PAPER FORMS



SSA-1696: Appointment of
Representative

Soclal Security Administration Fomm ACSroved
Please read the instructions before completi this form. OMB No. 09200527
Name {Clatmant) (Pnant or Type) I Secunty Numbes
Wage Earner (if Different) ial Secunty Number
Part i APPOINTMENT OF REPRESENTATIVE
| 2ppoint thes parson,
NITe G ADTwEs
to act as my representalive in connection with my clami{s) or asseried right(s) under:
Clmen 0 Twe o 3 Tise xvin ] Ttse vinn
(RSDI) {SS1) (Medicare Coverage) (SVB)

This person may, entitely in my place, make any réquest Of give any notice, give or draw out evidence of
information; get informaton, and receive any Notice i conneciion with my pending clainy(s) or asseartad right(a).
31 authorize the Social Security Administration to release information about my pending daimi{s) or asserted
right(s) to designated associates who perform administrative duties (¢ g cerks), parmners, andior partes
under contraciud arrangaments (2.9, Copyng sacvices) for or with my reprasantaiive
1 1 appoint. or | now have, more B1an one represanidiive. My main representative
s

RS T ETRoeS Tt
Ssgnature (Claimant) Address
Telephone Number (wih Area Code) Tax BUmber (Wilh Ared Cos0) Iﬂ
( ) = { ) -
Part il ACCEPTANCE OF APPOINTMENT

1, , heraby accept he above appointment. | cartfy that |
have not been suspended or prohibfed ffom proctce beéofe the Social Security Acministraton. that | am not
disquaiSed from representing the clamant as a current or former officer or employes of the United States, and
that | will not charge or collect any fee for the representation, even if o third party will pay the fee, uniess it has
been approved in accordancs with the faws and rules referrad 10 on the reverse side of the reprasentative’s
copy of this form. I | dacida Not 10 Charge or collect a fea for the reprasontation, | will notity the Social Secunty
Administration. (Compieton of Part il satisfies this requirement.)
Cneckone'nlmmalmy Dlmamnmymsmwhmnmmmwmt
demonstiation project.

] | am a noa-attormney . | am 6ot participating in the direct fee payment demonstrstion project
| have been disbarred or suspended from a court or bar 10 which | was previously admitied 10 practice as an

attorney ] Yes CIre

| have been dsqualfed from PAMMCIPOTNG N OF appearing defcre a Federal program or agency. [[] Yes [J No
| deciare under penaity of peryary that | have examined all the inf: thon on this form, and on any JCcompanying
statemnents or forms, and it &s rue and correct to the best of my knowledpe

Signature (Represantatve) Address

: With ATea Fax NUmber (Wih Area Cooe) Thte

( ) = { ) a

Part 18 (Optional) WAIVER OF FEE

| waive my nght to charge and collect o foe under sections 208 and 1831(dX2) of the Socia? Security Act. |
reisase my chent (the claimant) from any oODEgatons, contrachial or othenvise, which may be owed 10 me for
sarvices | have provided in connection with my chent's claim(s) of assactad nghtis ).

Signature (Representatve) Oate




SSA-1696: PART | - Appointment of
Representative

Social Security Administration Form Approved
Please read the instructions before completing this form. OMB No. 0960-0527
Name (Claimant) (Print or Type) Social Security Number

John Q Public | _ 999-99-9999
Wage Eamer (If Different) Social Secunity Number
Part| APPOINTMENT OF REPRESENTATIVE

| appoint this person,
{Mame and Address)
to act as my representative in connection with my claim(s) or asserted right(s) under:

Wricen [ Tite xvi [] Title XVl ] Title Vil

(RSDI) (SS1) (Medicare Coverage) (SVB)
This person may, entirely in my place, make any request or give any notice; give or draw out evidence or
ianaticm; get information; and receive any notice in connection with my pending claim(s) or asserted right(s).
| authorize the Social Security Administration to release information about my pending claim(s) or asserted
right(s) to designated associates who perform administrative duties (e g. clerks), partners, and/or parties
under contractual arrangements (e.g. copying services) for or with my representative.

u | appoint, or | now have, more than one representative. My main representative

® {Name of Principal Representative)
Signature (Claimant) Address
Johin QPublic 1111 City Dr., Any town, USA
Telephone Mumber (with Area Code) Fax Number (with Area Code) Date
(310) 999 -9999 C ) - >/19/2011




