DIC/PENSION QUESTIONNAIRE

Date:

Name of Veteran:

SSN of Veteran: VA FileNo.
Date of Birth Railroad Retired? Date of Degth:
(Yesor No)
Place of Birth:
Pace of Degth: Death Dueto Service? No
Date Entered Service: Place Entered:
Date Separated: Place Separated:
Service Number: Rank: Branch:
Date Married: Place Married: (City,State)

To Whom Married:

(Wife smaiden name or name at time of marriage if married previoudy)

How Marriage Ended (Death, Divorce, €tc.):

Date Marriage Ended: Place Ended:

Claimant Name:

Reationship of Clamant (“X” the agppropriate response): Surviving Spouse Child Parent

Relationship (Type the appropriate response of the three above):

SSN of Claimant: Date of Birth of Claimant:
Claimant Address:
(Street/P.O. Box) (City, State, Zip)
Daytime Phone: Evening Phone:
Organization to Represent (POA):

Type one of the following: American Legion; AMVETS, Dissbled American Veterans,
Marine Corps League; Pardyzed Veterans of America, Inc.;
Veterans of Foreign Wars of the United States; or
Vietnam Veterans of America

County Veterans' Service Office

(VSO County)



VSO Street Address/P.O. Box/Room Number:

VSO City, State, Zip:




OMB Approved NO 2900 0004
Respondent Burden: | hour 15 minutes

“ . (DO NOT WRITE IN THIS SPACE)
\) Department of Veterans Affairs VA DATE STAMP

APPLICATION FOR DEPENDENCY AND INDEMNITY COMPENSATION, DEATH
PENSION AND ACCRUED BENEFITS BY A SURVIVING SPOUSE OR CHILD
(INCLUDING DEATH COMPENSATION IF APPLICABLE)

IMPORTANT - Read instructions carefully before completing this form. Answer all items fully. Detach and retain ONLY the instruction sh
more space is required, attach additional sheets and identify each answer by item number. Write clearly or print the answers.

pets. If

1.NAME OF DECEASEDVETERAN (First, middle,last) 2. VA FILE NO.
XCIXSS
3. IF VETERAN PREVIOUSLY APPLIED TO THE VA FOR ANY BENEFIT 4. RAILROAD 5. SOCIAL SECURITY NO. OF VETERAN
INSERT VA FILE NUMBER, IF KNOWN, AND IF DIFFERENT FROM ITEM 2 RETIREMENT
6A. NAME OF CLAIMANT (First, middle, last) 6B. DAYTIME TELEPHONE NO. (Include Area Code)
6C. MAILING ADDRESS OF CLAIMANT (No.and street or rural route, City or P.O.,State and ZIP) Code) 6D. RELATIONSHIP TO VETERAN (Check One)
SURVIVING SPOUSE CHILD

6E. SOCIAL SECURITY NO. OF SURVIVI NG
SPOUSE OR CLAIMANT

PART | - IDENTIFICATION AND SERVICE INFORMATION OF VETERAN (See Instructions,Paragraph H)

7. DATE OF BIRTH 8. DATE OF DEATH 9. PLACE OF DEATH

10. ARE YOU CLAIMING THAT THE CAUSE OF DEATH WAS DUE TO SERVICE?

YE NO

11A. ENTERED ACTIVE SERVICE 11C. SEPARATED FROM ACTIVE SERVICE 11D. GRADE,RANK OR RATING,
11B. SERVICE NO. ORGANIZATION AND BRANCH OF

DATE PLACE DATE PLACE SERVICE

12. IF VETERAN SERVED UNDER A NAME OTHER THAN THAT SHOWN IN ITEM 1, GIVE THAT FULL NAME, SERVICE DATES AND BRANCH OF SERVICE USING
THAT NAME

PART Il - INFORMATION RELATING TO MARRIAGE (See Instructions.Paragraph )

INFORMATION RELATING TO VETERAN

13. HOW MANY TIMES WAS VETERAN MARRIED?

NOTE: Where a date is requested, show month, day, and year. Where a place is requested, show city and state.

14A. MARRIAGE 14B. TO WHOM MARRIED 14C. HOW MARRIAGE ENDED 14D. MARRIAGE ENDED

DATE PLACE (Death, divorce, etc.) DATE PLACE

INFORMATION RELATING TO SURVIVING SPOUSE

NOTE: If claimant is not veteran’s surviving spouse, omit items 15 to 21 inclusive.

15. HOW MANY TIMES HAS SURVIVING SPOUSE BEEN MARRIED? 16. HAS SURVIVING SPOUSE REMARRIED SINCE DEATH OF VETERAN?
YES NO
NOTE: Where a date is requested, show month, day, and year. Where a place is requested, show city and state.
1 7A. MARRIAGE 17B. TO WHOM MARRIED 17C. HOW MARRIAGE ENDED 17D. MARRIAGE ENDED

(Death, divorce, etc.)

DATE PLACE DATE PLACE

YOU MUST SIGN AND DATE THIS FORM AT THE BOTTOM OF PAGE 9.

