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Department of Veteran Services

200 South Center Street
Ebensburg. P4 15931
PHONE: (814) 472-1500 FAX: (814)472-1423

Dear Swrvivor of a Deceased Veteran or Service Member,

I am truly sorry for your loss and grateful for your loved one’s service and sacrifice for our Country.

Attached is a packet to help you to apply for a Dependency and Indemnity Compensation (DIC) from the Department of

Veterans Affairs (VA). If you are the survivor of a Veteran who died from a service-related injury or illness, or arc a
surviving spouse, child, or parent of a service member who died in the line of duty, you may be eligible for DIC.

The process to get DIC is very detailed and specific. You must submit all the required items in the proper way to be
successfitl. The Cambria County Veterans® Services Office is here to help you properly submit your claim.

To start the process, the surviver of the Veteran/Service Member needs to fill out and sign a VA Form 21-22 and VA
Form 21-0966 (attached). The 21-22 authorizes this office to assist you, and the 21-0966 protects your date of claim. The
date the VA receives your 21-0966 is the date the VA acknowledges that you started a claim. Get these forms signed and
submitted as soon as vou can. Please be aware that the VA does not recognize the signature of a Power of Attorney
(PoA) for a survivor, unless the VA has previously authorized the PoA to sign.

Next you will need to provide the VA forms and documents to show that you are eligible for DIC. These are the following:

¢ A VA Form 21P-534EZ (Claim Form) signed by the survivor

s A DD 214 or other discharge document showing the Veteran’s dates and character of service

e All marriage, divorce, and death certificates for the Veteran and surviving spouse

e The survivor’s Direct Deposit Information (found on a check)

* Any details concerning the names of and dates when the Veteran/Service Member received care at a VA and/or
military treatment facility.

¢ Information on any VA Compensation that a deceased Veteran received (date compensation began, %
compensation received, compensated conditions/disabilities).

¢ Diagnoses of any conditions that were related to the Veteran®s passing.

Additional forms that may be required:
¢ VA Form 21-2680 (Exam}. The VA uses this form to determine if a claimant should be paid additional

compensation for their care (nursing home/in-home care providers). If you are requesting a special monthly
compensation for Aid and Attendance, a doctor must complete a 21-2680 for the survivor. A medical doctor is
responsible for filling out Sections III and IV. On page two, if the block asks for an explanation. please ensure that
the doctor provides a MEDICAL REASON. If a required explanation is blank on page two, it may delay the claim
or result in a decreased benefit.

¢ VA Form 21-0779 {Nursing Home Information). - If the survivor is a resident at a nursing home, have the

facility complete this form and sign it. Make sure the administraior puts an amount in Block 15.
e  Worksheet for a Residential Facility — Page 19 of the VA Form 21P-534EZ. If the survivor is living af a nursing
home or assisted living facility, have the facility complete and sign this form.




o Nursing Home Letter (optional but recommended) — Nursing homes/assisted living facilities often provide a
letter, on the facility’s stationary, providing details about the claimant’s care. This includes the name of the
claimant, the date care started, the amount the claimant pays each month, details on services that the facility
provides, and any other information about the claimant or care that the facility wants to ensure that the VA
understands. Have an administrator at the facility sign and date the letter.

»  Worksheet for In-Home Attendant Expenses - Page 20 of the VA Form 21P-534EZ. If the survivor is getting
care at home, have the company providing care, or each caregiver, complete this form and sign it.

e VA Form 21-0845 (Disclosure) — This form allows one other person to talk with the VA about the claim. The

form requires the claimant’s signature.

All VA forms are available online. Type the name of the form in a search box, and then select a pdf version of the form
from the results. With a pdf version, you can type information directly onto the form.

I am including the basic forms you will need to start the process. If a form you need isn’t here, you can find it online or
request on¢ from the Veterans® Services Office.

Once you have most of the supporting documents/proof of eligibility ready, call the office (814-472-1590) from 9 a.m. to 1
p.m. on a weekday to schedule an appointment. At the appointment, a Veterans’ Service Officer will help you to put
together your packet for submission to the VA. We look forward to assisting you.

Very sincerely yours

R DR

Philip D. Rice
Director
Cambria County Veterans’ Services



OMB Contrel No. 2200.0321
Respondent Bisrden: 5 mingies
Expiration Date: 773172016

VA DATE STAMP
{00 NOT WRITE IN THIS SPACE)

t\ Department of Veterans Affairs

APPOINTMENT OF VETERANS SERVICE ORGANIZATION AS

CLAIMANT'S REPRESENTATIVE

INSTRUCTIONS: Refore completing the form, read the Privacy Act and Respondent Burden on Page 3. The VA Cffice of
General Counsel maintains 2 list of all attorneys, claims agents, and Veterans Service Organization (VS0O}) representatives
accredited by VA to assist in preparing, presenting, and prosecuting claims for VA benefits at: https:/fwww.va.govfogelapps’
accreditationfindex.asp. You can search this list by name, state, or zip code. We recommend you use the list to confirm and
validate VA accreditation before signing any contract or appointing someone to represent you on your VA benefits chim. If you
prefer to have an individual assist you with your claim instead of a VSO, complete VA Form 21-22a, dppoinaiment of Tndividual
a5 Claimamt’s Representative. For more information, you can contact us through Ask VA: https:#ask, ya.gov/, or call us toll-free
at 1-800-827-1600 (TTY:7L1). VA forms are available at ywaww.va.cov/vaforms. After completing the form, use the mailing

addresses provided on Page 4.

SECTION I: VETERAN'S INFORMATION

NOTE: You can either complete the form onlive or by haud, If completed by hand, print the informatios requested in ink, neatly, and legibly to expedite processing of the fonm.

1. VETERAN'S NAME (First, Middle Initial, Lasg}

LT T T P T E TP VAT T T T T T T T T T T T

2. SOCIAL SECURITY NUMBER (S5 3.VA FILE NUMBER (If applicable} 4. VETERAN'S DATE OF BIRTH {M34/DD/YYYY)

Month Day Year
(T Ia-T - rrrrirrrriyya-cd- it
5. VETERAN'S SERVICE NUMBER ({f applicable) & INSURANCE NUMBER(S) (If applicablc) (Include ietter prefix)
HEEERNERE

7. MAILING ADDRESS (Number and street or vural rouie, P.O. Box, City, State, ZIP Code and Countiy)

e L L LT T T EE T U T TP v F 11yl

Shest

psnietvaber | | T 7 P e[ F T T T T TP T T T E T P11
Stafe/Province ED Country ED 2IP CodefPostal Code I I I l I I_I I I I I

8. TELEPHONE NUMBER (Include Area Code) 9. EMAIL ADDRESS {Optonul)

SECTION II: CLAIMANT'S INFORMATION (Zf other than veterai)
10. CLAMANT'S NAME (First. Middle Initial, Last)

[T T T T T AT T T T T T T T T T T TP i T i TP riTd

11A. CLAIMANTS DATE OF BIRTH 118. RELATIONSHIP TO VETERAN
Manth Day Year
12. MAILING ADDRESS (Nwmiber and street ar naral route, P.O. Box, City, State, ZIP Cade aud Countryy

e L L LT LT T T PPt P e rt it i1ttt iryi]

Street

mvmttwner | | | [ [ e[ | [ T I [ 0 F 4 £ 01 01 1T 0 1 1 |
State/Provinee I | I Coumryl | I ZIP Code/Postal Code I I I l l l_' I I I I

13.TELEPHONE NUMBER (Include Area Code) 14. EMAIL ADDRESS (OUptional)

SECTION HI: SERVIGE ORGANIZATION INFORMATION
15. NAME OF SERVIGE ORGANIZATION RECOGNIZED BY THE DEPARTMENT OF VETERANS AFFAIRS (See fist ou Page 3 hefore selecting

arganization)

16A. NAME OF OFFICIAL REPRESENTATIVE ACTING ON BEHALF OF THE 16B. 10OB TITLE OF PERSON NAMED iN ITEM 18A
ORGANIZATION NAMED IN TTEM 15 (T#is is an appointiment of the eatire srganization
und does not indicare the designation of only this specific individual to wct on behalf of the
orgunization)

17. EMAIL ADDRESS OF THE ORGANIZATION NAMED IN ITEM 15 18. DATE OF THIS APPOINTMENT (AMMDOYYYYY)

fgg;gg" 21-22 SUPERSEDES VA FORM 21-22, FEB 2019 Page 1




vereranssociaLsecurmyNumeer | | ] = [ =] | | | |
~ SECTION IV: AUTHORIZATION INFORMATION

19. AUTHORIZATION FOR REPRESENTATIVE'S ACCESS TO RECORDS PROTECTED BY SECTION 7332, TITLE 38, U.8.C. - By checking the box
below | authorize VA to disclose to the service arganization named oh this appointment form any records that may be in my file relating to treatment
for drug abuse, alcoholism or aleohol abuse, infection with the human immuncdeficiency virus (HIV), ot sickle cell anemia.

|:| I anthorize the VA facility having custody of my VA claimant records to disclose to the service organization named in liem 15 all treatment
records relating to drug abuse, alcoholism or alcohol abuse, infection with the human immunodeficiency virus (HIV), or sickle cell anemta.
Redisclosure of these records by my 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 events: (1) 1 revoke this
authorization by filing a written revocation with VA; or (2) I revoke the appointment of the service organization named in ltem 15, either by
explicit revocation or the appoiniment of another representative.

20. LIVITATION OF CONSENT- | authorize disclosure of records related to freatment for all conditions listed in Itetn 19 except
] orus ABUSE [ INFECTION WITH THE HUMAN IMMUNGDEFICIENCY VIRUS (HIV}

]:l ALCOHOLESM OR ALCOHOL ABUSE [[] SICKLE CELL ANEMIA

21. AUTHORIZATION TQ CHANGE CLAIMANT'S ADDRESS - By checking the box below, | authorize the organization named in fem 15 to acton my
behalf to change my address in my VA records.

D 1 authorize any official representative of the organization named in Ttern 15 {0 act on my behalfto change my address in my VA records. This
authorization does not extend to any other organization without my further written consent. This authorization will remain in effect until the
earlier of the following events: (1} 1 file a written revocation with VA; or {2) | appoint another representative, or (3) [ have been determined
unable to manage my financial affairs and the individual or organization named in item 16A. is not my appointed fiduciary,

I, the claimant named in [tems 1 or 10, hereby appoint the service organization named in Item 15 as my representative to prepare, present and
prosecute my claim(s) for any and all benefits from the Department of Veterang Affairs (VA) based on the service of the veteran named in Item 1. 1
auihorize VA to release any and alf of my records, to include disclosure of my Federal tax information {other than as provided in Items 19 and 20), to
my appointed service organization. T understand that my appointed representative will not charge any fee or compensation for service rendered
pursuant to this appointment. [ understand that the service organization I have appointed as my representative may reveke this appointment at any
time, subject to 38 CFR 20.6. Additionally, in some cases a veteran’y income is developed because a match with the Internal Revenue Service
necessitated income verification. In such cases, the assignment of the service organization as the veteran’s representaiive is valid for only five vears
Jrom the date the claimant signs this form for purposes restricted io the verification match, Signed and accepted subject to the foregoing conditions.

