanions.

You have the right o revake this authorization at any time, axeein to the oxtent a source of Information bas already relied on it to
take an avtion, To revake, send a written slatement to any Sosia) Security Office, If you do, also sead a copy divectly (o any of
your sources that guu nog lnniger wish to disclose information about you; can ie}} ;Ir:;:"if we identiffed any sources you didn®t
tell ug about. SEA may use information disclosed prior to revocation (o decids your clahn.

Itis SBA's policy to provide sesvice ta people with limited Eoglish pmﬁciem in their native language or preferred mode of
communication congistent with Executive Order 13166 (August 31, 200035 the Individunls with Dicabllities Bducation Act.
lSSA makes every reasonable effort (o ensure thal the infarmaiion fu the SSA-R27 is pravided to you In your native or preferred
angusgs.
IMPORTANT INFORMATION, INCLUDING NOTICE REQUIRED BY THE PRIVACY ACT

All perspnal information colieoted by SSA is ted by the Privacy Act of 1974, Once medics] information is disclosed to
S84, it is no Jonger protected by the healih information puivacy proviciens of 45 CFR part 164 (menated by the Health Insurance
Portability and Accounsrbility Act (HIPAA)), S8A retains nal lnformation in stnct adherence ta the retention schedules
egmblished and maintained in conjunclion with the National Archives aud Records Administration, At the end of & record's wsefil
life eycle, it is destroyed in accordance with the privacy provisions, e specified in 36 CFR pari 1228,

SSA Is authorized to collect the information on fovm SSA-R27 by sections 205(a), 223(d)}SYA), 1614(a)(3)(H)(), 1631(d)(1) and
1631 {e){1){A) of the Social Security Act. We use the information obtained with this form 1o delerminte your eligibility, or
continuing eligibility, for benefite, nud your ability 1o manage any benefiis received, This uss usually includes review of the
information by the State agency processing yows case and guality control people in SSA. In some cases, your information may
nleo ba reviewed by SSA. pervounel that process your appeat of a decision, or by investigators lo resolve allegations of fraud ov
sbuse, and may be uzed in any relaled sdministrative, civil, or criminal proceedings.

Bigning thig form is valuntary, byt failing (o sign it, or it before we receive necessary information, could prevent an
sceurate or timely decision on your claim, and could result in denial or loss of benofits. Although the information we obtain with
this formn is slmost never naed for nn¥ urpose other than thoss stated above, the informetion may be disclosed by SSA without
y:g cm?mt if authorized by Fedem gws such ag the Privacy Act end the Social Securlty Aet, For exumple, SSA may disclose
mation:
{. To enable a third paxty (e.g., consulting physicians) or other government agoncy to assist SSA o establish rights to
Social Security benefils anior covesage;
2, Purpuaqt to law sutharizing the release of information fiom Social Security records (e.g., (o the Inspector Genersl, to
Foderal or State benefit I%I}MM or puditoss, or to the Depetiment of Veleraus Aﬁ’ninglA)};
3. For stafistical seseatch and sudit activities necessary to ensuee the integrity snd imprivvement of the Socie] Security
programs (8.8, o the Burean of the Census and private concemns wader contract with S5A).

S84 will not redisclase withoul proper prior writisn consent information: (1) relating to alcohol and/or drug sbuse as covered in
42 CFR pan 2, or (2) from edueational records for s minor obtained under 34 CFR part 99 (Faily Bducational Rights and
Privacy Act A)), or (3) regarding memal heslth, developmenta! dissbility, AJDS or HIV,

We may also use the infonmnation you give us when we mntcl records by computer. Matching conipare ouy records
with those of other Federal, State, or local ig;overnnmm sgencies, Many agencies inay use ing programs to find or prove that
@ person qualifies for benefits paid by the Federal government. The law allows us to do this even i you do not sgree fo it

Explanations about possible rensone why information yon provide us may be nsed or given ot are available upon request from
any Socisl Security Office.

PAPERWORK REDUCTION ACT

This information collection meets the requiremients of 44 U.S.C. § 3507, as smended by Scction 2 of the Papensods Reduetion
At of 1995, You do not need to answer these questions unless we display a valid Office of Management and Budget contro
sumber, We estimate that it will take about 10 minutes to read the instrisctions, gather the facts, and antwer the questions. SEND
OR BRING IN THE COMPLETED FORM TO YOUR LOCAL S8OCJAL SECURITY OFFICE, The office Is Hsted under
U. S. Government agencles in your telcphone direclory or you 1may crii Social Security at 1-800-772-1213, You may send
comments on our time egtimare above ta: SSA, 6401 Security Bivd,, Baltimore, MD 21235-6401. Send anly comments relating
1o our time estimate o this address, nai the compleled form,

Form SSA-827 (1-2008) ef (O8-2005) Pags2of2



Stepping Stones fo Reoovery Third Edilion

Worksheet 4
Substance Use Wotksheet
Name_
DOB SSN
GunNEraL HISTORY

(Dotoited information is listed on Worksbeet 6, ibe Applicant Assessanid farns. Infornration on broin domage and pest abirss
ér dakeent from fhat assuserent)

Brain dawnage history (due to head injury, iliness, or substance use)? ) Yes T No

History of physical abuse? £1Yes ONo
History of sexual abuse? [ Yes TINo
Diaguosis of serious and persistent mental illness? [ Yes OINo

List diagnoses:  Axis I (clinical disorders)

Axis II; (personality disorders, mental retardation)

Axis TII: (physical health problems)

SussTANCE Usg HISTORY

What do you drink now? About how much? What other drugs do you use, sbout how
much, and (usually) how often? Qbiein darification i be person says sovsetbiog fike " ittly" or “slos,”
or "ol sych, ")

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?

o S e ———
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Stepping Stonas lo Recavary Third Edition

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 sincs you've been using?
What do you think affected how much you drank alcobo} or used other drugs?

What is your substance of choice now (if you could use any alcohol or other drg 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 drugs the most? What was going on st that time?

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

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

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

Worksheei—4

MODULEVH



Stepping Stones to Recovery Third Edition

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

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

FuTuRE STEPS
Further eveluation needed?

If yes, what type of evaluation?

e e b

O Yes ONo

| Apipointment dates for needed ovaluation(s) _

' Place | Address
= |

Intetviewer

ST -

Phone flypeoﬁvaiuaﬁou _
Number |
— — !
- | ;
1 |
L T |
l |
| = ,I
l
B |
Date
Worksheet-4
MODULEVH
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Medical Summary Report

Interview Guide and Template

For applications filed on or after lonuary 17, 2017

The Medical Summary Report {MSR) Interview Guide provides sample questions and guldance for
gathering information necessary to the S51/55DI 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 mititary history section. Ukewise, if the Individual
has no legal Issues, do not include a fegal history section.

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

Trauma-informed Interviewing

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

SOAR Tip: Interviewers who feel yuncomfortable or ill-equipped to explore certain
topics should not do so. Instead, they should seek assistance from someone who s
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.




Medical Summary Report (MSR) Interview Guide

Section |: Introduction

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

A. Physical Description
*  Helght and weight
»  Clothing, hygiene, grooming, glasses, assistive devices

B. Ohservations that lliustrate 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 l. Personal History

A. Current and Past Living Situatlons; Homelessness History

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

Sample questions:

*  Where do you live or stay? With whom?

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

»  Have you ever lived independently? What was that lke for you? Why did you leave that

situation?

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

«  How did it go living there?

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

= What made you decide to move?

B. Family Background

This section should Hlustrate 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-hushand, parents, etc.} who have not given
permission for providing collateral information.

SSI1/SSDI Outreach, Access and Recovery (SOAR) Technical Assistance Center January 17, 205
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Sample topics/questions:
Place of birth; family structure/relationships; others In the home
»  Tell me whot it was like when you were growing up.
= When you were growing up and did something your (fill in person who ralsed the individuai)
didn't like, what would s/he do?
How old were you when you left home ? Why dlid you leave?
= Do you have contact with your family?

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

Sample questlons:
» 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 mastly difficult? What made them so?
» Did the relationships include any violence/hitting/yelling/ emational problems? Are you
currently in a relotionship that makes you feet unsofe?
= Have you had struggles in relationships? if so, please describe.

Questions about children might include:
* Do you have any children? How many? Ages?
»  What fs your relationship with them now?
= Are you gble to have contact with your children?
v |f not, would you like to have contact with your children?
Make these inquiries gently. Do not assume that the person wants to have contact with their children.

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

Sample questions:
= 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 particufar?
»  \When you were younger did someone older than you ever touch you In a way that felt
inappropriate or private?

E. Education

Educational history can provide clues to a person’s past and present functioning. it is helpful to
understand how a person learns and processes information and whether the person received services
in the school setting for intellectual or behavioral issues. A lack of cognitive and behaviorat
development will influence 2 person’s ability to learn new work skills.

ot namonn A
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Sample questions:
= Whot was the last grade or level that you completed?
= Did you repeat any grades? If so, which one(s) and why?
= What made you decide ta 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 exira 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 Jall or prison, as they can be helpful for lllustrating periods of sobriety when
mental health symptoms are still present.

Sample questions;
* Have you ever been arrested? Can you tell me what happened?
* Do you have any charges pending/woiting? 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 lli: 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: S5A
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 guestions 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

1Havlng a past histary of offenses, incarceration ar probation will not interfere with eligibility. If the applicant has an
cutstanding felony warrant for flight or escape, this may interfere with eligibllity for benefits; however, other warrants,
Including those for parale and probation violation do not affect eligibiiity.

551/SSD1 Outreach, Access and Recovery (SOAR) Technical Assistance Center lanuary 17, 2017
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figures. It can also be a source of medical records, periods of sobriety, and information about PTSD or
T8B! 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 speclal training while in the military?

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

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

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

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

Section V: Substance Use

The purpose of asking these questions Is ta 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 iliness 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 ta make this determination.

Sample questions:

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

s What was going on In your fife then? How was your life golng? 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 moke you feel? What does
it da?
Have yau ever tried ta limit your substance use? If yes, what happened?
Have you ever experienced blackouts (when you didn’t remember whut happened), shaking, or
selzures when you were using alcoho! or other drugs? How often? Were you treated for
anything when this happened?
Have you ever been in treatment for your substanice use? if yes, what kind of treatment? What
was that fike for you? Was it helpful? in what way?
Do you feel your substance use Is a problem? Can you telf 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?

Ss1/sSDI Oﬁtreach, Access and Recovery {SOAR) Technical Assistance Center Januafy 17, 2017
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Section V: Physical Health

It Is important to find out about any illnesses or injuries that could result in ongoing impairment.
Applicants may be found eligible based on a combination of illnesses, 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 heaith 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 hod any surgery? What was the result?
* Have you noticed anything about your health that concerns you?
» Do you have any problems with walking/standing/sitting? How long/how far can you walk
continuously In one stretch without stopping to rest?
o How long can you stand continuously in one stretch of time?
o What happens If you try to sit too long?

Section VI: Psychiatric History and Treatment
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 thelr mental iliness 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 thon others?

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

When you started experiencing these problems/difficulties, what did you do?

What have you tried on vour own to feel better?

What things make you feel worse?

Did anyone help you with managing these difficult experiences?

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

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

SSI/SSDi Outreach, Access and Recovery (SOAR) Technical Assistance Center January 17, 2017
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Psychomotor Activity
= Does the individual have difficulty sitting stiil? Does he or she seem agitated? Is the person
noticeably slow In activity? Describe,

Moad/Anxlety

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?

= Rate the individual's mood: On a scale from 1 to 10 where 1 is very sod and 10 is very happy,
what would you say you feef most of the time?

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

« Do you have thoughts of hurting yourself or hurting others?
Do you ever notice yourself feeling very nervous with shaking hands, racing heart, sweaty
paims, and a general unsettled feeling? When does this happen?

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

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

Obsessions/Compulsions
s Do you natice 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 ore afraid of? Do you think obout those things happening a lot?

Manic/Bipolar Symptoms

= Do you ever feel that your thoughts are maving too quickly? Too slowlfy?

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

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

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

» Have you ever felt very powerful or in a high-level positlon even though other people might rot
hove seen you that way?

Psychotic Symptoms/Paranola

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

» Sometimes peaple 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 fee! that someone is watching you?

SSI?ESD! Qutreach, 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 colar
of the building, etc. Use other sources: friends, family, other service providers, the intemet, etc. Gather
information about:

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

» W ¥ = =

Sample questions:
s 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 jait? What help did you receive?