VA FORM _ EXISTING STOCK OF VA FORM 21-534, SEP 1994,
JUN 1998 21-534 WILL BE USED. PAGES



PART Il - INFORMATION RELATING TO MARRIAGE (Continued)

18. DATE OF BIRTH OF SURVIVING SPOUSE

19. WAS A CHILD BORN OF THE SURVIVING SPOUSE’S MARRIAGE TO THE VETERAN OR WAS A CHILD
BORN TO THEM PRIOR TO THE SURVIVING SPOUSE'S MARRIAGE TO THE VETERAN? (Complete only if
the surviving spouse was married to the veteran for less than one year)

20. DID SURVIVING SPOUSE LIVE CONTINUOUSLY WITH THE VETERAN FROM DATE OF MARRIAGE TO DATE OF DEATH?

I:lYE

D NO (If "NO," complete item 21)

21. CAUSE OF SEPARATION (Explain fully, giving reason, date of separation, duration, etc. If separation was by court order, attach a copy of such order)

PART IIl - INFORMATION CONCERNING CHILDREN (See Instructions,Paragraph J)

IDENTIFICATION OF CHILDREN AND INFORMATION RELATIVE TO CUSTODY
NOTE - List belowthe nameof eachchild of the veteranwho is (1) under18 yearsof age(or under23 yearsof ageif attendingschool)or (2) of any
ageif permanentlyincapableof self-supportby reasonof mentalor physicaldefect.The term "child" includesanillegitimate, adopted.or stepchildof|
the veteranaswell asany child whosemarriagehasbeenterminatedby divorce,annulmentor deathof a spouself the birth of a child of a veteranis

expected, that fact should be stated.

22A. NAME OF CHILD
(First, middle initial, last)

22B. DATE OF
BIRTH
(Mo., day, yr.)

22C. PLACE

OF BIRTH 22D. SOCIAL SECURITY

(CITY AND NO. OF CHILD
STATE)

22E. IDENTIFY (Check each applicable category)

MARRIED
PREVI -
OUSLY

STEPCHILD
OR
ADOPTED

ILLEGI
TIMATE

OVER 18
ATTENDING
SCHOOL

SERIOUSLY
DISABLED

23. NAME OF ANY CHILDREN NOT IN YOUR CUSTODY 24. MONTHLY AMOUNT YOU CONTRIBUTE TO CHILD'S SUPPORT
$
$
$
$
PART IV - NET WORTH OF SURVIVING SPOUSE AND/OR CHILD/REN (See Instructions, Paragraph K)
AMOUNTS
SURVIVING NAME OF CHILD/REN
I‘I'\'IEOM SOURCE SPOUSE OR
' CUSTODIAN OF
CHILDREN
25A. | STOCKS, BONDS, BANK DEPOSITS $ $ $ $ $
25B. | REAL ESTATE
(Do not include residence) $ $ $ $ $
25C. | OTHER $ $ $ $ $
25D. | NET WORTH $ $ $ $ $

YOU MUST SIGN AND DATE THIS FORM AT THE BOTTOM OF PAGE 9.

PAGE 6



PART V INCOME OF SURVIVING SPOUSE AND/OR CHILDREN AND CUSTODIAN OF CHILD/REN

(Important - Carefully read paragraph L of Instructions before completing this section)

SOCIAL SECURITY

26A. HAVE YOU APPLIED FOR OR ARE YOU RECEIVING OR ENTITLED TO RECEIVE BENEFITS FROM THE SOCIAL
SECURITY ADMINISTRATION ON YOUR OWN BEHALF OR ON BEHALF OF A CHILD/REN IN YOUR CUSTODY?

26B. BEGINNING DATE (Month, year)

Y O wo
SURVIVING SPOUSE OR CUSTODIAN OF )
MONTHLY CHILDREN EACH CHILD’'S SHARE
AMOUNT OF MONTHLY SOCIAL
26C. $ $
SECURITY CHECK
26D ADDITIONAL MEDICARE
" | DEDUCTIO
26E TOTAL MONTHLY BENEFITS
" | (Sum of 26C and 26D) $ $
26F. IS SOCIAL SECURITY BASED ON YOUR OWN EMPLOYMENT? 26G. DO YOU EXPECT YOUR SOCIAL SECURITY BENEFITS TO INCREASE AS
A RESULT OF THE VETERAN'S DEATH?
[] ves [] nNo [] ves [] No

REPORT GROSS MONTHLY INCOME,BY SOURCE,INCLUDING ANY MONTHLY DEDUCTIONS FOR EACH FAMILY MEMBER

AMOUNT OF INCOME BEGINNING DATE
SURVIVIN NAME OF MONTH/YEAR
NAME NAME NAME
ITE SOURC SPOUSE OR
NO. DIAN OF
27A. | U.S.CIVIL $ $ $
27B. U.S. RAILROAD $ $ $
MILITARY
27C $ $ $
27D. BLACK LUNG
$ $ $
27E SUPPLEMENTAL SECURITY
: INCOME/PUBLIC ASSISTANCE $ $ $
ALL OTHER INCOME (Specifysource
27E. - for additional space, use ltem 37,
"Remarks")
$ $ $

REPORT EXPECTED GROSS INCOME (OR ONE-TIME INCOME) FOR THE 12 MONTH PERIOD FROM DATE OF VETERAN'S DEATH OR, IF CLAIM I

FILED MORE THAN 45 DAYS AFTER THE VETERAN DIED, THE 12 MONTH PERIOD FROM THE DATE THE CLAIM IS SIGNED.