SSA-1696: PART Il — Acceptance of
Appointment

Part Il ACCEPTANCE OF APPOINTMENT

l, BIG JIM , hereby accept the above appointment. | certify that |
have not been suspended or prohibited from practice befcrre the Social Security Administration; that | am not
disqualified from representing the claimant as a current or former officer or employee of the United States; and
that | will not charge or collect any fee for the representation, even if a third party will pay the fee, unless it has

been approved in accordance with the laws and rules referred to on the reverse side of the representative's
copy of this form_ If | decide not to charge or collect a fee for the representation, | will notify the Social Security

Administration. (Completion of Part Il satisfies this requirement.)
Check one: [JJjji am an attorney. [7] I am a non-attorey who is participating in the direct fee payment
demonstration project.
D | am a non-attorney . | am not participating in the direct fee payment demonstration project.
| have been disbarred or suspended from a court or bar to which | was previously admitted to practice as an

attorney. [] Yes No
| have been disqualified from participating in or appearing before a Federal program or agency. D Yes ! No

| declare under penalty of perjury that | have examined all the information on this form, and on any accompanying
statements or forms, and it is true and correct to the best of my knowledge.

Signature (Representative) Address

9999 Attorney Row, Any town, USA
Telephone Number (with Area Code) Fax Number (with Area Code) Date
213 765-4321 () - 5/19/2011




SSA-1696: PART Ill & PART IV — Waiver
of Fee, Waiver of Direct Payment

Part lll (Optional) WAIVER OF FEE
| waive my right to charge and collect a fee under sections 206 and 1631(d)(2) of the Social Security Act. |
release my client (the claimant) from any obligations, contractual or otherwise, which may be owed to me for

services | have provided in connection with my client's claim(s) or asserted right(s).
Date

Signature (Representative)

Part IV (Optional) WAIVER OF DIRECT PAYMENT

_ by Attorney or Non-Attorney Eligible to Receive Direct Payment o
| waive only my right to direct payment of a fee from the withheld past-due retirement, survivors, disability

insurance or supplemental security income benefits of my client (the claimant). | do not waive my right to
request fee approval and to collect a fee directly from my client or a third party.

Signature (Representative Waiving Direct Payment) ‘E'HTE-'

Form SSAT1EQETL.I4 (06-2009) ef (06-2009) TAKE OR SEND ORIGINAL TO SSA AND RETAIN A COPY FOR YOUR RECORDS
Destroy Prior Editions (4 Copies: File, Claimant, Representative, ODAR)




SSA- 3288: Consent for Release of
Information

Social Fecariny Admimiziration ot m;;cdumun
Consene for Fel=ase of Informatiom
554 wall mot honor ows form wnless alf reguired fiedds have been compieced’ | sigmifies required Redd].

TO: Seocial Gecurity Adminictration

*Mame *Dete of Birth * Sociml Securty Mumber
| authorze the Focial Secunty Adminiztration to refeazs nfommaton or records abowt me to:

 MARIE * ADDRESS

'I want thiz mformation released because:
TR My S# F ohapw Tor oplsaning defoermatizn

*Ploase rebeaze the following mformation selected from the Bt balow:
Tow reaEt check BF et cne fow. Alns. S5 wel nod Sinciore smcovds Caferr asplicmbis St neapaes eve Sy ches

I:I Soomd Securty Mumbar
D Currert manthly Social Security banefit smourt

D Current maonthly Suppfemantzl Secunty Income payment amounst
[[] M benefivoayment amouwnts from ta

[[] Mw Medicars sriitomset from e L5

D Medicad records from my clair:

e et A A cmmma e e

older]z| from _ 1o

e S TET el P E S R S e et cne i A e,

[[] Cormieta medical records from my clsims foldeniz]

D Hher record]s] from my s Ia- g applcatons, queshonnaines, consuliatvwe sxsrmnaon
reports, determinations, atc.|

PSP T SRS ——— P S LI PRI, LU (LIE I SR P
or e lmgal poandian of o legally & sdult. [ deck ender penaty of pegary I scocodanoe. weith 28
CFR 5 16.41T[dN2002] that | hues sxamined il the mformagics on thiz form, and on any sccompanying

sl ks iy mdnummdmhd—madm-nwhdq. e R L e

inn«-r\-:l-f or weihnslly o rwcorda sbout snother pesrson wunder fabie prefsnzes @
s I:.-p-a--F---n-In.piukEl:IClﬂ | alzo underzterd that vy applcabls fesc muzt be pad by ma.