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

Section 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 fink between the person’s diagnosis and his/her abllity to work. To be
eligible for 551/55D|, 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 essentiat 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 notice that is different obout your
memory? When do you notice this? Can you give me a specific example?

SSI/SSDI Outreach, Access and Recovery [SOAR) Technical Assistance Center January 17, 2017
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fWhen someone gives you directions or instructions, are you nble to rememher them? Do you
use any techniques ta help remember things?

How often do you have difficulty remembering something, such os 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 toke 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?

tnderstand and Apply Information

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

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

When someone gives you more than three Instructions on how to do a task, do you experience
any difficulty in remembering the order of steps?

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

Have you ever followed a recipe? Tell me about your experience with that.

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

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

B. Functional Area !l — Interact with Others
Intetacting with others in the community:

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

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

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

Describe any difficulties you have with troveling cutside the house.

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

Who do you see on a regufar basis? How do you and . get clong?

What do you do if someone makes you reolly 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 avold 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 difficuity?

S$S1/SSDI1 Outreach, Access and Recovery (SOAR) Technical Assistance Center Jam;a;y 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 refated 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 de a tusk, at work or in general, what do you do?

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

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

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

When you work around others, do you find it difficult to complete your tasks or block aut 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 enfoy doing? What do you have an opportunity to do? When did you fast do this?
Are there any changes in what you enjoy now and what you used to enjoy?

Do you like to watch TV? If yes, what 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. Whoat 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 serlal 7s (i.e., Subtract 7 from 100, then subtract 7 from that totat ...
until the persan reaches 65). If the person can’t do 7s, ask him or her to try serlal 3s. Note what
happens.

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

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

How do you spend your days? What time do you get up in the morning and geo 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?

SSI/S5D1 Outreach, Acc;ss- and Recovery (SOAR)ﬁchnical Assistance 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 ossistance does he or she pravide?

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

About how often 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
bosis? What kind aof chores do you find difficult to do? i the person lives with someone else:
How are the chores split up? Do you need reminders to do chores?

Are you oble to do your own loundry? 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 gssistance 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 moke 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 far yourself, then some long term goals.

EE/SSD! Outreach, Access and Recavery {SOAR) Technical Assistance Center .ianuary 17,2017
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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 milltary 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)

$S1/5SD1 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 alt
providers including context for treatment, diagnoses, medications and side effects)

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

SS1/SSD! Outreach, Access and Recovery (SOAR) Technical Assistance Center January 17, 2017
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FUNCTIONAL INFORMATION
(Address all four areas of functioning using detailed examples and quotes to describe how the
applicant’s symptoms impact his/her ability to function)

Understand, Remember, or Apply Information

Interact with Others
Concentrate, Persist, or Maintain Pace

Adapt or Manage Oneself

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

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

Sincerely,

[insert signatures]

551/55D1 Outreach, Access and Recovery (SOAR) Techni¢st Assistance Center January 17, 2017



SOCIAL SECURITY ADMINISTRATION . i R _owaNe, m-ozza
APPLICATION FOR SUPPLEMENTAL SECURITY INCOME {SS1} i Ly

Note: Social Sesurity Administration staff or others who help peaple apply for
581 will fill out this fonm for you.

- bt A At S R

| am/We are applying for Supplemental Sacurity
Income and any federally administered state
supplementation under Title XVI of the Social
Security Act, for benefits under the other programs S — y
administered by the Social Security Administration, (I Recepr  [] Protestive
and where applicable, for medical assistance under

Filing Data imonth, day, yeort

Title XIX of the Saclel Security Act. | [Irsssarapp | [] Fo-REFERRED
Prelerred Language
.wmum Spoken;
TPEOFCLAM  [1 maviud [] POl ) oo [T cnile [ Chis with Paconss

PART {--BASIC ELIGIBILITY-- Answer the questions below baginning with the first moment of
_ the flling date month,
1. |10 Fiet Name, Middls intdel, Lost Narno Sk~ | Birthdate _[Soclal Securhy Number
| D Msle {month, day, year} |

| _ o [ Femate ‘ ——
{b) Did you ever use any other nemes lincluding .
| maiden name) o any ather Soclal Seaurity Numbsre? ]D YES Go o (el [l w0 @otoia)

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

{d) ¥ you are also filing for Social Security Banefits, go 10 #2; otherwiss complete the Tollowing:

Mother's Father's
Malden Name: Name; Go to #2
2. |(a} Ara you married? ] ¥Es Gow 0O 8o Goto#s
(b} Date of marriags! imanth, day, ysac} o
{cl Spouse’s Name (First, middie Iniiel, last) | Birthdate |Sociat Sscurtty Number
‘ {moath, dey, yest} |
{d} Did your spouse aver use any other names | '
{including maiden neme) or Soclal Sscurity Numbers? !D YES Goto le) O no Goto
{e] Other Namels} {Other Soclal Secusity Number{s) Used
i) Are you and your spouse living together? [] ves Goto#a ] N0 Gotoig
iﬂl Date you Eegan living apart : lmouﬂ\:dnv. yous -
Form SSA-BEOO-BK (02-2010} Ef (02-2010} Page 1

Destroy Prior Editlons



2

H

@«
.

{h} Address of spouse of namae of someons who knows where spouse g, (Complate anly if spouse is age 86,
blind or disabled.)

@ H N T T Ya T Your Spouse, i @

(s} Hava you had any ather marriapes? You i filing

¥ never married, cheok this bax [7) 3 ves O no |D ves [ no
|Gotaib) Goto#4 |Gotofh)  Goto 44

tb) Give the foﬁownng \nformatwn about yeur fon_'n;r spouse. i thare was more than ona former marriaga,
shuw 1ha remalning informatmn in Remarks and go to #4,

o You YOUR SPOUSE

FOBMER BPOUBE'S NAME
(hdudhn malden namsl

e — SRTEE—————

BIRTHDATE
{month, dey, yest}

— ————— el - ——— —

SOCIAL SECURITY
NUMBER

DATE OF MARHIAGE
{month, diy. yasll

DATE MARRIAGE ENDE&
{month, dsy, yeas}

HOW MARRIAGE EMDED

lf you ere hllng for yoursatf g0 ta {a); lf you are filmg for & chlld 90 to (e)

Y B "~ Your Spouse
(a} Are you unable to work because of ilinessss, J ves D NO D YES 3 ne
Injuries or conditions?
R - Go w (b} Gotc#6 | Goto |h) Go to #5
Imonth, dey, year | {manth, day, year}
{b} Enter the date you became unable to work, !
(c) thn sre your |llnessas, ln;unas or condmone?
o You _ Your Spouaa
Go to (d} Go to {d}

(d} i you were uneble to work becaus:;umscsas. injurlas, or canditions bafore vou waere age 22, do you
have a parent who Iz age B2 or older, unable to work because of [inesses, infurles or conditions, or decessed?

D YES Farent's Name:
Soclal Security Number:
Addrass:

Cino

{a) When did the child hecome disabled?

— ) Go to #

treanth, day, yearl

— Gotolf)

(f} What are the child's disabling Hnesses, injuries or conditions?

— = Go to {a)

Form SSA-8000-8K (02-2010) Ef (02-2010} Pege 2 T
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4, !{9) Doss the child have a parentis] Who Is age 62 of cider, Unabie to wWork bacause of (Inass, INjuries, of
conditlons, or dacessed?

: D YES Parent's Neme:

Goclaf Security Numbsi:
Actldress:
g~ ) Gota 45
B.| Birthplace City ‘ State i | Gountry i othar then the U,S.}
. 4 I _ H—
You f ‘ 1'
Your Spouse, 1 ]
| Wf#g | | —— _Goo #8
You ~ Your Spouss, {f fiing
6, | Are you a United States citizen by birth? [Jves Ono  [[Jves Owe
N — | Bolo #12 Goto#7 |Gotow12 Go to §7
7. | Are you a naturalized United Stetes citizen? l D YES {Ino ] D YES O o
L | Goto#32 Goto#B Gow#ﬂ_ Go 10 4B
8. [a) Are you an American indian born outside the [1ves [Ino [Jves (] no
United Statwa? =~ Gotw(b)  Gotoic) ‘Go tolb)  Gotolc)
lb] Check the biock that ahoWs vaur Amarican Indlan status.
S You o o Your Spouse, i filini B
Amarl lan born In Canad Amari ia
] American Indian born In Caneda o 12 412! [Z1 American Indian born in Canada  Gotosu
D Mamber of & Federally recognized indien Tribe; D Member of  Faderally racognized Indian Tribe;
Name of Tribe _ Got#12 Nams of Tribe Go to #12
[Z1 other Americen Indlen [3 other American indlan
Exp!ain In Remarks, then Ga fo o} Explain iIn Rmﬂw thsn Go to (¢}
«:) Check the block below thet shows your currant cmmigrauon status
S e———— _You = Your Bpause, if filing
it A in
L At i oo | Aoy Gotoss
Lawful Permanent R t L Perm t Rasld
L1 e Resdent o [ ranent Hesicent Goso 48
D Refugee D Hefuaee
Dewoofentry: Goto#11| — Dateofentry: Go to #11
D Asvlae D Asyles
Date status granted: o Go to #11 Date status B granted; Go to #11
D Condhional Entrant D Conditiona} Entrant
Date stetue grentad:  Goto#t1 Date status granted: L Go 1o #11
le O
D Parolee for One Year L o 10 #11 D Parolee for One Year Gato 11
|
| |
E Ci
D Cubaansitian nirant B Gotoat] [ cuban/Haitian Enkrant Go 10 211
D Deponatlnnlﬂamoval Withheld [:] Deportatlnnlﬁamovd Withheld
S e Gow#M Go 1o #11
D Exp!eln inn Remarks, then Go ta {d} D ﬁxpta!n in Remarks, then Go 1o td)

Form SSA-8000-BK (02-2010) Ef {02:2010) Page 3



8,

10.

-

{a) Date of Admission

{b} Wee your entry into the United States sponsored

(dh Whnt w-a your imminramn tatus, if sny, bnfore
edjustment 1o lawful permanent rasident?

{e} If ﬂhng as an adult, did your parents ever work in
the United States befors you were age 182

If you are lawfully admitted for permarent residence:

bv anv parson or pramoted by sn institution or group?

Yau o
(month, day, yeal)
L) no

_ Goto{d}

1 ves

| Gotofc]

You
Statug:

[ Tmarh, dy, yasil

|From:

[To:

‘ EJ VES
Go to 1§

[1no

Goto #11

_(f) Nsma end Soclnl Security Number of para:it_(s) who workad.

[d}_lf _vdt'l-ﬁa;t‘e_ status, of have applied fof status as lm_i;c;ﬁn, child, or patent of a chiid of a US citizan, of
lewfully admitted parmansat rasident afien. Go to #10; otherwiss Go to #12,

[ -

" Your Spouta
| {month, day, ysar}

'3 ves

|Gotodct

O no
_Gotold)

(cl Gwe the following info:matmn about th- parson, lnaﬂtutwn. or group, then Go to (d}.

Talaphona Number

C ) -

[ Your Spouse, If fillng
| Btatus:
" manth, day, yeal
Fromo:
|Te! . Gotolel
Cves Ono
BGo to {f) Goto 411

11!