AMOUNT OF INCOME BEGINNING DATE
SURVIVIN NAME OF CHILDREN MONTHQ(EAR
NAME NAME NAME
ITE SOURC SPOUSE OR
NO. DIAN OF
EARNIN
28A. G s $ $
28B. | DIVIDENDS, INTEREST, " 3 s
28C. | LIFE
$ $ $
ALL OTHER INCOME (Specify
gD, | source - for additional space,
' use Item 37, "Remarks")
$ $ $
YOU MUST SIGN AND DATE THIS FORM AT THE BOTTOM OF PAGE 9.
30N 158 21 -534 PAGE7

OCT 1993



PART VI - ; DEDUCTIBLE EXPENSES

NOTE: Your income may be reduced by the amount of unreimbursed expenses of the veteran’s or his/her child’s last illness and burial and the veteran’s jus
were paid by you. Be sure to report any reimbursement received on these expenses or debts. See paragraph N of instructions for reporting payments and r
made after filing of your claim.

29A. NAME AND ADDRESS OF PERSON 298. TOTAL AMT. OF  [r9 NATURE OF EXPENSE 29E. AMOUNT PAID BY
TO WHOM PAID EXPENSE OR DEBT OR DEBT 29D. DATE PAID YOu
$ $
$ $
$ $
$ $
$ $
$ $

PART VIl - MISCELLANEOUS INFORMATION

30. HAS A SURVIVING SPOUSE OR CHILD FILED A CLAIM FOR COMPENSATION FROM THE OFFICE OF WORKER’'S COMPENSATION PROGRAMS BECAUSE OF
DEATH OF VETERAN ON WHOSE SERVICE THIS CLAIM IS FILED?

[] YEs 1 no

31.1S A CLAIM OR COURT ACTION PENDING OR HAS A COURT DECREE AWARDING DAMAGES ON A SETTLEMENT OR COMPROMISE OF A CLAIM BASED ON
THE DEATH OF THE VETERAN BEEN MADE?

|:| YES |:| NO (If "YES," explain In Item 37, "Remarks")

32.1S A CLAIM FOR SURVIVOR BENEFIT PLAN (SBP) ANNUITY FROM A SERVICE DEPARTMENT PENDING OR HAS AN AWARD OF THE SBP ANNUITY BEEN MADE
BASED ON THE DEATH OF THE VETERAN?

I:l YES I:l NO (If "YES," explain in Item 37, "Remarks")
33A. HAS THE SURVIVING SPOUSE OR CHILD FILED A CLAIM  |338. NAME OF PERSON ON WHOSE SERVICE CLAIM 33C. RELATIONSHIP TO CLAIMANT
PREVIOUSLY WITH THE VA? WAS MADE
D YES D NO  (If"YES, complete Items 33B
through 35 inclusive)
34. VA FILE NO. 35. OFFICE WHERE CLAIM WAS FILED (City and state)
36A. ARE YOU NOW A PATIENT IN A NURSING HOME? 36B. DOES MEDICAID COVER ALL OR PART OF YOUR NURSING HOME COSTS?
I:l YES I:l NO (If "YES", complete Item 36B) |:| YES |:| NO (If "YES," give the name and address of nursing home in ltem 37, "Remarks")

37. REMARKS (If additional space is needed,attach separate sheet)

‘debts
imburs

PAGE 8



37. REMARKS (Continued)

PART VIII - DIRECT DEPOSIT INFORMATION

IAll Federal payments made to a person who applied and became eligible for benefit payments after July 26, 1996, must be made by electronic funds transfer
(EFT). This requirement cannot be waived by the VA unless you certify that you do not have an account with a financial institution or an authorized payment
agent VA payments to you WI|| be made EFT unless you certlfy that you do not have an account with a financial institution or an authorized payment agent.
he following information:

38. ACCOUNT NUMBER PLEASE CHECK THE APPROPRIATE BOX AND PROVIDE THAT ACCOUNT NUMBER, IF APPLICABLE
D CHECKING D | CERTIFY THAT | DO NOT HAVE AN ACCOUNT WITH A FINANCIAL INSTITUTION OR CERTIFIED PAYMENT AGENT

I:l SAVINGS ACCOUNT NUMBER

39. NAME OF FINANCIAL INSTITUTION

40. ROUTING OR TRANSIT NUMBER

CERTIFICATION AND AUTHORIZATION FOR RELEASE OF INFORMATION - | CERTIFY THAT the foregoing statements are true and complete to the best
lof my knowledge and belief. | CONSENT THAT any physician, surgeon, dentist, or hospital that has treated or examined me for any purpose, or that | have
lconsulted professionally, may furnish to the DEPARTMENT OF VETERANS AFFAIRS any information about myself, and | waive any privilege which renders
lsuch information confidential.

41A. DAYTIME TELEPHONE NO. (Include Area Code) 41B. EVENING TELEPHONE NO. (Include Area Code)

42. SIGNATURE OF CLAIMANT, CUSTODIAN OR GUARDIAN 43. DATE SIGNED

WITNESS TO SIGNATURE OF CLAIMANT IF MADE BY "X" MARK

NOTE: Signature made by mark must be witnessed by two persons to whom the person making the statement is personally known. The signature and printg
addresses of the witnesses must be shown.

bd nan

44A. SIGNATURE AND PRINTED NAME OF WITNESS 44B. ADDRESS OF WITNESS

45A. SIGNATURE AND PRINTED NAME OF WITNESS 45B. ADDRESS OF WITNESS

PENALTY - 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, knowing it to be false, or for the fraudulent acceptance of any payment to which you are not entitled.