B SEGTION Vi SIGNATURES |
NOTE: THIS POWER OF ATTORNEY DOES NOT REQUIRE EXECUTION BEFORE A NOTARY PUBLIC
22A, SIGNATURE OF VETERAN OR CLAIMANT {Required) 228. DATE SIGNED (MM/DD/YYYT)
23A. SIGNATURE OF VETERANS SERVICE QRGANIZATION REPRESENTATIVE NAMED iN ITEM 16A {Required) 23B. DATE SIGNED (MM/DD/YYYT)

NOTE: As long as this appointment is in effect, the organization named herein will be recognized as the sole representative for preparation,
presentation and prosecution of your claim before the Departraent of Veterans Affairs in connection with your claim or any portion thersof,

COPY OF VA FORM 21-22 SENT TCO: DATE SENT ACKNCOWLEDGED (Date) REVOKED {Reason gnd date (MM/DD/YYYTY

MM/DD/YYYT) \/DD/YFYY)
VQNLS(E [Jvreerie []EDUFILE ’ i

[]tsFuE [[] Nsurance FILE

PENALTY: The law provides severe penalties which include fine or imprisonment, or both, for the willful submission of any statement of a raterial
fact, knowing it to be false or for the fraudulent acceptance of any payment to which you are not entitled,

VA FORM 21-22, JUL 2023 Page 2



OMB Control Meo. 2900-0326
Rzspondent Burden: 5 minutes
E;ﬂaﬁon Date: 027282026

a7\ 2 VA DATE STAMP
\4)} Department of Veterans Affairs {DO NOT WRITE IN THIS SPACE)

INTENT TO FILE A CLAIM FOR COMPENSATION AND/OR PENSION,
OR SURVIVORS PENSION AND/OR DIC

INSTRUCTIONS: Before completing this form, read the Privacy Act and Respondent Burden on page 2. This
form is used to nolify VA of your infent to file for the general benefit(s). For more informalion, contaet us

online through ASK VA: hitps:/fask.va.govl. Ask us a question online or call us tell-free at 1-800-827-1000

(TTY:711). VA forms are available al www.va,goviyaforms.
SECTION I: VETERAN'S IDENTIFICATION INFORMATION

NOTE: You may complete the form oniine or by hand. If complsted by hand, print the information requested in ink, neatly and legibly, insert one letter per
box, and complelely fill in each applicable check box to expedite processing of the form.

1. VETERAN'S NAME (First, Middie Initial, Last)

ENENEEEEENIN TN

2. SOCIAL SECURITY NUMBER 3.HAVE YOU EVER FILED A VA CLAIM? 4. VA FILE NUMBER (If applicable)

[ ] YES (i YES.” complete ttem 4}

LI L)L - LT ] | O IR
§. DATE OF BIRTH {(MM/DDAYYYY) 6. VETERAN'S SERVICE NUMBER (if applicable)

L= L= ] 1] ] HEEEENENN

7. MAILING ADDRESS (If applicable) (Number and sireet of nural reuts, PO, Box, Gily, State, ZIP Code and Country)

S LI L LT T L LTI I T I T[]

rotmmvaneer ||| [ [ ] ey [ | L L |
% :

Stale/Province ‘ I Country | | ] ZIP Code/Postal Code | | | =1 9 Lo

8. TELEPHONE NUMBER {Include Area Code) 9. E-MAIL ADDRESS (i applicabla) D :agree:;a receive glectronic correspondence from VA in regards

T T ¥ : + ' N o my daim, . i

T T 1=-T T 1 1= [ CT 1T T 17177171 ] [ i

i i i | | ] | | H t 1 ! | ] | i ]
L_.L LI . | - LI |

Enter Intemnational Phone SIr T 17 1 1 ; ] I T T 11 } 17 1]

Number (If appicable) L1 [ 1 | L A . L1

SECTION i: CLAIMANT'S IDENTIFICATION INFORMATION
{Complete this section ONLY if the claimant is NOT the veteran)

10. CLAIMANT'S NAME (First, Middle Initial, Last}

T rerrr i erag e e b it et

L =1 sl
1. SOCIAL SECURITY NUMBER 12, HAVE YOU EVER FILED A VA CLAIM? 13. VA FILE NUMBER {if applicable}
LT T | [ ] YES (1 "YES."” complets Ttem 13) : T T T T
H | — ! - | ! ' |
| ! P d I [ ne [ . {, j l { }
15. CLAIMANT S DATE OF BIRTH {MM/DDFYYYY)

14, RELATIONSHIP TC VETERAN (Check one}

[srouse [Jouwp [Jrouciary [ ] VETERANSERVICE OFFICER [ | ALTERNATE SIGNER

| ] THIRD-PARTY (] otHER (Specify)' I '—i E—l E Pl ]

16. MAILING ADDRESS {if appliwb&e) {Number and street or rural reute, P.O. Box, Cily, State, ZIP Code and Couniry)

MNo. & | I I i T I b & I i I 3 | I I I | ; i
Street | | [ I I”E E I j ?l[ (7! P E I | N S i || 1 ]
MnmmwT [T o T T TT I LT ]
State/Provings i i ] Country E E ] ZIF Code/Postal Code % ! l [ | ; == f I [
17. TELEPHONE NUMBER {Indude Area Coda) 18. E-MAIL ADDRESS (f applicable) B ::g’;;t-.;;c; ::ceiveeiectronicconemmdencefmmvam regards

I T g - sy T

=L -CT LT T T T T rTIT ?
Enter Iniemalional Phene Ey T e I A
Nurnber {If appBcable) i [ | N

SUPERSEDES VA FORM 21-0846, AUG 2018, PAGE 1

rensoss 21-0966

FEB 2023



SECTION Iil: GENERAL BENEFIT ELEE'“ON

IMPORTANT VA may not be able to use this form fo establish an effective date for benefits if you do fjot sefect one or more of the general benefits
listed below.

19, | INTEND TQ FILE FOR THE GENERAL BENEFIT(S) CHECKED BELOW: (Choose all that apply)

[[JcompensaTion  [|PENSION

NOTE: ONLY CHECK THE BOX BELOW IF YOU ARE A SURVIVING DEPENDENT OF THE VETERAN.
D SURVIVORS PENSION AND/OR DEPENDENCY AND INDEMNITY COMPENSATION (DIC)

IMPORTANT: After receiving this form, VA will give you the appropriate application to file for the general benefit you select above. You
can also apply for VA disabifity compensation online at www.va.gov. If you give VA a completed application for the selecied 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 (VA Farm 21-0866} for each general benefit. Piease complete as much of this form as possible, as VA cannot
process this form if we cannot identify the claimant and/for veteran,

By filing thls form, | !-IEREBY INDICATE MY INTENT to apply for one or more general benefits under the Iaws admmls‘tered by VA.

| acknowledge that
(1) this is not a claim for benefits,
(2) ' must file a complete application for each general benefit with VA before VA will process my ¢laim; and
{3) a complete application for the same general benefit(s) as indicated on this form must be received within one ysar of the date VA
receives this form for my application o be considered filed as of the date of this form.

20. SIGNATURE OF VETERAN/CLAIMANT/AUTHORIZED AGENT {REQUIRED} 21. DATE SIGNED (MM/DD/YYYY)

22. NAME OF ATTORNEY, AGENT, OR VETERANS SERVICE ORGANIZATION (W30} (Flease Print)
MOTE: This form may only be complsted by a VSO, attorney, or agent if a valid power of attorney has bean completed.

Where to Send Correspondence - After completing this form, mail to:

Department of Veterans Affairs
Evidence Intake Center
P.0. Box 4444
Janesville, Wi 53547- 4444

PENALTY: The law provides severe penalfies {inctuding fine and/or imprisonment} for willfully submiting any statement or evidence of a material fact you know to be false, or
for fraudulent recelpt of any document you are not entitled to,

PRIVACY ACT NOTICE: VA will nct disclose information collected on this form to any source other than what has been authorized under the Privacy Act of
4974 or Titte 38, Code of Federal Regulations 1.576 for routine uses {i.e., civil or criminal law enforcement, congressional communications, epidemiclogical or
research studies, the callection of money awed 1o the United States, fitigation in which the United States is a party or kas an interest, the administration of VA
pragrams and delivery of benefits, verification of identity and status, and personnel administration} as identified in the VA syslem of records, 58VA21/22/28,
Compensation, Pension, Education, and Veteran Readiness and Employment Recards-VA, published in the Federal Register. Your obligation to respond is
required only to preserve a date of claim for an application that is received within one year of receipt of this form. VA uses your Social Sacurity number to
identify if you have a dlaim file and to ensure that your records are properly associated with your claim file. 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 effect prior to January 1, 1975, and still in effect. The requested
information is considered relevant and necessary to delermina the appropriate application and provide it to the claimant.

RESPONDENT BURDEN: We need this infarmation to determine the intent of the claimant and to provide the claimant with the appropriate application for VA
benefits (38 U.8.C. 5102). Title 38, United States Code, allows us to ask for this information. We esifmalte that you will need an average of 5 minutes to review
the instructions, find the information, and complete this form. VA cannot sonduct or sponsor & 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
(ntermet Page at www.reginfo.govipublic/do/PRAMain. If desired, you can call 1-800-827-1000 to get infarmation on where {0 send comments or suggestions
abuaut this form.

VA FORM 21-0966, FEB 2023 PAGE 2



OMB Contro) No. 2900-0004
Respondent Burden: 40 minutes
Expiration Date: 07/31/2025

e - m

\Y2\ Department of Veterans Affairs ©0 N;{I.Aw%‘?é%ﬂs Eﬁg gp ACE)

APPLICATION FOR DIC, SURVIVORS PENSION,
ANDI/OR ACCRUED BENEFITS
INSTRUCTIONS: Before completing this form, read the Privacy Act and Respondent Burden on page
18. Use this form to submit a claim for DIC, Survivors Pension, andfor Accrued Benefits. For additional
information or questions contact us online at hfps:fiwww.va.govicontact-is or call us loli-free at

1-800-827-1000 (TTY: 711). VA forms are available at www.va.govivaforms. If submitting by malil,
send completed form to: Department of Veterans Affalrs, Pension Intake Center, P.O. Box 5365,

Janesville, Wi 53547-5365.
= SECTION I VETERAN'S IDENTIFICATION INFORMATION {AUST COMPLETE}
NOTE: You may either complete the form by typing the information in on the computer or by hand. If complefed by hand, priat the information requested in
ink, neatly, and leglbly to expedite processing of the form.
1A VETERAN'S NAME {First, Middle Initial, Last)

AN A A O O A I O O

8. VETERAN'S SOCIAL SECURITY NUMBER | 1C. VETERAN'S DATE OF BIRTH (MM/DDAYYY) 1D. HAS THE VETERAN, SURVIVING SPOUSE,
‘?H-IELD. OR PARENT EVER FILED A CLABA
TH VA?

§ T} R N f i1 (IF"YES,” provide the file
[ o | L
l !,_ .i = | | - /E.H_. E A (‘ YES (‘ HO number in llem 1E)

1€, VA FILE NUMBER {(If knowny) 1F. DID THE VETERAN DIE WHILE ON ACTIVE BUTY? G. VETERAN'S SERVICE NUMBER

L L i L f 1 [ f ||Cws Ow %" N A o

i
1H. VETERAN'S DATE OF DEATH? (MMWDDIYYYY)

s i
’ _.J/L /L1
e ~ SECTION Ui CLAIMANT'S IDENTIFICATION INFORMATION (MUST.COMPLETE)
"2A. YOUR NAME {First, Middle iniial, Last)

HEEEEEEEEEE .

2B, WHAT IS YOUR RELATIONSHIP TO THE VETERAN? (Check one}

(I SURVIVING SPOUSE (T CHILD 18-23 M SCHOOL (" CUSTODIAN FILING FORCHILD UNDER 18 () HELPLESS ADULT CHILD
2C. YOUR SOGIAL SECURITY NUMBER 2D. YOUR DATE OF BIRTH (MWDD;WW) 2E. ARE YOU A VETERAN?