* Cignahrsc * Diarbac

Bslatonshp (& oot the /maiadwal: " Davtrne Phona:

Foren S5A-3Z88 07-2010] =F §&7-2010)



SSA- 3288: Consent for Release of
Information

. . . . Form Approved
Social Security Administration OMB No. 0960-0566

Consent for Release of Information

SSA will not henor this form unless all required fields have been completed (*signifies required field).
TO: Social Security Administration
John Q Public 10/01/1970 999-99-9999

*Name *Date of Birth *Social Security Number

| authorize the Social Security Administration to release information or records about me to:

*NAME *ADDRESS
BIG JIM 9999 Attorney Row, Any town, USA

| want this information released because: B|G JIM and his associates will be

There may be a charge for refeasing infarmation.

assisting me with my Social Security claim.




SSA- 3288: Consent for Release of
Information

“Please release the following information selected from the list below:
You must check st lsast one box. Afso, 55A will not disclose records unless applicabls date ranges are fncluded.

[l Social Security Mumber
i Current monthly Social Security benefit amount

Current monthly Supplemental Security Income payment amount
My benefit/payment amounts from to

|:| My Medicare entitlement frem to

|:| Medical records from my claims folder(s) from to
IF you want £54 fo release a2 minor's medical records, do not wse this form but instead contact your local 554 office.

|:| Complete medical records fram my claims folderis)

|:| Other recordis) from my file [e.g. applications, gquestionnaires, consultative examination
reports, determinations, etc.)

I am the individual to whom the requested information/record applies, or the paremt or legal guardian of a minor,
or the legal guardian of a legally incompetent adult. | declare under penalty of perjury in accordance with 28
C.F.R. § 16.41[d){2004) that | have examinad all the information on this form, and on any accompanying
statements or forms, and it is true and correct to the best of my knowledge. | understamd that anyone who
knowingly or willfully seeking or obtaining access to records about another person under false pretenses is
punishable by a fine of up to 45,000, | also understand that any applicable fees must be paid by me.

*Signature: &Z‘;Fn oggfuﬁfic :Diate: 5/19/2011
Relationship (if maf the individuall- *Daytime F‘hnne:(310)999‘9999

Form S55A-3288 (07-2010) EF (OF-20710]




SSA-827: Authorization to Disclose
Information to SSA

Far

]
WHOSEE R ks o b Dvachy ol s . Lo AR
TPl Amoce. Ll

AUTHORLZATION TO DISCLOSE INFORMATION TO
THE SOCIAL SECURITY ADMIMISTRATION (SSA

= PLEASE READ THE EMTIRE BOTH PAGES. BEFORE SIGMING BELOW

s IF e y
lp-m-__hn,-rdm:ﬂrﬂ“hhlm‘uﬂ:l fi ol s byt
within 12 hﬁdﬁmm}uu—ﬂunu-m—m—l—lmum
FROM WHOM
. Al rodieal Sooroms (oapiles, clrios lais, L] T [55] v P Eeora) FEloranr 1o Eariiy
e i 2 other Pt Labed | e SCwclis Soulos. o the maleial o De deokeaed

i eall, oriveclhoiml ackichon
Lismrtren e, midd WA heal® care feciifSas

+ A b aivrm e Rohodke frectere
oz the e Tt Ce LT R |

. izl o b el e Lt (Yt

v Coammdling Enmewiem e cmeed by S5,

Ercioyme, e mes sargrmiem, s e e

e R pELCEE .

+ Cttwawm wier rrery bemew sl ory eSS
PPy, regitus Vi cutse

T WHIOM !mwanqhyﬁnrd;—u-um.ulu-—m—-m-fmmm—-m—-.ur.-_uu—_mr
E— s i or ciher Thea
pr [t Few d rlmrres, i e LS -\'_‘..-n.--n.rmu F-n--;us--'.u-h:-l
PUURPOSE ot rrmming F—p [P 15z ag boomiryg md e cusrie e @ ®med of mavg i orom o reeeis Dhad
Lyt . st ot Pt S5 el e on oF dimalnYy, Enicl Wit | Can P e wos Serefts
] Cowtmer=sining | ol s CRMLY (chmok cniby P B wpidie)

