ENCLOSED IS THE‘REQUESTED PACKET TO APPLY FOR VA
BENEFITS.

PLEASE COMPLETE AND SEND THE FOLLOWING FORMS

AS SOON AS POSSIBLE — THESE'FORMS RESERVE THE
DATE OF INTENT TO FILE:

e VA FORM 21-0966 (INTENT TO FILE)

¢ VAFORM 21-22 (POWER OF ATTORNEY)
o MILITARY DISCHARGE PAPERS

ALL ADDITIONAL PAPERWORK MAY BE COMPLETED AND
MAILED AT YOUR CONVENIENCE WITHIN ONE YEAR.

THANK YOU

ANY QUESTIONS, CALL 412-395-6230

527EZ — NON-SERVICE CONNECTED PENSION






THE AMERICAN LEGION
DEPARTMENT OF PENNSYLVANIA
Federal Building, 1000 Liberty Avenue
Suite 1607
Pittsburgh, PA 15222
Telephone: (412) 395-6230 Fax (412) 395-6234

In order to file for Fully Developed Claims (NSC Pension) with the VA, we need the following

documents:

1. The original or a court-certified copy of the veteran’s discharge papers.

2. A copy of all marriage certificates and divorce decrees.

3. A copy of spouses death certificate (if applicable)

4. A copy of a recent bank statement.

5. A copy of the most recent Social Security Award Letter.

6. VA form 21-22 (Power of Attorney)

7. VA form 21P-527&Z {Application} must be com pleted in as much detail as possible and
signed. Do NOT fill in any spaces with “N/A”, use “$0” for dollar amounts that do not apply or

write NONE. :

8. VA form 21P-0969 (Income & Asset Statement in Support of Claim. . .} must be
completed if required.

5. VA form 21-2680 (Exam for HB or A&A) must be completed by your doctor in detail.

10. VA form 21-686c¢ (Declaration or Status of Dependents)

11, A statement from the facility or care-giver showing the amount you pay for their care to
include Activities of Daily Living (ADL's) and a start date/admittance date. The facility also
completes VA form 21-0779.

12, AT HOME CARE-GIVERS must complete Statement of Care ~ shows proof of ADL’s and
payment of care.

13. If a diagnosis of Dementia or Alzheimer’s is listed on the doctor’s exam report, please

complete the enclosed VA form 21-4138 {Due Process Waiver} and (can the VA Appoint a
Fiduciary Now sheet),

**Read the forms carefully and fill out as completely as possible. Try not to leave anything biank.

**PLEASE COMPLETE PAPERWORK IN IT’S ENTIRETY AS INCOMPLETE PAPERWORK WILL DELAY THE
PROCESSING OF YOUR CLAIM.

**Claimant must sign all forms except forms 21-2680 and 21-0779. if claimant is unable to sign, they
must make an “X” that is witnessed and signed by two people. A person who is a POA cannot sign for
the claimant.

Please send these items to the above address as soon as possible. If you need assistance completing any
of the above forms, please call our office at 412-395-6230.

Graham H. Wieland
Department Service Officer
The American Leeion






. OMB Control No. 2900-0321
Respondent Burden: 5 minutes
Expiration Date; 08/31/2013

APPOINTMENT OF VETERANS SERVICE ORGANIZATION
AS CLAIMANT'S REPRESENTATIVE

Four claim, you may use VA Form 21-22a, " Appointment of
Www.va,gov/vaforms

Y% Department of Veterans Affairs
Note - If you would prefer to have an individual assist you with
Individual as Claimant's Representative.” VA Forms are availab

IMPORTANT - PLEASE READ THE PRIVACY ACT AND RESPONDENT BURDE
1. LAST-FIRST-MIDDLE NAME OF VETERAN

eat 3
N ON REVERSE BEFCRE COMPLETING THE FORM,
2, VA FILE NUMBER (inelude prefix}

3A. NAME OF SERVICE ORGANIZATION RECOGNIZED BY THE DEPARTMENT OF VETERANS AFFAIRS (Sec lisi on reverse side before selecting orgonization)

AMERICAN LEGION
IZATION NAMED IN ITEM 3A (This Is an appoinment of the entire

3B. NAME AND JOB TITLE OF QFFICIAL REPRESENTATIVE ACTING ON BEHALF OF THE ORGAN
if of the ergani-aiion)

organization and does not indicate the designation of only this specific individual to act on beha

GRAHAM H. WIELAND, DS0, AMERICAN LEGION

3C. EMAIL ADDRESS OF THE QRGANIZATION NAMED IN ITEM 3A
GRAHAM . WIELANDGVA .GOV

INSTRUCTIONS - TYPE OR PRINT ALL ENTRIES
4. SOCIAL SECURITY NUMBER (OR SERVICE NUMBER, IF NO SSN) 5. INSURANCE NUMBER(S) nclude fetter prefis)

B. NAME OF CLAIMANT (lf other than veleran) 7. RELATIONSHIP TO VETERAN

8. CLAIMANT'S TELEPHONE NUMBERS (include Areq Code)
A. DAYTIME B. EVENING

8. ADDRESS OF CLAIMANT (No. amd strest or rural route, cliyor P.O., State and ZIP Code)

10. EMAIL ADDRESS (ff applicable)

11. DATE OF THIS APPOINTMENT

12. AUTHORIZATION FOR REPRESENTATIVE'S ACCESS 170 EECORDS PROTECTED BY SECTION 7322, TITLE 38, U.S.C,
By checking the box below I autharize VA to disclose to the service organization named on this appointment form any records that may be in my file refating to
treatment for drug abuse, alcoholism or alcohol abuse, infection with the human immuncdeficiency virus (HIV), or sickle cell anemia.

ice organization named in Item 3A all treatment records relating to

D Lauthorize the VA facility having custody of my VA claimant records to disclose to the serv
(HIV), or sickle cell anemia. Redisclosure of these records by my

drug abuse, alcoholism or alcohol abuse, infection with the kiuman immunodeficiency virus

service organization representative, other than to VA or the Court of Appeals for Veterans Claims, is not authorized without my further written consent. This
authorization will remain in effect until the earlier of the following cvents: (1) T revoke this authorization by filing 2 written revocation with VA, or(2) I revoke
the appointment of the service organization named above, ejther by explicit revocation or the appointment of another representative.

13. LIMITATION OF CONSENT - I autharize disclosure of records relared o treatment tor all conditions listed in ltem 12 except:
[] oruG ABUSE E INFECTION WITH THE HUMAN IMMUNODEFICIENCY VIRUS (HIV)

r—f ALCOHOLISM OR ALCOHOL ABUSE SICKLE CELL ANEMIA
14. AUTHORIZATION TO CHANGE CLAIMANT'S ADDRESS - By checking the box below, [ authorize the organization named in Ttem 3A Lo act on my behalf

to change my address in my VA records,
D Tauthorize any official representative of the organization named in ftem 3A to act an my behalf to change my address in my VA records, This authorization daes
not exiend to any other organization without my further written consent. This authorization will remaic in effect until the earlicr of the following events: {1) I file
a written revocation with VA; or (2) I appoint another representative, or (3) | have been determined unable to manage my financial affairs and the individual or
organization named in Item 3A i5 not my appointed fiduciary.

I, the claimant named in Items 1 or 6, hereby appoint the service organization named in ltem 3A as my representative to prepare, present and
prosecute my claim(s) for any and all benefits from the Department of Veterans A ffairs (VA) based on the service of the veteran named in ltem 1. I
authorize VA to release any and all of my records, to include disclosure of my Federal tax information (other than as provided in Items 12 and i3),to
my appointed service organization. I understand that my appointed representative will not charge any fee or compensation for service rendered
ppointed as my representative may revoke this appointment at any

pursuant to this appointment. I understand that the service organization I have a
's income is developed because a match with the Internal Revenye Service

time, subject to 38 CFR 20.608. Additionally, in some cases a veteran

necessitated income verification. In such cases, the assignment of the service organization as the veteran's representative is valid for only five years

Jrom the date the claimant signs this_form for purposes reslricted to the verification match. Signed and accepted subject to the foregoing conditions.
THIS POWER OF ATTORNEY DOES NOT REQUIRE EXECUTION BEFORE A NOTARY PUBLIC

15. SIGNATURE OF VETERAN OR CLAIMANT (Do Not Pring} 16, DATE SIGNED

17. SIGNATURE OF VETERANS SERVICE ORGANIZATION REPRESENTATIVE NAMED IN ITEM 3B (Do Not Print{18. DATE SIGNED

COPY OF VA FORM 21-22 SENT TO: DATE SENT ACKNOWLEDGED REVOKED (Reason and daie}
{Daite)

L}(SAE [JvreerLe [ epurie
ONLY |[Jierus ] wsurance FiLE

NOTE: As long as this appointment is in effect, the organization named herein will be recognized as the sole representative for preparation,
tion of your claim before the Department of Veterans Affairs in connection with your claim or any portion thereof.

presentation and prosecu Af
SUPERSEDES VA FORM 21-22, OCT 2014,

VA FORM
AiG20is 21-22 WHICH WILL NOT BE USED.




RECOGNIZED SERVICE ORKGANILA FTUNDS

Membership in an organization is not a prerequisite to appointment of the organization as claimant's representative.

The following is a listing of national, regional, or local organizations recognized by the Secretary of Veterans Affairs in the
preparation, presentation, and prosecution of claims under laws administered by the Department of Veterans AfTairs,

African American PTSD Association National Association for Black Veterans, Inc.
American Legion National Veterans Legal Services Program

American Red Cross National Veterans Organization of America

AMVETS Navy Mutual Aid Association

American Ex-Prisoners of War, Inc. Paralyzed Veterans of America, Inc.

American GI Forum, National Veterans Qutreach Program Polish Legion of American Veterans, U.S.A.

Armed Forces Services Corporation Swords to Plowshares, Veterans Rights Organization, Inc.
4rmy and Navy Union, USA . The Retired Enlisted Association

4 ssociates of Vietnam Veterans of America The Veterans Assistance Foundation, Inc.

3linded Veterans Association The Veterans of the Vietnam War, Inc. & The Veterans
Catholic War Veterans of the U.S.A. Coalition

Disabled American Veterans United Spanish War Veterans of the United States

“leet Reserve Association United Spinal Association, Inc.

Sold Star Wives of America, Inc. Veterans of Foreign Wars of the United States

‘talian American War Veterans of the United States, Inc. Veterans of World War I of the US.A,, Inc.

lewish War Veterans of the United States Vietnam Era Veterans Association

-egion of Valor of the United States of America, Inc. Vietnam Veterans of America

viarine Corps League West Virginia Department of Veterans Assistance
viilitary Officers Association of America (MOAA) Wounded Warrior Project

vititary Order of the Purple Heart
Jational Amputation Foundation, Inc.
Jational Association of County Veterans Service Officers, Inc.

Although agency titles vary, the following States and possessions maintain veterans service agencies which are recognized to present
slaims.

\labama Hawaii Minnesota North Dekota Tennessee
American Samoa Idaho Mississippi Northern Mariana Islands Texas

\rizona Illinois Missouri Ohio Utah
Arkansas Iowa Montana Oklahoma Vermont
Zalifornia Kansas Nebraska Oregon Virginia
Zolorado Kentucky Nevada Pennsylvania Virgin Islands
“onnecticut Louisiana New Hampshire Puerta Rico Washington
Jelaware Maine New Jersey Rhode Island West Virginia
*lorida Maryland New Mexico South Carolina Wisconsin
Jeorgia Massachusetts New York South Dakota Wyoming
Juam Michigan North Carolina

PRIVACY ACT NOTICE: VA will not disclose information collected on this form to any source other than what has been
wthorized under the Privacy Act of 1974 or Title 38, Code of Federal Regulations 1.576 for routine uses (i.e., civil or criminal law
:nforcement, congressional communications, epidemiological or research studies, the collection of money owed to the United States,
litigation in which the United States is a party or has an interest, the administration of VA programs and delivery of VA benefits,
verification of identity and status, and persorinel administration) as identified in the VA system of records, 58VA21/22/28,
Compensation, Pension, Education, and Vocational Rehabilitation and Employment Records - VA, published in the Federal Register.
Your obligation to respond is voluntary. However, the requested information 1s considered relevant and necessary to recognize &
service organization as your representative and/or identify disclosable records. VA uses your SSN to identify your claim file.
Providing your SSN will helglensure that your records arc_prolperly associated with your claim file. Giving,us your SSN account
information is voluntary. Refusal to provide your SSN by itself will not result in the denial of benefits. VA will not deny an individual
henefits for refusing to provide his or her SSN unless the disclosure of the SSN is required by Federal Statute of law in effect prior to
January 1, 1975, and still in effect. The responses you submit are considered confidential (38 U.S.C. 5701). Information submitted is
subject to verification through computer matching programs with other agencies.

RESPONDENT BURDEN: We need this information to recognize the service o;%anization you name to act on your behalf in the
areparation, presentation, and prosecution of claims for VA benefits 88 U.8.C. 5902), We will also use the information to identify
any VA records that we may disclose to the service organization &38 .8.C. 5701(b)). Title 38, United States Code, aflows us to ask
for this information. We estimate that you will need an average of 5 minutes to review the instructions, find the information, and
zomplete this form. VA cannot conduct or sponsor a collection of information unless a valid OMB contro! number is displayed. You
are niot required to respond to a collection of information if this number is not displayed. Valid OMB control numbers can be located
an the OMB Internet Page at www,r 7 in. If desirad, you can call 1-800-827-1000 to get information on
where to send comments or suggestions about this form.

VA FORM 21-22, AUG 2015



OMB Conmol No. 2900-0826
Recpondent Burden: 15 minute
Expiration Date: 08/31/2021
VA DATE STAMP
(DO ROT WRITE IN THIS SPACE)

INTENT TO FILE A CLAIM FOR COMPENSATION AND/OR PENSION,
OR SURVIVORS PENSION AND/OR DIC
{This Form Is Used to Notify VA of Your Intent to File for the General Benefit(s) Checkad Below)

| NOTE: Please read the Privacy Act and Respondent Burden below before completing the form,
N . SECTION I: CLAIMANT/VETERAN IDENTIFICATION B
NOTE: Yau can either compleie the form online or by hand, If completed by hand, print the infarmasion requested in ink. neatly and legibly to expedite processing of the form.
1. CLAIMANT'S NAME (Firat, Mitcddle Infilal, Loss)

LI L I T T T T T[]

2. CLAIMANT'S SOCIAL SECURITY NUMBER 3. VA FILE NUMBER (If applicable) 4, VETERAN'S DATE OF BIRTH (MM,DD,YYYY)
Month Day Year

L1 - L LI LTI - -

5. VETERAN'S NAME (First, Middle Inittal, Lasip {If different from claimani)

.