12,

Farm S5A-8000-BK (02-2010} Ef {02-2010}

Name | Saclel Security Number B i
Name A | Bocle! Becurity Number

(a) Have you, your child or your parent, been 11 You " Your Spouzs, if filing
subjected to battery or extrems cruelty white inthe | [} YES [Ono |[3YES [(Jno
United States? Gotolb) Goto#i2 |Gotwib)  Goto#12
b} Have you, your ¢hild, or your parent filed & -
pstition with the Department of Homeland Security | [] YES [Ine (3 ves {JNo

for a changa in immigration status because of balny

subjected to battery or_axtrame crueity? Go to #1 1 Gi to_ﬁ_a_ Go to #11 Go to 6‘12
Are you, Yout spauss, or parent an active duty E] YES Ono  |[]Yes [:] NO
meamber or a veteran of the armed forces of the Explain in Go to #12 | Explain in Goto #12
United States? #571b}, then #57(b), then

- 1 Coto 12 Gotw#§M2

8] When did you first maks your home in the United tmonih, day. yeari Imorsh, dey. yeer!
Gtates? - | %

(b} Have you lived outside of the United States sincs | ] YES w0 [[CJves [ No
then? o o  |Gotole)l  Gow#13 [Gotofo)  Goto #13

{menth, day, yeer) {month, day, year}
(¢} Give the dates of residence outside the United From: From:
States. ’
To: To:
. |{a) Have you been outside the United States (tha 50
states, Distrlet of Columbia end Northern Marlane [ves Cno D VES [no
iIs:lancls} 30 consscutive days prict to the flling dete? | Go to (b} Goto #14 | Go to [b) Go to #14

Page 4



13, (b} Give the date {month, day, year] you left the  |Date Leit: Date Left:
United States and the date you returned to the
United States. Date Ratumed: Date Hetwnad:
|
iF YOU ARE FILING ON BEHALF OF YOUR CHILD, GO TO #14.
IF YOU ARE MARRIED AND YOUR SPOUSE IS NOT FILING FOR SUPPLEMENTAL SECURITY INCOME AND
YOU LIVED TOGETHER AT ANY TIME SINCE THE FIRST MOMENT OF THE FILING DATE MONTH, GO 1O
|#14; OTHERWISE QO TQ #16, R
“14. (a} Is your spouse/parent the sponsor of an elien who | _ ‘
is sligible for supplements! security Income? [J YES Go to b} CINe Gotosis
(b} Eligibla Alien's Name ~ |Eligible Alien’s Social Security Number
e~ . Goto #1B
16. |(e) Do you have any unsatisfied felony werrants {or You Your Spouse, If tiling
your arrest? Clves [jno [] ves [ NO
B ) | Goto b Goto#18 |Goto{b)  Goto F16
| {b] In which state of cauntrv was this warrent issued? | Name of Stete/Country | Name of State/Counuy
!
= =y Go to {c} _ Goto (e}
{c} Was the werrant satisfied? ] ves []no [ ves ] no
Go 1o {d} Go ta #1868 | Go to {d} Goto #168
{d} Date warrant satisfied (manth, day, yesr) knomh, day, yesss
! — | |,
16.|(a) Do you have any unsstistiad Fedaral of State You, Your Spouse, If filing
wanants for violsting th D YES NO Yes NO
g the conditions of probeton or | &0 4 "y o to #17 1o (b) otod17
parols?
- _ S t;m_a 6f$tate!Countrv Nama of Sta!elc:-unwm
{b} In which state or country was the warrant issuad?
. 5 e | S Go 1o (cl o  Goto(c)
fc} Was the warrant satisfled? OOves  [Jwno IDYES ] no
Go to {d} Go to #17 Go 1o {d) Goto 17
(d) Date warrant eatisfied ' Imanth, day, yesr)  manth, dy, yoer)

1

L

PART H - LIVING ARRANGEMENTS - The questions in this saction refer to the sighature date,

7| Chack the block which best describes your prasem flving situation:
Since lmomﬁ day, yeor}
[ Household
- S R Go to #22
Since fmomb, day, yaer)
[T Nondnstitutional Care '; a
s Go 10 £20
Since tmonth, da , yesr)
D Institution ST G yeu
66 to #18
Since (month, day, yesn)
| E] Translent | B Yo yoet
| 4- . _Goto 938

Form 8SA-B000-BK {02-2010) Ef {02-2010)
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ack the blonk that cdantzﬁaa the type of institution where you nunently rasfd

SENSEGN——

18, L
\—D Schaol O Hehabilltatiti c
| O Hospiral O e
f [Z] #ast or Retirement l;bnx_a i o _E]_O_thsr {Epsoify}
| O wegtona

18. | ; Give the followmg information about the INSTITUTION:
{{a} Name of Institutiom: '

tb) Dste of admisslon;

o, then Gu to #19-

enter

{c) Data you expect 1o be released from this stitution:

NON-INSTITUTIONAL CARE

20. [ Check th the e block that best describes your current residence, then Go to #21

D Faster Home J D Group Homa T

|~ J

Ghe tha following informaﬂon ahout yoix Nonlnst{mﬂonal Cara~
{a} Name of facllity whera you live;

1 other (Specity)

2“

Address

i) Nama_oi placing agency

{c} Does this agsncy pay ior your room and board?
EI YES Go to #36 D NO Hf NO, who pays?

HDUSEHOLD ARRANGEMENTS
.| Check the block that dexoﬂbes your currem rasidancc. then Go to #23‘

D Mobile Homa

D Apartmaht

3 Rocm (prlvnta hnmsl

0 Romu {eommercial establishmant)

Do you live alone or anly with your spouse?
Form SSA-8000-8K (02-2010) Ef (02-2010)

[J Houssbosat
[ other (Spacity)

23,

“Page B

{7 YES Goto #25

— Go o #35
Ta!ephuna Numbar
_Gotp #38

[] NO Goto#24



24, ‘_f_z_a} Glve the 1ollowln§ information ebout everyons whe Bvss with you;

26, /18) Do you lor does anyone who lives with you) own |

‘or rent the place whers you live?

Form 65A-B00D-BK {02-2010) Bf (02-2010)

0 ves Gotwo 228

o  Public Biind or *—sg”war_'__gg -
Asclstance | g, | Birthdste | Disebled | mMurried | Stdent | Sociel Security
— Nams Relationship | ves | vo | 1] £ | mmiddlyy [visT D [ves| No | vEsI o | Number
|
N— l..... - —f —— e ————
|
- 4 U — B I
|
if snyone listed Is under age 22 and not merried, Go to (bY; otherwise, Go to #25. -
{b} Does anyone lizted in 24(a) who ls under age 18, OR
betwaen ages 18-22 and a student, recelve income? [ YES Gotolo) 0 wo
" Go w0 #26
{e) Child Renejving incomse Source and Type Monthly Amount
$
$
§
$
§
$

[0 Ne Goto (b

Page 7



26,

28,

28,

Address | Teiephnna Number

() Nema of parson who owns or
rents the place where you live

O

lc) If you hve alone or unly Mth YOUT SpOusa, nnd do not own or rent, Go to #35 ntherwlne, Go m #29

{2} Are you for your living with spouse) buying or do 1 ves [:] No .

you own the plage whers you live? Go to fe) If you are a child living
with your parentls) Go
to {b); ntherwise Go w
#27

{b) Are your parentie) buying or do they awn the place | ['_] YES Goto fc) 1 NO Gotow#27
whars you Ilva?

{c} What is tha emount and frequcncy of the mnrtgaga puvrmnt?

Amount: fregquency of Payment:

§ ) _‘___‘_v_‘__ -  Gotaldl
(d) If you are a child living anly with ynur parents or only with your parumu and thsir other uhl!dran who ere

sublect to deeming, or with others in a public esslstance hausehold, or living afone er with your spouse,
_Go to #35; otherw:ae Go to #29.

| O ves eowtar [ No
If you are a child living
with your pareni(s) Go to
'| {b}; otherwise Go 1o {c}

(s} Do you {or your living with spouss} have remal
liablilty for the place whete you live?

|

{b} Dose your pmm(s} heve rema( liabllity? ‘ [ ves Gorwtw [ nNO Gototed

'tc) Does anvone who lives with you hnve rontal liahility for the plnce where you live?
[] YES Give name of person with rental liabitity:

Go to #28
] NO Give name of person with home ownership:
—_— I ___Bot 28
{d) Whan is the smount and froquency of the rent payment?
Amount: § Frequency of Payment:
— [ R __Gotos28
ta) Ara ynu (cr anyons who l!ves whh vou) the parent
or child of the landlerd or ths landiprd's spouse? [ YEs Gototbl [ %o Gotwotol
(b} Name of person related to fandlord| Relationshlp | Name and address of landlord {include telephons

or landlord’s spouse number and area code, if known):

{c} If you are & child living only with your parents, or only with your parents and their other children wha ars
subject 1 desming, or with others in a public sssistance househoid, or {iving slone or with your spouss,
Go 10 #36.

20, |{e) Doss anyuna fiving with you eantribute to the

Form S5A-8000-BK (02-2010) Ef {02-2010} Page 8

household expenses? {NOTE: Ses list of household ' [ vES Goto bl {1 ~no
expeness in #34) B ] ) I S o B Go 10 #30

| {b} Amount othars contnbute. 8§
Go to #30




30. (a) Do you eat alf your meals out?

'Ib} Do you buy all your food separately from other
hausehold members:

31.|Po you cantributa to housshold expenses?

. ———

[‘J YES Goto #31 [ No Goto (b)
v

YES Goto #31 {0 no Goto #31

-~ e

{1 YES Average Monthly Amount: § Go 10 #32
{1 NO Goto#32

t— e o ——

32, |la) Do you heve o loan sgresment with anyans to repay |
the value of your shere of the household expenses? | [ ves Gotw o) O N0 Goto #32d)

{h) Give the name, address and telephone number of the person with whom you heve & loan agresment ;

(c) Will the smount of this loan cover vuut share of the |

household expensos? | [ ves coto#35 [ N0 Goto )

{d} ¥f you cantrihure toward houaehold expensas and vou answered "NO" to both 30{a) & (b, Go To #35. i
you answered "YES" to either 30{a} ar 30{b]. Go to #34,
H you do not contribute towsrd housshold expanses, go to #35.

33.|{a} Is part or alt of the amount in #31 Just far foad?
1 ves cive Amount: § Go to th) [} nNO Gotwofd

{b} fa part or ell of the emount In #31 just for shelter?

|[J YES Give Amount: § Ga to #34 [} NO Goto#34

34.| What ls_tha_av;aga moht_htv amount of the follawing household expensses:
{Show average over the past 12 months unless you have been residing &t your present sddress less than 12
| mnnths, It se, show average for the months you hava residud 8t your present addrees.)

CASH EXPENSES | AVERAQGE MGNTHLY AMDUNT

Focd (completa only If 430(e) & @) are answared NOJ |$

] Mor:gagu or Rsnt ($

Property Insurance (if requwed by mortgage lenderl '8

Real Property Taxes &

Ehctrlclty -_-_"__ig_ o o
Heeting Fus! ‘!$ :
C ®

| Sewer &

:.Gnr;mga Removal E o
| Water §

| TOTAL $

Go to §35

o - e SR

Form 88A-BO00BK [02-2010) Ef (02-2010) Pags B



35. |(n} Does anyone wha does NOT LIVE with you pay for, or provide you or your housshold (if applicable), any of
your food or shelter iteme?

[CJ YES Name of Provider {Parson or Agency}
Ust of {tems
Monthly Valus: §

r(;b-ua ;ﬁyn;\n &;Jho doss NOT LIVE with you pive you, or your hougmld {if applicable), money to pay for
any of your or your housshold's food or shelter items?

1 ~o - Go to (b}

[ veES Name of Provider (Person or Agency)

List of Items
Monthly Value: §

_|Hw o s
36, |{a} Has the Information given in #17-35 been the sema| [ ] YES Go to (b 1 no
sinoe the first moment of the filing date month? Exgplein in Remarks,
. : I B , Shen Go to )
{b} Do you expect sny of this informetion 1o change? 1 ves [ No Goto 437
Explain in Remarks,
then Go 1o #37

PART 1l - R_ESOU;!CEE The quasﬁohs In fhis senﬂc;ﬁ pertain to the flyst mo-mér_\t of the ﬂiing"
date month.

37.|(a} Do you :w; or-t-i_oas your nn-m_a a.ppa_a; -o_n.- dtﬁ;;- - You Your Spouse
alone or with othar people, the title of any vshicles Clves [Ino [Jves [Ino
_|{muto, truck, motorcycls, camper, boat, ste.)? Gotolb) Go10438 [Goto(p)  Goto 438
Current
{b) Owner's Name Description Used For Market Amount
Yerr, Make & Model) o Vaie Owed
$ $
$ $
$ $
$ &

'3_3.-E)_[E v::u awn ot are you buying ;nv lite Insurance You Your Spous_n
policies? Clves COwno |0 ves I no
= = ~ | G@o to {b) Go ta #38 | Go to (b} Go 1o #36

Form SSA-B000-BK (02-2010) Ef (02-2010) ~ Pege 10



a8,

29

-

|

{b}

_ Owner's Neme \ Name of Insured

= vt s e

Name & Address of

|
o | Insurance Company Palioy Number
Poliay. (¥#1) ‘ ‘l
f— SHIS S —_— ——
Policy {82} b ‘
|
Palicy {#3)
o T T ] Aceume
| ; Dividends | lations
 FeeVae | Cosh Sumends: valuo | Detsof Purchess | YES | NO | YES | No
|
Policy (#1] \$ $ J
- — ———r
Polloy (#2) |$ 3 ' ; !
Poloy (#3} |$ § . ,
) N
m; Loans Agamst Poficy? [} ves [ no
Polley Number:
_ Ampunt: $_ - ) Go to #38
{a) Do you (either alone or Jointly with any other  Yau Your smﬂ’ )
person} own any: YES NG YES | NO

estate?

ttems scqulrad or hald for thelt va!ue as an
investment?