EXPIRES WHEN  Tres suSwrizaton mgued fo 13 motie Borm D dle e (S ey sgratoe)

| BiETErite T cwm o @ sy [oechueSh G et rrke ooy Of e Foetn Fol D checkobore o D i on dese e wisnes

| Lt P B Rt SO e i sFrch e rrury De e o e (Seds Pminge 2 Fow vt |

|y it 30 S5R mrd Ay SO b ko D w8l i 62 ey e (mee peges 2 o Oelade’s

S5 il wm rrem by of Dhem Poren B | b | Py i (e Scofos B obod Fam ko et of e ciopy of Famber i Lo Do Ol
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SMITHESS i oW the perzon signing s form or am sansfied of Sis pernon's Adenity
oF reneshi, merrdl miteien g e (e g, # sgrmel sty X st
SHGH SIGH
Fiors Rumibe jo Sckirems) oo Mombe (i Ackians)




SSA-827: Authorization to Disclose
Information to SSA

WHOSE Records to be Disclosed iyl

NAME (First, Middle, Last)

John Q Public
>N 999-99-9999 |!™% = 10/01/1970

AUTHORIZATION TO DISCLOSE INFORMATION TO

THE SOCIAL SECURITY ADMINISTRATION (SSA)
“ PLEASE READ THE ENTIRE FORM. BOTH PAGES. BEFORE SIGNING BELOW **

| voluntarily authorize and request disclosure (including paper, oral, and electronic interchange):
OF WHAT  All my medical records; also education records and other information related to my ability to

perform tasks. This includes specific permission to release:
1. All records and other information regarding my treatment, hospitalization, and outpatient care for my impairment(s}

inciuding , and not limited to :
« Psychological, psychiatric or other mental impairmentis) (excludes "psychotherapy notes” as defined in 45 CFR 164 501)

+  Drug abuse, alcoholism, or other substance abuse

+  Sickle cell anemia

+ Records which may indicate the presence of a communicable or noncommunicable disease; and tests for or records of HNVIAIDS

* (Gene-related impairments (including genetic test results)
2. Information about how my impairment(s) affects my ability to complete tasks and activities of daily living, and affects my ability to work.
3. Copies of educational tests or evaluations, including Individualized Educational Programs, triennial assessments, psychological and
speech evaluations, and any other records that can help evaluate function; also teachers' observations and evaluations.
4. Information created within 12 months after the date this authorization is signed, as well as past information.




SSA-827: Authorization to Disclose
Information to SSA

FROM WHOM

T0 WHOM

PURPOSE

All medical sources (hospitals, clinics, labs,
physicians, psychologists, efc.) including
mental health, comectional, addiction
treatment, and VA health care facilities

All educational sources (schools, teachers,
records administrators, counselors, etc.)
Social workers/rehabilitation counselors
Consulting examiners used by S5A
Employers, insurance companies, workers'
compensation programs

Others who may know about my condition
{family, neighbors, friends, public officials)

THIS BOX TO BE COMPLETED BY SSA/DDS (as needed) Additional information to identify
the subject (e.q., other names used) the specific source, or the matenal to be disclosed:

The Social Security Administration and to the State agency authorized to process my case (usually called "disability

determination services"), including contract copy services, and doctors or other professionals consulted during the
process. [Also, for intemational claims, to the U_S. Department of State Foreign Service Post)

Determining my eligibility for benefits, including looking at the combined effect of any impairments that

by themselves would not meet SSA's definition of disability; and whether | can manage such henefis.
[] Determining whether | am capable of managing benefits ONLY (check only if this applies)

EXPIRES WHEN Tnis authorization is good for 12 months from the date signed (below my signature).

| authorize the use of a copy (including electronic copy) of this form for the disclosure of the information described above.

| understand that there are some circumstances in which this information may be redisclosed to other parties (see page 2 for details).
| may write to SSA and my sources to revoke this authorization at any time (see page 2 for defails).

534 will give me a copy of this form if | ask; | may ask the source to allow me to inspect or get a copy of material fo be disclosed.

| have read both pages of this form and agree to the disclosures above from the types of sources listed.