6. VETERAN'S SOCIAL SECURITY NUMBER 7. VETERAN'S SEX 8. VETERAN'S SERVICE NUMBER (If applicable)

| L =T P - T I T ] {Qme Oewe [ T T T T T T T 1]

9. CURRENT MAILING ADDRESS (Number and slrae! or nural route, P.O. Box, City, Slale, ZIP Code and Country}

ooy N N I I I O A O
pownierier || | | [ | ew [T TTTTTTTTT T T 1]

State/Province D: Country l:r___l 2IP CodelPostal Code I -

10. HAS THE VETERAN EVER FILED A 11.TELEPHONE NUM8 . o, 12. EMAIL ADDRESS (Jf applicahl
CLAIM WITH VAT UMBER (fuclude Area Code) Ifapp )

[Jves [Mno
v o SECTION Il: GENERAL BENEFIT ELECTION
IMPORTANT: ¥ may not be able to use this form 1o establish an effective date for benefits if you do nof select one or more of the general benefits listed below.
13. 1 intend to file for the general benefit(s) checked below: (Choose all that apply)

[ ] compensamon  [T] mension

NOTE: Only check the box below if you are a surviving dependent of the veteran.

D SURVIVORS PENSION ANDIOR DEPENDENCY AND INDEMNITY COMPENSATION [DIC)

IMPORTANT: After receiving this form, VA will give you the apprapriale application to file for the general benefit you select above. You can also apply for
VA disabllity compensation onfine through eBenefils at www.ebenefits,va,gov. if you give VA a compleled application for the selected general benefit
within one year of filing this form, your completed application will be considered filed as of the date of receipt of this form. Only the first completed
application for each selected general benefit that is received after you file this form will be considered filed"as of the date of receipt of this form. You may
indicate your intent to file for more than one general benefit on this form or you may submit a separate intent to file for each general benefit. Flease

complete as many fields in Section il as possible, VA cannot process this form if we cannot identifv the claimant and veteran.
' SECTION {li: DECLARATION OF INTENT

By filing this form, i hereby indicate my intent to apply for one or more general benefits under the laws agministered by VA. |
acknowledge that: (1) this is not a efgim for benefits; (2) | must file a complete application for each general benefit with VA before VA
will process my claim; and (3) a complete application for the same general benefit(s) as indicated on this form must be received within
one year of the date VA receives this form for my application to be considered filed as of the date of this form.

14A. SIGNATURE OF CLAIMANT/AUTHORIZED REPRESENTATIVE 14B, DATE SIGNED (VMM.DD,YYYT)

15. NAME OF ATTORNEY, AGENT, OR VETERANS SERVICE ORGANIZATION (Please Prini)
(NOTE: This form may only be completed by a Veterans Service Organization, atlomey, or agent if a vaiid power of atiomey has been completed.)

FRIVACY ACT NOTICE: VA will not disclose information collecied on this form 1o any source other than what has been aulorized under the Privacy Act ol 1974 or Tille 38, Code of Federal Repularions 1,576 for routine uses fi.e..
ciril or esiminal law enfoceement, congressional communicatioas, epidemiological ot research srudies, the collection of money ewed to the Uniled States, litigation in which the Uniled States is 2 pamy or has an ingerest, the adminisratien of
VA prograzms and delivery of beaefits., verification of identity and status, and personnel administrasion) as identified in the YA sysiem of records, SSVAZIA23, Compensation, Peasion, Educalion, and Yocational Rehabiliiation ad
Employment Reconds « VA, published in the Federal Regicter, Your oblization to respond is requited enly 1 preserve 3 daie of elaim Jor an application that is received within one vear of receipt of this farm. YA uses your Sochal Seeusity
sumber o idenif if vou have a claim file and 1o ensure that your records ae properly asseciated with your claim fe. YA will pot ey an individual benefits for refusing (o provide Mg or her SSN unless the disslasure of the SS¥ &
fequired by Federal Stamute ol law in effet prioe o January 1, 1975, aad still in elfect, The requested information is considered relevat and 10 deternine the appropeiate application and provide it 1o the claimant,

RESPONDENT BURDEN: We need this Information 1o determing and Lo provide tha claimant with the appropriats application for VA benefits (38 US.C, 5102), Title 3, Uniled States Code, albows us to ask for this information. We
astimate that you will need an average of 15 miautes to teview the inswuctions. find the iaformation, and complete this form. VA eannot cosduct of sponsor a collection of infarmarion unless a valid OMB eontro) number s displsyed. You
are not pequired 1o respond 1o a collection of informarioa if this number is oot displayed. Valid OMB contal numbers can be located on the OMB Intemet Page atyovw,regin(epoxfnublicidalBAMain. If desiced, vou can eall
1400-327-1000 to get information en where 1o send commens or suggestions about this form.

VAFORM nd noAe EXISTING STOGK OF VA FORM 210068, MAR 2017,






‘V'\ Department of
\.L Veterans Affairs

NOTICE TO VETERAN OF EVIDENCE NECESSARY TO SUBSTANTIATE A CLAIM FOR
VETERANS PENSION BENEFITS

(This notice is applicable to veterans claims for: Veterans Pension (a needs based benefit) » Special Monthly Pension + Benefits
Based on a Veteran's Seriously Disabled Child)

Use this notice and the attached application to submit a claim for veterans pension.
This notice informs you of the evidence necessary to substantiate your claim.

Want your claim processed faster? The Fully Developed Claim (FDC) Program is the fastest way to get your claim processed and
there is no risk to participate! To participate in the FDC Program, if you are making a claim for veterans pension, simply submit your
claim in accordance with the "FDC Criteria” shown below. If you are making a claim for veterans disability compensation or related
compensation benefits, use VA Form 21-526EZ, dpplication for Disability
Compensation and Related Compensation Benefiis. If you are making a claim for survivor benefits, use
VA Form 21P-534EZ, Application for DIC, Survivors Pension, and’or Accrued Benefits.

VA forms are available at www,va,covivaforms.

FDC Criteria (Claim(s) for Veterans Pension Benefits
L. [Submit your claim on a signed and completed VA Form 21P-527EZ, Application for 1'eterans Pension (attached).

2. (Submit simultaneously with your ciaim;

® All necessary income and asset information; AND
* All, if any, relevant, private medical treatment records and an identification of any relevant
treatment records available at a Federal facility, such as a VA medical center.

Note: Read the Important note below and attach current medical evidence showing that you are permanently and totally
disabled, if necessary,
IMPORTANT: If you are a veteran who is claiming pension and you are age 65 or alder, or determined to be disabled
by the Social Security Administration, you DO NOT have to submit medical evidence with your application unless you
are claiming special monthly pension. Special monthly pension is an increased amount paid to individuals who, due to
mental or physical disability, require the aid of another person to perform activities of daily living, are a patientin a
nursing home. have severe visual problems, or are substantially confined to his or her home,

Special Circumstances

Under the special circumstances shown below, you must also submit simultaneously with your claim:

[ ]
If claiming veterans pension with special monthly pension, a completed VA Form 21-2680, Examination

Jor Housebound Status or Permanent Need for Regular Aid and Attendance, or (if a patient in a nursing home)
a completed VA Form 21-0779, Request for Nursing Home Information in Connection with Claim for did
o and Attendance;
If claiming a child in school between the ages of 18 and 23, a completed VA Form 21-674, Request for
o Approval of School Attendance;
If claiming benefits for a seriously disabled child, all, if any, relevant, private medical treatment
records for the child's pertinent disahilities.

3. |Report for any VA medical examinations VA determines are necessary to decide your claim.

1P-527EZ, 2018,
i 21P-62TEZ SUrESSEPRs o ez, Page



The Fully Developed Claim (FDC) Program is the fastest way to get your ¢laim processed, and there is no risk to participate:

Participation in the FDC Program is optional and will not affect the quality of care you receive or the benefits to which you are
entitled. If you file a claim in the FDC Program and it is determined that other records exist and VA needs the records to decide your
claim, then VA will simply remove the claim from the FDC Program (Optional Expedited Process) and process it in the Standard
Claim Process. See below for more information. If you wish to file your claim in the FDC Program, see FDC Program (Optional
Expedited Process). If you wish to file your claim under the process in which VA traditionally processes claims, see Standard Claim

Process.

WHAT YOU NEED TO DO

You must submit all relevant evidence in your possession and provide VA information sufficient to enable it to obtain all relevant

evidence not in your possession.

FDC Program (Optional Expedited Process)

Standard Claim Process

You must:

+ Submit your claim in aceordance with the
*FDC Criteria” (see page 1)

You must:

« If you know of evidence not in {?ur possession and want
VA to try to get it for you, give VA enough information

about the evidence so that we can request it from the
person or agency that has it

If the holder of the evidence declines to give it to VA, asks fora
fee to provide it, or otherwise cannot get the evidence, VA will
notify you and provide you with an opportunity to submit the
information or evidence, It is your responsibility to make sure
we recelyve all requested records that are not in the possession
of a Federal department or agency.

HOW VA WILL HELFP YOU OBTAIN EVIDENCE FOR YOUR CLAIM

FDC Program {Optional Expedited Process)

Standard Claim Process .. CTE

VA will:

« Retrieve relevant records from a Federal facility, such as
a VA medical center, that you adequately identify and
authorize VA to obtain

* Provide a medical examination for you, or get a medical
opinion, if we determine it is necessary to decide your
claim

VA will:

« Retrieve relevant records from a Federa] facility such as
a VA medical center, that vou adequately identify and
anthorize VA to obtain

* Provide 2 medical examination for you, or get a medical
apinion, if we determine it is necessary to decide your
ciaim

+ Make every reasonable effort to obtain relevant
records not held by a Federal facility that you adequately
identify and authorize VA to obtain, These may include
records from State or local governments and privatel
held evidence and information you tell us about, such as
private doctor or hospital records or records from current
or former employers

WHEN YOU SHOULD SEND WHAT WE NEED

FDC Program (Optional Expedited Process)

Standard Claim Process °

You must:

» Send the information and evidence simultaneously with
your claim

If you submit additional information or evidence after you
submit your "ﬁ.ﬂlg developed” claim, then VA will remove the
claim from the FDC Program Expedtted Process and process

it in the Standard Claim Process, If we decide your claim before
one year from the date we receive the claim, you will still have
the remainder of the one-year period to submit additjonal
information or evidence necessary to support the claim.

You are strongly encouraged to:

« Send any information or evidence as soon as you can

You have up to one year from the date we receive the claim to
submit the information and evidence necessar%(rgo support your
claim. If we decide the claim before one year from the date we
receive the claim, you will still have the remainder of the one
year period to submit additional information or evidence
necessary to support the claim.

VA FORM 21P-527EZ, OCT 2018

Page 2



WHERE TO SEND INFORMATION AND EVIDENCE

When you have completed this application, mail or fax it to the appropriate Pension Center listed on Page 10. Be sure to attach any

materials that support and explain your claim. Also, make a photocopy of your application and all supporting material you submit to
YA before mailing or faxing it.

WHAT THE EVIDENCE MUST SHOW TO SUPPORT YOUR CLAIM

If you are claiming...

See the evidence table titled...
Veterans Pension {a needs-based benefit)

Veterans Pension

Special Monthly Pension Veterans Pension with Special Monthly Pension
Benefits because your child is severely disabled Child Incapable of self-support
EVIDENCE TABLES
Veterans Pensjon

To support a claim for veterans pension, the evidence must show:

1. You met certain minimum active service requirements during a period of war.
Generally, those requirements are:

* 90 days of service during a period of war; OR

* 90 days of consecutive service at least one day of which was during a period of war; OR
* 90 days of combined service during more than one period of war:

(Note: If your service began after September 7, 1980, additional length of service requirements may apply, typically
requiring two years of continuous service or completion of active-duty obligation)

* OR, any length of active service during a period of war with a discharge due to a service-connected disability

You are age 65 or older or are permanently and totally disabled. Your disability or disabilities do not have to be related
to your military service. You are considered permanently and totally disabled if medical evidence shows you are:

= A patient in a nursing home for long-term care or medical foster home; OR

* Receiving Social Security disability benefits; OR

+ Unemployable due to a disability reasonably certain to continue throughout your lifetime; OR

» Suffering from a disability that is reasonably certain to continue throughout your lifetime that would make it
impossible for an average person to follow a substantially gainful occupation; OR

» Suffering from a disease or disorder that VA determines causes persons who have that disease or disorder
to be permanently and totally disabled

E.ll

Your income and assets are within established limits. You must report income and assets for:

* Yourself

» Your spouse {unless you live apart and you are estranged and you do not contribute to your spouse's suppoit)
P y y P P

* Your child (unless custody has been legally removed by a court and you do not contribute to your child's support
or the child's income is not reasonably available to you).

Assets means the fair market value of all property that an individual owns, including all real and personal property
(excluding the value of the primary residence including the residential lot area, not to exceed 2 acres) less the
amount of mortgages or other encumbrances specific to the mortgaged or encumbered property). Personal property
means the value of personal effects that are in excess of being suitable and consistent with a reasonable mode of life.

VA FORM 21P-527EZ, OCT 2018 Page 3



EVIDENCE TABLES (Continued)

Veterans Pension with Special Monthly Pension

To support a claim for increased pension eligibility based on the need for aid and attendance, the evidence must show:

+ You have corrected visual acuity of 5/200 or less in both eyes; OR

* You have concentric contraction of the visual field to 5 degrees or less; OR

+ You are a patient in 2 hursing home due to mental or physical incapacity; OR

+ You need the aid of another person to perform activities of daily living (ADLs), such as bathing or showering,
dressing, eating, toileting, and transferring {e.g. getting in and out of bed); OR

» You require regular supervision because you are unsafe if you are left alone due to a mental disorder, OR

« You are bedridden, in that your disability requires that you remain in bed apart from any prescribed course
of convalescence or treatment.

To support your claim for increased pension eligibility based on being housebound, the evidence must show:

» You have a single permanent disability evaluated as 100 percent disabling; AND due to such disability, you are
permanently and substantially confined to your immediate premises; OR
» You have a single permanent disability evaluated as 100 percent disabled, AND you have an additional disability or

disabilities rated 60 percent or higher.

Child Incapable of Self-Support

To support a claim for benefits based on a veteran's child being incapable of self-support, the evidence must show that the child,
before his or her 18th birthday, became permanently incapable of self-support due to a mental or physicel disability.

TMPORTANT

(f you are certifying that you are married for the purpose of VA benefits, your marriage must be recognized by the place where you
and/or your spouse resided at the time of marriage, or where you and/or your spouse resided when you filed your claim (or a later
late when you became eligible for benefits) (38 U.S.C. § 103(c)). Additional guidance on when VA recognized marriages is

wailable at hitp:/fwww va goviopa/marriage/,
Jow VA Determines the Effective Date

fwe grant your claim, the beginning date of your entitlement will generally be based on when we received your claim.

special monthly pension may be assigned for disabilities that affect your ability to perform certain activities of daily living
yr the ability to leave your home. Special monthly pension may be effective from the date the medical evidence first shows
sntitlement.