PUPRIR

-

Life estates or cwhershi interest [n an unprobated

lb) Glve the fallowing Infurmaﬂnn tor any 'Yas answer in #38(a); otherwlse. Go to 40,

Give Name & Address of Bank or
Qther Organization

| Owner's Nams | Neme of ttem Value Amoum Owed
$ $
$ $
It %
I
z sl
I
|$
| L.
Eonm SSA-B000-BK (02-20710) Ef {02-20301 - Page 11




40, (8} Do you oW, o does ﬁhr nEme appaar on leither | You Your Spousa
alone or with any other person’s name) any of the N -
tollowing items? YES NO YES NO

Cash nt_homs, with you, or anvwher;a alse
Fineneial Institution Aocounts
Checking ) ' e

Savings

- Cradit Union B

——— —— = —— ——t H — -1— —

* Chrlstmas Clu-l-Jw

" Time DeposhsiCertificetes of Depoait

Individusat ndlan Mansy Account -

F=== e FrEm—— - - —a

Other (Including IRAs and Keough Accounts)
l_bﬁ Sll_ft_\é‘iiems in #40{s} are enswered :NEI". Go t_c;-#_ﬁ.__!_:ar sny "YES® answer-. give tha_fotlowlng

Informatlon;
bo— - ; —
|
Owner's/Trustee’'s| Name of {tem Valus Name & Addrese of Bank er Other | Identifying
__ Name - - L R N ___Organjzation | Number
|
$ .
$
$
4{ .(n) f)o_-y;':q _gl;s ue permission to obtain any finencial You | Your Spouss, if fing
records from any financial institution?
Y O ves CIno |1 ves Elno
- - ) o Goto(h) Gotoib) | CGotefb) Gotoibl
(b} Dw you own or does your name appeasr on any of | You Your Spouse

the following itams: YES NO YES NO

' Stocks or Mutusl Funds

=

Bonds fu—\;ﬂuél-ng U.8. -S;vings Bonds)' .
Prcm_‘ o issory Notas
Trusts

Other iteme that can be turned into cash

Form &SA-B8000-BK {02-2010} Ef (02-2010) Pags 12



inforenation:

Gwner's/Trustes's
Name

——

o

Nams of ftemn

§

1

e

Velue

(a) Da you have any land, housas, buildings, real
property, property in & foreign country, equipment,
minarat rights, {teme in & sefe deposit box, essets sat
aside far emergencles or for your helrs, of eny other
property of any kind that has not been shown
anywhere slee on the application?

{e} 1f all the items in #41(b) ara answarad-:NO“. Go to #42. Foreny "YEE” answer, give the following

e

[J ves

Go 1o {b)

Nat_'na & Addrese of Bank or Other

You

Orgenizatlon

fInvo |[dves

Go to #4483 | Go 1o bl

——r———

Identifying

__Number

" Your Spouse

O wo

Go w #43

b} Deseribe the property {including size, location, and how it is Used, If nof used now, when was h last used

and what Is next planned use.}
Tem 81 -
ttom #2
1 I
Ownar's Name ‘ am‘::\?;xm Tex Assessed Value | Mortgape Cwad on ltem
N N N L, . CE——
1 ) | l
i$ 8 % ;s
[ | T _ N
l_ $ ¢ $ L
| l
|
$ s $ r
1
Form 88A-8000-8K 02.2010) €F 102-2010) Pege 13



a3,

Eﬂ} Eicj:-lain

(-a) Have -}a:l or your spouse acéu{ud uﬁy ﬁssat; since
the first moment of the fiing date month?

value of you or your spouse's resawrces since the firet i
memant of the fillng date month?

=

(d) Explain:

] YES Gototd)

[0 ves Goto i) ] NO Gotafe

[C] NO Goto #4a

.[{a) Have you or your spouss sold, transferred ttle, You Your Spouss

disposed of or given away, any money or other
property, {including money or property in foreign 1 ves Clno {dves O no
countries), since the first moment of the filing date
month or within the 38 months prior to the filing date
menth? _ B L Go to (bl | Go to {b)
{b} it you eo-owned any money or property with
snother personis), did you or any co-owner sell,
transfer, or give away any co-owned monsy or D VES D NG D YES D NO
property within the 38 months prior Lo the filing date
motith? a -
IF YOU ANSWERED "YES" TO fa) OR (b}, GO TO {c). IF "NG" TO SOTH, GO TO #45. -
fol |_QWNERCS/CD-OWNERS NAM! | DESGRIPTION DF PHOPERIY | QATEQEDISBQEAL

TEM &1 |

ITEM #2

{TEM #3

NAME AND ADDRESE OR RELATIOI-‘SHIP TO O_WNER VALUE D-F PROPERTY AND/OR

| PURCHASERORREOIMENY | ==~ ==~ |  AMOUNY OFCAGHGET
ITEM #1 8

ITEM #2 8

\TEM #3 $

" SALES PRICE OR OTHER | AR OTHER CONIDERATION OR | DO YOU STILL OWN PART OF THE
CONSIDERATION | PROCEEDS EXPECTED? EXPLAI. | PROPERTY?

ITEM #1

TEM #2 | '

ITEM #3 'i

|
S0LD ON OPEN MARKET? ! QIVERN AWAY? TRADRED FOR GOODS/SERVICES?
memer | Llves  [lwo | [Jves [lwo e [w
mem e2 | [ ves COwo [ Gves  [lno Oves  [wo
(rremes | [lves  [dwo [ [dves  [Ino Oves  [Jwo
Form §SA-8000-BK {02-2010) EY (02-2010) Page 14




45, | {2} Do you have any sesets st aalds for burial “You' ]_ © T Vour Spouss
expanses such as burlal conwacts, wusts, egreements,
or ahything else you Intend for your burisl expenssa? 07 ves I wo Dves D NO
[nolude sny lams mentioned in #38 and #40-43. | Gotalb]  Goto 445 | Goto (bl Goto #48
{b) DESCRIPTION (Where appropriste, give | | WHEN SET
narme & eddress of arganization end account/ VALUE | ABIDE OWNER'S NAME
policy number.) \ | tmonth, day, yeat}
e _ | —] e

$
ftarn 2 - i o
¥ |
. o — l -
FOR WHOSE BURIAL IS ITEM IRREVOCABLE? | WILL INTEREST EARNED OR APPRECIATION

B | INVALUE REMAIN IN THE BURIAL FUND?
Item 1 [1 ves []no | [VYES Gotosde I o
_ ) _ Explein in (o)
ftam 1 [ ves [JnNo | []ves [] no
I 1 | Gow#48 ~ Explainin (o}
{c} EXPLANATION
i

46, (a) Do you own any cemetery lots, crypts, caskets, ‘ You | Your Bpouse
vaults, Urns, mavsaleums, or othar repositories for [} yes Owo  [Oves 3 no

|bur|al of any herdstones or markers?

‘(b) Owner's Name Dascription

1 .

|

‘m_.___ -

(Botofb)  Goto #47 | Goto (bl

| For Whose Bulal Relatlenship to You | Current Market Value
' | or Your Spouse

H ‘ e

G to #47

o

—————

Form SSA-B0DD-BK (02-2070) €Y (02-2010} fape 15
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PART {V -- INCOME

47, |{e} Since the first moment ¢ of the mlng date momh. heve you {or your spousel
received or do you {or your spouse) expsct to racelve incoma In the next 14

State or Local Assistance Ba:ad ol Nced

manthe from any of tha following sources? YES | NO

fefuges Cash Auiatam:a

Temporary Asawmma for Neadv Femilles

Ganeral Assistance from the Buruau of Indisn Aﬁairs

Disaster Rellet

Veteran Benefits Basad on Need {(Paid Directly or indirecdy as a Dependenﬂ

Vstaran Payments Not Based on Need ( (Paud Directly or Indtrectlv asm
__ Dependent}

Other lncoma Based on Nesd

Social Ssouritv

Black Lung I

Raillroad Retlramum Bnard Benaﬂts

Office of Peraonnol Managemnnt |Ctvll Ser\m:al

F’ansmn {Mlitary, State, Local, Private, Union, Reuremant or Disablliw) J

Miiltary Special Pay or Allowwa

Unemploymsm Ccmpensatlon

Workers' Compensation

State Disability '

YES

Your Spousa

NO

lnsurancs or Apnuity Pavments

Dlvldsndisovnltisn

RnntallLaasa Income Not from a Trade of Business

Allmonv

Child Support

Other Bureau of Indian Affairs Income

Gembling/Lottery Winnings

Other Income or Suppott

Form SSA-B000-BK (02-2010) Ef {02-2010) " Page 16
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-8 |

860,

Fortn 5SA-8D000-BK (02-2010] Ef 102-2010)

Page 17

. (h) Give the following Information for any bluck chacked YES in #47tli. otherwlsa. Go to #48
;;;o; T 1 - Source (Name, |
Recsiving 'Tvpu of Incomt-» Amount |Frsquencv of | Dete Expected |Address of Person, | Identitying
Income | Recaived Payment ar Received |Bank, Organization] Number
Il _— If | - - nrcompaﬂg___
1 s | _
i |
f $ |
| 4 ‘ . —
[ L )
F You EVER BECENED 551 BEFORE, GO TO #48; OTHERW!SE GO TO #49
Are any ovarpayments being collected from benafits You Your Spouse
vou receive from the Soolal Security Administration, | -
Railroad Retirement Boerd, Offica of Personns L] ves O no O ves CIno
Managemant, Veterans' Affalre, Military Penslons, i g
Military Special Pay Allowances, Black Lung, Workers' | Ei?nl:&;? Go to #4s E”;ﬁ:‘,—ﬂ: Go ta #49
Compenasation, ot State Disability or Unamployment thsn Go to then Go o
Benafita? : #49
.| Since the first moment of the filing date month, have | [] yes No |[Cves [ no
you foceived of do You expect to recelve any meals or | Explain in [é]o to #50 'E[Ep!ain in E]o to #60
othar gifts which are not cash? Remarks, Remarks,
S | then Go to #60 N tha»nGoto#BD
{a} Have you (or your spouse) received wages or sick ! -
pay sinca the first moment of the filing date month D YES D NO E] YES D NO
through the current month? Goto(b)  Gotole) |Goto{b) Gotolsl
1(b] Name and Addresa nf Emplovar (lnulude talsphona numbsr and area code. it known!
You “Wou Spouse ""““
|
I
) R Gotu[niL__ - o ~_Gotalel
fel Date last worked ] Date last paid Date next paid
- (month, day, yeer] {month, day, yeat) __(month, day, year)
- :
Your | o
Spouse |1 _
(d} Totel monthly wegss teceived (before sny | Your Amount Your Spouse’s Amount
deductionsi
K- &
S e o o
{e} Do you {or your spouse} sxpect to receive eny ’ You Your Spottss
wages In the next 14 manths? 'D ves [INo |[[Jves [Iwno
] Gow () GCow#1 | Gowlf) _Boto#51
m Name and address nf employer i different frnm #Gﬁlb) {includs talephone number, if known)
You = iYour Spouse




{g) Giv;;'ae following lnformattm-i:_

50

RATE OF PAY AMOUNT WORKED HOW OFTEN PAY DAY OR | DATE LAST PAID
PER FAY PERIDD PAID DATE PAID tn'ttmt}_ul day, yanr}
You |§
Your
8pouse $
) T yeu | _  VYourSpousa
{h} Da you expect any changs in wage information [1ves O wno 3 ves NO
provided in #50{g) Go 1o (i} Goto #6561 | Goto (i} Go ta #51
{1} Explain Change: o -
You Your Spatise

51, [(a) Hava you been ssif-employed &1 any time since the [7 ves YWD NG 0 YESYW SPEE']"NO
beginning of the taxable year in which the filing date Go 1o {h Go to $52 | Go o (b} Go to #62
mohth ocours or do you expect to ba gelf-employed in
the surrent taxable year?