L LE-T T -TT T OO/ O/ T T 1] | Cvs Ow

2F, MAILING ADDRESS (Numbar and street orrual route, P.O. Bax, Clly, State, ZIP Code and couniry}

el L P T T LTT TR T T Prrrrre e
wosim [ T T [ 11 ow LI T LT LI T T I T I I TT1]
Stale/Province ;— l j e g_T_I ZIP CodefPostal Code f r"'_ T G_ I:jjﬂ%

ZG. YOUR TELEPHONE NUMBER (Indude Area Code)

ri I_ — ; : h!:_{;“}- E_t__ ] | :j Enter Intemmational Phone Number (lfapp]ihla)( |

2H. E-MAIL ADDRESS (Optional)

N O v I I A I

2L WHAT ARE YOU CLAIMING? (Check all that apply)

(" DEPENDENCY AND INDEMNITY COMPENSATION (DIC) (T} SURVIVORS PENSION (7Y ACCRUED BENEFITS

SECTION Ill: VETERAN'S SERVICE INFORMATION
= {Skip to Section IV If he veleian was receliing VA compensafion of pension Benefits at the tims of thélr death)

NOTE: Please refer to instruciiens page 4, Military Service Verification for more information pertaiing to service Information and relevant documents.
3A. DID THE VETERAN SERVE UNDER ANOTHER NAME?

ves (wNO (K “YES," list other names the veleran served under below)
a 1 H R E B T % T I e i i = - v S - . I ;
Pl i rririrarrrrryrirer it T
it ' Rl S T T 0 B i |
- i B T N T i.é}__ﬂ_ - 1 :,L' bt b g b i
VTSN 21p-534EZ SUPERSEDES VA FORM 21-524EZ, OCT 2018. Page 10



VETERAN'S SOCIAL SECURITY NUMBER | | | 2""{ ; §_§ T T?
P |

[

3B. DATE VETERAN ENTERED ACTIVE DUTY (MWDbM) "3C. DATE VETERAN RELEASED FROM ACTIVE DUTY (MMIDDIYYYY] * W‘l
LY/ LI VLT V/ET T T3
3D, BRANCH OF SERVICE 3E, PLAGE OF LAST SEPARATION

C ARMY 0 NAVY (& AIRFORCE (O MARINE CORPS
' COASTGUARD {O SPACEFORCE (& NOAA {: USPHS

3F. WAS THE VETERAN ACTIVATED TO FEDERAL/AC TIVE GUTY UNDER AUTHORITY OF 3G. DATE OF ACTIVATION (MM/BDIY YY)
TITLE 10, U.S.C. {National Guard) ]
A AT
O yes (O NO  (H"NO," skip to Item 34) 5 i ;/; ! g/! i ] M!

! 3L WHAT IS THE TELEPHONE NUMBER OF THE
3H. WHAT IS THE NAME AND ADDRESS OF THE VETERAN'S RESERVE/NATIONAL GUARD UNIT? REBER ATIONAL GUARD UNIT? (include Area Code)

B i e S

| i1
T

i

H

2..__.1

b
? T - -rr

....... | %

3J. WAS THE VETERAN EVER A PRISONER OF WAR? | 3K DATES OF CONFINEMENT (MM/DD/YYYY)

g ‘"w!

END: qu.....mj/ i_......i._......../ ;....,,,,‘

i
{
!
SECTION [V MARITAL INFORMATION
(COMPLETE ONLYIF CLAIMING BENEFITS AS THE SURVIVING SPOUSE OF THE VET ERAN)
i {Skip to Section Vi if you are NOT clalmmg heneﬁts esfhﬁsuwlvmg spouse of the veteran)

 TECL US'AEOUT YOUR MARRIAGE TO THE VETERAN : =
4A, AT THE TIME OF YOUR MARRIAGE TO THE VET VETERAN, WERE YOU AWARE OF ANY REASON THE MARRIAGE MIGHT NOT SE LEGALLY VALED‘?

Cryves (MO {4 "YES * provide explanaticn befow)

C YEs (no  (FNO, skip to Section ) swRe T T /T /T
L
:

| 3. WERE YOU MARRIED TO THE VETERAN AT THE TIME 4C. HOW DID YOUR MARRIAGE TO THE VETERAN END?

OF THE VETERAN'S DEATH?
CVYEs (N0 (F'NO," complete ltem 4C) (" DEATH (T DIVORCE {_- OTHER (Expiain)
40, DATES OF YOUR MARRIAGE TO THE VETERAN 4E, PLACE OF MARRIAGE {City/State or Country) | 4F. PLACE OF MARRIAGE TERMINATION
(MMODIYYYY) (Clly/State or Couniry)

T

START: i ”"'3/ * / ‘
H e

[ ?
END:? % /l { /i l__jw:i::%

4G. TYPE OF MARRIAGE (Ceremomal. Comman-Law, Proxy, Tribal, ete.)
{_ CEREMOMIAL [ OTHER {Explain):

3H. WAS A CHILD BORN TO YOU AND THE VETERAN | 4L ARE YOU EXPECTING THE BIRTH OF | 4J. DID YOU LIVE CONTINUOUSLY WITH THE VETERAN
DURING YOUR MARRIAGE OR PRIOR TO YOUR THE VETERAN'S CHILD? FROM THE DATE OF MARRIAGE TO THE DATE OF
MARRIAGE? THE VETERAN'S DEATH?
C * YES C‘ NO C YES (" NG C YES (" NG (F"YES,” skip to Hem 4L)

4K. WAR THE SEPARATION DUE TO MARITAL DISCORD, MEDICAL. OR FINANCIAL REASONS?

! 3 (¥ "YES,” provide explanation in
C‘ YES r ' NO space provided)
NOTE: Give, the reagson, date(s), and duration of the separation
{if the separation was by cowrf order, atfach @ copy of the order)

TELLUS ABQUT YOUR REMARRIAGE AFTER THE VETERAN'S nEA‘ltH

4L, HAVE YOU REMARRIED SINCE THE DEATH OF THE VETERAN? | 4M. WHAT ARE THE DATES OF YOUR REMARRIAGE? (MMIDDNYYY)

C vES (CNO (4N, skipto ltem 5A) START: W_j/iw 1/ i 1
= o
! ,

END: YT

4N. HOW DID YOUR REMARRIAGE END?
{" pEATH (T DIVORCE (" DIDNOTEND { OTHER (Explain)

40. DI YOU HAVE ADDITIONAL MARRIAGES AFTER THE VETERAN'S DEATH?

C YES (':‘ NC (If "YES," please submit a VA Form 21-4138, Statement in Suppor? of Claim, as needad to provide the information for each mamiage}

VA FORM 21P-534EZ, JUL 2022 Page 11
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SECTI ON V: MARITAL HISTORY
TELL US ABOUT ANY OTHER MARRIAGES YOU AND/OR THE VETERAN HAD. IF YOU AND THE VETERAN DID NOT HAVE ANY ADIHTIONAL
MARRIAGES SKIP TO SECTION VI

VETERAN'S PRIOR MARRIAGES (If none skip to Item 51)
5A. NAME OF PERSON VETERAN WAS PREVIOUSLY MARRIED TC (First, Middle Initizl, Last}

VETERAN'S SOCIAL SECURITY NUMBER | f

I R R T [ T Y I S N St S S i 1 i i [ O § g T B
L L LT PR T T I T T T T T L o1
58, HOW DID THE VETERAN'S PREVIQUS MARRIAGE END? §C. WHAT ARE THE DATES OF THE VETERAN'S PREVIOUS MARRIAGE?
MWDDYYYY)
(" DEATH (T DIVORCE (T OTHER {Explain below) ( — —
swee [ /L D/ 00 ]
S i A
e | _!_____i/i__ i .E/l L]

5D. PLACE OF MARRIAGE (Gity/State or Counfry} §E. PLACE OF MARRIAGE TERMIMATION (City/Slate or Country)

5F. NAME OF PERSON VETERAN WAS PREVIOUSLY MARRIED TO (First, Middle Initial, Last)

BRI EEEn e

.—u..,.

([——

5G. HOW DID T;-]E VETERAN'S PREVIOUS MARRIAGE END? SH. WHAT ARE THE DATES OF THE VETERAN'S PREVICUS MARRFAGE?
) ) {MAM/DDIYYYY)

(" DEATH (T DIVORCE (7 OTHER (Explain below) e R, i

starT: [ | ]/E | '/i 1 11

LT L7 5 VO U S N
el i

I 7 IV O I O

6] PLACE OF MARRIRGE TERMINATION (City/State or Country}

5. PLACE OF MARRIAGE {City/State or Country}

5K. DO YOU HAVE ADDITIONAL MARRIAGES TO REPORT FOR THE VETERAN?

(s YES (:NO {if "YES," please submit a VA Form 21-686¢, Application lo Request lo Add And/Or Remove Dependents, or VA Form 21-4138, Sfafement In
- - Support of Clalm, as needed to provide the information for addifional marial history}

TELL US ABOLIT YOUR MARRIAGES PRIOR TO MARRYING THE VETERAN (If none siip to Section V).
5. NAME OF PERSON YOU WERE MARRIED TO PRIOR TO MARRYING THE VETERAN (First, Middle Initial, Last)

A O T 1 T e O O I A Y O I O

o
1
SN. WHAT ARE THE DATES OF YOUR PREVIOUS MARRIAGE?

[ e

5M. HOW DID YOUR PREVIOUS MARRIAGE END? (MMDDAYYY)

" DEATH (i DIVORCE (" OTHER (Explain below) . ! ‘1 ;/1 : i Vr LE_ f 1 E
wo [T/ /L1 1]

50. PLACE OF MARRIAGE (City/Siate or Country) 5P. PLACE OF MARRIAGE TERMINAHON {City/State or Country}

5Q. NAME OF PERSON YOU WERE MARRIED TO PRIOR TO MARRYING THE VETERAN (First, Middle Initfal, Last)

Y T i F 1 F i g 8 B B R i R N T e R TR |
HEEEENEEENNEE I e
5R. HOW DID YOUR PREVIOUS MARRIAGE END? 53(‘:1?&% L5 THE DATES OF YOUR FREVIOUS MARRIAGE?

C oEaATH  C DIVORCE (T OTHER (Explain helow)

Ul SR/

YT

5U. PLACE OF MARRIAGE TERMINATION (City/State or Country)

5T. PLACE OF MARRIAGE (City/State or Country)

5V. DO YOU HAVE ADDITIONAL MARRIAGES 7O REPORT?

 YES ¢ NO {If “YES,” please submit a VA Form 21-586¢, Application fo Request fo Add And/Or Remove Dapendenls, or VA Form 21-4138, Statement in
Support of Claim, as needed to provide the infermation for additional marital history)

Page 12
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VETERAN'S SOCIAL SECURITY NUMBER g ’

SECTION Vi: GHILD.OF THE?
{COMPLETE ONLY: IF CLAIMING ’BENEFITS FOR'ACH

AL ) 0
o Section VI if youare NOT- c[aiming benefits for a Thild({ren) of theveteran

AN LS

YR e

NOTE: Please refer to instructions page 2, under "Special Cireumstances™ for what is considered a dependent child. In most clrcumstances.
children over tha age of 23 are nat considered dependent for VA purposes.

Eﬁ“ HOW MANY DEPENDENT CHILDREN DO YOU HAVE?
§ 5 {NOTE: Please carnplete a VA Form 21-686¢, Apgiication Request to Add andfor Remove Dependents, if you need more spaae for additional dependenis)

88, CHILD'S NAME {(First, Middle Initial, Las?)