For more information on the FDC Program, visit our web site at hitp://benefits.va.gov/transtormation/fastclaims/.
For more information on VA benefits, visit our web site at www.va.gov, contact us at hitps:/iris.custhelp.com, or call us toll-free at
1-800-827-1000. Ifyou use a Telecommunications Device for the Deaf (TDD), the number is 711,
VA forms are available at www va govivaforms,

IMPORTANT

If you wish to make a claim for veterans disability compensation and/or related compensation benefits, use VA Form 21-526EZ,

Application for Disability Compensation and Related Compensation Benefits. V A forms are available at waww, vee govivarorms. If you
cannot access this form, write the words "Will claim compensation - send VA Form 21-526EZ" in Item 8 or at the top of the attached
application and VA will send you the form.
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OMB Control No, 2900-0002

Resz:ondent Burden: 25 minutes

Expiration Date: $0/31/2021 .
VA DATE STAMP

(DO NOT WRITE IN THIS SPACE)

P —
APPLICATION FOR VETERANS PENSION

IMPORTANT: Pleasa read the Privacy Act and Respondent Burden on page 9 befare complelting the form.

SECTION I: VETERAN'S PERSONAL INFORMATION (MUST COMPLETE)
1. VETERAN'S NAME (Last, First, Middle) 2. SOCIAL SECURITY NUMBER 3. DATE OF 8IRTH (MM.DD,YYYY)

4, HAVE YOU EVER FILED A CLAIM WITH VA? 5. VAFILE NUMBER

[IYes  [JNO (i Yes” provide your e number In item 5)

6A. MAILING ADDRESS 6B. TELEPHONE NUMBERS (Include Area Code)
DAYTIME
Street address, rural route, or P.O. Box Apt. number ( )
EVENING
City State ZIP Cade Country CELL P“C’NE( )
7A. PREFERRED E-MAIL ADDRESS (if applicable) 78. ALTERNATE E-MAIL ADDRESS (If applicable)

8. WHAT DISABILITY(IES) PREVENTS YOU FROM WORKING?
A. DISABILITY(IES) B. DATE DISABILITV{IES) BEGAN

9. LIST ANY VA MEDICAL CENTERS WHERE YOU RECEIVED TREATMENT FOR YOUR
CLAIMED DISABILITY(JES) AND PROVIDE TREATMENT DATES

A. NAME AND LOCATION OF VA MEDICAL CENTER B, DATE(S) OF TREATMENT

. SECTION II: VETERAN'S SERVICE INFORMATION (MUST COMPLETE)
10A. DID YOU SERVE UNDER ANOTHER NAME? 108, PLEASE LIST THE OTHER NAME(S) YOU SERVED UNDER

] YES  (lf~Yes," complete Item 10B)
CINO  grNo,” skip to ltam 11A)

11A. | ENTERED ACTIVE SERVICE ON (MM.DD,YYYY) | 118, BRANCH OF SERVICE 11C. RELEASE DATE FROM ACTIVE SERVICE
11D. SERVICE NUMBER 11E. PLACE OF LAST SEPARATION
12A. HAVE YOU EVER BEEN A PRISONER OF WAR? 12B. DATES OF GONFINEMENT ON {MM,0D,YYYY)

[JYES  [T]NO (ifYes,” complate ltam 12B) {if "No," skip to ltem 13A) From: Ta:

SECTION lil: VETERAN'S DISABILITY{IES) AND BACKGROUND (MUST COMPLETE)
NOTE: You da not have to submit medical evidence or list disabiiities if you are age 65 or clder, unless you are housebound, or require the regular

assistance of another person, _
13A. WHAT DISABILITY(IES) PREVENT YOU FROM WORKING? 138, WHEN DID THE DISABILITY(IES) BEGIN? (MM, DD, YYYY)

14A. ARE YOU CLAIMING SPECIAL MONTHLY PENSION BECAUSE YOU NEED 148, ARE YOU NOW OR HAVE YOU RECENTLY BEEN HOSPITALIZED OR

THE REGULAR ASSISTANCE OF ANOTHER PERSON, HAVE SEVERE VISUAL GIVEN QUTPATIENT OR HOME CARE DUE TO THE DISABILITY(IES) LISTED
PROBLEMS, OR ARE GENERALLY CONFINED TO YOUR IMMEDIATE PREMISES? | IN ITEM 13A7
{If“Yes,” complele and atiach wilh this applicalion, VA Form
[dves []no 21-2680, Exam for Housebound Slalus or Permanent Nead (Oyes [Owno

for Regular Aid and Afendance, Please make sura every box
Is complete and signed by a Physlcian, Physiclan Assistant
{PA), Certified Nurse Practitioner (CNP}, or Clinical Nurse
Specialist (CNS.)}

15A. DATE(S) OF RECENT HOSPITALIZATION OR CARE 158. NAME AND MAILING ADDRESS OF FACILITY OR DOCTOR

VAFORM aAsm mampesy SUPERSEDES VA FORM 21P-527EZ, APR 2016, Dana £



SECTION lll: VETERAN'S DISABILITY(IES) AND BACKGROUND (MUST GUOMPLETE} VUN LinWEw

ITE: In Lhe table below, tell us about all of your employment, Including sell-employment, for one year hefore you beeame disabled to the present.

$A. ARE YOU NOW EMPLOYED?

Myes [Ono

168. WHEN DID YOU LAST WORK? (MM,DD,YYYY)

16C. WERE YOU SELF-EMPLOYED BEFORE BECOMING

TOTALLY DISABLE?

[] yes

I NO (if"Yes." complels ltems 16D and 15E)

30, WHAT KIND OF WORK DID YOU DO?

] ves

16E, ARE YOU STILL SELF-EMPLOYED?
[J NO (if~Yes," complete Hem 16F)

16F, WHAT KIND OF WORK DO YOU DO NOW?

TA. ARE YOU NOW IN A NURSING HOME?

TJvyes [Juo

r“Yeas* complete ltems 178 and 17C and submit a statement from an afficial
‘the nursing home that tefls us that you are a patient In the nursing home
scause of 2 physical or mental disability. The statement should Include the
onthly charge you are paying out-of-packet for your care.)

17B. WHAT IS THE NAME AND COMPLETE MAILING ADDRESS OF THE FACILITY?

7C. DOES MEDICAID COVER ALL OR PART OF YOUR NURSING HOME COSTS?

17D, HAVE YOU APPLIED FOR MEDICAID?

T1yes [ MO (If*No” complete item 17D) Cyes [ nNo
8A, WHAT WAS THE NAME AND ADORESS OF 188, WHAT WAS 18C. WHEN DID | 18D, WHEN DID | hece HOR AT 18%?;5%".&?
YOUR EMPLOYER? YOUR JOB TITLE? YOUR JOB BEGIN7| YOUR JOB END? | DY Vi iOn L\ NUAL EARNINGS?
$
$

SECTION IV: MARITAL STATUS (MUST COMPLETE)
/A WHAT IS YOUR MARITAL STATUS? {Check ane)
__| MARRIED [] pivorgeD [] winoweo

ELL US ABQUT YCUR MARRIAGE/PREVIOUS MARRIAGES
1B, HOW MANY TIMES HAVE YOU BEEN MARRIED {Including current mariage)?

Cl NEVER MARRIED (Skip to Section VI if never married)

200, HOW MARRIAGE | 20 DATE (Month, Day, Year) AND

20B. TO WHOM 26C. TYPE OF MARRIAGE
\ﬁ:g}%ﬁg?&ntg.imy.: ;;? AN%PLACE OF MARRIED {Ceremonial, Comman-Law, ENDED (Oeath, PLACE MARRIAGE ENDED
(City and Stale or Countty) | (ersy, Middle, LastName) | = Prowy, Tribal,orOthery | Olvoree, Marage (City and State or Country)

OF. IF YOU INDICATED "OTHER" AS TYPE OF MARRIAGE IN ITEM 20C, PLEASE EXPLAIN:

SECTION V: CURRENT MARITAL INFORMATION (COMPLETE ONLY IF YOU ARE CURRENTLY MARRIED)
ote - Skip to Section Vi if nol currently mamied.

‘ELL US ABQUT YOUR SPOUSE'S MARRIAGE/PREVIOUS MARRIAGES
I, HOW MANY TIMES HAS YOUR SPOUSE BEEN MARRIED {Including current mariage)?

22D. HOW MARRIAGE

228, TO WHOM 22C. TYPE OF MARRIAGE 22E. DATE {Monlh, Day, Year) AND
“-af:gglﬂ‘é?e“?gi Day, Yean A“% PLACE OF MARRIED (Ceremonial, Common-Law, |  EMDED {Death, PLACE MARRIAGE ENDED
ty and State or Country) {First, Middle, Last Name) |  Proxy, Tribal, or Other) DHamét‘;m:g; {Chy and State or Country)

?F, IF YOU INDICATED "OTHER™ AS TYPE OF MARRIAGE IN ITEM 22C, PLEASE EXPLAIN:

230. WHAT IS YOUR SPOUSE'S VA
FILE NUMBER (If any)?

23C. IS YOUR SPOUSE
ALSO A VETERAM?

[dyes [Jno

{If "Yes,” complete ltam 230)

238. WHAT IS YOUR SPQUSE'S

13A, WHAY IS YOUR SPOUSE'S DATE OF
SOC1AL SECURITY NUMBER?

BIRTH? (Month, Day, Year}
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SECTION V: CURRENT MARITAL INFORMATION (COMPLETE ONLY IF YOU ARE CURRENTLY MARRIED) CONTINUED
23E. DO YOU LIVEWITH YOUR SPOUSE? 23F. WHAT IS YOUR SPOUSE'S AUDRESS? (NUMDET and street of raral roule, city or Bui
. . Stale, ZIP Code and country)
{If "Yes," skip lo Section VI}

D YES D NO (If "No," complele items 23F, 23G and 23H)
23G. TELL US THE REASON YOU ARE NOT LIVING WITH YOUR SPOUSE {l.e.; diness, work, elc,) 23H, HOW MUCH DO YOU CONTRIBUTE MONTHLY

TO YOUR SPOUSE'S SUPFORT?
$

SECTION VIi: DEPENRDENT CHILDREN {COMPLETE IF YOl HAVE DEPENDENT CHILDREN)
Note - Skip to Section VI if you have no dependent children.

24A. NAME OF DEPENDENT | 24B.DATEAND PLACE| o0 enmay (Check all that apply) —
CHILD (CISF BIRH SECURITY 240 2E. pye 24G. ZH. 245, ] 240.CHIL
oy ; and Stats or - : 1823 YEARS |SERIOUSLY | CHILD IPREVIOUS
{First, Middle inilial, Last) Country) NUMBER  }B10L0GICAL | ADOPTED [STEPCHILD| o750 YIRS, 10 RIOHE MARRIED | MARRIEL
0 [ | | | 0 a
O O [ O 0 0 1
a 0 O 0 O 0 0
Note -In ltems 254 through 28D, tell us about the children listed in Itern 24A who do not live with you.
254, NAME OF DEPENDENT CHILD 258, CHILD'S COMPLETE ADDRESS 25C, NAME OF PERSON THE CHILD| 25D. MONTHLY AMOUNT YOI
: it {Number and slraet or rural roule, ¢ity or P.Q., city, CONTRIBUTE TO THE CHILD"
{First, middle inilial, last) State, I Code and couniry) LIVES WITH {if applicable) SUPPOR'T
$
3
$

SECTION ViI: QUESTIONS REGARDING INCOME AND ASSETS (If you need more space, attach a Separate sheet,)

26. DO YOU OR YOUR DEPENDENTS RECEIVE SOCIAL SECURITY BENEFITS?
Ovyes [no (i “Yes,” complate ltems Aand 8) (it *No,” skip to ltam 27)

- .- A. BOCIAL SECURITY RECIPIENT B. GROSS MONTHLY AMOUNT

3

§
| " %7. DO YOU OR YOUR DEPENDENTS GWH YOURIYOUR FAMILY'S PRIMARY RESIDENCE?
E:I YES D NO (F"Yes,” complete ltems 28A and 28B)  (If "No," skip to llem 29A)

2BA. WHAT IS THE SIZE OF THE LOT ON WHICH 288, COULD ANY PART OF THE LOT BE SOLD WITHOUT SELLING THE RESIDENCE?
THE PRIMARY RESIDENCE SITS?

Square feet D YES D NO (I "Yes,” also complete VA Form 21P-0869, lncama and Asset Statement)

IMPORTANT: VA matches income information raparted with Federal lax Informaton, Repot all income you and your dependents racaiva on lhe appropriate sections of this
form and VA Form 21P-0969, Incoms and Assst Statement, If appropriate,

29A. OTHER THAN SOCIAL SECURITY, DO YOU OR YOUR DEPENDENTS RECEIVE ANY INCOME?

Dyes [no
298, OTHER THAN SOCIAL SECURITY, 0ID YOU OR YOUR DEPENDENTS RECEIVE ANY INCOME LAST YEAR?
[ves [Ino

24C. DO YQU OR YOUR DEPENDENTS HAVE MORE THAN $10,000 IN ASSETS? (Note: Assets are il lhe money and proparty you or your dependents own. Assets do
notinclude your/your family’s primary residence or personal effects such as appliances and vehicles you or your dependents naed for transportatian).

[Qyes [JNo :

290, IN THE THREE CALENDAR YEARS BEFORE THIS YEAR, DID YOU OR YOUR DEPENDENTS TRANSEER ANY ASSETS? (Examples of asset fransfers include giving
them away, selling them, purchasing an annully, or using them to establish a trust.)

Oyes [JNo

VI PARIL AL PATIITY AAT ARIA




SECTION VII: QUESTIONS REGARDING INCOME AND ASSETS (If you need more space, attach a separate sheet) GUN ! INUED
16E. DID YOU ANSWER "YES* TO ANY OF THE ITEMS IN 29A - 2907

Oyes [Jno {1f *Yes.* you must alsc complele VA Form 21P-0969, Income and Asse! Stalamen(}

SECTION Vill; INFORMATION ABOUT YOUR UNREIMBURSED MEDICAL EXPENSES

Family medical expenses and certain other expenses you actually paid may be deductible from your income. Show the amount of
anrelmbursed medical expenses, including the Medicare deduction, you paid over the last year (or expect to pay and continue
ndefinitely) for yourself, dependents you are under obligation to support, or relatives who are members of your household. Also, show
snreimbursed last illness and burial expenses and educational or vocational rehabilitation expenses you paid. Last illness and burial
sxpenses are unreimbursed amounts you paid for the last illness and burial of a spouse or child at any time prior to the end of the year
ollowing the year of death. Educational or vocational rehabilitation expenses are amounts you paid for courses of education including
uition, fees, and materials. Do not include any expenses for which you or your dependents were/will be reimbursed. Please make sure
o complete all 6 criteria below (if applicable). If more space is needed, complete and attach a separate VA Form 21P-8416, Medical

Expense Report.