PAGE 9



OMB Approved No. 0960-0062

DEPARTMENT OF SOCIAL SECURITY ADMINISTRATION
HEALTH AND APPLICATION FOR SURVIVORS BENEFITS (DO NOT WRITE IN THIS SPACE) VA
(PAYABLE UNDER TITLE Il OF THE SOCIAL SECURITY ACT) IMPORTANT- Read
HUMAN SERVICES instructions before completing form. Detach DATE STAMP
and retain ONLY theinstructionsheet
1. FIRST NAME - MIDDLE NAME - LAST NAME OF VETERAN (Type or print) 2. DATE OF DEATH

NOTE: If the veteran’s Social Security No. is unknown complete Items 4, 5, 6 and 7 about veteran.

3. SOCIAL SECURITY NO. OF VETERAN| 4. DATE OF BIRTH 5. PLACE OF BIRTH

6. NAME OF FATHER 7. MAIDEN NAME OF MOTHER 8. DID THE VETERAN WORK IN THE RAILROAD
INDUSTRY AT ANY TIME AFTER 19367

[1yes []nNo

NOTE: The following information shouldbe furnishedfor eachperiod of the veteran’sactive service(regularor reservesgfter Septembei7, 1939, in the military
serviceof the United Statesor serviceasa commissionedfficer in the Public Health Serviceor the National Oceanicand AtmosphericAdministrationor during
WWII, Philippine or Filipino or Allied country military service. If additional space is needed, attach a separate sheet.

9C. DATE SEPARATED FROM ACTIVE 9D. GRADE, RANK, OR RATING, ORGANIZATION AND
9A. DATE ENTERED ACTIVE SERVICE | 9B. SERVICE NO. SERVICE BRANCH OF SERVICE
10. RELATIONSHIP OF APPLICANT TO VETERAN 11. DATE OF BIRTH OF APPLICANT 12. VA FILE NO.
|:| SURVIVING SPOUSE |:| CHILD |:| PARENT

CHILDREN: Show name of surviving children (including natural children, adopted children and stepchildren) or dependentgrandchildren (Including
stepgrandchildrenyvho at any time sincethe veterandied, were unmarriedand (a) underage 18; (b) age 18 to 19 and attendingsecondaryschool;(c) disabledor
handicapped (18 or over and disability been before age 22).

13A. 13B.

13C. 13D.

I know thatanyonewho makesor causego be madea falsestatemenor representationf a materialfactin anapplicationor for usein determininga right to payment
underthe Social SecurityAct commitsa crime punishableunderFederalaw by fine, imprisonmentor both.| affirm thatall information| havegivenin thisdocument
is true.

14. DATE (Month,day,year) 15. SIGNATURE OF APPLICANT /First name. middle Initial, last name) (Sign in ink)
SIGN
HERE )
16. MAILING ADDRESS OF APPLICANT (No. and street or rural route, city or P.O., State and ZIP Code) 17. TELEPHONE NO.(Include Area Code)

WITNESSES REQUIRED ONLY IF SIGNATURE OF APPLICANT IS MADE BY "X" MARK ABOVE

18A. SIGNATURE OF WITNESS 18B. ADDRESS OF WITNESS (No.and street, city, State and ZIP Code)
19A. SIGNATURE OF WITNESS 19B. ADDRESS OF WITNESS (No.and street, city, State and ZIP Code)
ITEMS BELOW TO BE COMPLETED BY THE DEPARTMENT OF VETERANS AFFAIRS Use reverse for "Remarks"

20. PROOFS RECEIVED 21. PROOFS REQUESTED FROM CLAIMANT OR OTHER (Specify)

I:l DEATH D MARRIAGE I:l DEATH I:l MARRIAGE

I:l AGE (NAME) D AGE (NAME)

D OTHER (Specify) (NAME) D OTHER (Specify) (NAME)
(NAME) (NAME)

22. DATE 23. NAME AND ADDRESS OF TRANSMITTING VA OFFICE

SSA-24, nov 1992 PAGE 11



OMB Approved No. 2900-0075
Respondent Burden: 15 minutes

\,V:h\ Department of Veterans Affairs STATEMENT IN SUPPORT OF CLAIM

PRIVACY ACT INFORMATION: Thelaw authorizesusto requesthe informationwe areaskingyou to provideon this form (38 U.S.C.501(a)and(b)). The
responseyou submit are consideredconfidential (38 U.S.C.5701). They may be disclosedoutsidethe Departmentof VeteransAffairs (VA) only if the
disclosureis authorizedunder the Privacy Act, including the routine usesidentified in the VA systemof records,58VA21/22, CompensationPension,
Educationand RehabilitationRecords- VA, publishedin the FederalRegister. The requestednformationis consideredelevantand necessaryo determine
maximum benefits under the law. Information submitted is subject to verification through computer matching programs with other agencies.

RESPONDENTBURDEN: Public reportingburdenfor this collectionof informationis estimatedo averagel5 minutesper responseincluding the time for
reviewing instructions, searchingexisting data sources,gathering and maintaining the data needed,and completing and reviewing the collection of
information. Sendcommentsregarding this burdenestimateor any other aspectof this collection of information, including suggestiongor reducingthis
burden,to the ClearanceDfficer (723),810 VermontAve., NW, Washington DC 20420;andto the Office of ManagemenandBudget,PaperworkReduction
Project (2900-0057), Washington, DC 20503. PLEASE DO NOT SEND THIS FORM OR APPLICATIONS FOR BENEFITS TO THESE ADDRESSES

FIRST NAME - MIDDLE NAME - LAST NAME OF VETERAN (Type or print) SOCIAL SECURITY NO. VA FILE NO.