SSA-827: Authorization to Disclose
Information to SSA

PLEASE SIGN USING BLUE OR BLACK INK ONLY
INDIVIDUAL authorizing disclosure

SONPJoin Q Pubtic

IF not signed by subject of disclosure, specify basis for authority to sign
[] Parent of minor [*] Guardian [7] Other personal representative

(explain)

(Parent/quardian/personal representative sign b

here if two signatures required by State law)

Date Signed 5/19/2011 ofreet Address 1111 City Dr.
Phone Number (with area code ) City State ZIF
(310) 999 -9999 Any town 90000

WITNESS [ know the person signing this form or am satisfied of this person's identity:

SIGN )

SIGN P

IF needed, second witness sign here (e.g., if signed with "X" above)

Phone Number (or Address)

Phone Number (or Address)

This general and special authorization fo disclose was developed to comply with the provisions regarding disclosure of medical, educational, and
other information under P.L. 104-191 ("HIPAA"); 43 CFR parts 160 and 164; 42 U.S. Code section 290dd-2: 42 CFR part 2; 38 U.S. Code section
7332 38 CFR 1.473; 20 U.S. Code section 1232q ("FERPA"); 34 CFR parts 99 and 300 and State law.

Form $SA-827 (4-2009) ef (04-2009) Use 2-2003 and Later Editions Until Supply is Exhausted

Pagel of 2



SSA-3369: Work History Report

Form Approvad
SOCIAL EECURITY ADMIMIETRATION S, - DRECHOE T

WORK HISTORY REPORT

Far S5.4 Usa Ty
Dhr sl weiflen iy i B

SECTION 1 - INFORMATION ABOUT THE DISABLED PERSON
A. NAME (First, Middle Initial, Last) B. SOCIAL SECURITY NUMBER

=

=]

C. DAYTIME TELEPFHONE NUMBER (If you have no number where o can be reached, ghe Us 3 ;
JEyTime NUMBbEr WHerE We Can Mave 8 message for pou) 3
g

/ . _ D ¥our Numiber D Message Mumbsr |:| sone el

Armw Locke  Frosw M Do E
SECTION 2 - INFORMATION ABOUT YOUR WORK | 5

m

List all the jobs that you hawe had in the 15 years before you became unable to work because g
of your illnesses, injunes, or conditions. o
Job Title Type of Business Dates Worked E

From To E

m

=

P

Ll ] I

=l

of o




SSA-3369: Work History Report

) Form Approved
SOCIAL SECURITY ADMINISTRATION OMB Mo. D960HISTE

WORK HISTORY REPORT

For SS4 Use Onby
Dl mecit wmite iy thits: baone

SECTION 1 - INFORMATION ABOUT THE DISABLED PERSON

A. NAME (First, Middle Initial, Last) B. SOCIAL SECURITY NUMBER

John Q Public 999-99-9999

. DAYTIME TELEPHONE NUMBER (i you have no number where you can be reached, give us a

daytime number where we can leave a message for you.)

310; 999 - 9999 . Your Number [ ] Message Number [ ]| Mone

Area Code FPhone Mumber

yday A0)SIH HoM




SSA-3369: Work History Report

SECTION 2 - INFORMATION ABOUT YOUR WORK

List all the jobs that you have had in the 15 years before you became unable to work because
of your illnesses, injuries, or conditions.

Job Title Type of Business Dates Worked
From To
" Short Order Cook Fast Food  |2/1995 |12/2004
z' Cashier Grocery Store [3/2005 | 9/2010
4.
a.
B.
7.
a.
10.
Form 55A-2369-BK (04-2011) f (04-2011) Destroy Prior Editions PAGE 1

ME-69€E-VSS Wiod - Joc



SSA-3369: Work History Report —
Job #1

Give us more information about Job No. 1 listed on Page 1. Estimate hours and pay, if
you need to.

JOBTITLENO.T1  Short Order Cook

Rate of Pay Per (Check One) Hours per day |Days per week
s 7.00 @ -cur Opay [Jweek [IMonth []vear 6 5
Describe this job. What did you do all day? ( you need more space, write in the "Remarks ™ section.)
| made pizzas, hamburgers, french fries, and many other fast food
items on a daily basis.

In this job, did you: Use machines, tools, or equipment? YES [N
Use technical knowledge or skKills? []vES .] MO
Do any writing, complete reports, or Oves  [Jino

performm duties like this?
In this job, how many total hours each day did you:

Walk? 1 Kneel? (Bend legs to restf on knees) 1

- Lhr
Stand? 3 Crouch? [(Bend legs & back down & forward) % hr
Sit? % hr Crawl? (Move on hands & knees) 0}
Climnk? 0 Handle, grab, or grasp big objects? Q
S ' sty /2 hr
Stoop? (Bend down and forward al waist) 2 Reach?