MPORTANT: If you are claiming expenses for in-home care or assisted living, adult day care, or simitar facility, you must complete the
applicable worksheet{s) on pages 11 and 12,

0. ARE YOU OR YOUR DEPENDENTS CLAIMING UNREIMBURSED MEDICAL EXPENSES?
JyeEs [JNo  (If"No," skip to Sectien X}

E, HOURLY RATE/
B.PAID TO C. PURPOSE f F. AMOUNT YOU
ST‘QIEII? Es(yEEl\%ggLWtéiGE%A%; {Mame of Provider, Insurance company, {Medlcare premiums, MD. E’ABE P‘:,I o Hggagé:no-h?ma PAY
Nugsing home, sle.) Nursing Home,etc,) | (Month, Day, Year) iy}

§

b
$

3
3

$

% $
5

3
$

3

$ 1

§ $
3

b
-3

3

SECTION IX;: DIRECT DEPOSIT INFORMATION (MUST COMPLETE)

‘he Depariment of Treasury requires all Federal benefit payments be made by elecironic funds transfer (EFT), also called direct deposit,
Ylease attach a voided personal check or deposit slip or provide the information requested below In ltlems 31, 32, and 33 to enroll in direct
leposit, If you do not have a bank account, you must receive your payment through Direct Express Debit MasterCard. To request a Direct
ixpress Debit MasterCard you must apply at www.usditectexpress.com or by telephone at 1-800-333-1795. If you elect not to enroll, you must
iontact representatives handling waiver requests for the Depariment of Treasury at 1-888-224-2950. They will encourage your participation in
FT and address any questions or concemns you may have.

. ACCOUNT NUMBER {Check the appropriate box and provide the account number, or simply write "Establishad® f you have a direct deposit with VA.)

D CHECKING D SAVINGS | CERTIFY THAT | DO NOT HAVE AN ACCOUNT WITH A FINANCIAL
INSTITUTION OR CERTIFIED PAYMENT AGENT

ccount No.; Account No.;
L NAME OF FINANCIAL INSTITUTION (Please provide the name of the bankwhera | 33, ROUTING OR TRANSIT NUMBER (Tha first nine numbers located
you want your direct deposit) at the bottom left of your check)
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SECTION X: CLAIM CERTIFICATION AND SIGNATURE (MUST COMPLETE)
| cerdify and autharize the release of information. | cerlify hat the slatements In this document are {rue and complete to the best of my knowledge.
authorize any person or enlity, including but not fimited te any organization, service provider, employer, or government agency, to give the Depariment o
Velerans Affairs any information about me and | walve any privilege which makes the information confidential.

1 certify | have received the notice attached to this application titled Natice (o Veteran of Evidence Necessary to Substantiate a Claim for
Velerans Non-Service Connected Pension Benefits.

| certify | have enclosed all the information or evidence that will suppor my claim, to include an Idenlification of relevant records available at a Federa
facility, such as a VA medical center; OR, | have no information or evidence o give VA to support my ciaim; OR, | have checked the box in ltem 34
indicating that | do_not want my claim considered for rapid processing in the Fully Developed Claim (FDC) Program because | plan to submil furthe

evidence in support of my claim.

34, The FDC Pregram js designed to rapidly process compensation or pension claims received with the evidence necessary to decide the claim. VA wiil
automatically consider a claim submitted on this form for rapid processing under the FOC Program. Check the below box ONLY if you PG NOT wan
your claim considered for rapid processing under the FDC Pragram because you plan to submit furlher evidence in suppart of your claim,

DI DO NOT want my claim considered for rapid processing under the FDC Program because | plan to submit further evidence In support of my

elaim.
35A. VETERAN'S SIGNATURE (REQUIRED) . 358, DATE SIGNED
SECTION Xi: WITNESSES TO SIGNATURE (MUST COMPLETE ONLY IF VETERAN SIGNED ITEM 35A WITH AN "X')
36A. SIGNATURE OF WITNESS (If veteran signed above using an "X 36B. PRINTED NAME AND ADDRESS OF WITNESS
37A. SIGNATURE OF WITNESS {If veleran signed above using an "X") 37B. PRINTED NAME AND ADDRESS OF WITNESS

PRIVACY ACT NOTICE: The form will be used to determine allowance to pension benefits (38 U.8.C. 5101). The responses you submit
are considered confidential (38 U.S.C. 5§701). VA may disclose the information that you provide, including Social Security numbers,
outside VA If the disclosure Is authorized under the Privacy Act, including the routine uses identified in the VA system of records,
5BVA21/22/28, Compensation, Pension, Education, and Vocational Rehabilitation and Employment Records - VA, published in the
Federal Register. The requested information is considered relevant and necessary to determine maximum benefits under the law.
Information submitted is subject to verification through computer matching programs with other agencies. VA may make a "routine use”
disclosure for: civil or criminal law enforcement, congressional communications, epidemiological or research studies, the collection of
money owed to the United States, litigation in which the United States is a party or has an interest, the administration of VA programs
and delivery of VA benefits, verification of identity and status, and personnel administration. Your obligation to respond is required in
order to obtain or retain benefits, Information that you furnish may be utilized in computer matching programs with other Federal or State
agencies for the purpose of determining your eligibility to receive VA benefits, as well as to collect any amount owed to the United
States by virtue of your participation in any benefit program administered by the Depariment of Veterans Affairs. Social Security
information: You are required to provide the Social Security number requested under 38 U.S.C. 5101(c)(1). VA may disclose Social
Security numbers as authorized under the Privacy Act, and, specifically may disclose them for purposes stated above.

RESPONDENT BURDEN: We need this information to determine your eligibility for pension. Title 38, United States Code, allows us to
ask for this information. We estimate that you will need an average of 25 minutes to review the instructions, find the information, and
complete this form. VA cannot conduct or sponsor a collection of information unless a valid OMB control number is displayed, You are
not required to respond to a collection of information if this number is not displayed. Valid OMB control numbers can be located on the
OMB Internet Page at i i in. If desired, you can call 1-800-827-1000 to get information on where to

send commaents or suggestions about this form.




Atitn: Milwaulee Pension Center

Mail your form to:

Department of Veterans Affairs

Claims Intake Center

P.0.Box 5192

Janesville, W1 53547-5192

Or fax your form to:

Toll Free: (844) 655-1604

This Pension Center Serves The Following:

Mail your form to:
Department of Veterans Affairs
Claims Intake Center
Attn: St. Paul Pension Center
P.0O. Box 5365
Janesville, WI 53547-5365
Or fax your form to:

Toll Free: (844) 655-1604

This Pension Center Serves The Following:

Alabama Arkansas llinois Indiana
Kentucky Louisiana Michigan | Mississippi
Missourt Ohio Tennessee | Wisconsin

Department of Veterans Affairs

Attn: Philadelphia Pension Center

Mail your form to:

Claims Intake Center

P.O. Box 5206

Janesville, WI 53547-5206

Or fax your form to:

Toll Free: (844) 655-1604

Alaska Arizona California Colorado
Hawaii Idaho Iowa Kansés
Minnesota Montana Nebraska Nevada
New North
Mexico Dakota Oklahoma Oregon
South Texas Utah Washington
Dakota
\ . Central South
Wyoming Mexico America America
Caribbean

This Pension Center Serves The Following:

Connecticut Delaware Florida Georgia
: New
Maine Maryland [Massachusetts Hampshire
North .
New Jersey { New York Carolina Pennsylvania
Rhode South .
Isiand Carolina Vermont Virginia
West District of .
Virginia | Columbia | TucrioRico | Canada

Countries outside of North, Central or South America

*ORM 21P.527EZ, OCT 2018
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WORKSHEET FOR AN ASSISTED LIVING, ADULT DAY CARE, OR SIMILAR FACILITY
NOTE: Only complete this worksheet if you are claiming expenses for an assisted living facility, adult day care or similar facility.
IMPORTANT: VA recagnizes the following five acliviies as Aclivilies of Daily Living (ADLs) for medical expansa purpases:
(1} Eating
{(2) Balhing/Showering

{3} Dressing,
(4) Transfaring (for example, fram bed to chair)
{5) Using the toilat

Custodial Cars is regular -
= @ssistance wilh two or more ADLS, or
* supervision because a person with a mental disorder is unsafe if left alone due to the mental disorder.

INSTRUCTIONS: Use this worksheat if you are claiming a disabled persen's care in an assisted fiving faciiity, adult day care, or similar facilily as unreimbursed
medical expenses, Follow the steps balow to determine whether VA may daduct all or some of your out-of-packet payments to the facility.

STEP 1. Are the expenses you wish to claim due fo the disabled person's Irealment In a hospital, Inpatient reatment center,
nursing home, or VA approved medical foster home?

(IF"NQ,” continue o Step 2)
DYES D HO (P YES," all paymends to the facility qualify as medical expenses in llems 30A - 30F. You are finished completing this worksheet)

STEP 2. Do ail of the following apply to the facility?

» The faclllty is licensed {If the State or Couniry requires it}
* The facility's staff (or the facility's contracted staff) provides the disabled person wilh
health care or custedial care or hoth.

. lﬁje facilite.is residential, It is staffed 24 hours per day with caregivers.
YES NG GF"NO," payments to the facilily o not qualify as medieal expenses, You are finished completing this worksheet)

STEP 3. Are you (the veteran) the disabled person?
[Jyes [InNO g NO” skipio Stap 6)

STEP 4. Did you claim special monthly pension on Page 5, llem 14A of the attached form?7

|:| YES D No {["NO,* payments to this facility for meals and lodging do not qualify as medical expenses. Only claim amounts yau pay the facllity for
heaith cara services or assistance with ADLs provided by a health care providerin ltems 30A - 30F. Skip lo Step 8)

STEP 5. If you answerad "YES" in Siep 2, you stated that the facility provides you with heaith care and/for custodial care,
{s this the primary reason you live in the facility (or allend day care In the facility)?

(IFYES," all payments to this facility may qualify as madical expenses VA rates you as eligible for special monthly pension. Please report
D YES D NO  separately in ltems 30A - 30F applicable amounts you pay the facility for (1) lodlging and meals, (2) heaith care services or assistance
with ADLs providad by a health care provider, and (3) custodlal care. Skip to Slep 8)

STEP 6. Does the disabled person require the heaith care services or custodial care thal the facility provides to him ar her because of the disabled
person's mental or physical disability?
{If "YES," you must submit a statement from a physician or physician assistant that {1} lhe disabled person raguites the health care services
or custodial care that the facility provides to him of her bacausa of menfal or physical disabillly, and {2) describes the mental or physical
disability)
B YES D NO (IF"NO." ¢lalm payments you pay this facility for health cara servicas or assistance with ADLs provided by a heaith care providerin
Items 30A - 30F. Skip to Siep 8)

STEP 7. If you answered "YES"in Step 2, you stated that the facllity provides the disabled person with health care andfor custedial care.
is this the primary reason the disabled person lives in the facility (or attends day care in the facility)?
(if"YES," claim all payments to this facility (lo include meals and lodging) as medical expenses in lerns 30A - 30F)

D YES D NO {If"NG," only claim payments you pay the facility for assistance wilh health cara and/or assistance with custodial cara as medical
expanses In tams 30A - 30F. Payment to this facility for meals and lodging do not qualify)

STEP 8. Fagility Certification: Please submit a cument statement showing the fees the claimant pays to your facllity and a breakdown of the care receiver
| CERTIFY that the information stated within this WORKSHEET FOR AN ASSISTED LIVING, ADULT DAY CARE, OR SIMILAR FACILITY is accurate and

reflects the current environment periaining to i
{Name of person slaying at facillty)

and his or her care at this facility
{Namae and addrass of lzcility)

(Name, Signalure and Tille of Person Carifying for the Facility) [Dale Cartifiad)




WORKSHEET FOR IN-HOME ATTENDANT EXPENSES

YOTE: Only complete this worksheet if you are claiming expenses for in-home care.

IMPORTANT: VA recognizes the following five activities as Activilies of Daily Living {ADLs} for medical expensae purposes:
'1) Eating
'2) Bathing/Showering
'3) Dressing
4} Transferring {for example, from bed to chair)
'5) Using the toifet
Sustodial Care is regufar -
« assistance with two or more ADLS, or . y
~ supervision because a person with a mental disorder is unsafe if jeft alone due to the mental disorder
MPORTANT: The following activilles are examﬁ!as of Instrumental Activities of Daily Living (IADLs) for VA purposes. VA generally does not recognize assistance
vith these aclivities as medical expenses: {1} Shopping; {2) Food Praparation; (3) Housekeeping; {4) Laundering; {5) Handling medications; (8) Using the lelephone;
7) Transporiation {except for medicat purposes such as transportation o a doctor's appoiniment).
NSTRUCTIONS: Use this worksheet If you are claiming payments o a disabled person’s in-home attendant as an unreimbursed medizal expense.
‘ollow the steps below 1o determine whather or nok:

« the attendant must be a health care provider for VA purposes and .
* VA may deduct payment for assistance with JADLs as well as assistance with ADLs and custedial care

EP 1. Are you {the veteran) the dlsabled person?

[CJyes [Jno  (r"NO” skipto Step 4)
"EP 2, Did you claim special monthly pension on Page 5, ltem 14A of the altached form?

D YES D NO {Ir"MO,* payments to this in-home aliendant for assistance with IADLs do not qualify as medical expenses. Please report separately
in ltems 30A - 30F applicable amounls you pay an in-hame attendant for (1) heallh care services ar assistance with ADLs provided by
a health care provider, and (2) custodial care. Skip to Step B)

TEP 3. Is the primary responsiblifty of the in-home attendant to provide you with health care or clstodial care?

D YES [:I NO (If*YES," payments to this In-homa aftendant sray qualify as medical expenseas in ltems 30A - 30F JfVA rates you as ellgible for
special monthly pension. Please report separately in ltam 30A - 30F amounts you pay an in-home attendant for {1) health-cara services
or assistance with ADLs provided by a health care provider, (2) assistanca with IADLs, and (3) custodial care. Skip to Step 6.)