HNEEEEEERENEIN IR

bt

6C, CHILD'S DATE OF BIRTH (MM/MDDYYYY) 60. CHILD'S SOCIAL SECURITY NUMBER

L/ Lt |-t 0 -t 7 ¢

EE. PLACE OF BIRTH (Gity/State or Ceuntry)
F T T I L

: £ i i i H i i ! i 3

R e —_ e e e o e

-]

it
[ORR.
Joerad s

6F. WHAT I3 THE CHILD'S STATUS? {Check ail that apply)

C siotocical (T ADOPTED (T STEPCHILD (1823 YEARS OLD (in schoof) { | SERIOUSLY DISABLED { CHILD PREVIOUSLY MARRIED
(C DOES NOT LIVE WITH YGLU AND MONTHLY AMOUNT YOU CONTRIBUTE TO CHILD'S SUPPORT § | | | (1 | | Wg_{)o

L

R I e A A B A 1‘ T
i i b ] ¢ H i | - i 13

s e

EH. CHILD'S DATE OF BIRTH (MM/DDVYYYY) Bl. CHILD'S SOCIAL SECURITY NUMBER

7 g Wi A Al i A : ¥ 7 % R e BT
H P i i /i H 1 p i 1 H H ; i
i ! E/i i i/; bk ; i o1 4 =1 ki N O

51, PLACE OF BIRTH (CiyfState o7 Courty)
| A A R - = E T 1 H i 4—" . K *_—:—'_T ] f g H t §
- j . ) S T N T T I R

BK. WHAT 18 THE CHILD'S STATUS? {Gheck ali that apply)
C mowosical (" ADOPTED (T STEFCHILD (™ 1823 YEARS OLD {inschoat) { SERIOUSLY DISABLED  ( CHILD PREVIOUSLY MARRIED

{” DOES NOT LIVE WITH YOU AND MONTHLY AMOUNT YOU CONTRIBUTE TQ CHILD'S SUPPORT § | | 4 i .00
Lo+ L =t

6L CHILD'S NAME (Flrsi Vil Infta, Last)

2 e T ¥ i f A s ¢ i 3 T T ® SR | i TR E i IEge i 5
NN I .
&M, CHILD'S DATE OF BIRTH (MM/DD/YYYY} BN. CHILD'S SCCIAL SECURITY NUMBER
i ¥4 ; i/ ! T | A FomEET R i R
L /AT T I . W6 U o P O B A
80. PLACE OF BIRTH (Gity/State or Country)

I S A RS S R FA A T T u 0 i g
HENEEEENEEREEREREEEEEEEEEEEA SN

GF. WHAT IS THE CHILD'S STATUS? (Check all that apply)

C sioLosical (" apoPTED (T STEPCHILD (T 18-23 YEARS OLD (inschool) {~ SERIOUSLY DISABLED (" CHILD PREVIDUSLY MARRIED
( DOES NOT LIVE WITH YOU AND MONTHLY AMOUNT YOU CONTRIBUTE TOCHILD'S SUPPORT § | | | | | | .00

80. BO YOUR GHILDREN WHO DO NOT LIVE WITH YOU (it iisted above) RESIDE AT THE SAME ADDRESS?
 vES (\ NO (1 *YES," please complete Item 6R) (if "NO,” please complets a VA Form 21-41238, Siaternant in Support of Claim, with the fallowing information.
- - ) Mama of person tha child is currently Gving with, and the full address where the child resides}

ER. PLEASE PRCVIDE THE KAME AND ADDRESS OF THE CHILD{RENS) CUSTODIAN BELOW:
Custodian’s Name (First, Middle Initial, Last)

el i L S — . S —
N T | |

Custodiar’s Mailing Address (Number and street or rural coute, P.O. Box, City, State, ZIP Code and Country)

No.& S e e ey - o -
Eirgst ! b

AptMUnitNumber | | Cly f : b '
State/Province ; Country ZIP CodelPostai Cede | | | e

VA FORM Z1P-534EZ, JUL 2022 Page 13



R R g .
VETERANSSOCALSECURITYNUMBER | | | — | | |—{ | | | |
SECTION VII: DEPENDENGY AND INDEMNITY - COMPENSATION (DIC)
(Skip to Section VIil if you are NOT claiming DIC)
7A. WHAT BENEFIT ARE YOU CLAIMING? {Check cne)
DIG under 38 U.S.C. 1151 {Note: DIC under 38 U.S.C. DIC due o claimant efection of a re-evaluation of a previously denied claim based on expanded
(" Dic (T 15115 @ rare benefiL. Please refer to Instructions page { eligiiity under PL 117-168 (PACT Act) (Note: Please refer to Instructions page 6 for guidance on
5 for guidancs on 38 U.S.C 1157) PACT Act)
7B LIST ANY VA MEDICAL CENTERS WHERE THE VETERAN RECEIVED TREATMENT PERTAINING TO YOUR CLAIM AND PROVIDE TREATMENT DATES:

DATE(S) OF TREATMENT (MM/DDIYYYY)

START:{‘T_ _,f i ‘T _J/E‘—ﬁ—[ 1

MNAME AND LOCATION OF VA MEDICAL CENTER

END: | Eﬁ_j/’ ’J/{g [

swe:| /T T

wo [ 1/ /T

sl /YT ]

e ||/ L]

SECTION VIli: NURSING HOME OR INCREASED SURVIVORS ENTITLEMENT

78A. ARE YOU (;}LAIMING SPECIAL NiONTHL‘{ PENSION OR SPECIAL MONTHLY DIC BECAUSE YOU NEED THE ﬁEGULAR ASSESTAN&‘,E OI-T ANOTHER PERSbN.
HAVE SEVERE VISUAL PROBLEMS, OR ARE GENERALLY CONFINED TO YOUR [MMEDIATE PREMISES?
(“YES," please complete a VA Form 21-2680, FExamination for Housebound Status or Permanant Need for Regufar Ald and Aftendance. Flease
Cyes (Cno trake sure every box is complete and signed by a Physicien, Physician Assistant (PAJ, Certified Nurse Practiioner (GNP/CRNP), or Clinical Nurse
Specialist {CNS)})
8B, ARE YOU NOW IN A NURSING HOME?
X Y (if "YES," complete VA Form 21-0779, Request for Nursing Home Information In Conneclion with e e
G YES C NO Clairn for Ald and Allendance. For additiona) information see Instrucions, page 6 under “increased {IF"NG,” skip to llem 2A)
Survivor Benafits Based on Special Monthly Pension or Special Monthly DIG™)
B Zunnk .. _SECTIONDX: INCOMEAND ASSETS ;
3 {SKIp to Section Xif you are NOT claiiming survivors pension ‘benefits). 5 -
NOTE: Assets are all the money and property you or your dependents own. Assels do not include your/your family's primary residence or personal
effects such as appliances and vehicles you or your dependents need for transportation.
IMPORTANT:
« If you are a surviving spouse claimant, you must report income and assets for yourseli and for any child of the veteran
who fives with you or for whom you are responsible unless a courf has decided you do not have custody of the child.

[——

* If you are a surviving child dalimant (which means the child is not in the custody of a surviving spouse), you must report
income and assets for yourself, your custodian, and your custadian's spouse.

9A. DO YOU OR YOUR DEPENDENTS HAVE OVER $25,000.00 IN ASSETS? (NOT INCLUDING THE VALUE OF YOUR PRIMARY RESHENCE)

C YES C NO  {f"YES," please submit a VA Form 21P-0969, Income and Assel Stalement in Suppord of Claim for Pensfon or Parenfs
Dependency and Indemnily Compensation (DIC)}
(i "No," provide an estimate of the lolal value of your assets batow)
T ST T
s LI LI
98. IN THE THREE CALENDAR YEARS BEFORE THIS YEAR, DID YOU OR YOUR DEPENDENTS TRANSEER ANY ASSETS? {Examples of asset kransfars include giving
assels away, seling assets, purchasing an annuily, or using assels 1o establish a trust)
 YES :No (Il "YES," please submit a VA Form 21P-0869, fncome and Assst Stalement in Support of Claim for Pension or Parent's
- Depandency and Indemnity Compensalion (DIG))

$C. DO YOU OR YOUR DEPENDENTS OWN YOURYOUR FAMILY'S 9D0. IS THE VALUE OF THE LOT CN WHIGH THE PRIMARY RESIDENCE SITS OVER
PRIMARY RESIDENCE? 2 ACRES {87,120 5Q FT)?
(*YES (TNO  (FNO." skip to kem 9G) C vEs  (TNO  (1f*NO," skip to ltem SH)
9E. IF PRIMARY RESIDENCE SITS ON A LOT OVER 2 ACRES {87,120 OF. 1S THE LAND OVER 2 ACRES (87,120 SQ FT) MARKETABLE?
SQFT), WHAT IS THE VALUE OF THE LAND OVER 2 ACRES?
(Do NOT inciude the value of the residence or the first 2 acres) .
B (Cvyes ("o {If "YES,” please submit a VA Form 21P-0969}
1T T T
Soobt b b R
9G. DO YOU OR YOUR DEPENDENTS HAVE MORE THAN FOUR {4) 9H. OTHER THAN SGCIAL SECURITY. DID YOU OR YOUR DEPENDENTS RECEIVE ANY
SOURCES OF INCOME? INCOME EAST YEAR THAT YOU NO LONGER RECEIVE?
{if "YES," pleage submit a VA Form 21P-0969, and .
" YES CNO ONLY repart your Social Security income in ltern 91) ™ YEs {NO  (If "YES.” please submit a VA Form 21P-0869)

e g
VAFORM 21P-534E2Z, .M 2022 Paae 14
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i
i

ER LRI )

VETERAN'S SOCIAL SECURITY NUMEBER |

pamier e

: SﬁﬁTSJ(QQETIN;!L:TB%{T;_4 R
ng'survivors pensienbenefits)

R __ SKipted

Flease use the space below to report any income you currently receive.

IMPORTANT: If you have been directed to complete a VA Form 21P-0969, /ncome and Assel Statement In Supgart of Claim for
Pension or Parents' DIC, in previous ltems 9A through 9H, VA only requires that Soclal Security income be reported below in ltems 8!
through 9L. All other income should be reported on the VA Form 21P-0969 and will be counted as reported, do not duplicate.

NOTE: Gross income is defined as any income you received prior to deductions. If reporting income in tems 9 through 9L, any items
skipped or left blank will be considered as unspecified income and could require a request for additionat Infarmation potentially delaying
your claim. If you leave entire question blank we will assume you have no income to report.

NO. e Ot (2) WHAT IS THE TYPE/SOURCE OF INCOME? (3) WHAT 1S THE Cul %%@Q,GROSS
( SURVIVING SPOUSE (" SOCHIL SECURITY " PENSHON/RETIREMENT
ol T CHILD (Provide name below) C GIVIL SERVICE ( INTEREST/DIVIDENDS s é___g,_ 2 i %-?..,,_gw.m;i
C OTHER {(Specily Source

i.2., Inheritance, ete.}

(7 SURVIVING SPOUSE (™ SOCIAL SECURITY " PENSION/RETIREMENT
ay| " CHILD (Provide name below)

(™ CIVIL SERVICE {" INTEREST/DIVIDENDS 5 B =5
GTHER (Specify Source Ly
i.e., inheritance, &tc.)
{ JeumANG SPOUSE (™ SOCIAL SECURITY (™ PENSION/RETIREMENT
gk | (O CHILD (Provide name below) " CIVIL SERVICE (™ INTEREST/DIVIDENDS s T 7 LT T
I P P Lol I = -

e OTHER (Specify Saurce
i.e., inheritance, eic.)

(" SURVIVING SPOUSE (" SOCIALSECURITY (" PENSION/RETIREMENT

gL | " CHILD (Provide name below} € CIVIL SERVICE (" INTEREST/DIVIDENDS

: = JiLE H
{~ OTHER (Specity Source ST
- Le., inheritance, etc.}

SECTION X: INFORMATION ABOUT YOUR MEDICAL OR OTHER EXPENSES

Family medical expenses and certain other expenses you actually paid may be deductible from your incame. Show the amount of
unreimbursed medical expenses, including the Medicare deduction, you pald over the last year {or expect to pay and continue
indefinitely) for yourself or refatives who are members of your household. Also, show unreimbursed last illness and burial expenses and
educational or vocational rehabilitation expenses you paid.

Last iliness and burial expenses are unreimbursed amounts you paid for the last illness and burial of a spouse or child, educational or
vocational rehabilitation expenses are amounts you paid for courses of education including tuition, fees, and materials. Do not include
any expenses for which you were/will be reimbursed. Please make sure to complete all criteria below (if applicable). If you need more
space, complete and attach a separate VA Form 21P-8416, Medical Expense Report,

IMPORTANT: Out of packet expenses paid by you or a VA-approved dependent may be claimed. Do NOT include expenses paid by other family
rmembers, insurance, oic.

RO e LT o il e —— S A
T0A. ARE YOU UF YOUR DEPENUENTS CLAIMING LINREIMBURSED MEDICAL EXPENSES OR OTHER EXPENSES?

(" vEs (T NO (N0 skip to Section XI)
IN-HOME CARE OR CARE FAGILITY _

IMPORTANT: If you are claiming expenses for in-home care or assisted living, adult day care, or similar facility, you must camplete the applicable
worksheet(s) on pages 19 and 20 for each provider,

10B {1). WHOSE EXPENSES WERE PAID? | 10B (2). NAME OF PROVIDER AND TYPE OF CARE 108 {3). :ig:{?l %SST?_;;_NHOME CARE PROVIDER
(" SURVIVING SPOUSE Payment Rate $ED___| -
{T OTHER (Specify beiow) {Per Hour) .
CHECK ONE: s T
(™ CARE EACILITY (T IN-HOME CARE ATTENDENT {Per Weak) -
108 (4). PROVIDER START AND END DATE (MM/DD/YYYY) 108 {5). PAYMENT FREQUENGY 108 (8). AMOUNT YOU PAY {Based on frequency
S B —— ) —— selested in ltem 108 (5)
START: i ;/‘ / i L
=l et (" MONTHLY { ANNUALLY $ 1T T 15 | 3
END: | ! / / T TG e
{" NOENDDATE

VA FORM 21P-834EZ, JUL 2022 Page 15



VETERANS SOCIALSECURITY NUMBER | | | | —

1=l L i f]

IN-HOME CARE GR CARE FACILITY (Continued)

worksheet(s) on pages 19 and 20 for each provider.