C/CCs-

The following statement is made in connection with a claim for benefits in the case of the above-named veteran:

(CONTINUE ON REVERSE)

| CERTIFY THAT the statements on this form are true and correct to the best of my knowledge and belief.

SIGNATURE DATE SIGNED
ADDRESS TELEPHONE NUMBERS (Include Area Code)
DAYTIME EVENING

PENALITY: Thelaw providesseverepenaltiesvhich includefine or inprisonmentor both, for thewillful submissiorof any statemenbr evidenceof a
material fact, knowing it to be false.

VA FORM - EXISTING STOCKS OF VA FORM 21-4138(JF),
APR 1994 21 4138 OCT 1993, WILL BE USED



VA Form 21-4138 (Continued)

Name:
SSN:
Claim No:



\,‘Vg\ Department of Veterans Affairs

AS CLAIMANT'S REPRESENTATIVE

Note — If you would prefer to have an individual assist you with your claim, you may use VA Form 21-22a, " Appointment of
Individual As Claimant’s Representative."

IMPORTANT - PLEASE READ THE PRIVACY ACT AND RESPONDENT BURDEN ON REVERSE BEFORE COMPLETING THE FORM

1. LAST-FIRST-MIDDLE NAME OF VETERAN 2. VA FILE NUMBER (Include prefix)

3A. NAME OF SERVICE ORGANIZATION RECOGNIZED BY THE DEPARTMENT OF VETERANS AFFAIRS (See list on reverse side before selecting organization)

3B. JOB TITLE OF OFFICIAL REPRESENTATIVE AUTHORIZED TO ACT ON VETERAN'S BEHALF

INSTRUCTIONS - TYPE OR PRINT ALL ENTRIES

4. SOCIAL SECURITY NUMBER 5. INSURANCE NUMBER(S) (Include letter prefix)
6A. SERVICE NUMBER(S) 6B. BRANCH OF SERVICE
7. NAME OF CLAIMANT (If other than veteran) 8. RELATIONSHIP (If other than veteran)
9. ADDRESS OF CLAIMANT (No. and street or rural route, city or P.O., State and ZIP 10. CLAIMANT'S TELEPHONE NUMBER (Include Area Code)
Code -
) A. DAYTIME B. EVENING
( ) ( )
11. DATE OF THIS APPOINTMENT

12. AUTHORIZATION FOR REPRESENTATIVE'S ACCESS TO RECORDS PROTECTED BY SECTION 7332, TITLE
38,U.S.C.
Unlessl checkthe box below, | do not authorize VA to discloseto the serviceorganizationnamedon this appointmentform any
records that may be in my file relating to treatmentfor drug abuse,alcoholism or alcohol abuse,infection with the human
immunodeficiency virus (HIV), or sickle cell anemia.

L] I authorizethe VA facility havingcustodyof my VA claimantrecordsto discloseto the serviceorganizatioonamedin Item 3A all treatment

recordsrelatingto drug abuse alcoholismor alcoholabusejnfection with the humanimmunodeficiencyvirus (HIV), or sickle cell anemia.
Redisclosureof theserecordsby my serviceorganizationrepresentativegtherthanto VA or the Court of Appealsfor VeteransClaims,is
not authorizedwithout my further written consent. This authorizationwill remainin effect until the earlier of the following events:(1) |

revokethis authorizationby filing a written revocationwith VA; or (2) | revokethe appointmenbf the serviceorganizationnamedabove,
either by explicit revocation or the appointment of another representative.

13. LIMITATION OF CONSENT —My consent in Item 12 for the disclosure of records relating to treatment for drug abuse, alcoholism or alcohol
abuse, infection with the human immunodeficiency virus (HIV), or sickle cell anemia is limited as follows:

I, the claimantnamedin Items 1 or 7, herebyappointthe serviceorganizationnamedin Item 3A asmy representativeo prepare,
presentand prosecutemy claim for any andall benefitsfrom the Departmenibf VeteransAffairs basedon the serviceof the veteran
namedin Item 1. | authorizethe Departmentof VeteransAffairs to releaseany andall of my records,to include disclosureof my
Federaltax information (otherthanasprovidedin Items12 and 13), to that serviceorganizationappointedasmy representativelt is
understoodthat no fee or compensatiorof whatsoevematurewill be chargedme for servicerenderedpursuantto this power of
attorney. | understandhat the serviceorganizationl haveappointedasmy representativanay revokethis power of attorneyat any
time, subject to 38 C.F.R.8§20.608.Additionally, in thosecaseswherea veteran’sincomeis being developedecauseof an income
verification necessitatedby an Internal RevenueService verification match, the assignmentof the service organization as the
veteran’'srepresentativas only valid for five yearsfrom the datethis form is signedfor purposegestrictedto the verification match.
Signed and accepted subject to the foregoing conditions.

THIS POWER OF ATTORNEY DOES NOT REQUIRE EXECUTION BEFORE A NOTARY PUBLIC

14. SIGNATURE OF CLAIMANT (Do Not Print) 15. DATE SIGNED
VA |VAFORM 21-22-1 SENT TO: DATE SENT ACKNOWLEDGED REVOKED (Reason and date)
Date
USE [] CERFILE [] EDUFILE [[] INSURANCE ( )
E
ONLY | cH.30 [ peare [ LG FiLE

your claim before the Department of Veterans Affairs in connection with your claim or any portion thereof.