{If "NO," payments to this in-home atlendant for assistance with 1ADLs do not quality as medical expenses. Please report separately In
[tems 30A - 30F applicable amounts you pay an in-homne altendant for : (T} health care services or assistanca with ADLs provided by a
health cars provider and (2} custedial eare. Skip to Step 6,)

"EF 4. Does {he disabled person require the health care services or custadial care that the in-home attendant provides to him or her because of the
disabled person's mental ar physical disability?
(I "YES," you must submit a statement from a physiclan or physician assistant that (1) the disabled person requires the health care
D YES D NO senvdces or custodial care that the In-home attendant provides to him or her becausa of mantal or physical disability, and {2) describes

the mental or physical disability) :
{IF"NO," the attendant must ba & health care provider, Only report paymants lo the In-home attendant for health care services or
assistance with ADLs provided by the health care provider as medical expenses In {tems 30A - 30F. Payments for assistance with
IADLs do not qualify as medical expenses), Skip to Step &

‘EP 5, Is the primary responsibliity of the In-home attendant to provide the disabled person with health care or custodial care?
{IF*YES," payments io the in-home attendant qualify as medical expenses {aven assislance with JADLs) and can be reported In

D YES D NO Items 30A - 30F)

{If "NO,” report paymants to this in-home attendant for health care and/or custedial care as medical expenses in llems 30A - 30F,
Payment for assistance with IADLs do notqualify as a medical expense)

“EP 8§, Check all activities below with which the atiendant assists the veteran or disabled person with;

JLs: [Cleaming [C]BATHING/SHOWERING [ JORESSING | | TRANSFERRING [_] USING THE TOILET

DLs: SHOPPING' FOOD PREPARATION MANAGING HA N
[ O [JHousexeerivg ] LAUNDERING [T] maiAcRe [] HANDLING MEDICATIONS
[] UsING THE TELEPHONE [[] TRANSPORTANTION FOR NON-MEDICAL PURPOSES

‘EP 7. In-Home Attendant Cartiflcation: Please submit a current breakdownt of the lime the attendant spends assisting the veleran or disabled person
with health care services, ADLs and [ADLs.

SERTIFY that the Information stated within this WOEiKSHEET FOR IN-HOME ATTENDANT EXPENSES is aceurste and

flects the current environment periaining to

{Name of Person Requiring Garo)
1d his or her care from

{Nama of Atlendanl}

{Name, Slgnature and Title of Cartifying Offcisl) (Dale Cortifled)
‘ORM 21P-527EZ, OCT 2018 Paga 12




| "‘V\ Department of

Veterans Affairs

INCOME AND ASSET STATEMENT IN SUPPORT OF CLAIM FOR PENSION OR
PARENTS' DEPENDENCY AND INDEMNITY COMPENSATION (DIC)
{Attachment to VA Forms 21P-527, 24P-527E2, 21P-534, 21P-534EZ, and 21 -526)

IYIPORTANT: This is not a stand-alone form. Only complete this attachment if you are directed to do so when you complete
one of the following:

1. Section VI on VA Form 21P-527 or Section V1l on YA Form 21P-527EZ
2. Section VII on VA Form 21P-534 or Section VIII on VA Form 21P-534EZ
3. Section VIII on VA Form 21-526

VETERAN/CLAIMANT PERSONAL INFORMATION -

1. VETERAN'S NAME {Last, First, Middle) 2. VETERAN'S SCCIAL SECURITY NUMBER 3. VETERAN'S FILE NUMBER (If known)

4. CLAIMANT'S NAME (Last, First, Middle) 5. CLAIMANT'S SOGJAL SECURITY NUMBER &, CLAIMANT'S TELEPHONE NUMBER

7. TYPE OF CLAIMANT (Check only one box)
[Jvereran  [] SURVIVING SPOUSE [ ] SURVVINGCHILD [ ] PARENT

IMPORTANT INFORMATION FOR CLAIMANTS
NOTE - The term "assets" means the fair market value of all property that an individual owns, including all real and personal property
{excluding the value of your or your dependent's primary residence including the residential [ot area, not to exceed 2 acres) less the amount of
mortgages or other encumbrances specific to the mortgaged or encumbered property. Personal property means the value of parsonal effscts
that are in excess of being suitable and consistent with a reasonable mode of [ife.

Ifyou are a Yeteran. you must report income and assets for:

= yourself

* your spouse (unless you live apart and you are estranged and you do not contribute to your spouse's support)

» your child or children (#nless you do not have custody* and you do not contribute to your child's or children's support)
Ifyou are a Surviving Spouse, you must report income and assets for: -0
ak « yourself

» any child of the veteran who is in your custody*

If you are a Surviving Child or the Custodian of a Surviving Child, you must report income and assets for the:
» child
» child's custodian (unless the child's custodian is an institution)
* custodian’s spouse
If you are a Parent, you must report income** for:
* yourseif
» your spouse (even if your spouse is the veteran's other parent. If your spouse is the veteran's other parent. you
must serk file claims)

*Child custody for pension purposes is defined in 38 C.F.R. § 3.57(d). A natural or adaptive parent has custody ofa child unless custody is
legally removed. For pension purposes, a child who has attained age 18 remains in the custody of the person who had custody before the child
turned age 18 unless custody is legally removed.

** Parent's DIC claimants do nof need to report or provide documentation of their assets.

NOTICE

IMPORTANT: VA will compare the information you report on this form to Intemal Revenue Servica (IRS) and Social Security Administration
(SSA) recards 1o verify your income for the past three tax years for which information is avallable. Information from the IRS or S8A that conflicts
with the income infarmation you provide with your application may delay your claim and/for reduce your benefit amount.

PRIVACY ACT NOTICE: VA will not disclose informatien colisciad on this fonm lo any sourca olher han whal has been authorzed under the Prvacy Acl of 1874 or Tille 38, cads of Faderal Regulalions 1,576 far
fouline uses (L., civi or eriminal law anforcemant, congressional communications, epidemislagical or saseaseh studies, the collaciion of maney owad to tha United Stales, Klgation in which the Unilsd Siztes isa
pasty of has an interast, tha adminl of VA progs and dabivary of VA benaflts, variication of Identlty and stalus, and parzonnel adminlsiralion) a8 Idantifind In the VA syatem of recards, SBVAR1122128,
Compenalion, Penslon, Educalion, and Vocalional Rehatililalion Records - VA, published ia the Fedaral Registar. Your ubligation o raspand is required (o oklain of ralaln benofits, The raquested information is
idered relavant and ¥ 1o delenmine maximum banafils provitded undar the law, Giving us your $5N accoun! information s veluntary, Refusal o pravide your S5 by {lsell will not result in the denial of
banafits, VA will nol dany ap individval benafils for refusing lo provida his o het SSN unless tha disclosure of the SSN Is raquired by a Federal Statule of law in affect prierio January 1, 1975, and st in affect. The
raspanses you submil zre considerad canfidenyal (38 U.5.C, §701), Information submilted is subject to varification theough compuler malching programs wilh other agenciss.

RESPONDENT BURDEN: Wa need this Infemmation 1o datesmine yaur efigibility for pension, Tils 38, United States Code, aliows us to ask for this Information, We astmata hal you will naed an average of 25

minules lo ravisw the jons, find Lhe infy ion, and wlete this form, YA cannat ar s§ & coll of inf ion unleas a valid OME conlrol numbar is displayed, You are nok requiras 1o

respond 10 a collection of information if this number is nol displayed, Vaid OMB conliel numbars ean be lacaled on hs OB Intamet Paga 3t wwew.eaginbo.coviaublisido/PRAM. Il desimd, you can eall
1-800-821-1000 to get infermation ¢n whare 1o sand camenanis or suggestions abeul this farmm,




Department of Voterans Affairs | - -

[NCOME AND ASSET STATEMENT IN SUPPRT OF CLAIM FOR PENSION OR
PARENTS' DEPENDENCY AND INDEMNITY COMPENSATION (DIC)
(Attachment to VA Forms 21P- 527, 21P-527EZ, 21P-534, 21 P-534EZ, and 21-526)

SECTION I: RETIREMENT INCOME AND DISTRIBUTIONS (If additional space Is needed attach a separate sheet)

"ARE YOU OR YOUR DEPENDENTS RECEIVING OR EXPECTING TO RECEIVE ANY INCOME IN THE NEXT 12 MONTHS INCLUDING,

BUT NOT LIMITED TO, DISTRIBUTIONS FROM A RETIREMENT PLAN, SUCH AS:

+ Military Retirement

« Civl Service Relirement
- IRA

« SEP

« Qualified Plans

+ Penslons

= Annuitles

» Black Lung

[[J¥es {] Mo (if"No. skip o Section Il

A. INCOME RECIPIENT
(Veteran, Spouse, Child,

Parent, Custodian, ele.) institution, etc.)

B, WHO IS THE INCOME PAYER?
{Name of business, financial

C, WHAT IS YOUR CURRENT
AND/OR EXPECTED INCOME?
{Provide documentation of current income and
expected income changes)

D. WHAT IS THE TOTAL
CASH VALUE OF THE
ASSET
ASSOCIATED WITH
THIS INCOME?

{Provide documentation of
assets)

CURRENT MONTHLY
GROSS INCOME =~ ¢

DO YOU EXPECT THIS INCOME
TO CHANGE IN THE
NEXT 12 MONTHS?

[Jves o

DATE INCOME
WILL CHANGE AND EXPECTED
INGOME AMOUNT g

CURRENT MONTHLY
GROSS INCOME b]

DO YOU EXPECT THIS INCOME YES NO
TO CHANGE IN THE D D
NEXT 12 MONTHS?

DATE INCOME
WILL CHANGE AND EXPECTED
INCOME AMQUNT

CURRENT MONTHLY
GROSS INCOME $

DO YOU EXPECT THIS INCOME
TO CHANGE IN THE
NEXT 12 MONTHS?

[]yes [Jno

DATE INCOME
WILL CHANGE AND EXPECTED
INCOME AMOUNT $

CURRENT MONTHLY 5
GROSS INGOME

DO YOU EXPECT THIS INCOME
TO CHANGE IN THE
NEXT 12 MONTHS?

[ ves [Ino

DATE INCOME
WILL CHANGE AND EXPECTED

INCOME AMOUNT 5

faoie 21P-0969

Page 2



SECTION H - UNEMPLOYMENT INCOME (If additional space Is needed attach a separate sheel)

[1ves []NO (e*No. skip to Section i)

2. ARE YOU OR YOUR DEPENDENTS RECEIVING OR EXPECTING TO RECEIVE UNEMPLOYMENT INCOME IN THE NEXT 12 MONTHS?

INCOME RECIPIENT
(Veteran, Spouse. Child, Parent, Custadian, etc,)

B. WHAT IS YOUR OR YOUR DEPENDENTS CURRENT
AND/OR EXPECTED UNEMPLOYMENT INCOME?
(Provide documentation of current income and
expected income changes)

CURRENT MONTHLY 3
GROSS INCOME

DO YOU EXPECT THIS INCOME
TGO CHANGE IN THE NEXT
12 MONTHS?

[CJyes [Ino

DATE INCOME
WILL CHANGE AND EXPECTED
INCOME AMOUNT $

CURRENT MONTHLY
GROSS INCOME

DO YOU EXPECT THIS INCOME
TO CHANGE IN THE NEXT
12 MONTHS? [Jves [ wno

DATE INCOME
WILL CHANGE AND EXPECTED 3
INCOME AMOUNT

CURRENT MONTHLY
GROSS INCOME

DO YOU EXPECT THIS INCOME
TO GHANGE IN THE NEXT

12 MONTHS? [Jves [Jwno

DATE INCOME
WILL CHANGE AND EXPECTED 3
INCOME AMOUNT

CURRENT MONTHLY g
GROSS INCOME

D0 YOU EXPECT THIS INCOME
TO CHANGE IN THE NEXT
12 MONTHS? D YES D NO

DATE INCOME
WILL CHANGE AND EXPECTED $
INCOME AMOUNT

LM EARLI AR ANAA ART ARLD



SECTION il - SBAVINGS BONDS (if additional space Is needed artach a separate sneer)

. DO YOU OR YOUR DEPENDENTS OWN A SAVINGS BOND OR RECEIVE OR EXPECT TO RECEIVE INTEREST FROM A SAVINGS BOND WITHIN

THE NEXT 12 MONTHS?

[ vyes [TINO (r*No skip to Section IV)

WHO OWHNS THE SAVINGS BOND?
{Veteran, Spouse, Child, Parent,
Custodian, etc.)

B. WHAT IS YOUR OR YOUR DEPENDENTS CURRENT AND/OR

EXPECTED ANNUAL INCOME {interest earned)?
(Aftach a copy of the savings bond)

C. WHAT IS THE CURRENT

FACE VALUE
OF THE
SAVINGS BOND?

WHAT 15 THE GROSS ANNUAL
INCOME?

DO YOU EXPECT THIS INCOME TO
CHAMGE IN THE NEXT 12 MONTHS? D YES I:] NO

DATE INCOME
WILL CHANGE AND EXPECTED
INCOME AMOUNT

WHAT IS THE GROSS ANNUAL

INCOME? ¥

DO YOU EXPECT THIS INCOMETO
CHANGE IN THE MEXT 12 MONTHS? D YES D NO

DATE INGOME
WILL CHANGE AND EXPECTED
INCOME AMOUNT

WHAT iS THE GROSS ANNUAL $
INCOME?

DO YOU EXPECT THIS INCOME TO
GHANGE IN THE NEXT 12 MoNTHS? | YES []NO

DATE INCOME
WILL CHANGE AND EXPECTED
INCOME AMOUNT

WHAT IS THE GROSS ANNUAL o
{NCOME?

DO YOU EXPECT THIS INGOME TO
GHANGE N THE NexT 12 MonThsy L YES (N0

DATE INCOME
WILL CHANGE AND EXPECTED
INCOME AMOUNT

FORM 21P-0969, OCT 2018

Page 4




SECTION IV - RENTAL PROPERTY, FARM OR BUSINESS INCOME (If additional space is needed attach a separate sheet)

12 MONTHS?

[Jves [CINO ("No~ skip to Section V)

4. ARE YOU OR YOUR DEPENDENTS RECE|VING OR EXPECTING TO RECEIVE, INCOME FROM RENTAL PROPERTY, FARM OR BUSINESS WITHIN THE NEXT

A. INCOME RECIPIENT
{Veteran, Spouse, Child,
Parent,
Custodian, ete.)

B. WHAT IS YOUR OR YOUR
DEPENEDENTS CURRENT OR
EXPECTED INCOME
FROM THIS SOURCE?

{Provide documenlaﬁgn of current income

an
expecled income changes)

C. WHAT KIND OF INCOME
IS THIS?
{Check applicable box)

D. WHAT IS THE VALUE OF YOUR

PORTION OF THE PROPERTY, FAR?
OR BUSINESS?

{Note: Sublract the amount of Mortgage:

other encumbrances specific to the prope

Provide available documentation)

CURRENT MONTHLY
GROSSINCOME  §

DO YOU EXPECT THIS INCOME TO
CHANGE IN THE NEXT 12 MONTHS?

D Farm - Submit a complated
VA Form 21P-4165 wilh this application

D Renlal Property ~ Submil a complsled

D YES D NO VA Form 21P-4185 with Ihis application
DATE INCOME D Business - Submil a completad
WILL CHANGE AND EXPEGTED VA Form 2194185 wilh ih's application
INCOME AMOUNT
§
CURRENT MONTHLY

GROSS INCOME  §

DO YOU EXPECT THIS INCOME TO
CHANGE IN THE NEXT 12 MONTHS?