Write, type, or handle small objects? 0




SSA-3369: Work History Report —
Job #1

Lifting and Carrying (Explain what you lifted, how far you carmied it, and how often you did this.)

_| carried multiple boxes of food, from the food truck to the freezers.

The distance was about 40 feet. Primarily, | carried small food orders

from the cooking station to the food counter.

Check the heaviest weight lifted:
[ ] Less than 10 Ibs [] 101bs i 20bs [ ] S0s [] 100Ibs.ormore [ ] Other

Check weight you frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday.)

!Le.ss than 10 Ibs []10s []25ks [] SOMs.ormeore [ ] Other

Did you supervise other people in this job?  [] vES (Complete the next 3 o (Skip to e st

items. | question on this

How many people did you supervise? page.)

What part of your time was spent supervising people?

Did you hire and fire employees? [] YES J|ro

Were you a lead worker? W= []no
Form $5A-3369-BK (04-2011) ef (04-2011)

PAGE 2



SSA-3369: Work History Report —
Job #2

Give us more information about Job No. 1 listed on Page 1. Estimate hours and pay, if
you need to.

JOB TITLE NO. 1 Cashier

Rate of Pay Per (Check One) Hours per day |Days per week
3 11.25 @ -cur Opay [Jweek [IMonth []vear 7 5
Describe this job. What did you do all day? ( you need more space, write in the "Remarks ™ section.)
My primary duties were to handle monetary transactions,
while scanning, bagging, and accommodating grocery carts.

In this job, did you: Use machines, tools, or equipment? YES [N
Use technical knowledge or skKills? []vES .] MO
Do any writing, complete reports, or IR [ nNO

performm duties like this?
In this job, how many total hours each day did you:

Walk? 1 Kneel? (Bend legs to restf on knees) 1

- Lhr
Stand? 4 Crouch? [(Bend legs & back down & forward) % hr
Sit? % hr Crawl? (Move on hands & knees) 0}
Climnk? 0 Handle, grab, or grasp big objects? Q
S ' sty /2 hr
Stoop? (Bend down and forward al waist) 2 Reach?

Write, type, or handle small objects? 0




SSA-3369: Work History Report —
Job #2

Lifting and Carrying (Explain what you lifted, how far you carmied it, and how often you did this.)
the customers shopping cart. | did not carry these items farther than
10 feet.

Check the heaviest weight lifted:
[ ] Less than 10 Ibs 10s [ ]20bs [] S0ls [] 100ks.ormore [ ] Other

Check weight you frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday.)
!Le.ss than 10lbs [ ] 10ls [ ]| 25s [ ] SOlbs.ormeore [ | Other

Did you supervise other people in this job?  [] vES (Complete the next 3 i”D (Skip to the Last
items. | question on this

How many people did you supervise? page.)

What part of your time was spent supervising people?

Did you hire and fire employees? [] YES J|ro

Were you a lead worker? [] YES Ho
Form $5A-3363-BK (04-2011) ef (02-2011) PAGE 2




SSA-3369: Work History Report

SECTION 3 - REMARKS

Use this section to add any information you did not have space for in other parts of the form. Show the page number of the

part you are continuing.

BE SURE TO COMPLETE THE BOTTOM OF THIS PAGE.

Mame of person completing this form if other than the disabled

person (Please print)
BIG JIM

Date

5/19/2011

Address (Number and Streef)

9999 Attorney Row

Email address joptional)

ity

Any town, USA

State ZIPF Code

Form S$5A-3369-8K (04-2011) =F (D4-2011)

PAGE 8




SSA-3367-F4: Disability Report —
Field Office Form

SOCIAL SECUSITY ADH MISTRATON
DISABILITY REPORT -FIELD OFFICE
IDENTIFYING INFORMA THON

" RECORDTHIS CLAIM IS BEING FILED

MNAME OF CLAIMANT {if

ifzrent Ffom abowe) SEN (i differcnt from abowe)