NOTE: As long as this appointment is in effect the organization named herein will be recognized as the sole agent for preseftation

VA FORM . SUPERSEDES VA FORM 2122, JUN 2002,
Yon apos  21-22 WHICH WILL NOT BE USED. CLAIMS FOLDER 1



\,‘Vg\ Department of Veterans Affairs

AS CLAIMANT'S REPRESENTATIVE

Note — If you would prefer to have an individual assist you with your claim, you may use VA Form 21-22a, " Appointment of
Individual As Claimant’s Representative."

IMPORTANT - PLEASE READ THE PRIVACY ACT AND RESPONDENT BURDEN ON REVERSE BEFORE COMPLETING THE FORM

1. LAST-FIRST-MIDDLE NAME OF VETERAN 2. VA FILE NUMBER (Include prefix)

3A. NAME OF SERVICE ORGANIZATION RECOGNIZED BY THE DEPARTMENT OF VETERANS AFFAIRS (See list on reverse side before selecting organization)

3B. JOB TITLE OF OFFICIAL REPRESENTATIVE AUTHORIZED TO ACT ON VETERAN'S BEHALF

INSTRUCTIONS - TYPE OR PRINT ALL ENTRIES

4. SOCIAL SECURITY NUMBER 5. INSURANCE NUMBER(S) (Include letter prefix)
6A. SERVICE NUMBER(S) 6B. BRANCH OF SERVICE
7. NAME OF CLAIMANT (If other than veteran) 8. RELATIONSHIP (If other than veteran)
9. ADDRESS OF CLAIMANT (No. and street or rural route, city or P.O., State and ZIP 10. CLAIMANT'S TELEPHONE NUMBER (Include Area Code)
Code -
) A. DAYTIME B. EVENING
( ) ( )
11. DATE OF THIS APPOINTMENT

12. AUTHORIZATION FOR REPRESENTATIVE'S ACCESS TO RECORDS PROTECTED BY SECTION 7332, TITLE
38,U.S.C.
Unlessl checkthe box below, | do not authorize VA to discloseto the serviceorganizationnamedon this appointmentform any
records that may be in my file relating to treatmentfor drug abuse,alcoholism or alcohol abuse,infection with the human
immunodeficiency virus (HIV), or sickle cell anemia.

L] I authorizethe VA facility havingcustodyof my VA claimantrecordsto discloseto the serviceorganizatioonamedin Item 3A all treatment

recordsrelatingto drug abuse alcoholismor alcoholabusejnfection with the humanimmunodeficiencyvirus (HIV), or sickle cell anemia.
Redisclosureof theserecordsby my serviceorganizationrepresentativegtherthanto VA or the Court of Appealsfor VeteransClaims,is
not authorizedwithout my further written consent. This authorizationwill remainin effect until the earlier of the following events:(1) |

revokethis authorizationby filing a written revocationwith VA; or (2) | revokethe appointmenbf the serviceorganizationnamedabove,
either by explicit revocation or the appointment of another representative.

13. LIMITATION OF CONSENT —My consent in Item 12 for the disclosure of records relating to treatment for drug abuse, alcoholism or alcohol
abuse, infection with the human immunodeficiency virus (HIV), or sickle cell anemia is limited as follows:

I, the claimantnamedin Items 1 or 7, herebyappointthe serviceorganizationnamedin Item 3A asmy representativeo prepare,
presentand prosecutemy claim for any andall benefitsfrom the Departmenibf VeteransAffairs basedon the serviceof the veteran
namedin Item 1. | authorizethe Departmentof VeteransAffairs to releaseany andall of my records,to include disclosureof my
Federaltax information (otherthanasprovidedin Items12 and 13), to that serviceorganizationappointedasmy representativelt is
understoodthat no fee or compensatiorof whatsoevematurewill be chargedme for servicerenderedpursuantto this power of
attorney. | understandhat the serviceorganizationl haveappointedasmy representativanay revokethis power of attorneyat any
time, subject to 38 C.F.R.8§20.608.Additionally, in thosecaseswherea veteran’sincomeis being developedecauseof an income
verification necessitatedby an Internal RevenueService verification match, the assignmentof the service organization as the
veteran’'srepresentativas only valid for five yearsfrom the datethis form is signedfor purposegestrictedto the verification match.
Signed and accepted subject to the foregoing conditions.

THIS POWER OF ATTORNEY DOES NOT REQUIRE EXECUTION BEFORE A NOTARY PUBLIC

14. SIGNATURE OF CLAIMANT (Do Not Print) 15. DATE SIGNED
VA |VAFORM 21-22-1 SENT TO: DATE SENT ACKNOWLEDGED REVOKED (Reason and date)
Date
USE [] CERFILE [] EDUFILE [[] INSURANCE ( )
E
ONLY | cH.30 [ peare [ LG FiLE

your claim before the Department of Veterans Affairs in connection with your claim or any portion thereof.

NOTE: As long as this appointment is in effect the organization named herein will be recognized as the sole agent for preseftation

VA FORM - SUPERSEDES VA FORM 21-22, JUN 2002,
VAFORM = 271-22 SUPERSEDES VA FORM 21 SERVICE ORGANIZATION 2



\,‘Vg\ Department of Veterans Affairs

Note — If you would prefer to have an individual assist you with your claim, you may use VA Form 21-22a, " Appointment of
Individual As Claimant’s Representative."