D Farm ~ Submit a compleled
VA Foim 21P-4165 with this application

I:I Rental Property - Submil a complaled
VA Form 21P-4185 wilh this application

[Jves [Jno Business ~ Submit a complaled
DATE INCOME VA Form 21P-4185 with this application
WILL CHANGE AND EXPECTED
INCOME AMOUNT
§
CURRENT MONTHLY

GROSS INCOME

DO YOU EXPECT THIS INCOME TO
CHANGE IN THE NEXT 12 MONTHS?

Farm = Submil a comploted
VA Farm 21P-4165 wilh this application

D Rental Property ~ Submil a compleled
VA Form 21P-4185 wilh this applicalion

[Fves [Jno
Business - Submil a complated
DATE INCOME A .
WILL CHANGE AND EXPECTED D VA Form 21P-4185 with this applization
INCOME AMOUNT
5
CURRENT MONTHLY

GROSS INCOME

DO YOU EXPECT THIS INCOME TO
CHANGE IN THE NEXT 12 MONTHS?

[(Jvyes [no

DATE INCOME
WILL CHANGE AND EXPECTED
INCOME AMOUNT

$

D Farm = Submit a completed
VA Fom 21P-4165 wilh Ihis application

D Renlat Property ~ Submil a complated
YA Form 21P~4185 with this applicalion

D Business « Submit a completed
VA Formn 2104185 with Whis application

VA FORM 21P-0969, OG1 2018

Page



SECTION V - INTEREST, ROYALTIES, AND DIVIDENDS (If acqiionai space IS needeq auac 8 SEpurdaie sniwey

ARE YOU OR YOUR DEPENDENTS RECEIVING OR EXPECTING TO RECEIVE, INTEREST, BIVIDENDS, OR ROYALTIES WITHIN THE NEXT 12 MONTHS?
[J¥es [[]NO (rNox skip to Section VI)
MPORTANT: Do not report income you have already reporied in Section lll {Savings Bonds) or Section IV (Rental Property, Farm or Business Income),

A. INCOME RECIPIENT
{Veteran, Spouse, Child,
Parent, Custodian, etc.)

B, WHO IS THE INCOME PAYER?
(Name of business,
finaneial institution, etc.)

C. WHAT IS YOUR OR YOUR DEPENDENTS
CURRENT AND/OR EXPECTED INCOME?
{Provide documentation of current incorne and
expected income changes)

D. WHAT 1S THE TOTAL CASH
VALUE OF THE ASSET
ASSOCIATED WITH THIS
INCOME?

(Provide documentation of
assels)

CURRENT MONTHLY
GROSS INCOME 3

DO YOU EXPECT THIS INCOME TO CHANGE IN
THE NEXT 12 MONTHS?

[Jyes [Jno

DATE INCOME
WILL CHANGE AND EXPECTED
INCOME AMOUNT

$

CURRENT MONTHLY
GROSS INCOME

B0 YOU EXPECT THIS INCOME TO CHANGE IN
THE NEXT 12 MONTHS?

[Jves [no

DATE INCOME
WILL CHANGE AND EXPECTED
INCOME AMOUNT

5

CURRENT MONTHLY
GROSS INCOME

DO YOU EXPECT THIS INCOME TO CHANGE IN
THE NEXT 12 MONTHS?

[Jyes [no

DATE INCOME
WILL CHANGE AND EXPECTED
INCOME AMOUNT

5

ICURRENT MONTHLY
GROSS INCOME

DO YOU EXPECT THIS INCOME TO CHANGE [N
THE NEXT 12 MONTHS?

[Jyes [Cwo

DATE INCOME
WILL CHANGE AND EXPECTED
INCOME AMQUNT

b

.FORM 21P-0963, OCT 2018

Page 6




SECTION VI - WAGES - INCLUDING SELF-EMPLOYMENT (if additional space is needed attach a separate sheet)

6. ARE YOU OR YOUR DEPENDENTS RECEIVING WAGES OR EXPECTING TO RECEIVE WAGES WITHIN THE NEXT 12 MONTHS?
D YES D NO {If "No," skip to Section Vi)

A. WAGE RECIPIENT

{Veteran, Spouse, Child, Parent,

Custodian, etc.)

B. WHAT ARE YOUR OR YOUR DEPENDENTS CURRENT WAGES
AND/OR EXPECTED WAGES?

(Provide documentation of cument wages and expected wage changes)

CURRENT MONTHLY
GROSS WAGE s

DO YOU EXPECT THIS WAGE INCOME TO CHANGE IN THE
NEXT 12 MONTHS?

[Jyes [Jno
DATE WAGE INCOME
WILL CHANGE AND EXPECTED
WAGE AMOUNT
s
CURRENT MONTHLY
GROSS WAGE

DO YOU EXPECT THIS WAGE INCOME TO CHANGE.IN THE
NEXT 12 MONTHS?

[Jvyes [Ino
DATE WAGE INCOME
WILL CHANGE AND EXPECTED
WAGE AMOUNT
s
CURRENT MONTHLY
GROSS WAGE

DO YOU EXPECT THIS WAGE INCOME TO CHANGE [N THE
NEXT 12 MONTHS?

[]vyes [Jno
DATE WAGE INCOME
WILL CHANGE AND EXPECTED
WAGE AMOUNT
$
CURRENT MONTHLY
GROSS WAGE

DO YOU EXPECT THIS WAGE INCOME TO CHANGE |N THE
NEXT 12 MONTHS?

[Jves [[no

DATE WAGE
WILL CHANGE AND EXPECTED
WAGE AMOUNT

$

VA FORM 21P-0969, OCT 2018

Page



SEGCTIUN VI = DIDGUHN L INUEL WG DY ITIS TIUW § 2N § il [ QUG (R S (o St il MWL W S e s s ~n e = oy

DID YOU OR YOUR DEPENDENTS RECEIVE INCOME LAST YEAR THAT IS NO LONGER BEING RECEIVED OR WAS A ONE-TIME PAYMENT?

'_‘] YeS E"_'] NO (If"No.” skip to Section VI

A. INCOME RECIPIENT

Veteran, Spouse, Child, Parent, Custodian, ete.)

B, WHO WAS THE INCOME PAYER?
{Name of businass, financfal institulion, ete.}

C. WHAT WAS THE GROSS
ANNUAL AMOUNT
REPORTED TO THE IRS?

D. WHEN DID THE
INCOME STOP?
{MM.DD.YYYY)

FORM 21P.0969, OCT 2018

Page 8



NOTE: Parent's DIC Claimants Only - You do not have to complete Seciions VIl thru XI. Retum to the applicalion farm. Your cerification,
signature and date on the application form applies to this attachiment.

Penslon Claimants - Continue {o complete the atiachment.

SECTION VIIl - ASSETS PREVIOUSLY NOT REPORTED (If additional space is needed attach a separate sheet)

8.D0 YOU OR YOUR DEPENDENTS HAVE ASSETS NOT ALREADY REPORTED, SUCH AS NON-INTERES I-BEARING AGCOUNTS, CASH, STOCKS,
BONDS, OR REAL ESTATE?

[dves [TINO  (irNo~ skipto Seclion IX)

A. ASSET OWNER B. WHAT IS THE GURRENT CGASH VALUE C. AMOUNT OWED ON THE ASSET (
(Veteraﬁ Spouse, Child, Parent . OF THE ASSET? . AMOUNT MORTGAGED OR OTHERW
'Cugiodlal' etr )' ' {Pravide a bank or other official statement showing ENCUMBERED?

r the current value. Do not report assels you have already (Provide documentation of mortgages or oth
reported in Sections | through Vil) encumbrances)
¥ s
5 $
§ s
$
$

SECTION IX - ASSET TRANSFERS (If additional space is needed attach a separate sheet)

8. IN THE CURRENT YEAR AND/OR PRIOR 3 TAX YEARS, DIl YOU OR YOUR DEPENDENTS SELL, GONVEY, TRADE, OR GIVE AWAY ASGETS?
[[Jves [INO {f"No," skip to Section X)

D. DETAILS OF THE ASSET TRANSFER

A.WHO OWNED THE ASSET? B. HOW WAS THE C. WHO DIB YOU o ,
- {Provide documentation of the transfer. A transfer for less than fal
(Veleranésspgé?aeﬁ Cetggci. Parent, | ASSET TRANSFERRED? THER:QSSE},;'E?O? market value means you disposed of an asset for less than the ass
te was worlh)
D SOLD Was the asset transfermed for less lhan fair market value?

Name: [ Yes [Jno

c
E:i ONVEYED Was an assel reported to the IRS sald?
[} cave away [] es []no
D TRADED What was the original purchase price?
[ ] OTHER (Explain below} Relationship: What was the sale price?
VWhat date was the asset sold?
(MM, DD, YYYY)

VWhat was the gain (capital gain, elc.)?
Was the asset transferred for less than fair market value?

D soLo Name: D Yes DNo

[:I CONVEYED Was an assel reported lo tha IRS sold?
[] cave away [JYes [Jne
D TRADED What was the criginal purchase price?
[] OTHER (Explain below) Relalionship: What was the sale price?
What date was ihe asset sold?
{MM,DD,YYYY)

What was the gain {capital gain, etc.)?

Danna

VA FORM 21P-03869. OCT 2018



SECTION IX: ASSET TRANSFERS (Contintrea)

D. DETAILS OF THE ASSET TRANSFER
" V(V\!}lg E%V:NS%%{EE&?MSET? AS S?é'? %wg FSEE-E{?EED? C. ?[‘v]@’{‘lﬁ\onglgﬁaou {Provide documenlation of lhe transfer, A transfer for less than fair
Parent, (:':ustodia;a, etc.)' THE ASSET TO? market value means yau disp;;:c‘!” 2? assel for [ess than the asset

Was the asset trensferred for less than falr market vaiua?
[] sowo
] convevep Name: [Jves [Jte

Was an asset that was reported to the IRS sold?
[] save away [] yes [Jno
B TRADED \What was the criginal purchase price?,
D OTHER (Explain below) Relatlonship: What was the sale prica?

What dale was the asset sold?

(MM, DD, YYYY),

What was the gain (capltal gain, etc.)?,

Was the asset transferred for less than falr market value?
D solo Name:

* I:[ Yes D No

D CONVEYED Was an asset that was reporied 1o the [RS sold?
[[] eAvE AwaY [ ves [Jro
[_] TrRacED Waat was the original purchase price?
D GTHER (Explain below) Relationship: What was the sale price?

What dale was the assat sold?

{MM.DDYYYY),

‘What was the gain (capital galn, ele.)?,

SECTION X: ANNUITIES AND TRUSTS {Attach a separate sheet If more than one annuity or trust is involved)

\, IN THE CURRENT YEAR OR THE PRIOR THREE TAX YEARS, DID YOU OR YOUR DEPENDENTS TRANSFER ANY ASSETS TO A TRUST OR PURCHASE
AN ANNUITY?

] yes [TINo (ir~No, skip to Section XB)
1. WHAT WAS THE MARKET VALUE OF THE ASSET AT THE TIME OF TRANSFER OR ANNUITY PURCHASE?

STWHAT WAS THE DATE THE AGSET WAS THANSEERRED?
{MM,DD.YYYY)
3, DID YOU PURCHASE AN ANNUITY WITH THE ASSETS? | 10E. PROVIDE DATE OF PURCHASE

T0F. PROVIDE NAME OF PERSOM THE AGSET WAS
PURCHASED FROM (First-MIddle-Last)

] ves [} Mo (1*Yes completa ltems 10E through 16G)

G, PROVIDE TYPE OF ANNUITY PURCHASED (Give details and aflach documentelion)

1. WERE THE ASSETS USED TO ESTABLISH A TRUST? 101, PROVIDE TAX NUMBER 10J. PROVIDE DETAILS AND ATTACH DOCUMENTATION

Jyes [Ina {If *Yes* complate ltems 101 through 10.)
ﬁ. WAS TE TRUST ESTABLISHED FOR A CHILD OF THE VETERAN WHO WAS INCAPABLE OF SELF-SUPPORT PRIOR TO REAGHING AGE 187
Yes No

*ORM 21P-0969, OCT 2018
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SECTION X| - WAIVER OF RECEIPT OF INCOME (If additional space is needed attach a separate sheet)

form applies to this attachment)

11. DID YOU OR YOUR DEPENDENTS WAIVE OR EXPECT TO WAIVE ANY RECEIPT OF INCOME IN THE NEXT 12 MONTHS?

E] YES D NO (If "NO," skip this section. This attachment |s complate, Ratum to the application. Your cerification, sighature and date on the apglication

A. INCOME RECIPIENT
{(Veteran, Spouse, Child, Parent, Custodian, ete.)

B. WHAT IS YOUR OR YOUR DEPENDENTS CURRENT
ANDIOR EXPECTED WAIVED INCOME?
{Provide documentation of income and
expected income changes)

CURRENT MONTHLY
GROSS WAIVED s
INCOME

DO YOU EXPECT THIS WAIVED INCOME TO CHANGE IN THE NEXT 12 MONTHS?

[yes [no

DATE WAIVED INCOME WILL CHANGE AND EXPECTED
WAIVED INCOME AMOUNT

5

CURRENT MONTHLY
GROSSWAIVED &
INCOME

BO YOU EXPECT THIS WAIVED INCOME TO CHANGE IN THE NEXT 12 MONTHS?

[Jyes []no

DATE WAIVED INCOME WILL CHANGE AND EXPECTED
WAIVED INCOME AMOUNT

$

CURRENT MONTHLY
GROSS WAIVED 5
INCOME

DO YOU EXPECT THIS WAIVED INCOME TO CHANGE IN THE NEXT 12 MONTHS?

[Jves [wo

DATE WAIVED INCOME WILL CHANGE AND EXPECTED
WAIVED INCOME AMOUNT

CURRENT MONTHLY
GROSS WAIVED ¥
INCOME

DO YOU EXPECT THIS WAIVED INCOME TO CHANGE IN THE NEXT 12 MONTHS?

[Jves [Jwo

DATE WAIVED INCOME WILL CHANGE AND EXPECTED
WAIVED INCOME AMOUNT

THIS ATTACHMENT FORM1S COMPLETE. RETURN TO THE APPLICATION FORM. YOUR CERTIFICATION, SIGNATURE AND DATE
ON THE APPLICATION FORM APPLIES TO THIS ATTACHMENT.