{b} Give the following information; then Go to #562

Datels} Seli-Emplayed Typs of Buslness Last Yeu's; Last Your's: Last Yaur's:
Gross Incoma Nt Profit st Loss
$ § $

Datels} Sell-Employed Type of Businsss T | This Year'ss | This Year'st This Yenr's:
Gross income Net Profit Mot Lass
§ § &

B2. |if vou or your spouse ara blind er disabled, do you You Your Spouse
have eay special axpenses that you paid which are 1 ves 1 no (] YES O wno
necessery for you to work? E:?rlu:ir?: i'_‘ Go to #83 E:g“:irﬂk N Go to #B3

then Go 1o then Go 1o
£53 53
53. |{a) Doss your spoussfparent who fives with you have
R0 oay. court-crdersd support? 7] YES Goto (b [C] NO Go ta NOTE
' Amount: ~ |Frequency:
(b} Give amount and frequency of court-ordered $
support peymant,
R Go tn {0}
Name: Addrese:
fc} Give the following information about the person
who recelves thass paymenta:

NOTE: IF YOU ARE FILING AS A CHILD AND YOU ARE EMPLOYED OR AGE 18 - 22 (WHETHER EMPLOYED
OR NOT), GD TO #64; OTHERWISE, GO TO #56,

Form SSA-8000-BK (02-2010) Ef {(02-201C)  Pags 18




g

b4,

{a} H;re you amandad Schobk -réélﬂ;dv;l_wa the fillng ‘{:] YES Go to (d) l:] ‘ND Gnmm
dete month?

{b) Heve you been out of school for more than 4 ,D YES Go to {c) 1 N0 Gote (e
cafendar months?

fn} Do you plnr_a ﬁo at(end school regularly during the L ves Explam ebsence [ _NO Go to #66

next 4 months? in Remarks and Ge to {d}
Neme of Schaol [Neme of Schoat Conteat Deten of Attendance]  Coures of Study
From To
Phone Number ' Houre Attending or
Flanning to Atiand

PART V - POTENTIAL ELIGIBILITY FOR FOOD STAMPS/MEDICAL ASSISTANCE/OTHER
_BENEF&TS - if a Callfomia resident, Skip to #56

18

66.

Form SSA-8A00-BK (02-2010) £f (02-2010) Page 18

You Your Spouse, If fiing
{a} Are you currently recsiving food stampa? 1 ves O ne g YES Cl no
Go o (b) Gotolcl | Gotolhl  Gotoicl

{bl Have you recalved a rooanlfhation notice within :he D ?ES D NO 7 ves D No
pest 30 daya? Go o (e} Goto #58 | Go to (e] Go to 66

{c} Have you filed for food stsmpn In t.he lnst 60 davs? D YES D NO [ ves NO
Go to {d] Gotolsl | Gotald) Go to (s}

{d} Ha-ve you received. an lmfavozabie deoish;n? - 0 YES L1 no . D YE‘_.S B E“Nd
Go tv {e) Goto #66 | Go to {e} Go to #66

(e} It averyone in the household recelves or is applvlng for SSL Go ta (f); utharwnsa Gc ta 2 368,

{f} May | take your food stamp application today? |Cl ves £ No

Ifc) Do you hava any unpaid medical expenses for the 'D YES 1 no D YES 0

“'.'J ves [no
[Goto #4686  Explainin fo i Gﬂ w #58 B Explaln in (g)
{g} Explanation: pellid

You may b sligibie for Madicald, Howevar, vau must help your State Identity other sources that pay tor
medical care, Also, you must give information to halp the Stete get medical support for any childiren} who is
your legal tespansibility. This Includes information to hslp the State determine who a child's father is. If you
want Medicald, you must agree to sliow your State to seek peyments from sources, such as insurance
companias, that ate availeble 16 pay for your madics cara. This includes payments for medieal eare for you of
any person who receives Medicaid and Iz your legal responsibility. The State cannot provide you Medicald if
you do not agres to this Mediceld requirement. If you naed further information, you may contact your Medicald
Ageney.
IN STATES Wﬂ' H AUTOMATIC ASSIGNMENT OF ﬁiGHTS LAWS Go to {b},

e} Do you agres to assign your rights {or the rights of You | _Yeur Spouss, If filing
ahyone for whom you can legelly asslan rights) to 1 ves [ no 1 ves E] NO
peyments for medical support end other medica! care | Go to (b} Go to #57 |Go ta Ib) Go 16 §57
to the Stere Medicaid agency? ‘

{b} Do you, your spouss, parent or stepparent have !

any private, group, of povernmantal hesith insurence | [[] veg ] no ‘D YES O no
that pays the cost of your medical cara? {Do not Go to [c} Goto(c) ' Go to(c} Go to (o}
include Medicare or Medicald.)

S e—

U

8 months prior to the filing date month? [Goto #67 Goto §67 | Go to #67 Go ’{‘fgﬁ-,




{al Have you aver worked under the U.S, Sacial
Security Bystem?

B7.

{b] Have you, your spouse, or & former spouss (ar
parant it you are fifing as a child) aver:

Worked fot a rallroad

éeef; in mmnw smloe

Workad for the Fedaral Gnvemmant
Worked fo & State or Local chamment

Worked for en emphyer with & pension p!an _

Belonged to unlon with & pension plan

['_] YES Go to ch)

| J

O NO Gn ) th)

Your
8 nuselPannt
Yog

Filnd lor Benems

Yes | No

4

plan of a eountry other then the United States?

You:

* Worked under a Social Security system N or g pensgion

(c) Explain and include dates for any "Yes" answer given In #11 or #57{::). othsrwise Go to #5B.

Your Spouse, If filing/Yeur Parent, If filing as a child:

ELSE: OTHERWISE GO TOD #59.

PART VI —~ MISCELLANEQUS -- {Answer #68 ONLY IF YOU ARE APPLYING ON BEHALF OF soTnEomz

58. |(a} Name of Person/Agency Rﬂqmwﬂa Relationship tn_ Elalmam _ Yaur Sucial Bacurliv Numbar
Benefits, {ar EINI
ib) 1f SSA determines that the clsimant needs help | [ ves "o
raanaging bensfite, do you wish to be selacted {Exphain in Remarks)

representaﬂva payae?

PART Vil - BEMARKS--(Yuu may use this space for any explanations, Enter the item ndmﬁer
before each explanation. If you nead more space, use a signed form SSA-796.)

Form S5A-8000-BK (02-2010) Bf (02-2010)
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PART VIii - IMPORTANT INFORMATION AND SIGNATURES

59.]

60, |

81.

82,

63,

84,

66.

— P e T pepe—

|iMPORTANT INPFORMATION-PLEASE READ GAREFULLY

| b~ Fallure to report any change within 10 days after the and of the month I which the change ocours could

| tesult in a penalty derductlen,

B The Social Security Administration wil check your stataments and compare Its records with records from
other State and Federal sgancies, including the internel Revenus Service, to make sure you are pald the
cotrect smournt,

| B We have aeked you for permission to obtain, from any finencisl institution, any financial record about you

that is held by the ihstitution, We will ask finenelal Institutions for this information whenaver we think

it Is needed to daclde If you are eligible or if you continue ta be eligible for SBI benefhts. Once puthorized,

our permission to contact financlel institutions remains In effect until one of the following osoure: {1} you or

your spouse notify us in writing thet you ase canceling your permiasion, (2] your application for SS! is denied
in & final decision, (3} your eligibiliy for SSI terminates, or {4} we no longer sonsider your spouse’s income
and resowrcass to be available to you. I yous o your spouse do not give or caneel your permission you may
not be eltulble for S5 and we may deny your claim or sto; our paymients,

1 declare uader panalty of petjury that 1 he heve axamined all the tnfonmtton on this form, and on any
accompenying statements or forms, and it is trua and correct 10 the best of my knowladge. | understand that
anyone who knowingly glves a false or misleading statement sbout a materlat fact in this Information, or
cailses someone elss to do so, conmnite a orime and may ba sent 1o prison, or inay face ather pensities, or

S =

Your Signature {First name, middle initial, last name) {Sign In ink.) [Dete (month, day, yesr)
SIGN ‘ Z:m::m ﬁ—bartsl where We can contact you
HERE { 3 .
E_p;ﬁae‘s sjgnatura Sign only it applying for | paymanm s.) {First name, mrddla Initdel, tast name) (Sign In ink.)
SIGN
HERE

. |Applicant's Maifing Address INumber & Strast, Apt. No. P.0, Box, Rursl Routs)
ChyandState ]ﬁcm_‘ - "?:éuni?'
Cleimant's Residence Address ﬂf different from applicant’s mzliﬁng a:idré;:a) - '
City and Stste S ZIP Code ' ]Coum:y
FOR [ DIRECT DEPOSIT PAYMENT ADDRESS (FINANCIAL INSTITUTION)
SSEHC'AL Routing Tranait Number iCIs Numbar Deposimr Account ’ 7 Mo Acoount
ONLY —

] | D Difect Depaslt

i A S —————— —_— ————

{f you are blind or visually impulred shack the typa of mail you want to recelve fram us.
1 Certified [ Regular [ Regular with & Follow-up phone calt
WITNESS T

.

Your application does not ordinarily heve to be witnesssd, if, howevsr, you have signed by mark {X], twe
witnesaes o the signing who know vou. musx sign balow glving thair ful) address.

ll Signature of Witness T —:2. Sighature of Witness a
|
|Address iNumber Bhd %m.?{&,-stata. snd ZIP Codal IAdth:s {Numbsr and Strest, City, Stete, and ZIP Code] -

Form 88A-B000-6K (02.3010) £ (62-36101 Fage 2T



: : RECEIPT FOR YOUR CLAIM FOR SUPPLEMENTAL SECURITY INCOME
Nama ‘Sociu! Security Number Data

Name Soclal Sectrity Number Date

It you have & question or something 1o report call: | Soclal Security Office you may visit or mail your 1squest to;

For general Inferrmation about Socisl Sepurity. vish our wabsite at www.socialsecurity.gov on tha Internet,

We wil process yows applicstion for Supplamental Securily incoma as quickly se possible. 1f you hava troubls gatting sn
ln1nnnat?;n or records we have eaked «ﬁ please contact us epd we wﬂl help yoeu. oy

You should hear from us within days after you have plven us sff the information we requeated, Soma claime may take
tnngc:‘t ] an#ditim\ Information s naeded. I you do not get a chack or notics of determinetion within that time, please get in
ouch with us,

Privacy Ac1 Statemant
Collaction snd Use of Personal Informatien

Saction 183 1{e) of the Soclal Seourity Act, s arnspdpd, suthorizes us to coflect this informatian, The information you provide

::m be nli:ad 1o eneble the Soclet Security Adtministration to determine if you sre eligible for Supplemental Security livcome (581}
eyments. . .

The Informatian you furnish on this form is voluntary. Howsver, failurs to proviga the teguasted informetion may keap 05 from

making sh socurate and timely decision on your claim, which in tuin may sesult in loss of some payments.

We revely uss the informetion you st?gigotor ony putpase othar than {or determining aligibiiity for £81. However, we may use i
far the administration and in [ iat Bacurlty programs, We iney aleo disslioss information 1o apnther person or (o
another egency In sccordence with epproved soutine uses, which include but are not imlled to 1he Tollowing: 1. To ensbls a thid
Elrty or an -gmcr to apsist Socied Security in establishing riphis to Soclal Security banefits andior coverage; 2, To cnrgfly with

ederel laws requiring the relesse of intormation from Social Security tecords {e.g., to the Government Accountability Ollics and
Depertment of Vaterans' Aftalis); 3, To make detsrminations for elighiiity in aimilar health shd income malntenance programs at
the Federal, state and Iocel lavel; snd 4, To facllitate stetistical rasearch and audit sctivities necessary to assura tha intagrity end
g‘,}:';,;’"f""‘ of Sotlal Security programs (a.9., 1o the Bureaw of the Census end privats concems undor comract 1o s«)oigélr

k.