AS CLAIMANT'S REPRESENTATIVE

IMPORTANT - PLEASE READ THE PRIVACY ACT AND RESPONDENT BURDEN ON REVERSE BEFORE COMPLETING THE FORM
1. LAST-FIRST-MIDDLE NAME OF VETERAN 2. VA FILE NUMBER (Include prefix)

3A. NAME OF SERVICE ORGANIZATION RECOGNIZED BY THE DEPARTMENT OF VETERANS AFFAIRS (See list on reverse side before selecting organization)

3B. JOB TITLE OF OFFICIAL REPRESENTATIVE AUTHORIZED TO ACT ON VETERAN'S BEHALF

INSTRUCTIONS - TYPE OR PRINT ALL ENTRIES

4. SOCIAL SECURITY NUMBER 5. INSURANCE NUMBER(S) (Include letter prefix)
6A. SERVICE NUMBER(S) 6B. BRANCH OF SERVICE
7. NAME OF CLAIMANT (If other than veteran) 8. RELATIONSHIP (If other than veteran)
9. ADDRESS OF CLAIMANT (No. and street or rural route, city or P.O., State and ZIP 10. CLAIMANT'S TELEPHONE NUMBER (Include Area Code)
Code -
) A. DAYTIME B. EVENING
( ) ( )
11. DATE OF THIS APPOINTMENT

12. AUTHORIZATION FOR REPRESENTATIVE'S ACCESS TO RECORDS PROTECTED BY SECTION 7332, TITLE
38,U.S.C.
Unlessl checkthe box below, | do not authorize VA to discloseto the serviceorganizationnamedon this appointmentform any
records that may be in my file relating to treatmentfor drug abuse,alcoholism or alcohol abuse,infection with the human
immunodeficiency virus (HIV), or sickle cell anemia.

L] I authorizethe VA facility havingcustodyof my VA claimantrecordsto discloseto the serviceorganizatioonamedin Item 3A all treatment

recordsrelatingto drug abuse alcoholismor alcoholabusejnfection with the humanimmunodeficiencyvirus (HIV), or sickle cell anemia.
Redisclosureof theserecordsby my serviceorganizationrepresentativegtherthanto VA or the Court of Appealsfor VeteransClaims,is
not authorizedwithout my further written consent. This authorizationwill remainin effect until the earlier of the following events:(1) |

revokethis authorizationby filing a written revocationwith VA; or (2) | revokethe appointmenbf the serviceorganizationnamedabove,
either by explicit revocation or the appointment of another representative.

13. LIMITATION OF CONSENT —My consent in Item 12 for the disclosure of records relating to treatment for drug abuse, alcoholism or alcohol
abuse, infection with the human immunodeficiency virus (HIV), or sickle cell anemia is limited as follows:

I, the claimantnamedin Items 1 or 7, herebyappointthe serviceorganizationnamedin Item 3A asmy representativeo prepare,
presentand prosecutemy claim for any andall benefitsfrom the Departmenibf VeteransAffairs basedon the serviceof the veteran
namedin Item 1. | authorizethe Departmentof VeteransAffairs to releaseany andall of my records,to include disclosureof my
Federaltax information (otherthanasprovidedin Items12 and 13), to that serviceorganizationappointedasmy representativelt is
understoodthat no fee or compensatiorof whatsoevematurewill be chargedme for servicerenderedpursuantto this power of
attorney. | understandhat the serviceorganizationl haveappointedasmy representativanay revokethis power of attorneyat any
time, subject to 38 C.F.R.8§20.608.Additionally, in thosecaseswherea veteran’sincomeis being developedecauseof an income
verification necessitatedby an Internal RevenueService verification match, the assignmentof the service organization as the
veteran’'srepresentativas only valid for five yearsfrom the datethis form is signedfor purposegestrictedto the verification match.
Signed and accepted subject to the foregoing conditions.

THIS POWER OF ATTORNEY DOES NOT REQUIRE EXECUTION BEFORE A NOTARY PUBLIC

14. SIGNATURE OF CLAIMANT (Do Not Print) 15. DATE SIGNED
VA |VAFORM 21-22-1 SENT TO: DATE SENT ACKNOWLEDGED REVOKED (Reason and date)
Date
USE [] CERFILE [] EDUFILE [[] INSURANCE ( )
E
ONLY | cH.30 [ peare [ LG FiLE

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

VA FORM - SUPERSEDES VA FORM 21-22, JUN 2002,
JUN 2003 21 22 WHICH WILL NOT BE USED. COPY 3



RELEASE OF INFORMATION
BY ACCREDITED REPRESENTATIVE
TO COUNTY VETERANS SERVICE OFFICE

NAME OF VETERAN DATE

VA FILE NUMBER SOCIAL SECURITY NUMBER
NAME OF CLAIMANT (IF OTHER THAN VETERAN) RELATIONSHIP TO VETERAN
ADDRESS

| hereby appoint the as my

NAME OF SERVICE ORGANIZATION RECOGNIZED BY THE USDVA
representative to present my claim for benefits from the United States Department of Veterans
Affairs (VA) based on the service of the above-named veteran.
The above-named accredits representative is authorized to disclose information about my VA claim
to County Veterans Service Office named below.
| also authorize the above-named accredited representative to release to the County Veterans
Service Office named below, information or access to records protected by 38 U.S.C. 7332, which
relate to the diagnosis, treatment, or other therapy for the condition(s) of drug abuse, alcohol abuse,
infection with the Human Immunodeficiency Virus (HIV), or Sickle Cell Anemia, that may be
contained or maintained in the VA claimant’s record.