VA FORM 21P-0868, QCT 2018
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OMB Control Mo, 2900-0721
Respondent Burden: 30 minuti
Expiration Date: 5-31-2018
EXAMINATION FOR HOUSEBOUND STATUS OR PERMANENT
NEED FOR REGULAR AID AND ATTENDANCE

\V:_\ 'Dépz;jrl{rien_t_ of Ve_:terahs_ Aff_éiré'

1. FIRST NAME - MIDDLE NAME -LAST NAME OF VETERAN | 2. FIRST NAME - MIDDLE NAME - LAST NAME OF CLAIMANT [ 3. RELATIONSHIP OF CLAIMANT
TO VETERAN

4A. VETERAN'S SOCIAL SECURITY NUMBER 4B, CLAIMANT'S SOCIAL SECURITY NUMBER 5. CLAIM NUMBER

6. DATE OF EXAMINATION 7. HOME ADDRESS

8A. IS CLAIMANT HOSPITALIZED? 8B, DATE ADMITTED 9, NAME AND ADDRESS QOF HOSPITAL

[ ves E] NQ (if "Yes,” compleie liens 88 and 9}

NOTE: EXAMINER PLEASE READ CAREFULLY
The purpose of this examination s to record manifestations and findings pertinent to the question of whether the claimant is housebound (confined to the home or

immediate premises) or in need of the refgula.r aid and attendance of another persen. . .
‘The report should be in sufficient detail for the VA decision makers to determine the £xtent that disease or injury produces physical or mental impairment, that loss of
coordination or enfecblement affects the ability: to dress and undress; to feed himv/herself: to attend to the wants of nature; or keep himv/herself ordinarily clean and

presentable.
Findings should be recorded 1o show whether the claimant is blind or bedridden. .
Whether the claimant secks housebound or aid and attendance benefits, the report should reflect how well he/she ambulates, where hefshe goes, and what he/she is

able to do during a typical day.
10. COMPLETE DIAGNOSIS (Diagnosis needs (o equaie iv the level of assistance described I questions 20 through 34)

11A. AGE 11B. SEX 12, WEIGHT . 13. HEIGHT
ACTUAL: LBS. ESTIMATED: LBS. FEET: INCHES:
14. NUTRITION 19. GAIT
16. BLOOD PRESSURE | 17. PULSE RATE 18. RESPIRATORY RATE | 19. WHAT DISABILITIES RESTRICT THE LISTED ACTIVITIES/FUNCTIONS?

20. IF THE CLAIMANT IS CONFINED TO BED, INDICATE THE NUMBER OF HOURS IN BED

From 9 PM 1o 8 AM: From 2 AM 10 9 PM:
21. 18 THE CLAIMANT ABLE TO FEED HIMIHERSELF? (If “Nu.” provide explanaiion

[Jyes [Mro

22. 1S CLAIMANT ABLE TO PREPARE OWN MEALS? (If "Nu," provide explanatfon)

[Jves no

23, DOES THE CLAIMANT NEED ASSISTANCE IN BATHING AND TENDING TO OTHER HYGIENE NEEDS? (Jf "Yes," provide explanation)

§

[Jyes [Juo

248. CORRECTED VISION

24A. IS THE CLAIMANT LEGALLY BLIND? (if "Yes,” provide explanation)
LEFT EYE RIGHT EYE

Ovyes [Owno

25, DOES THE CLAIMANT REQUIRE NURSING HOME CARE? ({f “Yes,” provide explonaiion)

[ves [Jno

26. DOES THE CLAIMANT REQUIRE MEDICATION MANAGEMENT? (if "Yes,” provide explanation)

Ovyes [Jno

27, DOES THE CLAIMANT HAVE THE ABILITY TO MANAGE HIS/HER OWN FINANCIAL AFFAIRS? (i "No,” provide explanation)

Jves [Jno

VA FORM SUPERSEDES VA FORM 21-2680, JUN 2008,
MAY 2015 21-2680 WHICH WLE NOT AE 11QENR
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3. DESCRIBE RESTRICTIONS OF EACH UPPER EXTREMITY WITH PARTICULAR REFERENCE TO GRIP, FINE MOVEMENTS, AND ABILITY TO FEED HIM/HERSELF,
0 BUTTON CLOTHING, SHAVE AND ATTEND TO THE NEEDS OF NATURE fditach a reporate sheet of paper if addittonal space is needed)

). DESCRIBE RESTRICTIONS OF EACH LOWER EXTREMITY WITH PARTICULAR REFERENCE TO THE EXTENT OF LIMITATION OF MOTION, ATROPHY, AND
ONTRACTURESOR OTHER INTERFERENCE. IF INDICATED, COMMENT SPECIFICALLY ON WEIGHT BEARING, BALANCE AND PROPULSION OF EACH LOWER
KTREMITY.

‘. DESCRIBE RESTRICTION OF THE SPINE, TRUNK AND NECK

.. SET FORTH ALL OTHER PATHOLOGY INCLUDING THE LOSS OF BOWEL OR BLADDER CONTROL OR THE EFFECTS OF ADVANCING AGE, SUCH AS
ZZINESS, LOSS OF MEMORY OR POCR BALANGE, THAT AFFECTS CLAIMANT'S ABILITY TO PERFORM SELF-CARE, AMBULATE OR TRAVEL BEYOND THE
REMISES OF THE HOME, OR, IF HOSPITALIZED, BEYOND THE WARD OR CLINICAL AREA, DESCRIBE WHERE THE CLAIMANT GOES AND WHAT HE OR SHE
JES DURING A TYPICAL DAY,

. DESCRIBE HOW OFTEN PER DAY OR WEEK AND UNDER WHAT CIRCUMSTANCES THE CLAIMANT 15 ABLE TO LEAVE THE HOME OR IMMEDIATE PREMISES

TARE AIDS SUCH AS CANES, BRAGES, CRUTCHES, OR THE ASSISTANGE OF ANOTHER PERSON REQUIRED FOR LOCOMOTION? (150, specfy and deseribe
effectiveness in terms of distance that can be travefed, as in liem 32 above)

[ es
(If "YES." give distance) (Check OTHER
e a,{pncahregbm- orspecifpdisiancey [] 1BLOCK ] Sor6 BLOCKS [ 1MILE (Specify disionce) )
A. PRINTED MAME OF EXAMINING PHYSICIAN | 35B. SIGNATURE AND TITLE OF EXAMINING PHYSICIAN 35C, DATE SIGNED
A, NAME AND ADDRESS OF MEDICAL FACILITY 36B. TELEPHONE NUMBER OF MEDICAL FACILITY

{Inclucde Area Cadde)

UVACY ACT NOTICE: The VA will not disclose information collected on this form to any source other than what has been authorized under the Privacy Act of
74 or Title 38, code of Federal Regulations 1,576 for routine uses (i.e,, civil ar crimingl law enforcement, congressional communications, epidemiological or research
wdies, the collection of money owed to the United States, 1itigation in which the United States is & party or has an interest, the administration of VA programs and
livery of VA benefits, verification of identity and status, and personnel administration) as identified in the VA system of records. 38VA21/222/28, Compensation,
nsion, Education and Vocational Rehabilitation Records - VA, and published in the Federal Register. Your obligation to respond is required to obtain or retain benefits,
ving us your Social Security Number (§SN} account information is mandatory. Appliconts are required to provide their SSN under Title 38, U.S.C. 5701{c)(1). The VA
H not dény an individual benefits for refusing to provide his or her SSN unless the disclosure is required by a Federal Statute of lew in-effect prior to Jenuary 1, 1975,
d still in effect. The requested information is considered relevant and necessary to determine maximum benefits provided under the Taw, The respanses you submit are
nsidered confidential (38 U.S.C. 5701). Information that you furnish may be wtilized in computer matching programs with other Federal or state agencies for the
rpose of determining your eligibility to receive VA benefits, as well as to collect any amount owed to the United States by virtue of your participation in any benefit
3gram administered by the Department of Veterans Affairs. .

iSPONDENT BURDEN: We need this information to determine your eligibility for aid and attendance or housebound benefits, Title 38, United States Code 1521 (d)
d {e), 1115(1){e), E31i{c) and (d), 1315(h), 1122, 1541(d){e}, and 1502 (b} and (¢} allows us to ask for this information. We estimate that you will need an average of
minutes to review the instructions, find the information, and complete this form. VA cannot conduct or sponsor a collection of information unless a valid OMB controt
mber is displayed, You are not required to respond to a collection of information if this number is not displayed. Valid OMB control numbers can be located on the
B Intemnet pate at bitns/fwww resinfo.gov/public/dofPRAMain. IF desired, you can call 1-300-827-1000 to get information on where to send comments or
ggestions about this form.

FORM 21-2680, MAY 2015



OoMB A‘fpmvcd No, 2900-004.
Respondent Burden: 13 minute
Expiration Date: 06/30/2020

DECLARATION OF STATUS OF DEPENDENTS

% Department of Veterans Affairs
Privacy Act Information: VA will not disclose information collected on this form to any source other than what has been authorized under the Privacy Act of 1974 o
Title 38, Code of Federal Regulations 1.576 for routine uses (i.e., civil or eriminal law enforcement, congressional communications, epidemiological or researct
studies, the collection of money owed to the United States, litigation in which the United States is a party ot has an interest, the adminisiation of VA rOgYAMmS anc
delivery of VA benefits, verification of identity and status, and personnel administration) as identified in the VA system of records, S8VAZ1/22128, Compensation
Pension, Education, and Voeational Rehabilitation and Employment Records - VA, published in the Federsl Register. Your obligation to respond is required to obtair
ar retain benefits, Giving us your and your dependents' SSN account information is mandatory. Applicants are required to provide their SSN and the SSN of any
dependents for whom benefits are claimed under Title 38 USC 5101 (cX1). The VA will not deny an individual benefits for refusing to provide his or her SSN unless
the disclosure of the SSN is required by Federal Statute of law in cffect prior to January I, 1975, and still in effect. Information that you fumish may be utilized i
computer maiching gmgrams with other Federal or state agencies for the purpose of determining your eligibility to receive VA benefits, as well as to collect any amoun
owed to the United States by virtue of your panticipation in any benefit program administered by the Department of Veterans A Fairs.

RESPONDENT BURDEN: We need this information to determine marital status and eligibility for an additional allowance for dependents under 3§ U.S.C. 1113. Title

38, United States Code, allows us to ask for this information. We estimate that you will need an average of 15 minutes to review the instructions, find the information

and camplete this form. VA cannot condtet or sponsor a collection of information unless a valid OMB control number is displayed, You are not required to respond to a

collection of information if this number is not displayed. Valid OMB contro! numbers can be located on the OMB  Intemnel Page at
i i Main, If desired, you can ca[Pl-SOD-BZ'i-lODG to get information on where to send comments or suggestions about this form.

INSTRUCTIONS: Print all answers clearly, Make sure you sign and date this form {Ilems 17 and 18), Note: Unless the claimant is the veteran's surviving spouse, the
veteran must sign in Item 17. When you have completed this form, mail it or take it to a VA regional office.

INMPORTANT: If you are certifying that you are marcied for the purpose of VA benefits, your marriage must be recognized by the place where you and/or your
sgouse resided at the time of marrizge, or where you and/or your spouse resided when you filed your claim {or & later date when you becamne eligible for benefits)
{38 U.S.C. § 103(c)). Additional guidance on when VA recognizes marriages is available at htpi//www va. gav/ona/marriages.

1A. FIRST - MIDDLE - LAST NAME OF VETERAN 2A. NAME OF CLAIMANT (If other than veieran) 3. FILE NUMBER

18. VETERAN'S SOCIAL SECURITY NUMBER 2B. CLAIMANT'S SOCIAL SECURITY NUMBER

4A. ABDRESS OF CLAIMANT {No. and sireet or rural route, city or P.0., State and ZIP Code)

4B, E-MAIL ADDRESS OF CLAIMANT ({f applicable)

SA. MARITAL STATUS (Check one) 5B8. IF MARRIED, SPOUSE'S DATE OF BIRTH

(] marriED [} DIVORCED [C] NEVER MARRIED ~{if checked. skip to ltent 14)*
[[] wibowed [} SEPARATED month day year

NOTE: You must furnish complete information about all your and your current spouse’s previous marriages. If you or your spouse have been marriea
more than three times, list additional marriages in ltem 16, "Remarks, " or attach a separate sheet.
SECTION | - VETERAN'S MARRIAGES

6. HOW MANY TIMES HAVE YOQU BEEN MARRIED? {Including current marriage)

70, HOW
7A. DATE AD FLAGE 78, TO WHOM MARRIED oL MARRIAGE | 7E. DATE AND PLACE TERMINATED
(City./State or Couniry) (First. middle, last nane) NUMBER -(l;Deafh. D):‘: ol (City/County/State or Country)

month day year
Place:

month day year manth day year
Place: Place:

month day year month day year
Place: Place:

SECTION Il - SPOUSE'S PREVIOUS MARRIAGES

8, HOW MANY TIMES HAS THE VETERAN'S CURRENT SPOUSE OR SURVIVING SPOUSE BEEN MARRIED? {lncludtng evrremt niarriage)
SC. HOW MARRIAGE

9B, TO WHOM MARRIED
9A. DATE AND PLACE OF MARRIAGE (First, middle, last nawe) (E)SEM%%EE.!} 20. DATE AND PLACE TERMINATED
month day year month day year
Place: Place:
month day year month day year
Place: Place:

month day year

month day year
Place:

Place:

VA FORM 21.686¢ SUPERSEDES VA FORM 21-686c, JUN 2014, Paas 1
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[] Yes [7] NO (iYes, answer ltem 108 also, {f "No." skip (o ftem 1.}

11. DO YOU LIVE WITH YOUR SPOUSE? 12. WHAT 1S YOUR SPQUSE'S ADDRESS?

D YES B NO (I "Yes" skip to ltem 144, If "No, answer ftems 12 and
13 also.)

13, HOW MUCH DO YOU CONTRIBUTE MONTHLY TO YOUR SPOUSE'S SUPPORT?
§

SECTION Ill - VETERAN'S UNMARRIED CHILDREN
NOTE: Ifany child is claimed as "seriously disabled” (ltem I4H), it must be shown that the child became permanently unable to support him/herself
before reaching age 18. Furnish a statement from an attending physician or other medical evidence which shows the nature and extent of the

physical or mental impairment.

Note; In Items 14A through 141, check all boxes that apply.
14B, 14C. 14G 141,
14A. 140. 14E, 14F, . 14H.
NamE OF CHiLp | DATEAND PLACE SOCIAL 810~ | ADOPT- | sTep- | 1EZ3YRS: | seriousty |, SHED o
i OF BIRTH SECURITY LOGICAL ED CHILD OLDAND IM DISABLED PREVI
(first, middle initiai. last) (city, state or conntry) NUMBER SCHOOL MARRIED
mo day yr
O d O O i ]
PLACE:
mo day yr
O U O D O O
PLACE:
T modayyr
O O £l 0 O d
PLACE:

4., IF YOU CHECKED "STEPCHILD," IS THE STEPCHILD THE BIOLOGICAL CHILD CF YOUR SPOUSE? E] YES [:] NO
vote: If any of the childran listed above don't live with you, complete Items 15A through 15C,

15A. NAME OF CHILD . 15C. NAME OF PERSON THE CHILD
(First, middle initial, last) 158. CHILD'S COMPLETE ADDRESS LIVES WATH (If applicable}

6. REMARKS

HEREBY CERTIFY THAT the information ] have given above is true and correct to the best of my knowledge and belief,
7. SIGNATURE OF CLAIMANT (Claimant. please sign in ink} 18, DATE 18, TELEPHONE NUMBER(S) {fnclide Area Code}

A DAYTIME 8. NIGHTTIME

'ENALTY: The law provides severe penalties which include fine or imprisonment, or both, for the willfil submission of any statement or evidence
f'a material fact, knowing it to be false, or for the frauduient aceeptance of any payment to which you are not entitled.