IMPORTANT: If you are claiming expenses for in-home care or assisted living, adult day care, or similar facllity, you must complele the appticable

10G {1). WHOSE EXPENSES WERE PAID?
{ SURVIVING SPOUSE

(" OTHER (Specify below)
CHECK ONE:

10C {2). NAME OF PROVIDER AND TYPE OF CARE

(" cAREFACIITY (C IN-HOME CARE ATTENDENT

10C (3). IF THIS |S AN IN-HOME CARE PROVIDER

WHAT IS THE:
Payment Rate
{Pet Hour) $II‘:]'°0
HowrsWorked | | 'i“
(PerWeeky | | |

10C (4). PROVIDER START AND END DATE (MMIDD/YYYY)
oo [ Y4 /T

(™ NOEND DATE

110G {§). PAYMENT FREQUENCY

(" MONTHLY " ANNUALLY

10C (6). AMOUNT YOU PAY (Based on frequency
selected in lem 10C {5))

T

™1 1
$' [ LR

100 (1), WHOSE EXPENSES WERE PAID?
" SURWVING SPOUSE

{ OTHER (Spedify below)

10D {2). NAME OF PROVIDER AND TYPE OF CARE

e |
100 (3). IF THIS iS5 AN INNHOME CARE PROVIDER

WHAT IS THE:

{Per Hour)

L
1

N

("; NOEND DATE

CHECK ONE: R o
(Y carReFACILITY (. IN-HOME CARE ATTENDENT [Per Weelk) b N
100 (4). PROVIDER START AND END DATE (MM/DD/YYYY) 10D (5). PAYMENT FREQUENCY 10D (8). AMOUNT YOU PAY (8ased on frequency
: i T —— selected In item 10D (5))
START: | | / I /; i T O
bonly ! - e mi 2 (" MONTHLY {T:ANNUALLY $ ! ’,[ oL %

OTHER MEDICAL, EAST, AND/OR BURIAL EXPENSES

10E {1). WHOSE EXPENSES WERE PAID?
{Check ane)

10K (2). PAID TO (Name of Provider, Insurance company, elc.}
AND PURPOSE (Insurance premium, medical supplies, efc.)

{ SURVIVING SPOUSE Provider:

{"* CHILD {Specify below)
Purpose:

10E (3). DATE COSTS INCURRED (MM/DD/YYYY)

CLVOT/eTT T

10E (4). PAYMENT FREQUENCY

& MONTHLY {: ANNUALLY

{: ONE-TIME

10E {5). AMOUNT YOU PAY (Based on frequency
selected in ltem 10E {4})

NEEN

T
g

[R—

8!

1GF (1). WHOSE EXPENSES WERE PAID?

TOF (2), PAID 1O (Name of Provider, Insurance company, elc.}
AND PURPOSE (Insurance premiumn, medica! supplies, etc.)

{Check ans)

(" SURVIVING SPOUSE Provider:

(" CHILD (Specify below)
Purposa:

10F (3). DATE COSTS INCURRED (MM/DDIYYYY)

LV T

10F {4). PAYMENT FREQUENCY

( MONTHLY { ANNUALLY

 oNETIME

10F (5). AMOUNT YOLU PAY (Based on frequency
selected in Item 10F (4))

CROTH

8

—
vy,

10G (1). WHOSE EXPENSES WERE FAID?

100G (2}: FAID 10 (Narrie of Provider, Insuranu.; o&ﬁp;ny. etc.)'
AND PURPOSE (Insurance premium, medical supplies, ete.)

{Check one)

" SURVIVING SPOUSE Provider:

(T CHILD (Speciiy below)
Purposs:

106 (3). DATE GOSTS INGURRED (MM/DDYYYY)

P T

10G (4). PAYMENT FREQUENGCY

(" MONTHLY (" ANMUALLY

(" ONETIME

106 (5). AMOUNT YOU PAY (Based on frequency
selocted in ltern 10G (4))

]

T 1’ ER R

i { H
51 ; i D

e —————————————
VA FORM Z1P-534EZ, JUL 2022

Page 16




Sioolinned B s e :

1DH (1), WHOSE EXPENSES WERE PAID?
{Check ane)

10H (2}, PAID TQ {(Name of Provider, Insurance company, ete.} o
AND PURPOSE {Insurance premium, medical supplies, etc.)

" SURVIVING SPOUSE Provider: |I
™ CHILD (Specify below) e
10H (3). DATE GOSTS INCURRED (MM/GD/YYYY} 10H {4). PAYMENT FREQUENCY 10H (5). AMOUNT YOU PAY {Based on frequency
—— —— g : . selected in ftem 10H {4))
P / ! | 3/ Cl | 1 {T MONTHLY (T ANNYALLY yﬁ.ﬂ}.tw.i" LT | = ru_i_..;
U SO N N ; 4] '
" ONE-TIME ot 1=
701}, WHOSE EXPENSES WERE PAID? 101 (2), PAID TO {Name of Provider, Insurance company, etc.)
{Check one) AND PURROSE (Insurance premium, medical supplies, eic.)
{™ SURVIVING SPOUSE Frovidar:
" CHILD {Specify below) ]
Purpose: W
101 (3). DATE COSTS INCURRED {(MM/DD/YYYY) 101 {4}, PAYMENT FREGUENGY 707 {(5). AMOUNT YOU PAY {Based on fraquancy
- e et B e selocted in ltem 10F (4))
P / o / [T 1 0 i (" MONTHLY (T ANNUALLY o W I O N
A UL SO L SO B T o SO
™ ONE-TIME A
104 (1), WHOSE EXTPENSES WERE PAID? 104 (é'). PAID TQ (Name of Provider, I-nsuran;:e company, etc.)
{Chieck one) AND PURPOSE (Insurance premiurm, medice! supplies, etc.)
(" SURVIVING SPOUSE Provider:
(" CHILD (Specify below)
- Purpose:
10J (3). DATE COSTS INCURRED (MM/DD/YYYY} 104 (4). PAYMENT FREQUENCY 10J (5). AMOUNT YOU PAY (Based on frequency
gy SR S — sefected in ltem 10J (4}
P / | / IR " MONTHLY {0 ANNUALLY s T T
S B AR
(" ONE-TIME ) e

SECTION Xi: GIRECT DEPOSH INFGRMATION {(MUST COMPLETE)

The Department of Treasury requires all Federal benefit payments be made by electronic funds transfer (EFT), also called direct deposit. To enroll in
direct depostt, provide the information requested below, and attach either a voided personal check or a deposit slip. If you do not have a bank account,
pleaseo vislt htips:/fwww.benefits.va.goyibensfits/banking.asp. This website provides information about the Veterans Benefits Banking Program (VBBP},
and a link to banks and credit unions that may fit your needs. You may aiso call 1-800-827-1000. If you elect not to enroll, you must coniact

representatives handling waiver requests for the Depariment of Treasury at 1-888-224-2850. They will encourage your pariicipation in EFT and address
any questions or concerns you may have.

11A. NAME OF FINANCIAL INSTITUTION (Please provide the name of the bank where you 11B. ROUTIMNG OR TRANSIT NUMBER {The first nine numbers
want your direct depasit) located at the boltom left of your check)

HNEEEEEEE

11C. ACCOUNT NUMBER {Check the appropriate box and provide tha account number, or simply write "Established” if you have a ditect depasit with VA}
{ICHECKING CrsavinGs {™ | CERTIFY THAT 1 DO NOT HAVE AN ACCOUNT WITH A FINANCIAL INSTITUTION OR GERTIFIED PAYMENT AGENT

posrios [ L[ T (71| T 111 1

~SECTION Xit: CLAIN CERTIFICATION AND SIGNATURE (MUST GOMPLETE)

| certify and authotize the release of information. | certify that the statements in this document are true and complete to the best of my knowledge. |
autharize any person or entity, including but not limited to any organization, servica provider, employer, or government agency, to give the Department of
Veaterans Affalrs any information about me except protecied health information, and | waive any privilege which makes the information confidential.

| cerify | have received the notice attached fo this application titled Notice to Survivor of Evidence Necessary o Substantiate a Claim for
Dependency indemnity Compensation, Death Pension, and/or Accrued Benefits.

| certify | have enclosed all the information or evidence that wili support my claim, to include an ldentification of relevant records available at a Federal
facility, such as a VA medical center; OR, | have no information or evidence 1o give VA to support my claim; OR, | have checked the box In Item 12A,

indicating that 1 DO NOT want my claim considered for rapid processing in the Fully Developed Claim (FDC}) Program because | plan to submit further
evidence in support of my claim.

12A. The FDC Program is designed 1o rapidly process compensation or pension claims received with the avidence necessary to decide the claim. VA
will automatically consider a claim submitted on this form for rapid processing urder the FDC Program. Check the below box ONLY if you DO NOT
want your ciaim considered for rapld processing under the FDC Program because you plan to submit further evidence in support of your claim.

C 1 BO NOT want my clakm considered for paid processing undsr the FDC Program because | plan to submit further evidence in support of my laim.

e = = e Seee_ e m
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VETERAN'S SOCIAL SECURITY NUMBER | jj l—[ {_ ! —j_!__{ _ f 1

SECTION-Xii: CLAIM CERTIFICATION AND SIGNATURE (MUST COMPLETE) (Confinued)

128. CLAMANT'S SIGNATURE OR MARK WITH AN “X~ IF UNABLE TO SIGN {REQUIRED) 12G. DATE SIGNED (MM/DO/YYYY)

LA

e

Pt

_ SECTION Xill: WITNESSES TO SIGNATURE
{TWO {2) WITNESS SIGNATURES ARE REQUIRED ONLY IF ITEM 128 IS SIGNED WITH AN "X™)

13A, SIGNATURE OF WITNESS (Siga in INK} (NOTE: Only sign i claimant signed 138. PRINTED NAME AND ADDRESS OF WITNESS
int ftern 128 using an "X7)
Name:

Address:

13C. SIGNATURE OF WITNESS (Sign in INK} {NOTE: Only sign if clalmant signed 13D, PRINTED NAME AND ADDRESS OF WITNESS
in liem 128 using an "X")
Mame:

Address:

SECTION XIV: ALTERNATE SIGNER CERTIFICATION AND SIGNATURE
(NOTE: REQUIRED ONLY IF-ITEM 12B IS BLANK).

I ceriify that by signing on behalf of the claimant, that T am a court-appointed representative; OR, an attorney in fact or agent authorized to act
on behalf of a claimant under a durable power of attormey; OR, a person who is responsible for the care of the claimant, to include but not
limited to a spouse or other relative; OR, a manager or principal officer acting on behalf of an institution which is respousible for the care of
an individual; AND, that the claimant is under the age of 18; OR, is mentally incompetent to provide substantially accurate information
needed to complete the form, or to centify that the statements made on the form are true and complete; OR, is physically unable to sign this
form.