Wa may also uss the informstion you provide in computer matehh?ﬂ?mnnms. Matching programs compare owr records with
taoords kept by othar Federsl, state or loonl government sgencies, Information trom thesa matching programs can bs used to
ag h or verity a person'e eligibllity for Federally funded or adiministered beneflt pragrame and {or repaymens of psymants or
definquent debts under these programa,

Complete lists of routine uses for this information are avellable in System of Records Notics 80-0103, Supplemental Secutlty
Income Record and Special Veterans Banefits, and siso in System of Recorde Notlice 80-0088, Claims Folder Systems. The
Notices, additional intormation regerding this form, and Information regarding our systams and programsa, are avslishis onine st
WWWw.EER.00V or at your local Soclal Security offine,

Paperwork Reduction Act Gtatement - This information collaction masts tha requiremeants of 44 U.S.C. § 3507, ss amended by
section 2 of the l_’mnrk Badu%ﬁn A%; of 1898, You do not need to angwer these quastions unless wa displsy & valid Office
of Management & pet con or. Vo sstimale that it wili teke about 40 minuies 1o read the instructions, gather the
faots, and anawer the quastions. BEND OR BRING THE COMPLETED FORM TO YOUR LOCAL BOCIAL SECURITY DFFICE. The
offloe Is Betad under U. B. Government agencies in your telsphone directory or yau may call Sochd Secustty at 1-8G0-772-1213
{TTY 1-800-325-0778}, You may send comments on our time estimate above to: SSA, 64017 Secwrity Bivd., Baiimore, MD
21236-6401, Send only comments relating to our tme estimate to this address, not the complated form.

REPORTING REBPONBIBILITIES

The amount of 8 Supplemental Securlty Incoma {SSH check Is basad on the Informutlon told to us. You must tell Saciel Security
avary tima thers iz s chiange-while we process your application AND if you start recelving S8

Asmember, a chenge may make the SSI monthly paymant bigger or smellar, Report changss In coma of your ineligible
husbandiwife or ohild who fives with you or your cpansor or sponsor’s spouss, [f you ate an allan, You must also report ohenges
In 1he things of value thet these psople own. You must also report changas in income, school attendance and marital status of
ineligible ¢ who lve with you,

Yolut must tell us sbout any change within 10 deyz after the month & he. If you do not report changes, we may have ¢
take 85 much as 426, $B0, or :?80 out of future cheoks. hagpe Y e v have to

HOW TO REPORT

You may make your reporis:

¢ By 1zlephone at the telephone ntumber ahown above or call us tofl free ax 1-800-772-1213 {TTY 1.800-326.0778} or
s [In person or

» By mall at the address shown above. .
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L CHANGES TO REPORY
[_] WHERE YOU LIVE ~You must report to Soolal Security H:

* You mave, * You leave the Unfted States for 30 consecutive days,
* You {or your spousa) leave your housshold for e
calendsr month or fongsr. {For example, you senter a » You are no longer a lepal residsnt of the United
haospital or visit a reletive,) ) States
* You are admitted to (for e calendar month of longer},
or refeased trom, a hospital or nursing home, Jail,
prison, or other correctional facllity or ather

institution,
{] HOW YOU LIVE -You must report to Soclal Becurity:
* If anyone moves inte or out of your housshold, = Your marital s1atus changes:
 [f the amount of monsy you pay toward househaold ~You get married, separated, diverced, or your
expenses changes. merrlage is apnulied,
+ Birtha and deaths of eny people with whom you live.  ~You bapin living with someane as hushand snd
* Your spouse or former spouse dies, wifs.

[] INCOME-You must report to Soclal Security i you, your apouse/your perentls):
= Start to receive money {or checks or eny other type * Start work or stop work.
of paymant! from somsane or someplace, * Earn more or lass monay. (Keep all paystubs and
¢ Have a change in the amount of money you recsive, provida them to SSA when requested.)
« Begin to receive child support payments or those » Bstome ellgible far benaflts other than 58I,
payments go up or down,
*+ Win monesy from gambling or a loltery.

[ MELP YOU GET FROM OTHERS -You must raport to Soclal Securlty If:
+ Tha amount of help {monsy or food, or payment of « Bomeone stops halplng you.
househwld axpsnses) you recelva goas up or down. * Someone starts helping you,
] THINGS OF VALUE THAT YOU OWN -You must report to Social Security H:

» The valus of things that you own goes over $2000 < You sell or give any thing of value away,
when you add them &l together (63000 if you are  » You busy or are given anything of velue,
married and live with your spouse},

[[] YOU ARE BLIND OR DISABLED-You must report to Saclal Sanurity It:

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

can raturn to work,

[]IF YOU ARE UNDER AGE 18 AND YOU ARE LIVING WITH YOUR PARENTS-A report to Soclal Security must be
made If;

* Your patents have a change In lncome, a change in thei marriage, 8 change in the value of anything they
own, or either has a change in resldence,
] YOU ARE UNMARRIED AND UNDER AGE 22 - A report to Saclal Security must be mads if:
* You start or stop school * You get married or divorced « You stait or stop working
[ ] YOUR IMMIGRATION STATUS CHANGES-
* You must raport any thanges 1o Sooial Sscurity,

] YoU ARE SELECTED A8 A REPRESENYATIVE PAYEE -You must report to Social Seourity if:

* The person for whom you receive S8I cheoke has * You will no longer be able or no longer wish to sot as
any changes listed above. {You may be held llable that person's represantative payee,
it you do not report changas that could affect the
S8 reciplent’s payment amount, and he/she Is
_overpald) - R
IF A WARFANY HAS BEEN ISSUED FOR YOUR ARREST -You must report 1o Soclal Security if:
L YOUI‘ wartrant is fof a8 crime or an Etlemp‘ted Gﬁn]a ' You‘ WAarrant isfora Viﬁhﬁﬂn of prubaﬁun
thet is & felony {or, in jurisdictions thet do not define or parole undar Federal or State lew,
ctimes as felonles, a ¢rima that is puniehable by desth
or imprisonmaent for & term exceeding 1 vearl; or
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Form Approved
SOCIAL SECURITY ADMINISTRATION | _ E] TEL TOE 120/146 OMB No, 0860-0618

o st

APPLICATION FOR DISABILITY INSURANCE BENEF!TS }L— not writs in this space|

| apply fora perlod of disability and/or an insuranca benefits for wh:ch [ am

eligible under Title Hl and Part A of Title XVHl of the Social Security
Act, as presently amended.

et st i ki b i _‘-m.-“.--l-—. i onm——

1. [PRINT youf “""é-}FIRST NAME, MIDDLE INITIAL, LAST NAME

i A e wex —— 1 —— s

2. Enter your Social Security Number
}

3. |-hiack (X) whether you are \ [JFemale [ Male
Answer quesﬂon 4 if English Is not your preferred language. Otherwise, go to tem 5. ' o
4. Enter the langusge you preferto; speak __ wite

5. l(a) Enter your date of birth

(b) Enter name of city and sfate or foreign country where you |
. werebom. —
i(t:) Was a public recond of your blrth made before you were age 57 [J Yes [J No  [JUnknown
(d) V'\;as a rel!glo:s‘;eaorz o?y&ummrt;\ made befo}; y;muj ‘age i [] Yes [JNo  [Junknown

6. {(a) Are you a U.S. clitizen? 0 ves (3 Ne
il dasioh |t Yes®oolotem7) (FNo."answer () _
i{b) Are you an allen lawful ent in the U.S.7 1 Yes 3 No
5 )M _ ye lypms . (f*Yes,” answer(c)} _ (If"No," gotoitem 7)
(c) When were you lawfully admittad to the U.S,?

~ e

7. (a) Enter your name at birth i different from Hem (1)

e i ' B T e

I P

. Yes No
(b) Have you used d any other names? it ves.” ang ‘el D(“. No," go 1o item 8)

{c) Other namea(g} used.

' . ' | 7 Yes ] No
8. - Have you used any other Soclal Security number(s)?
!(a) ye Y v ) [(if"Yes,” answer (b)) = (f"No"gofoitem8)

[(b) Enter Social Sscurity number(g) used.

| — e U s e St

‘When do you befieve your condition{s) became severe enough to

. lkeep you from working (even [H} you have never womed)?

10. &) Have you (or has someone on your behalf) ever fled an [ Yes [JNo [Junknown
application for Soclal Security benafits, a period of disability . o~ o
under Scclal Security, Supplemental Security tncome, or (if*Yes," answer (if "No,” or "Unknown,”

}_ hospital or medical insurance under Medicare? {b) and (c})) go to tem 11)
D)

{b) Enter name of person on whose Soclal Security I
: record you flied the other application. _
!(QJ 'I‘Enter Soclat Security Number of person named

in {b). i unknown, check this block. {]Unknown

Form S5A-16-BK (01-2015) ef (01-2075}
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S oA A o et

11. (@) ~ Waere you in the active milltary of navei service (inciuding Reserve | ] Yes ] No
o National Guard active duty or active duty for tralning) after I *Yes.” answer i *No,” go to
September 7, 1032 and before 19687 ) and '(c» (ltem 1'2}
(b) Enterdates of service FROM: (Month, Year) JTO: {Month, Year)
| [
| — -l s e —_— . S W—— oo WP
{c} Have you ever been {or will you bu) eligible for a monthly bensfit
| from a military or civillan Federal sgency? (Include Veteran's 1 Yes [ No
u— Administzation henefits anly S you sadved mlifary ratirement pay. ) .
12. lmd you or your spouse {or prior spouse) work in the rallrond Industry for § 7 Yes ] No
vaars or mora? == ; = = ! :
13. [{a) Do you have Soclal Security credits (for example, based on work | 1 Yes No
" orresidence) under another country’s Soclal Sscurity System? |4 "Yes." answer (b)) (I"No." 5o to em 14}
[(B) List the country(ies): [
14. !(a) Are _y_l:;i‘enliﬁl;?nto. or d;:l wg: oxp:ct pt:nt:o:nutlei mi‘;,p:nsl:ﬁ or | [ Yes ] No
annuity {or & lump sum ih place of a or annul asad on . !
| your work after 1956 not covered by Social Seourity? Yss Spewer (f*No," go to item 12)
'(b) ] 1 bacams entitled, or expect to become entitied, beginning |MONTH |Ym
) [ tbecams sligible, or expect to bacoms efigible, beginning J'UONTH ['EAR

JAGREE TO PROMPTLY NOTIFY the Soclal Sscurlty Administration if | become entitied to pansion or
l annuity basad on my employment not covered by Social Security, or if such penslon or annuity stops.
{B, | (@1 Have you aver been marvied? ‘ B l T [OYes 0N
(If "Yes,” answer (b)) K *No." 0o to item 16)

B} Give the following Information about your current marriage. if not currently marrled,
write "None." ____________ (f"None," go on to ltem 15(c})

Spouse’s name (including malden name) lwmn {Month, day, year] |Where (Name of City and State)
Warriage performad by: 'Spousa’s date of birth |8pouss's Soclal Security Number
[] Clergyman or p::llc official {or age) ?Ipnona or unknown, so indicate)

| [] Other (Explain in Remarks)
I(c) Enter information about any-other marriage if you:
« Had & marriage that lasted at tvast 10 years; or

{» Had a marriage that ended due to the death of your spouse, regardless of duration; or

|» Were divorced, remarrled the sams individual within the yaar Immadiately following the year of the divorce, end the
combined pariod of marriage totaled 10 years or mors. fnons, write "None.” ________ Go on to item 15(d) if

| you have a child{ren} who is under age 16 or disabled or handicapped (aga 16 or over and disabllity bagan before

| mge 22) and you are divorced from the child’s other parent who is now decessed and the martiage fasted less than 10 years.

Spouse's name (Iincluding malden name) When (Month, day, year) _’%Wﬁﬁ {Name of City and State)

[_ e | i !
[How marriage ended i“han (Month, day, year} ‘Whem (Name of City ang State}
| |
[Marriage performed by: | Spouse’s date of birth |Date of spouse’s death | Spouse’s Social Security Nombe:
rrage pe y (me) | pou e '(t? none of unknown, $0 ndfcate)r
| [ Clergyman ar public official
Q Other {Explain in Remarks)

{d)  Enter information about any marriage if you:

v Have a chitd{ren) who is under age 16 or disabled or handlcapped (ags 16 or over and disablility began before age 22); and
|» Were mavriad for less than 10 years (o the child's mother oy father, who Is now deceased; and

* The marriage ended in divorce

| it nene, write "None,”

{3pouae‘s name (including maiden name) [When (Month, dsy, year) IWhora {Name of City and Stats)

|

| S — e

|Date of divorce (Month, day, year) Whaere (Nams of City and State)

I

[Marriags performed by:  Spouse’s date of birth Date of spouse's death  |Spouse's Sociai Security Number
I "G e by {o':' ag;es P {RP nons or nnknown.u:andlc’gte)

| [ Clargyman or public official
| 1 other (Expisin in Remarks) |
Form SSA-16-BK (01-2015) ef (01-2015) Page 2



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

18, i your claim for disability benefits |s approved, your chiidren (including adopted children, and stepchiidren) or
dependent grandehildren (Including stepgrandchiidren) may ba eligible for benefits based on your earnings record,
|L'i-st—ﬁa'lov:v:~f-:ﬁﬂ: NAME OF ALL such chiidren who are now of 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 fage 18 o ove and dasbity began bekre age 22)

17. (a) Did you have wages or seff-employment income covared under ] Yes ] No
Soclal Security in all years from 1 978 Eh_'?';'_ghf;'i‘, !ear? |(¥ "Yes,” go fo ltem 18) {if "No," enswaer (b))
(b} List the years from 1978 through last year in which you did not - "'
have wages or setf-employment income covered under
Soclal Security.