FORM 21-886¢, JUN 2017 Page 2



STATEMENT OF CARE

Veteran’s Name:

Veteran’s Social Security Number:

1. Facility / Caregiver Name:

Address:

Phone Number:

2. 1/ We have been providing services to:

from: to: (Please provide exact dates)

3. 1/ We provide the following services: (circle all services provided)
___ assistance with showering/bathing . ____meal preparation and/or feeding
_____ assistance with toiletries _ medication management
. assistance dressing/undressing

Other:

4. 1/ We have received the following payments from for services:
Amount: Date: Amount: Date:
Amount: Date: Amount: Date:
Arﬁount: Date: Amount: Date:

Amount: Date; Amount: Date:

5. Place a check mark if these are ongoing expenses.

If there are any changes in caregivers or caregivers’ fees, the VA requires notification.

Signature of Facility Administrator / Caregiver:

Print Name of Authorizing Official / Caregiver:

Date:







ATTENDANT AFFIDAVIT

VETERAN’S NAME — LAST, FIRST, MIDDLE

VA CLAIM OR SOCIAL SECURITY NUMBER

Clairmant’s Name

Claimant’s Address {STREET)

CITY, STATE AND ZIP CODE

My name is ' , and | provide health care for the above named claimant.

The services which | provide are:

__ Yes __No Assistarice with bathing __Yes __No Eatihg

__ Yes _-No - Standing and sitting _.Yes _ i;Jo Walking

 Yes __ No ’ Getting in and out of bed — Yes - —No  Taking medication
Yes __No Dressing and undressing-

Other {Please describe)

aw WM, v

) Place a check mark if these are ongeing expenses

"For these services, | am paid by the claimant per day/week/month/year {please circle only one)

| began employment on

Signature of provider

Street address

City ,State ,Zip

Phone number (are code)

| CERTIFY, Under the penalty of law, that the above information is true and correct, that | do pay the above
.referenced sitter the amount listed for the services listed. (if claimant signs with his/her mark, the mark must be

witnessed by two witnesses.)

Signature: * Date:

Witness: ' - Date:

Witness: ' . Date:







OMB Approved No: 2900-065.
Respondent Burden: 10 Minute
Expiration Date; 02/292020
VA DATE STAMP
{Do Not Write in This Space}

\.‘8 Deparlment :qf_Vé:l:eré_tiS Aﬁﬁirs B -

REQUEST FOR NURSING HOME INFORMATION IN CONNECTION
WITH CLAIM FOR AID AND ATTENDANCE

INSTRUCTIONS: If you have any questions aboul completing this form, call VA toll-free at
1-800-827-1000 {Hearing Impaired TDD federal relay number is 711).

‘Section'l - VETERAN/CLAIMANT'S IDENTIFICATION INFORMATION .-

HOTE: You can sither complate the form online or by hand. If completed by hand, print the informalion requested in ink, neally, and legibly to expedite processing the form.

[] HEEN |

1. VETERAN/CLAIMANT'S NAME (First, Middle Inftial, Lost)

2. VETERAN/CLAIMANT'S SGCIAL SECURITY NUMBER 3. VA FILE NUMBER 4. VETERAN'S DATE OF BIRTH (A M DD ITYY)
Month Day Year
L L =-LII-C LT LD DT T (L -CT-CT T
5. VETERAN'S SERVICE NUMBER (if agplicahlsy
| HNEEEN
R : SECTION Il - NURSING HOME INFORMATION
6, NAME OF NURSING HOME
7. ADDRESS OF NURSING HOME (Munsher and street ur rural rote, P.O. Bux, Citv, State, ZIP Code aud Cownir)
s L1 | I LTI T T T I T T T T T I TITTTT T T T T T T
mounithoeee | | | ] | | oew | F [ [ T[T LT T T TTTTTT]
StateiProvince | ! I Country I l | ZIP Code/Postal Code [ ] J , l ,-—-[ L] ] |
.. /SECTION l - GENERAL INFORMATION (To be complated by d Nursing Home Official)
B, DATE ADMITTED TO NURSING HOME f&0\f DD YYYY} 9. IS THE NURSING HOME FACILITY MEDICAID OR EQUIVALENT APPROVED?
Menth Day Year
LI I=L [ - [ T T] [ves  [no
10, HAS THE PATIENT APPLIED FOR MEDICAID? | 11A. 1S THE PATIENT COVERED BY MEDICAID OR 11B. DATE MEDICAID OR EQUIVALENT PLAN BEGAN
EQUIVALENT PLAN? Month Day Yaar

D YES D NO D YES D NO  (If"YES," compleie ltem 118) [ | | - — | I l l I

12, MONTHLY AMOUNT PATIENT 1S RESPONSIBLE FOR OUT OF POCKET

$

13. 1 CERTIFY THAT THE CLAIMANT IS A PATIENT IN THIS FACILITY BECAUSE OF MENTAL OR PHYSICAL DISABILITY AND IS RECEIVING: (Check one}

L—_] SKILLED NURSING CARE D INTERMEDIATE NURSING CARE

. E OFFICIAL'S NAME (Fi, d Lasi 15. NURSING HOME OFFICIAL'S | 18, NURSING HOME OFFICIAL'S OFFICE TELEPHONE
14. NURSING HOMI CIAL'S NAME (First an Y (Please pring TITLE (Please prini) NUMBER flrchude Area Code}

SECTION IV - DECLARATION OF INTENT

| CERTIFY THAT the statements on this form are irue and correct to the best of my knowledge and belief,
17. SIGNATURE OF NURSING HOME OFFICIAL (Sign in ink

18. DATE SIGNED (MMDD, YY)

PRIVACY ACT NOTICE: The VA will not disclose information collected on this farm to any seurcc ather than what has been authorized under the Privacy Act of 1974 or Title 3, Code of
Federal Regulations 1.526 for routine uges (i.e.. civil or criminal law enforcement, conjressional communications, epidemiological ar research studics, the collection of maney owed to the
United States. liligation in which the United States is o panty or has an interest, the administration of VA projrams and delivery of VA benefits. verification of identity and status, and persannel
adminisiration) a5 identified in the YA system of recards, 58VA21:22728 Compensation, Pension, Education. and Vocational Rehabilitation and Employment Records » VA, published in the
Federal Register. While you are not required to respond. your cooperation in providing this celevant and necessary information will help us determine the claimant’s maimum beneit
entittement under the law. Information that you fumish may be utilized in computer maiching grograms with ather Federal or state agencics for the purpese of determining the claimant's

cligibility to receive YA bensfiis, as well as to collect any amount owed 10 the United States by virwe of the claimant’s participation in any benefit propram administered by the Department of

Veterans Affairs.
RESPONDENT BURDEN: We need this information to detenmine eligibility for benefits and the proper rate of payment (38 U.S.C, 5503, 38 U.S.C. 1115 (1XE)), 38 US.C. 1311{c), 38 US.C.

1315¢h)). Title 38, United States Code, allows us to ask for this information. We estimate that you will need an average of 10 minutes to review the insmuctions, find the information and
complete this ferm. VA cannot canduct or sponsora collection of information unless a valid OMB control number is dispiaycsl. You are nnt.requlred to respord i0 a collection of information if
this number is not displayed. Valid OMB control numbears can be located on the OMB tntemet Page at www.reainfo.zovipublicfoPR AMain. IFyou destre, you can call 1-800-827-1000 10 get
i i W] Nt j

'VJ‘K FORM a4 nwwn SUPERSEDES VA FORM 21-0779, MAR 2010,







Care Provider Statement

Name of Claimant:

Social Secunty %:

Name of Veteran:

Socral Secarity 7.

F acthy/Agency Information (to be completed by a Facility/Agency Official)

Name ol Care Faciliy/Agency: Address:

rhone #:

Type of service provided: Skilled Nursing Asgisted Living Rest Home Home Care
{please circle) Home Facility (Senior Living Facility) Agency

Late services began (Month, Day, Year)

Lioes Medicaid pay any portion of the monthly care expense:

YES / NO

/ / (if yes, provide a breakdown on a separate page)
Amount claimant 15 responsible for out of pocker each Month Amount claimant is expecied [0 pay out of pocket in the next 12 months
b3 3
This facility/agency provides the following services:
Services: Yes | No
—

Assistance with Activities of Daily Living (dressing, bathing, toileting, hygiene)

Daily monitoring of claimant to ensure health, safety, nutrition, etc.

24 hours on-sight staff to monitor and respond to emergency alert system

“Protected environment™ to protect the claimant from the hazards and dangers of daily living

“Secure environment” — entry and exit of the facility is monitored 24 hours/day

ivedication management

Meal preparation

Assistance with ambulating

Homemaker services

Transportation to medical appointments

EEEENEnnE.

I certify that the claimant requires the services of this facility/agency because of mental or physical

disabilities and is receiving such care/services.

Signature of official:

Title:

Ofcial's Printed Name:

Date Signed;







OMB Control No. 2909-0075
Respandent Burden! 15 minutes
Expirarion Date: 12/312020
VA DATE STAMP
{DO NOT WRITE IN THIS SPACE

W pepariment of Veterans Aftairs
STATEMENT IN SUPPORT OF CLAIM

INSTRUCTIONS: Read the Privacy Actand Respondent Burden on Page 2 before completing the form. Complete as
much of Section [ as possible. The information requested will help process your claim for benefits. If you niced any

additional room, use the second page,

SECTION I: VETERAN/BENEFIGIARY'S IDENTIFICATION INFORMATION

NOTE: You will either complete the form online or by hand, Please print the information request in ink, neatly, and legibly to help process the form.

1. VETERAN/BENEFICIARY'S NAME (First, Middie Inftial, Lasy)

L L L L LT T T T T IO T T T T 1 IVHLMi_SDlTEJFBIJTH(jml_l_

2, VETERAN'S SOCIAL SECURITY NUMBER 3. VA FILE NUMBER (If agplicabie}
Month Day Year

L] |- L1 LI T L L LT T T] - T 1= T T
7. E-MAIL ADDRESS (Oprivnai}

5, VETERAN'S SERVICE NUMBER (f applicable} [6. TELEPHONE NUMBER fluchule Arca Code)

Ll [ ] L1

S 1 o
st [T T T 1] o [T T T T I T I TTT T T T T T

State/Province D] Country E:I:l ZIP CodefPostal Code [ I | , | I-—l ] ] | |

SECTION li:- REMARKS ' ‘ _ ,
th a claim for enefits in the case of the above-named veteran/beneficiary.)

(The following Statément is made in connection wi

Pag

VA FORM EXISTING STOCKS OF VA FORM 21-4138, JAN 2015,
pec 2017 21-4138 WILL BE USED,



! SECTION Il: REMARKS (Continued) , o
(The following statement Is made In connection with a clalm for benefits in the case of the above-named veleran/beneficiary.)

SECTION [l DECLARATION OF INTENT

CERTIFY THAT the statements on this form are true and correct to the best of my knowledge and belief,
. SIGNATURE (Sign in ink) 10. DATE SIGNED (ML OD-YYTY)

INALTY: The law provides severe penalties which include fine or imprisonment, or both, for the willful submission of any statement or evidence of'a material fact,
owing it to be false.

LIVACY ACT INFORMATION: The VA will not disclose information collected on thix form 10 any source other than what has been authorized under the Privacy Act of 1974 or Title 38,
de of Federal Regulations 1,576 for routine uses (i.c., civil or ciminal law enforcement, congressional communications, epidemiological or research studies, the collection of money owed to
+ United States, litigation in which the United States is a party ar has an interest, the sdministration of VA Programs and delivery of VA benefits, verification of identity and status, and
rsonnel administration) zs identified in the VA system of records, 58VA21/22/28. Compensation, Pension, Edueation, and Vecational Rehabilitation and Employment Records - VA,
blished in the Federa! Register. Your cbligation 1o respond is required to obtain or retain benefits, VA uses your S5N 1o identify your clsim file, Providing your SSN will help ensure that
ur records are properly associnted with your claim file, Giving us your SSN account information is valuntary. Refusal to provide your SSN by itselF will not result in the denial of benehits,
¢ VA will not deny an individua benefits for refusing to provide his or her SSN unless the disclosure of the SSN is required by Federal Statute of taw in effect prior to January 1, 1975, and
I} in effect, The requested information is considered relevant and ¥ to d ine maxi benefits under the Iaw. The responses you submit are considered confidential {38 U.5.C.
B1). Information submitted is subject 1o verification through computer matching programs with ather agencies.

ISPONDENT BURDEN: We need this information to obtain evidence in support oFyour claim for benefits (38 U.5.C. 501(a) and (b)), Title 38, United States Code, allows us to usk for this
bemation, We estimate thot you will need an average of 13 mimites (o review the instructions, find the information, and complete this form. VA cannot conduet or spansor a collection of
armation unless a valid ONEB control number is displayed, You nre not required to respond to a collection of informaticn if this number is not displayed, Valid OMB control numbers can be
nted on the OMB Internet Page st www reninfo.govipublic/doPRAMain. IF desired. you cn eall 1-800-827-1000 10 get information on where to send comments or suggestions sbout this
m.

FORM 214138, DEC 2017 Page 2



CAN THE VA APPOINT A FIDUCIARY NOW?

If you agree with the VA’s finding of incompetency and would
like to waive to 60 day predetermination period, please sign, date
and return this page with the following statement to the VA
immediately.

I have read the above correspondence, agiee to the finding of
incompetency, and waive the required 60-day predetermination
period. I hereby certify that this information is true and correct to
the best of my knowledge. Please take immediate action to
proceed with appomtmg a ﬁduclary to handle my VA pension
accordingly.

Claim #:

SSN#:

Name:

Date:

Signature:

I am requesting that the following representatwe be appomted my
fiduciary:

Name:

Address:

Pl_l.cme:

Relatibnship:







. WITNESS TO “%” SIGNATURE OR THUMBPRINT OF CLATVIANT

CLAIMANT NAME: ' - VA CLAIM #

I hereby certify that the information on this form is true and correct to the best of
my Iknowledge and belief.

MARK OF THUMBPRINT OF CI;AMANT

VITNESS #1

PRINTED NAME OF WITNESS - ° - - SIGNATURE OF WITNESS

ADDRESS OF WITNESS #1

'PHONE NUMBER

WITNESS #2

PRINTED NAME OF WITNESS SIGNATURE OF WITNESS

ADDRESS OF WITNESS # 1

_PHONE NUMBER

DATED