T understand that I may be asked to confirm the truthfulness of the answers to the best of my knowledge under penalty of perjury. 1 also
understand that VA may requsst further documentation or evidence to verify or confirm my autherization to sign or complete an application
on behalf of the claimant if necessary. Examples of evidence which VA may request include: Social Security Number (SSN) or Taxpayer
Identification Number (TIN); a certificate or order from a court with competent jurisdiction showing your authority to act for the claimant
with a judge's signature and a date/time stamp; copy of documentation showing appointment of fiduciary; durable power of attorney showing
the name and signature of the claimant and your anthority as attomey in fact or agent; health care power of attomey, affidavit or notarized
statement from an institution or person responsible for the care of the claimant indicating the capacity or responsibility of care provided; or

any other documentation showing such authorization.
14A_ ALTERNATE SIGNER SIGNATURE

148, DATE SIGNED (MMDD/YYYY)

L/ T

FPRIVACY ACT NOTICE: The form will be used to determine allowance to pension benefits (38 U.S.C. 5101}, The respenses you subpmit are
considered confidential (38 U1.5.C. 5701). VA may disclose the information that you provide, including Social Security numbers, outside VA if the
disclosure is anthorized under the Privacy Act, including the routine uses identificd in the VA system of records, 58VA21/22/28, Compensation,
Pension, Education, and Veferan Readiness and Employment Records - VA, published in the Federal Register. The requested information is
considered relevant and necessary to determine maximvm benefits under the law. Information submitted is subject to verification throngh computer
matching programs with other agencies. VA may make a “roufine 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 2
party or has an interest, the administration of VA programs and delivery of VA benefits, verification of identity and status, and personnel
administration. Your response is required in order to obfain or retzin benefits. Information that you furnish may be utilized in computer matching
programs with other Federal or State agencics 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 yeur participation in any benefit program adminisiered by the Department 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 40 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 wiyw,reginfo.gov!
publi¢/do/PRAMain, If desired, you can call [-800-827-1000 to gei information on where to send comments or suggestions about this form.
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" WORKSHEETFOR A'RESIDENTIAL CARE, ADULT DAYGARE, OR R A SIMILAR EACGILITY

NOTE Thrs warkshaat is to be completed by an administrator or licensed medical professional from a remdentlal care, adult daycare, or similar facility. To
count this medical provider as an expense, they must be claimed on your application for benefits or VA Form 21P-8418, Madical Expense Report. In
addition, VA Form 21-2680, Examination for Housebound Status or Permanent Need for Regular Aid and Aftendance may be needed to count these
expenses.
1, WHO ARE YOU COMPLETING THIS WORKSHEET FOR? (Name of Gare Recipient, either the Claimant or Dependent)
i 1 i ] i H
BEREESEEEEERE | NN
2, WHO 8 COMPLETING THIS WORKSHEET? {Namae of Provider, eithar an Administrator or Licensed Medical Professionaf)

{ i i ! { VS N A PR TR ; o F
i ; ,qi i iy . . i R J s i i || IR E

R

3, WHAT ROLE OR POSITION DO YOU PERFORM AT THE FACLLITY?

if,iiEiiéiiiéiﬁgfg;z%%g;';““éiii‘iﬂ’%i

4, WHAT IS THE NAME OF THE FACILITY? {As shown on fadility lleense or officlal website)

e | | Ty
I R N A N N N S DO A i

e —
NN P P

WHAT IS THE FACILITY TELEPHONE NUMBER? International Phone Number (If applicable)

o

i H
_— = {

E
i i

8. WHAT 15 THE MAILING ADDRESS OF THE FACILITY'S ADMINISTRATIVE OFFICE?

No. & e g ; ‘1 - i - 1 ! 2 i' t i e i : 4 1 | i i
swet | L 4t o4 4 4 b b i b Lo
| Py e e et : T
AptiUnit Number . ﬂimw Gty | 4 % i i i i %
ince T 1 T i T
State/Province | ¢ Country ¢ 1| ZFCode | ¢ 1|
S A £ RU. - e SR A
il T T 1 S
7. WHAT IS THE FACILITY'S WESITE ADDRESS? E i i % S N T O B ai %
i o i 1 : : : H E i i |

B. PLEASE SELECT EACH ACTIVITY OF DAILY UVING (ADL) THAT THE FACILITY 1S PROVIDING TO THE CARE RECIPIENT.
" AEATING " B. BATHING/SHOWERING (" C. TRANSFERRING IN OR OUT OF BED OR CHAIR
{" D.DRESSING (" E. USING THE TOILET " F. AMBULATING WITHIN HOME OR LIVING AREA

9. FOR EACH STATEMENT BELOW PLEASE CHECK THE BOX IF THIS STATEMENT IS TRUE FOR THE FACILITY:
(- THE STATE OR COUNTRY REQUIRES THIS FACILITY TO BE LICENSED

{ THE FACILITY IS LICENSED

¢ THE FACILITY IS RESIDENTIAL

(™ THE FACILITY IS STAFFED 24 HOURS

10. DOES THE FACIITY'S STAFF PROVIDE THE CARE RECIPIENT WITH HEALTH CARE CR CUSTODIAL GARE OR BOTH.
{Custodial Care is regular assistance with two or more ADLs (Question B), or supervision because an individual with a physical, mental, developmantal, or cagnitive disorder
requires care or assisiance on & regular basis ta protect the individual from hazards or dangers incident to their dally environment.)

" YES " MO, Cara is belng pravided by a third-party provider. {T* NO, Care jg nat being provided to this clalmant.

If care Is provided by a third-party provider, please ensure the clzirmant has each InHome provider complete an In-Home Attendamt Worksheet.

11. PLEASE PROVIDE THE DATE OF ADMISSION FOR THE CARE RECIPIENT 12. QN WHAT DATE DO YOU EXPECT THIS CARE TO END7 {(MM/DD/YYYY)
STAYING AT THE FACILITY. (MM/DDIYYYY) {Select “Indefinte” if the care you provide is not fempaorary.)
—y g e N . N ————
P i % {™ INDEFINITE
L A A L S .

13. PLEASE PROVIDE THE MONTHLY CHARGES THE CARE RECIPIENT STAYING AT THE FACILITY IS RESPONSIBLE FOR PAYING,

N TR N TR A
$ | b - PER MONTH

FACILITY CERTIFICATION

i CERTIFY that the informahon stated wnthm this WORKSHE;ET FOR A RESIDENTIAL CARE, ADULT DAYCARE, OR SIMILAR FAC!LITY ie accurate and
reftects the current environment of the Care Recipient and the facility,

14, SIGNATURE OF PROVIDER {From questicn 2) 15. DATE SIGNED (MM/DDYYYY)

LV L AT LT
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WORKSHEET FOR IN-HOME ATTENDANT EXPENSES

NOTE: This worksheet is to be compleled by your in-home care provider -OR- if an agency is providing you in-home care please have an agency
administrator complete this form. These expenses must be clalmed on your application for benefits or VA Form 21P-8416, Medical Expense Report. n
addition, VA Form 21-2680, Examination for Housebound Stafus or Permanent Need for Regufar Aid and Attendance may be needed to count these

eXpenses.
1. WHO ARE YOU COMPLETING THIS WORKSHEET FOR? {Name of Gare Recipient, either the Claimant or Dependent)

Tttty

. I H 3 [ ) {
2. WHO IS COMPLETING THIS WORKSHEET? {In-Home Care Attendant or Agency Administrator, Provider)

e T 77 !if'l[ P i ]_1
RN IR . RN
3. IS THE IN-HOME CARE PROVIDED BY A LIGENSED MEDICAL PROFESSIONAL? A D s SR CICERE O

(A licensed health care provider refers fo a person licensed to fumish health services by the Staie or caunby )

ir which the sarvices are provided.}

CrrrTrr e e

R

E—

- YES  NO C YES  NO {if "NO," skip to quesiion 7}

5. WHAT IS THE NAME OF THE AGENCY OR ORGANIZATION?

6. WHAT IS THE AGENCY TELEPHONE NUMBER?

T (T H T CH T

e

S , ; =y P ;

S [T T T I ey
_ P T T 7T . T T T CUTT T

Apt./Urit Number [ i i i Gity ! j ! [ i i % } I & 1 i E P {h_i_‘ I

staterProvince | || country [ 7{—_{ ZPCode | ; { o [ -1 4§ 1 | _{

8. PLEASE SELECT EACH ACTIVITY OF DAILY LIVING (ADL) THAT THE IN-HOME CARE ASSISTANT PROVIDED TO THE CARE RECIPIENT.
( A_EATING " B. BATHING/SHCOWERING (¢ C. TRANSFERRING IN OR OUT OF BED OR CHAIR
(G D.DRESSING (" E_ USING THE TOILET ¢ F. AMBULATING WITHIN HOME OR LIVING AREA

9. PLEASE SELECT EACH INSTRUMENTAL ACTIVITY OF DALY LIVING {JADL) THAT THE IN-HOME CARE ASSISTANT PROVIDES TO THE CARE RECIPIENT.

 A. SHOPPING " B, FOOD PREPARATION (C C. NON-MEDICAL TRANSPORTATION
O D LAUNDERING  E USING TELEPHONE " F. MANAGING FINANCES
" G HOUSEKEEPING O H. HANDLING MEDICATIONS

10. IS THE PRIMARY RESPONSIBILITY OF THE IN-HOME ATTENDANT TO PROVIDE THE CARE RECIPIENT WITH HEALTH CARE OR CUSTODIAL CARE? {Custodial
Care is regular assistance with bwo or more ADLs (Question 8}, or supervision because an individual with a physical, mental, developmental, or cognitive disorder requiras care
or assistance on a reguiar basis to pratact the individual from hazards or dangers incident to their dally environment )

C YES C NO

11. PLEASE PROVIDE THE DATE CARE BEGAN FOR THE
CARE RECIPIENT. {MMDDIYYYY)

|
13. PLEASE PROVIDE THE HOURLY CHARGES THE CARE RECIPIENT IS
RESFONSIBLE FOR PAYING.

12. ON WHAT DATE POYOU EXPECT THIS CARE TO END? (MWDDAYYYY)
{Select "ind=finite™ if the care you provide Is not lemporary.)

1,7 TTT g
i/ 3 i 1 | © woemere

T

VB2 EN

14, PLEASE PROVIDE THE TOTAL ROURS PER MONTH THAT YOU PROVIDE
CARFE TO THE CARE RECIPIENT.

Tl mssimnd

l { HOURS PER MONTH

CERTIFICATION

I CERTIFY that the information stated within this WORKSHEET FOR IN-HOME ATTENDANT EXPENSES is accurate and reflects the current environment
of the cara recipient and the care services Hsted In questions eight and nine (8-9) above.

15. SIGNATURE OF PROVIDER {From question 2)

15T

£

H i
i {PERHOUR

e

vy
1

[u-mmll
rene—

16. DATE SIGNED (MM/DD/YYYY)

o an
|t

v
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OMB Control No. 1900-0721
Respondent Burden: 30 minules
Expiration Datc: H§2/28/2026

VA DATE STAMP
{DO NOT WRITE IN THIS SPACE)

\Y2) Department of Veterans Affairs

EXAMINATION FOR HOUSEBOUND STATUS OR PERMANENT NEED
FOR REGULAR AID AND ATTENDANCE

INSTRUCGTIONS: Before completing this form, read the Privacy Act and Respondent Burden on page
4. Use this form to determine eligibility for aid and aftendance or housebound benefits. For more

information, you can contact us online through Ask VA: hifps:/fask.va.govl. Ask us a question online
or call us toll-free at 1-800-827-1000 (TTY: 711). VA forms are available at www.va.govivaforms.

SECTIONI: VETERAN'S IDENTIFICATION INFORMATION

NOTE: You may complete the form om‘ ine or by hand. If completing by hand, print neally and legibly in ink, and completely fill in each applicable check box to
help expedite processing of the form,
1. VETERANIBENEFICIARY'S NAME (First, Middie Initial, Last)

LTI T T PT T AT TP P I T PP T T T]

4vmws—f_[_l— Feppitce ;lj L&gréBIF;;LEIE*l—LLJ
[ITTTITTTITT] CTI-CTI-CT 1]

SECTION Il: CLAIMAINT'S IDENTIFIGATION INFORMATION

B8, CLAIMMANT'S NAME (First, Middle [nitial, Last)

(LT LT T T LD TN L LT P P P I T T LTI 1]

8. RELATIONSHIP OF CLAIMANT TOVETERAN 9. CLAIMANT'S DATE OF BIRTH {MM/DD/YYYY)

7. CLAMANT'S SOCIAL SECURITY NUMBER
[Jserr [ JPARENT

LT T I-C1 =TT 0| Coseovse (oo [TI-L1L-[1TT1]

10 MAILING ADDRESS tNumber and sizest or it route, P. . Box, Cily, State, ZIP Code and Country)

s LT L LT TITTIIT I LT T T ITTITTI I LT TT]

Street

o [TTTT] o (TTTTCITD [TTTT 1]

State/Province Dj Counfry U ] ZIP CodefPastal Code [_ I_:LI_L :I—[__I ! | l

11. TELEPHONE NUMBER {Optional) {Include Area Gode)

f' i I -t 3 I i I | | Enter International Phane Number {If applicablg) -

N A 1 T N, |
12. EMAIL ADDRESS (Optional) D | agree to receive electronic correspondence from VA in regards (o my claim.