County Veterans' Service Office

COUNTY VETERANS SERVICE OFFICE [Name of county, not individual(s)] AND ADDRESS

SIGNATURE OF CLAIMANT DATE



OMB Arg)roved No. 2900-0161
Respon

ent Burden: 12 minutes

\‘YL\ Department of Veterans Affairs

MEDICAL EXPENSE REPORT

1. NAME OF VETERAN (First,middle,last) 2. VA FILE NUMBER

3A. NAME AND ADDRESS OF CLAIMANT 3B. CHANGE OF ADDRESS (Check | 4. VETERAN'S SOCIAL SECURITY NO.
box if address in Iltem 3A is different
from last address furnished to VA)

NOTE: Family medicalexpensesreamountsactually paid by you during the incomereportingyearfor medicalexpensedor which you arenot
reimbursedy insuranceor any othersource. Reportthe actualunreimbursecamountyou paid for medicalexpensegor yourselfandany relatives
you are underan obligationto support.Do not reportany expenseyou havenot paid or expensegaid for you by someoneelse. If thereis not
enoughspaceto reportall your expense®n this form, attacha separatesheetof paperwith columns correspondindo thoseon this form. Be sure
to write your VA file number on any attachments.

You may report any medical expenses which are reasonably related to medical care. Example of allowable medical expenses include thg
following: hospital expenses, office visits, drugs and medicines, eyeglasses, dental fees, medical insurance premiums (including the Medjcare
deduction), hearing aids, nursing home fees, home health services, and transportation for medical purposes (.20 per mile plus parking angl tolls
fares for taxis, buses, etc.). If you are not sure whether a particular expense is allowable, list it and fully describe the nature of the expende. V/
determine whether it can form the basis for a deduction.

Report medical expenses for the period thru . If no dates appear on this line,
refer to the accompanying letter or Eligibility Verification Report for the dates your medical expense report should cover.

5. ITEMIZATION OF MEDICAL EXPENSES

A. PURPOSE (Physicianor Hospital Charges B. AMOUNT PAID C. DATE PAID D(N'ja'fn'\g%folj'zostsg\ég‘fgt E. FOR WHOM PAID
Eyeglasses, Oxygen Rental Medical Insurance, etd.) BY YOU (Mo/Day/Yr) Hospital Lab'etc.) ' (Self, spouse, child)

MEDICARE (PART B) SOCIAL SECURITY

PRIVATE MEDICAL INSURANCE

IMPORTANT: Be sure to sign this form in Iltem 7A on the reverse side. Unsigned reports will be returned.

VA FORM EXISTING STOCKS OF VA FORM 21-8416, JAN 1994,
SEP 1999 21-8416 WILL BE USED.



5. ITEMIZATION OF MEDICAL EXPENSES (Continued)

A. PURPOSE (Physicianor Hospital Charges B. AMOUNT PAID C. DATE PAID %Ngﬁn“é%fogostsg\ég%ist E. FOR WHOM PAID
Eyeglasses, Oxygen Rental Medical Insurance, etq.) BY YOU (Mo/Day/Yr) Hospital Lab'etc.) ! (Self, spouse, child)

I have not and will not receive reimbursement for these expenses. | certify that the above information is true.

6A. DAYTIME TELEPHONE NO. (IncludeAreaCode) 6B. EVENING TELEPHONE NO. (Including AreaCode)

7A. SIGNATURE OF CLAIMANT (Do NOT print) 7B. DATE

PENALTY: Thelaw providesseverepenaltieswhich includefine or imprisonmentor both, for thewillful submissiorof any statemenbr evidenceof
a material fact, knowing it is false, or fraudulent acceptance of any payment to which you are not entitled.

PRIVACY ACT INFORMATION: No exclusionfrom incomemay be grantedunlessthis form is completedandreturnedasrequiredby existing
law (38 CFR 3.272). The responses/ou submit are consideredconfidential (38 U.S.C. 5701) and may be disclosedoutside VA only if the
disclosureis authorizedunderthe Privacy Act, including the routine usesidentified in the VA systemof records,58VA21/22/28 Compensation,
Pension,Education,and RehabilitationRecords- VA, publishedin the FederalRegister. The requestednformation is consideredrelevantand
necessaryto determinemaximum benefits provided under law. Information submittedis subjectto verification through computer matching
programswith otheragencies.Incomeinformation and employmentinformation furnishedby you will be comparedwith information obtainedby
VA from the Secretaryof Healthand HumanServicesor the Secretaryof the Treasuryunderclause(viii) of section6103(1)(7)(D)of the Internal
RevenueCodeof 1986. Any informationprovidedby you, including your Social SecurityNumber,may be usedin matchingprogramsconductedn
connectionwith any proceedingfor the collection of an amountowed the United Statesby virtue of your participationin any benefit program
administered by the Department of Veterans Affairs.

RESPONDENTBURDEN: VA may not conductor sponsor,and respondents not requiredto respondto this collection of information unlessit
displaysa valid OMB Control Number. Public reportingburdenfor this collectionof informationis estimatedo averagel2 minutesper response,
including the time for reviewing instructions,searchingexisting data sources,gatheringand maintainingthe data needed,and completingand
reviewingthe collectionof information. If you havecommentsegardingthis burdenestimateor any otheraspectof this collectionof information,
call 1-800-827-1000 for mailing information on where to send your comments.
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