18. [Enter balow the names and addresses of all the persons, companies, or Govemment agencles for whom you have
worked this year and lest year, {F NONE, WRITE "NONE* BELOW AND GO TO ITEM 18,

NAME AND ADDRESS OF EMPLOYER | W";’;ﬁ"""’l (If stil
(if you had more than one employer, please fist them Work Began ‘ ot ‘E‘?ud od”)
in order begiming with your Iest (most recent) emplayer) ; |

- | MONTH | YEAR | MONTH | YEAR

|
|
‘ (lf you need moare spa space, use Remarks" ) -

19. |May the Soclal Security Administration or State agency reviewing your case, ask your empioyers
(for information neaeded to proocess the claim? ] Yes [ No

20. |Complate e 20 even If you were an smployes., -

] Yes [NNo
(e} Were you self-employed this year or last year? (If "Yes,” anawer (b)) {if "No.” go to item 21)
‘(b)_ ~ Check theTear (o_r o inwhat typa_ of trade/business ' Were your ne"t"aém!ﬁg's- from the
years) you were ware you self-employed? trads or businass $400 or more?
self-employed (For example, storekeeper, farmer, {Check “Yes" or "No")
! i physician}
'] This year
Il Last year

21./al owmuc’ were your fotal eamings 1ast yearr
Cotnt both wage and self-employment income,

_{if none, wrlte "None,") __|Amount§ _
{b) ~How much have you eamed so far ar this | year? (itnone, wiite
*None.”) - o Amount §

Form SSA6-8K (01-2015) of (01.2015) Page 3



"22.7(a) Are you still unable fo work because of your llinesses, injuries, or | [ Yes ] N

L Sndias N (I "Ves." coto Rem23) (i *No," answer (b))
{b) Enter the date you became eble to work. MONTH, DAY, YEAR
I

23, |Are your ilinesses, injuries, or conditions related to your workin |
lany way? ] Yes [J Ne

|

24.|(a) Have you flled, or do you Intend to file, for any other public
disabiilty benefits (including workers' compensation, Black Lung [ ves 1 No
| boreftsandSSH? _ (if “Yes," answer (b)) (If*No," to item 25)
I((b) The other public disability banefit{s) you have filed {or intend to file) for Is (Check as many as apply):
I [ veterans Adminisiration Benefits ] Welfare
|
i [0 Supplemental Security Income 7] Other (If *Other,” compiste a Workers' Compensation/Public
I m == = o _ - Disabliity Benefit Quastionnaire)
25./(a) Did you receive any monay from an employer(s) on or after the
date in item 8 when you became unable to work because of your ] Yes [ No

inesses, Injuries, or condltions? if "Yes”, give the amounts and
in In "Remarks",
| explain in | Amount$

) Do you expect to receive any additional monsy from an employer, |
such as sick pay, vacation pay, other speciat pay? If "Yes,* please [ Yes J o
giva amounts and explain in “Remarks”.

| Amount$
26. |Do you, or did you, have a child under age 3 {your awn or your epouse’s) |
living with you in one or more calendar years when you had no eemings? i [ Yes ] No
"27. |Do you have a dependent parent who was receiving at ieast one-half |
|support from you when you became unable to work becauss of your
|disabmty? If "Yas," enter the parent's name and address and Social [ Yes [ No

Security number, if known, In "Remarks”,

28. [If you were unable to work before age 22 because of an Hiiness, injury or
{candition, do you have a parent (including adoptive or stepparent) or
lgrandparent who Is recelving social security retirement or disability
benefits or who is deceased? If yes, enter the nams(s) and Sodial [Cives [ No [Junknown
‘Security number, If known, In "Remarks” (if unknown, check "Unknown"),

|
|
|
|

Form 85A-16-BK (01-2015) ef (01-2015) Page 4



REWTARKS (You may use this space for any explanation, If you need more space, attach a separats shest,)

e ———— L N -~ - o — S s

| deé!are under penalty of perjury that | have examined all the information on the form and any éccorﬁpanylng
statemants or forms, and it is frue and correct lo the best of my knowlfedge.

-

|Date (Month, Day, Year)

SIGNATURE OF APPLICANT
Signatira (Fi7st hame, middle iniiel, last name) (Wrte innk) ‘Tellophone NufEer(E) & which you
may be contacted during the day.
(Includa the area cade)

!

~ DIRECT DEPOSIT PAYMENT INFORMATION (FINANCIAL INSTITUTION)
Routing Transit Number Account Number | [0 Checking | [] Enroll in Direct Express
([OiSevings | [ Direct Deposit Refused

‘Applicant's Maliing Address {Number and sireet, Apt No., P.O. Box, or Rural Roule) {Enter Residence Address In "Remarks, i
different.)

Cityand Stale

|2IP Code [mwﬁany) in which you now {ive

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

1. Signature of Witness |2. signature of Wiiness

e 4 L e

ot o g s R

o

Page 5
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FOR YOUR INFORMATION

An agency in your Stata that works with us in administering the Soclal Security disability program Is
responsible for making the disabitity decision on your claim. In some cases, It is necessary for them to get
additionat information about your condition or to arrange for you fo have a medical examination at
Government expense.

Privacy Act Stateament
Collection and Use of Information

Sections 202, 205, and 223 of the Soclal Security Act, as amended, authorize us to coliect this informafion, Wa will

use tha information you provide o determine if you or a dependant are eligible for insurance coverage endfor
monthly benefits,

The information yvou furnish on this form Is voluntary. However, If you fall to provide all or part of the requesied
information It may prevent us from making an accurate and timely decision conceming your or 2 depandent’s
entitiement o 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 [t for the administration and infegrity of our programs. We may also disclose
information {o anather person or to ancther agency in accordance with approved routine uses, which include but are
not fimited to the following:

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

2. To comply with Federal laws requiring the release of information from our records (e.9., to the Govemment
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 lavel; 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 sntities 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 agencles. information from these matching
programs can be used fo establish or verify & pemson'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
sntitled, Eamings Recording and Sef Employmeant income System (60-0069) and Clalms Folders Systems
{50-0088). Additional information ragarding these and other systems of records nofices, are available on-fine at
www .soclalsecurlfy.gov or at your locaf Social Security office.

Paperwerk Reduction Act Statement - This information collection meets the requirements of 44 U.8.C. § 3507, as
amended by section 2 of the Paperwork  Reduction Act of 1995 . You do nof need fo answer these questions
unless we display a valld Office of Management and Budget control number, We estimate that i will take about 20
minutes to read the instructions, gather the facts, and answer the questions. SEND OR BRING THE COMPLETED
FORM TO YOUR LOCAL SOCIAL SECURITY OFFICE. You can find your local Soclal Security offlce through
SSA’s webslite at vayw, socialsesurity. gov. Offices are also listad under U, 8. Government agencles In your
telsphons directory or you may cali Social Security at 1-800-772-1243 (TYY 1-800-325-0778), You may send
commaents on our me estimate above lo: SSA, 6407 Securily Bivd, Balimore, MD 21235-0001 . Send gnly
comments refating to our time estimata to this address, not the complatsd farm.

Form S8A-16-BK (01-2015) ef (01-2015) Page 6



RECEIPT FOR YOUR CLAIM FOR SOCIAL SECURITY DISABILITY INSURANCE BENEFITS

Person to Contact About Your Glaim T " SSA OFFICE | Date Claim Reoelved
Felephone Number {inciude Area Code)
|
B — ml-—..--.-__w T R A LRI I T " ——

“Your application for Social Security disability benefits has i some other change that may affect your daim, you —
beon reg;tved and will be processad as quickly or someone for you ~— should re MK: change. The

as possible, changes to be reported are below,

You should hear from us within days gftaryou  Alwa) ng‘hre us your clalm number when writing or
have given us all the information we requested. Some telep g about your ¢laim.

claims may take longer if additional Information is needed. .
if you have eny questions about your dlalm, we will be
In the- meantims, if you change your address, or if there glad to help you.

CLAIMANT . _SOCIAL SECURITY CLAIM NUMBER ~~— ~

e

CHANGES TO BE REPORTED AND HOW T0 REPORT
FAILURE TO REPORT MAY RESULT IN OVERPAYMENTS THAT MUST BE REPAID

* You change your mailing address for checks or residence, cfime that is a felony of flight to avold prosecution or
To avoidrge!ayf in reca{n of checks shvauh?r ALSC file & confinement, escape from custody ang ﬂlght-escf:'ga. n
regular change of address notice with your past office. most jurlsdictions that do not classify crimes as felonias,
this applies to a orime that is punishable by death or
* Your citizenship or immigration status chanpes. imprisanment for a term exceading one year (regardiess

of the actual sentence imposed).
* You go ouislde the U.8.A. for 30 consecutive days or
longet. * You have an unsatisfied o\ﬁmﬂt mors than 30
continuous days for & violation of probation or parole
. @%mggggg dles or becomes unable to under Faderal or State faw.

A Changg:gf Marital Status — Marriage, divorce, annuwment
« Gustody Change — Re&ort if a person for whom you are  Of mamiage,
fili who is'in your care dias, leaves your caré or

custody, or changes address, » If & parent of & child
. oo, MR S
* Yau are confined to a jail, prison, penal institution or e §0 We can & r
comectional facility fori'ranovpufI than 88 confinuous days for  benefits. Failure to report the existence of these children
conviction of a crime, or you are confined formorethan ~ may result In the loss of possible benefits to
30 continuous days to a public Institution by a court order  the child{ren}.
in connection with a crime.

. Y m to work
ou 1o/ o woik (as &l;gwnlg?e or seif-employed)

* You becoms to & pension, an annuity, or a lum regardiess of amou
sum payment w:g oA ed employment Nt covered gy

Social Security, or if such psnsion or annuity stops. * Your condition Improves.

-Yomstgpchlldisentiﬂadtobe on your d al * You are under age 65 and you for or
you and the stepchlid’s pamntnrﬁﬁv‘:me. §tepch d bene recelve woﬁ?erggmmpensayt?onair?&:dkrzg b?gaﬂtmg
are not payable beginning with the month after the month  benefits) or another public disabllity benefit, or the
the divorce becomes final, amolnt of your Presant workers' compensation or public
disablity benefit changes or stops, or you receive &
* You have an unsatisfied warcant for more than 30 lump-sum settiement.
continuous days for your amest for a crime or attempted

HOW TO REPORT
You can make your reports onlfine, by telephone, mall, or in person, whichever you prefer. If you are awarded benefits,
and one or mare of the above change(s) ocour, you should report by:
« Visiting the saction "my Social Security” at our web site at www.soclalsecurity.gov;
+ Calling us TOLL FREE at 1-800-772-1213;
« if you are deaf or hearing Impaired, calling us TOLL FREE at TTY 1-800-325-0778; or
« Caffing, visiting or writing your focal Soclal Security office et the phone number and address shown on your claim
receipt,

For general information about Sodlal Security, visit our web sife at www.socialzecuriiv.gov.
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DISABILITY REPORT - ADULT
S8A-3368-BK

PLEASE READ THIS INFORMATION BEFORE COMPLETING THIS REPORT

The Information you give us oh this reporl will be used by the office that makes the disability
decision on your disability claim. Completing this report accurately and completely will heip us'
expedile your claim. Please complete as much of the feport 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 completa this report. If you cannot complets the report, a Soclal
Security Representative will assist you, If you have an appolntment, please have the
completed report ready when we contact you. If we ask you o do so, please mail the
completed report to us ahead of ime,

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

HOW TO COMPLETE THIS REPORT

Print or write claarly,

Include a ZIP or postel code with each address.