LTITTITITTITITITTIITIT Jr«lJ_J__flLL _l L PN INL

R, ERERENE

SECTION HI: CLATM INFORMA'HON

13. SELECT ONE OF THE FOLLOWING BENEFITS (Chooss one}

Special Monihly Compensation (SMC) - Veterans and surviving spouses or parents who are eligible to receive VA compensation due to a service-related disability
or death and require aid and aitendance of another person to perform persenal fumctions required in everyday living such ag bathing, feeding, dressing, sitending to
D the wants of nature, adjusting prosthetic devices, or protecting oneselfl from the hazards of the daily environment may be eligible for Special Monthly Compensation.
A veteram or a deceased veteran's surviving spouse may also be eligible for Special Monthly Compensation based on being housebound {substantially confined to the
immediate premises because of perranent disability). For a veteran, the disability causing the need for aid and attendance or housebound status st be related to
service. These benefits are paid in addition to monthly compensation or Dependency Indemnity Compensation (DIC). They are not paid without eligibility to

compensation.

Special Monthly Pension (SMP) - Veierans and survivers who are eligible for Veteran's Pension and/or Survivors benefits and require the aid and attendance of

another person in order to perform personal funcitons required in everyday living, such as bathing, feeding, dressing, atfending to the wants of bature, adjusting
D prosthetic devices, or protecting them from the hazards of their daily environment, or are housebound {substantially confined to their immediate premises because of

permanent disability), may be eligible for Special Monthly Pension (SMP). This bencefit is an inereased monthly amount paid to a veteran or surviver who is eligible

for Veterans Pension or Sugvivors benefits.

Fesazs  21-2680

L — e, e e T e e
SUPERSEDES VA FORM 21-2680, SEFP 2018,
Page 1



VETERAN'S SOCIAL SECURITY NUMBER i i ] I = [ ! g = g I I ‘ J
h SECTION JV: 1S VETERAN/ELAIMANT HOSPITALIZED?
14A. 1§ THE GLAIMANT HOSPITALIZED? 14B. DATE ADMITTED (MM/DD/YYY V)

DYES {FYES,” complets ems 1418, 140 & 14D)

[ING (1f"™NO.” skip to Section V) | = R

14C. NAME OF HOSPITAL

148, ADDRESS OF HOSPITAL

= R e nind ~_SECTION V: CERTIFICATION AND SIGNATURE : 7

| CERTIFY THAT the statements on this form are true and correct to the bast of my knowledge and belief.
15A. VETERAN/CLAIMANT'S BIGNATURE (Requirad) 158, DATE SIGNED (MMDDYYYY)

 — i ——

g SECTIGN VI: EXANINATION INFORMATION
PORTANT: Remainder of form MUST bié filled out by Examiner)

e ; L e

NOTE: Examiner must be a Medical Doctor (MD) or Doctor of Osteopathic (DO} medicine, physician assistant or advanced practice registered nurse.
16, DATE OF EXAMBNATION (MM/DDAYYYY)

— -—
i i

et H sl

NOTE: EXAMINER PLEASE READ CAREFULLY

The purpose of this examination is to record manifestations and findings pertinent to the question of whether the veteran/claimant is
housebound (confined o the home or immediate premises) or in need of the regular aid and attendance of ancther person. Please provide
as much dascription as needed for each question as this will assist VA to determine if the disease(s) or injury{fes) listad may lead to
physical or mental impairment, loss of coordination or enfesblement that require assistance with daily living. Findings should be recorded to
show whether the claimant is blind or bedridden. Whether the claimant seeks housebound or aid and attendance benefits, the report should
reflect how well they ambulate, where they go, and what they are able to do during a typical day.

17. PROVIDE COMPLETE DIAGNOSIS WITH MOST SIGNIFICANT SYMPTOMS FOR EACH CONDITION (Diagnosis needs to equate to the lavel of assistance described
In Htems 26 through 37} {Describe below)

18. WHAT DISABILITY(IES) ARE CONSIDERED PERMANENT AND TOTALLY DISABLING? {(Describe below)

i

A {2

— j
B. lE

; l
C. F.
19A. AGE 19B. WEIGHT 19C. HEIGHT
= ) ACTUAL LBS. | ESTIMATED L8S. FEET INCHES
. NUTRITIGN 21, GAIT
22 BLOOD PRESSURE| 23. PULSE RATE 24 RESPIRATORY RATE | 25. WHAT DISABILITIES RESTRICT THE LISTED ACTIVITIES/FUNCTIONS?

. mom T m =
VA FORM 21-2680, FEB 2023 Page 2



VETERAN'S SQCIAL SEGURITY NUMBER [ [- ,I,.rl i [ ] dl = LU_LJ

26. IF THE PATIENT IS CONFINED TO BED, INDICATE THE NUMBER OF HOURS IN BED
I

FromQPMIuQAM:L | From9AMloOPM:| | |

27. DOES THE PATIENT REQUIRE ASSISTANGE WITH ANY OF THE FOLLOWING ACTIVITIES? (Selecl ALL that apply)
GISH ADDITIONAL ACTIVITIES {i_e., housekeeping, faundering, meal
B ZILL SERRNC DTENDlNG TO HYGIENE NEEDS D preparation, elc.} (Specify additional activity below)

[ ]EATING OR SELF-FEEDING [[JTRANSFERRING IN OR OUT OF BED/CHAIR

[Joressing [JroiLenne

AMBULATING WITHIN THE HOME
OR LIVING AREA DMED[CAT!ON MANAGEMENT

28BA. 1S THE PATIENT LEGALLY BLIND? {if “Yes,” provide explanation)

[Jves
[ino L] B

28. DOES THE PATIENT REQUIRE NURSING HOME CARE? {If "Yes,” provide explanafior}

[Jyes
[Ino

30. IN YOUR JUDGMENT, DOES THE PATIENT HAVE THE MENTAL CAPACITY TO MANAGE THEIR BENEFIT PAYMENTS, GR ARE THEY ABLETC
DIREGT SOMECNE TO DO S0?

[Jyes
[Jno

{if “NO." provide the
disability(tas) that prevent
them from performing this
function and any raionale
to support your
conclusion in the space
provided}
31. WHAT IS THE POSTURE AND GENERAL APPEARANCE OF THE PATIENT? {Describe}

28B. CORRECTED VISION
LEFTEYE RIGHT EYE

P —

32. DESGRIBE RESTRICTIONS OF EACH UPPER EXTREMITY WITH PARTIGULAR REFERANCE TO GRIP, FINE MOVEMENTS, AND ABILITY TO FEED THEMSELVES,
TO BUTTON CLOTHING, SHAVE AND ATTEND TQ THE NEEDS OF NATURE

33. DESCRIBE RESTRICTIONS OF EACH LOWER EXTREMITY WITH PARTICULAR REFERANCE TO THE EXTENT OF LIMITATION OF MOTION, ATROPHY, AND
CONTRACTURES OR OTHER INTERFERENGCE. {(MOTE: Findicated, comment spedfically on weight bearing, balance and propulsion of each lower extremity)

34, DESCRIBE RESTRICTION OF SPINE, TRUNK, AND NECK

VA FORM 21-2680, FEB 2023 Page 3



VETERAN'S SOCIAL SECURITY NUMBER l I i ! = i I I -~ ! | l E g

= —_—
35, DESCRIBE ALL OTHER PATHOLOGY INCLUEHNG THE LOSS OF BOWEL OR BLADDER CONTROL OR THE EFFECTS OF ADVANCING AGE; SUCH AS DIZZINESS

LOSS OF MEMORY OR POOR BALANCE, THAT AFFECTS PATIENT'S ABILITY TO PERFORM SELF-CARE, OR IF HOSPITALIZED, BEYOND THE WARD OR CLINICAL '
AREA

38. HOW OFTEN PER DAY OR WEEK AND UNDER WHAT CIRCUMSTANCES (fo includa the level of assistance raquired) IS THE PATIENT ABLE T LEAVE THE HOME OR
IMMEDIATE PREMISES (Describe)

37. ARE AIDS SUCH AS CANES, BRACES, CRUTCHES, OR THE ASSISTANCE OF ANOTHER PERSON REQUIRED FOR LOCOMOTION?
D YES (IF"YES,” check the applicable

box er speclly distance) [J1sock [JsoreBLocks [[]1MRE AR distance)
[Jno

SECTION Vil: EXAMINER'S SIGNATURE

38, PRINTED NAME OF EXAMINER 39. TITLE QF EXAMINER

40. SIGNATURE OF EXAMINER (REQUIRED) 41. DATE SIGNED (MMWDD/YYYY)

SEGTIGN Vili: EXAMINER‘S INFORMAT IGN

42. NATIONAL PROVIDER IDENTIFIER {NPI) NUMBER OF EXAMINER

L :

43, NAME OF MEDICAL FACILITY

44. ADDRESS OF MEDICAL FACILITY (Mumber and street or rurad route, city, state, ZIP Cods and Country}

45, TELEPHONE NUMEBER OF MEDICAL FACILITY (Include Area Code)

— - T Enter International Phone Number {if applicable)

PENALTY: The law provides severe penatties (including fine andfor imprisonment) far wilifully submilting any statement or evidence of a material fact you know to be false, or for
fraudulent receipt of any document you are not entitied 1o,

FRIVACY ACT NOTICE: The VA will not disclose information collected on this Torm to any source other than what has been authorized under the Privacy Act of 1974 or Title 38, code of
Federal Regulations 1.576 For routine uses (i.e., civil or criminal law enforcement, cangressional conununications, epidemiological or research studies, the collection of money nwed to the United
Siales, liligation i which the United States is a party or has an inlerest, the adminisiration of VA programs and delivery of VA benefits, verification of identity and status, and personnel
administration) as identified in the VA system. of records. 58VA21/22/2%, Compensation, Pension, Education and Veieton Readiness and Employment Records - VA, published in the Federal
Register. Your abligation to respond is coquired to obitain or rerain benefits. Giving us yeor Social Security Number {85N) accourt information s mandatory. Applicants are tequired to provide
their SSN under Title 38, U.S.C. 57¢1(c){1). The VA will not deny an individual benefits for refusing to provids his or ber SSN unless the disclosure is required by a Federal Statute of law in
effect prior to January 1, 19735, and still in effect. The requested information is considered relevant and necessary to determine maximun benefits provided under the Taw, Tlre responscs you submit
are considered confidential (38 1U.5.C. 57¢1), Information that you fumish may be wtilized in computer matching prograris with ether Federsl or state agencics for fiie purpose of determining your

cligibility to receive VA benefits, as well as to callect any amount owed to the United States by virtue of your participation in any benefit program administered by the Department of Veterans
Abfairs.

RESPONDENT BURDEN: We need this information to determine your eligibilicy for aid and attendance or housebound benedits. Title 33, United States Code 1521 (d) and (e}, 1115{1)Xe),
1311(c) and {d), 1315¢h). 1122, 1541(d}e), and 1562 (b) and (c) altows us to ask For this information, We estimate that you will need an average of 30 minutes to review the fustructions, find the
information, and cemmplere this form. VA cannot condiet or spotsor a collection of Information unless a valid OMB control numiber is displayed. You are not required to respond to a collection of

information i this nomber is nor displaysd. Valid OMB control numbers can be located on the OMDB Internet website at ttp-ffwwy.reginfe.govipeblicido/PRAMain. If desired, you can call
1-800-827-1 000 to get information on where to send comnents ot suggestions about this form.
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OMEB Approved Na: 2500-0532
Respondent Bundea: 10 Minetes
Expiration Bate 0331/2023
VA DATE STAMP
(Do Net Write In This Space)

M{Depanment of Veterans Affairs
&

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

INSTRUGTIONS: Before compleling this form, read the Privacy Act and Respondent Burden, We use

this form to determine eligibility In connection wlth aclaim for?l’d and attendance. For more
information, contact us at Hif) or call us tol-free at 1-800-827-1000. If you

use a Telecommunicalions Device for fhe Deaf (TDD) the Federal relay numberis 711. VA forms are
avallable at weaw.va.govivaforms. Afler complating the form, mail to: Depariment of Veterans
Affalrs, Evidence Intake Center, F.Q. Box 4444, Janesville, Wi 53547- 4444,

SEGTION | - VETERAN'S IDENTIFICATION INFGRMATICN

NOTE: You may complele the form onfine oc by hand. If completing by hand, prind neally and kegibly in i, and completely fillin each applicable cirde 10 help expedle processing
of the form.