Provide complete phone numbers including aree code. If a phone number Is outside the
United States, also provide Intsmational Direct Dialing ({DD) code and country code.

» If you cannot remember the names and addresses of your health care providers, you may
be able to get that infarmation from tha telephons hook, Intermet, madical bills,
prescriptions, or prescription medicine containers,

o ANSWER EVERY QUESTION, unless the report indicales otherwise. If you do not know
an answer, or the answer Is "aone” or "does nof apply,” please write: "don'f know," or
“none," or "does not epply.”

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

» [ you nead more space to answer any question, please use Section 11 - Remarke on the
last page fo finish your answer. Write the humber 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 complelad
report. Please tell us if you want {o keep your records so we can retum them (o you. If you are
having an inlerview in our office, bring your medical records, your prescription madicine
containers (if available), and the complated repont with you.

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

FORM SSA-3368-BIK (03-2010) f (04-2010) (Destroy Prior Ediions}
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WHAT WE MEAN BY "DISABILITY"

"Disability" under Soclal Securily is basad on your inabllity to work, For purposes of this claim, we want
you fo understand that "disability" means you are unable to work as definad by the Social Security Act.
You will be considerad disabled if you are unable lo do any kind of work for which you are sulted and &
your disability is expecied fo last {or has lasted) for at least a year or |s expected lo result in death. So
when we ask "when did you become unable to work,® we ara asking when you became disabled as
defined by the Social Security Act.

The Privacy Act

Sactions 205(a), 223(d), end 1631(e) (1) of the Social Securlty Act, as amended, authorize us o
collest this information. The information you provide will be used {o make a decision on the named
claimant's claim. While giving us the Information on this report Is veluntary, falivre to provide all or
part of the requested information could prevent an accurate or timely daecision on the named
claimant's claim. We generally use the information you supply for the purpose of making decleions
regarding claims. Howaver, we may use it for the administration and integrity of Soclal Securlty
programs, We may also disclose information to another person or to another agency in
accordance with approved routine uses, which include but are not lirited fo the following: (1) to
enable a third parly or agency lo essist Social Seownrity in establishing rights to Social Security
benefits andfor covarage; (2) 1o comply with Federal Laws requiring the release of information
abaut Social Securlty records (e.g., fo the Government Accountability Office and the Depariment
of Velarans Affairs); (3) o make determinations for eligiblility in similar health and income
maintenance pragrams at the Federal, Stale, and locsal level; and (4) to facilitate siatistical
research, audit, or Inveetigative eclivities nacessary o assure the infegrity of Sacial SBecurily
programs.

We may algo use the information you provids in computer matching programs. Matching programs
compara our records with records kept by other Federal, State, or local government agencles.
Information from these matching programs can be used to establish or verify a person's eligibility
for Federaily-fundad or administered banelit programs and for repayment of payments or
delinquent debts under these programs.

Additional Information regarding this form, routine uses of information, and our programs and
systams, is avalleble on-line at www.soclalsecurity.gov or sl any loca!l Saclal Security offics.

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 1885, You do not need fo answer these guestions unless we

display a valld Office of Manageament and Budgst control number, We estimate that i wlil {ake
abotit 80 minutes to read the instructions, gather the fasts, and answer the questions.

SEND OR BRING THE COMPLETED FORM TO THE OFFICE THAT REQUESTED IT, If youdo
not have that address, you may call Social Securily et 1-800-772-1213 (TTY 1-800-325-0778).
You ey send somments an our fime estimate above to: SSA, 6401 Securily Boulevard,
Baltimore, MD 21235-6401. Send gply comments relating fo our time estimate to this
address, not the completed form.

AFTER COMPLETING THIS REPORT, REMOVE THIS SHEET AND
KEE?P IT FOR YOUR RECORDS

FORM BSA-3368-BK  (01-2010) ef (04-2010)



BOCIAL SECURITY ADMINISTRATION Prrfhaged

o e

| For &SA Use Tntly - Do notwifte in this box,

DISABILITY REPORT | Related SBN _

| ADULT
| Number Holder

N -

if you are fifling out this mpnn for someona elsa. plsase provide information aboult him or her, When 8
quesﬁon refes to “you* or "your,” [t refers to the person who is applying for disabilty benefits,

TSECTION 1. INFORMATION ABOUT THE DISABLED PERSON R
.A Neme (Firet; Middle nitia, Last) Ja .B. Gooial Becurity Number

1.C. Malling Address (Streef or P O Box) include apartment number or unil f spplicable,

SE———

ciy ‘Stsiaﬁ'roﬁme "ziP'lFo?‘ui Code lcountry (Fact USAY
1.0. Emell Address o T

4. ECa D:;ﬁme Phone Number, including erea code, and the IDD and country cades if you live outside the USA
or Cana

Phone number
72 Chack this box i vou do niot have & phong of a pumbet whate we can lsave a message,

1.F. Atiemale Phone Number - another number where we mey reach you, i any.

Alternate phone number

1.G. Cant you spaak and understand English? dves [ N.o

if no, whet language do you prafer?
it you cannot spsak and understand English, we Wil provide an intarpreter, free of charge.

1.H. Can you read and understand English? Clves [Ino
1.1, Can you wrile mofe than your neme in English? Clves CIno
1), Have you used any other names on your medice! or educational racords? Exemplss are maiden name,
other married nams, or nickname, Cves [Ino

If yes, vigase fisi them here:

| __SECTION 2 - CONTACTS

Give the name of somecne (other than your doctors) wa can comtart who knows about your medical
conditions, and can help you with yowrclelm,

ZA. Name (Fi {First, Middle [nitial, Last} ; 2.8, Relationship 1o you

e s were———11 i, St e —

2.C, Daytime Phone Number (aa described In 1.E. above)

2.D. Meiling Address {Sireel or P O Box) Include apariment number or unil if applicable.

et et 4 o

City T iSidlefProvince - |2PPosisiCods [ Country (if nof USA)
2. E. Caniis person speak and understend Enplish? Bves OO0

If no, what language is preferred? .
FORM SEA-3368-BK (01-2010) of(04-2010) (Deslroy Frior Edifiens) PAGE 1




L_ _____SECTION2.CONTACTS (continued)
2F. Who is complating thls report?
[ The person who is applylng for disabliity. {Go to Seclion 3 - Medical Conditions)
[ The persan Kisted In 2.A. {Go o Section 3 - Medlpat Condilions)
{1 Bomeone elss (Complete the rest of Section 2 below)
2.0. Name (First, Middle Initiel, Lasty | 2.H. Relstionship to Person Applying

2.\. Deytime Phore Number

2.4, Melling Address (Strest or P O Bax) Include apariment aumber or unit if applicable.

Cly ‘SlaiuProvlnne ' [ZIPlPontal Code |Gountry ‘COuntry y (i not USA}

[ SECTION 3 - MEDICAL CONDITIONS ]
3.A. Lls! all of the physical or manial conditions {including emational or laarnmg problams) that limi your abmty
o work It you have cancer, please hck:da the stage and type Lmtaanh oondiion separately.

:
|3
Iq.
S

3G, What Is your weipht without shoas?

pords Vi o ¥ cuttic USA)
3.D. Do your congitions cause you pain or ofher symptoms? I YE§ LI NO

[ -  SECTION 4 - WORK ACTIVITY S ]

4.A. Are you currently working?
{1 No, | have never warked {Go (6 question 4.5, balow)
{21 No, | bave stoppad working (Go to question 4,C. balow)
[ ves, § am currently working (Go 1o question 4.F, on page 3)

IF YOU HAVE NEVER WORKED:
4.8. When do you believe your condRion(s} became severe ennuw keep you rrom wurk%ng {even though you
have never worked]? {monthidaylyear) . fon 6 on pags 3)
IF YOU HAVE S8TOPPED WORKING:
4.C. When did you stop working? (month/dayfyear)
Hny ¢id you siop working?
Becauss of my condition{s).

1 Because of other ressons. piease explain why you stopped working (for example; lakl off, early
retirement, seasonal work ehded, bugsiness closed)

Even though you stopped working for other ceasons, when do you bellsve your
condition(s) became severs snough 1o keep you from working? (monthfdaylyenr)
4.0, Did your condition{s} cause you to make changss In your work aclivity? {for exampls:
job duties, hours, or rate of pay)
[} No (Go 10 Section 5 - Education and Training on page 3)
£ Yes When did you make changes? (monthidaylyear)

FORM SBA-3360-BK  (03-2010) ef (04-2010) PAGEZ




I _ SECTION4- WORKACTVITY fcontinued) |

4.E. Since the date in4.D. above, have you had gross eamings gresler than $880 in any month? De not count
sick leave, vacation, or disabilily pay. (We may contact you for mors informetion.)

{3 No (Go to Section 5) [] Yes (Gn 1o Saction §)

iF YOU ARE CURRENTLY WORKING: T
4.F. Has your condition{s) caused you Ip meke changss In your work sctivily? (for example; job duties or hours)

CiNe  When did your condition{s) first stant bothering you? (monthiday/year)

[dves  When did you make changes? (monthidaylvear)

4.G. Since your condition(s) first bolhered you, have you had grose earnings greater than $880 in any month?
Do not count sick Isave, vacation, or digabillly pay. (We may contact you for more information.)

Cno [dves
BECTIONS5-EDUCATIONANDTRAINING
&.A. Check the highest grade of school completed. R

0 1 2 3 4 5 8 7 B8 8 10 11 12 GED 1 2 3 Aormoe
Oooo0bDoooooooo0g gooao

Date completed:

6.B. Did you atlend speclal education classes? £3ves CINO (Bolo5C)
Name of School
City _ Btate/Province Country {if not USA)
Dates aftended special educstion classes: from ) fo .
6.C. Have you completed any type of gpeciatized job training, trade, or vacational school?
£ ves Ino
If "Yes,” what type? Date mmp(etﬁd.

M you nced to st oher ecucation or trafning use Saction 11 - Remark an the lest page.
SECTION 6 - JOB HISTORY

6 A, Listthe 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 recant job first.

[ Check here and go fo Section 7 on page 5 If you did not wark &t all in the 15 yaars before you becems unsble o
Wolk,

FORM SSA-SIGH-BR_ (01.2010) ef (04.2010) " PAGES



[ SECTION 6 - JOB HISTORY (continued) ]
Check the hox befow that appilss ta you,

g | had only one job in the tast 15 years before | bacame unable lo work. Answer the questions below,

m| } had more than one job in the iast 15 years bafore | becarma unabls to work, Do not answer the
questions on this page; ga'to Seclion 7 on page 5. (We may conlaci you for more information. )

[ Do ot complsta this page If you had mors than one Job In the [zt 16 years before you became unable fo work |
6.B, Describe this job. What did you do all day?

{If you need more space, uge Section 11 - Ramarks on the last page.}

8.C. In thie job, did you;

Use machines, tools or equipment? Flvyes [Ino
Use technical knowledge or skills? Eves [Ino

Do any writing, complste reports, or perform any duties ke 1his? [JvEs  [JnoO

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

Task | Hours| Task | Hours [Yask Hours |
Walk |  |Stoop(Benddown& fowerdaiwaist) |  |Handisfsrgeoblects

Stand| Knes!(Bendlsgs toreslonknees) | |Wrlte, type, or handle smali objects| J
s Crouch (Bend legs & back down 8 forwand,) Reach |
Chimb Crawl (Mave on hands & knees.) - ' ]

6.E. Lifting and eattying (Explai in the box below, whei you lifted, how far you camed I, and how offen you
did this in your job.)

6.F. Check haavlest weight iifted:
[Diesstheniombs. [} 10me, [d20ms. [J 50bs. {3 100bs.ormore  [J Other

6.G, Check welght frequently lifled: (by frequently, we meen fram 1/3 lo 2/3 of the workday.)
Eliessthanioibs. EJ 10ms. 1 251s. [ 60e.ormore [} Other

6.H. Did you supervise other people in this job?L] YES (Complats itens batow.) {1 NO {if No, go 10 6.1)

How many people did you superviea? . __ -
What part of your time did you spend supervising people?

Uid you hire and fire emplovees? £3ves [ no
6. Were you a lead worker? [JYes [Ino

FORM S5A-3368-BK (01.2010) of (04-2010) PAGE 4