1. VETERANS NAME (Firsl. Muddle Inltic], Lasg}

LA L LV e Pyt e by i ey I

2. SOCIAL SECURITY NUMBER 3. VA FILE NUMBER 4. DATE OF BIRTH @ALDDFTTTY
. -|_' - : — i Bt R {..,, 1 r H E
i.f =.] .!,“__._J"'! ...LH} L...é .-..L_.L..._,_I.__]_._,.f i 1— ‘ !"'i I !f
SECTION I - CLAIMANT'S IDEN'I’IFICA'HOH IHFORHATION (Comp!ete this section ONL?IF ihe ciaimant is NOT the veterm)
. CLAIMANT'S NAME ¢First, Aliddle Initiol, Last)
IR NI
6. SOCIAL SECURITY NUMBER 7. VA FILE NUMBER (I applicabie) 8. DATE GF BIRTH ARDD/TTIY)

LLTI-C 3 -[ T T 1] T T 1111 REINEEINI

SECTION [l - NURSING HOME INFORMATION

ONAMEOFMURSWGHOME
Lty T rror T i [

l A HIN g § d: ewdoon . oot

10. ADDRESS OF NURSMNG HOME (Nusber asd street or rural route, P.O. Box. City. State, 2iP Cod2 ard Covmhy)

Rl I O T B N -,i, LI T O A

sweet | 1_p b 4 | i / el : =
— ,i f e (L L b Lt LT L]
Swte/Frone | ; J r““l ZIP CodefPostal Code | l I_P; ] j —é ! L i 71

SECTION h" GENERAL INFORMATION (To ba compfefed bya Hﬂrsmg Home Oﬁcla!}
NOTE: Your state’s Medicald progrem may use a different name.
11. DATE ADMITTED TO HURSING ROME 3NFPD/YFTD 12, 15 THE NURSING HOME A MEDICAID APPROVED FACILITY?

i—_{—l"l_;y“z-r: r#:] C yes { NO

13. HAS THE PATIENT APPLIED FORMEDICAID? | 14A 1S THE PATIENT COVERED BY MEDICAID?
Cves (C NO Cvss C no (I "PES, " complete frem 148) ! i I J_ I 7 IL
oo T r.-.....—.._— [ RN, SN |

15, MONTHLY AMOUNT PATIENT 1S RESPONSIBLE FOR OUT OF POCKET $
18. t CERTIFY THAT THE CLAIMANT {5 A PATIENT IN THIS FACILITY BEGAUSE OF MENTAL OR PHYSICAL DISABILITY AND IS RECEIVING: {Chack one)

148, DATE MEDICAID Pt AN BEGAN (R IAEDDTYYY)

(" SWILLEDNURSINGGARE { INTERMEDIATE NURSING CARE
17. NURSING HOME OFFICIAL'S NAME (First and Lasi)

A ) I T T T T T T I e T
18. NURSING HOME OFFIGIAL'S TITLE 19. NURSING HOME OFFICIAU'S OFFICE TELEPHONE
[ f T 3 I H H - ] f i ‘"wr"'!ﬂﬂg"mw_ =
SN T T T T N T N O O A O T O O O YO
Y SR A A | | T D A e * | Eotertoternalional Phone ~— .
S ! toog bt .___l__,l__!__,_}__i | ! . | Number (i applicable} e
-SECTION V - CERTIFICATION AND SIGNATURE
[ CERTIFY THAT the statemants oq [his form are true and comect 1o tha bast of my kmowtedge and bellel.
21. DATE SIGNED mmwm;

20, SIGNATURE OF MURSING HOME OFFICIAL [REQUIRED)

J=i 01
PENALTY: Tha law provides severs peraifies {including fine andfor impriscnment) for willfully submitiing any stalement cr evidence of a material faulyuu know to be Falsa, or for
Frauthdent receipt of any decument you ate not enfiled to.

YATORM 21-0779
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OMB Approved No. 2900-0736

Respondent Burden: 5 minutes
Expiration Date: 04/30/2022

Qa Department of Veterans Affairs mncgf\;ﬁ?n? IS SPACE)

AUTHORIZATION TO DISCLOSE PERSONAL INFORMATION
TO A THIRD PARTY

EINSTRUCTIONS: Use this form if yeu want {o give the Deperment of Yeterans Affaits {VA) pennission to rlease your personal
beeeficiary or cdlabm information to a third party. This foon seay nof be executed by any beneficiary recognized as incompetent for

VA purposcs, nor ean VA accept this form frem any beneficiary recognized as incompefent for VA purposes.

SECTION 1-VETERAN'S iDENTlF!CA‘ﬂON INFORMATION

NOTE: You may either complele the fonn onfing or by hand. if cornplated by hand print the Information requested in ink, neatfy, and {egibly {o expedite pracessing the form.

IVETERAN‘SNAME(P?mM‘ddfeIMw!Iwg} ) L ) B,
‘ HERERRTNEE

EREENENEEEEN IR EN NS LT
4. VETERAN'S DATE OF BIRTH [ALMDIDTYYT)

2, VETERAN'S S0CIAL SECURITY NUMBER 3_VAFILE NUMBER (if lnown}

LT =t ={ i LI e e LN L=t i=f L f[]

SO

5. VET ERAN‘S SERWCE NUMBER {If apptcable]

LAt il

!

SECTION [} - BENEFICIARY/CLAIMANT'S IDENTIFICATION INFORMATION

6. NAME OF BENEFICIARY/CLAIMANT WHO IS NOT THE VETERAN (First, Middle Initiaf, Lasi)

LI L] T L L LD ICIE L LT LT L L L il

7. ADDRESS OF BENEFICIARYIGLAMMANT (Numiber and Street or rural route, F.O. Box, Ciy, Stale, ZIP Codz and Couniry)

wATLL L LTTT ij:jjjj:; O
sosseneee (T U117 o (1T LTI I T T I I 1]

saeromee [ | | ooy [ [7] Z"’WMC‘“’E‘ HEREEREEE

= { l IR f Firrrrrerd ,_._l__, [ L I_J i
AP N T T I 2 T T T T O T T A
o []] o [ 1] remaon (7T (10T
8, TELEPHONE NUMBER (Tndm:leArea Cocfe)
[“” I_[‘ | l: |j Enferintemaﬁma!?hanel‘lumba@'app&uik)‘ o
S_EMAIL ADDRESS (Optional) (™ lagreato raceive electianic comespondence from VAIn regards to my claim.
Pl ENEEEEEEEEEEEEE NN
' : ‘SECTION Il - CONTACTINFORMATION e |
10. VA 1S AUTHORIZED TO DISCLOSE THE RNEGRMATION SPECIFIED BELOW T0 ONE PERSON G ONE ORGANIZATION LISTED BELOW.
PROVIDE THE NAME AND ADDRESS OF THE PERSON YOU HAVE GHOSEN TO RECEIVE INFORMATION FROM VA [N fTEMS 10A AND 108 08 PROVIDE
THE NAME AND ADDRESS OF THE ORGANIZATION YOU HAVE CHOSEN AND THE NAME OF THE ORGANIZATION'S REPRESENTATIVE [N ITEMS 10T AND 100.
A.NAME OF PERSON (Frat, Middllz Inltial, East ¥euna)
L T T T T I i T T e i i
B.ADDRESS OF PERSON
T

NOTE: An organization may have more than ona representative. include the brst end kast name of any additional representalives,

C‘WE‘?"S*E““”W(”E‘E“‘T?S’ETET{”’”‘”’ R
LT T T , LLLLr (
INANE ‘éj RENENERNNE
E

O T L RN
NN N

:;‘Jg@; 210845 SUPERSEDES VA FORM 21.0848, SEP 2016.



VETERANS SSN | E_.J E - ;MHI _{w«;« (M.EMJ
N S

D. ADDRESS OF ORGANIZATION

o I i 0 OO S 2 - N R I S D R R
v [ [ 1 L % [T L L T P
swebroice | | | Comby | | | zPosdepammsicede | | | | § =i | | !
s e R I e T I R AT |

() LIMITED INFORMATION (30 to kem 12) (", ANY INFORMATION (Go fo tem 13)

12. IF YOU SELECTED "LIMITED INFORMATION", FILL ALL THAT APPLY

{" status of pergling clalm or appesl (™ Amount of money owed VA " Other {Spacify balaw)

" Current bensfit and rat () Request 2 banefit payment letter E | ; ! f ; i 1 z g ] ] I i
(" Payment history {7 Ghange of addresa or direct deposit ! ! Ty | f T ; P i P J! |

H H : 1 H i i : . ]
13 IF YOU SELECTED "ANY INFORMATION', THE TERMS OF SUCH RELEASE OF INFORMATION WILL BE:
(. One tme only (" From the date of signing below until i R i~ = [ i i ; ¥
(Specify date - MM, DD, YYTT)
(" Origoing uné written notice (s given to VA to terminate
14, SEECIFY THE SEGURITY QUESTION YOU VEANT USED WHEN VERIFYING THE IDENTITY OF YOUR DESIGNATED THIRD PARTY. CHECK ONLY QNE SECURITY
QUESTION BOX IN TTEM 14A AND PROVIDE THE ANSWER IN ITEM 14B.
A, SECURITY QUESTION B. ANSWER
(" The eity and state your mother was bom in . { P P r o4 ]+ 1 Ty 17 : i | ‘[
it 3 . H . . : i i i i X b ‘ L o 4 1 L H
(i The name of the high schaol you atlended A A E— l ! - ;l i' ' ﬂ I
i . : : o | LI i
(" Your first pet's name i 1 —: i % ' ’} ' ! ? ! l b B ; % i ) i
(" Yeur favorite teacher's name 1 i P 2 i i ! 1 i b . o b i i_,_ i : i ] 1
- R R e M T o R REETET i

£ Your Iather'y midde name l g e | s P | Pl I ; T [ e i &
| CERTIFY THAT the statements on this farm are true and cotrect to the best of my knowledge and belief.

13. VETERAN SIGNATURE (REQUIRED) 18. DATE SIGNED (40D, 7175

| areoe R W= T G |
(I N it O 0 R POY P T

PRIVACY ACT INFORMATION: VA will not disclose information collected on this form to any sowzce ather than what has been anthorized
under the Privacy Act of 1974 or title 38, Code of Federal Regulations 1.576 for routine uses {i.e., civil or criminal law enforcarnent, congressiomal
cormaunications, epidemiological or research studies, the collection of maoney owed to the United States, litigation in which the United Staies is a
party or has an inferest, the administration of VA programs and delivery of VA benefits, verification of identity and status, and personnel
administration as identified in the VA system of records, S8VA21/22/28 Compensstion, Pension, Education, and Veteran Readiness and
Employment Records - VA, published in the Federal Register. Your obligation to respand is voluntary. VA uses your SSN to identify your claim
file. Providing your 55N will help ensure that your records are properly assoctated 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. The VA will not deny an individual benefits for refosing
to provide ks or her SSN unless the disclosure of the SSN is required by Federal Statute of law in effect prior to January 1, 1975, end still in effect.

RESPONDENT BURDEN: We need this information to relsass your private bensfit andor claim information to a designated third party(ies). The
execution of this form does not anthorize the release of information other than that specifically described. The information requested on this form
will authorize release of the information you specify. Title 38, United States Code, allows 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 complete this form VA cannot senduct or sponser & collection
of information unless & valid OMB control number iz displayed. You are not required to respond 1o a collection of information if this rumber is oot
disptayed. Valid OMB control rumbers can be located on the OMB Internet Page a reginfo.gav/public/de/PRAMaln, I desired, you can
call 1-800-827-1000 1o get information on where 1o send comments or suggestions about this form.
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