O rmie CdFemae coe - -
2. CLAIMANTS ALLEGED ONSET DATE (8003

3. POTENTIAL ONSET DATE (if different from above) Oss
(chedk fype of chim|'s) and enfer pofsnizl onssh [ —
O oIEFrecze O owe [ coe CoTHER
4. REASON FOR FOTENT lAL OMNSET DATE
[ 3 Applicatdan Daks [ | Contralling Date
[ z=1 alien 1 = i hkarily Bind
DDatc LasztInzured l:l"w"ork Ex: Faore dfber A0 0O
[ Cate First Insured 0 uwea COsce e zza [ s2ms21 1o File

Cdoter [=xplain in ikem 5]
5. EXFLAMNATION FOR FOTENMTIAL OMSET DATE, WHEM AFFLICABLE:

[ s2ws21 Pending Ciate Reguesed
[MISCELLANEOUS INFORMATION |

1SEE-YSE Wiog 8alyn plel - woday fyjgesig

G, Protectve filing dste Crste Izt insuwred (DB Fresr e cass)
Beginning of Prescribed Peried {DWB) End of Presornibed Pericd
Controlling dat=
Chsed pericdcase [ ves Cne

[PRICR FILING INFORMATION - Use Remarks, if additional space is needed.

7. Pror flingizy  Clves [m TS
Ify==, and you srs notsending the prior folder{s) © the DDS, snter the folobwing
Type of prior daim{s)
S5M{s) of prior daim{s) - - - - - -
Dsie oflast dedision Lewel oflast decision [ sitcwance O oenial
Dsie ofjprior terminaton {if applicsble)

Locabon of prior ilder

Frior older reqguested Oves [
TdEE mouesed)

Form § 34-33eT-F5 (09-20058) 27 (10-2005) USE PROREDTIONS PASE 1



SSA-3367-F4: Disability Report —
Field Office Form

SOCIALSECURITY ADMINISTRATION

DISABILITY REPORT - FIELD OFFICE
IDENTIFYING INFORMATION

1. NAME OF PERSON ON WHOSE SOCIAL SECURITY HIS OR HER SOCIAL SECURITY NUMBER
RECORD THIS CLAIMIS BEING FILED
John Q Public 999-99-9999
MAME OF CLAIMANT (if different from above) SSN (if different from above)
.] Male [l Female DOB 10/01/1970 - —

£ CLAIMAN "5 ALLEGED OMSET DATE (ADLU)

3. POTENTIAL ONS3ET DATE (if different from above) sg|
{check lype of claim(s) and enfer potential onsef)
DIB/Freeze DW coB OTHER

4 REASON FOR POTENTIAL ONSET DATE

To'be-completed by Field Office

Alien Statutnrlh Blind
Date Last Insured Waork Before/After ADD
Date First Insured LIWWA, SGA Mot SGA 820/821 In File

Other (explain in item &)

5. EXPLANATION FOR POTENTIAL ONSET DATE, WHEN APPLICABLE

| - yoday Aiqesiq



SSA-3367-F4: Disability Report —
Field Office Form

MISCELLANEOUS INFORMATION

6. Protective filing date Date last insured (DIB/Freeze case)

Beginning of Prescribed Period (DWB) End of Prescribed Period

Controlling date
Closed period case Yes Mo

|PRIGR FILING INFORMATION - Use Remarks, if additional space is needed. |

7. Prior filing(s) Mo

To be completed by Field Office

SSN(s) of prior claim(s)

Date of last decision Level of last decision Allowance Denial

Date of prior termination (if applicable)

Location of prior folder

Prior folder requested Yes Mo
(date requestad)

Form S5A-3367-F5 (09-2008) ef (10-2008) USE PRIOR EDITIONS FAGE1

LIEEY



SSA-3367-F4: Disability Report —
Field Office Form

8. CHECKANY OF THEFOLLOWING FO PD/PB CRITERIA THAT APPLY IN AN SS1 CLAIM
PER DI 11055.230ff

1. Obsolete - Resewved for future use

2. Amputation of a leg at the hip
3. Allegation of total deafness; thatis, no sound perception in either ear
[ ] [ ]
To.be.completed.by.Field Office

5_ Allegation of bed confinement and immobility without a wheelchair, walker, or crutches, due to a
longstanding condition, excluding recent accident and recent surgery

6. Allegation of a stroke (cerebral vascular accident) more than 3 months in the past and continued
marked difficulty in walking or using a hand or arm

7. Allegation of cerebral palsy, muscular dystrophy, or muscle atrophy and marked difficulty in
walking (e.g., the use of braces), speaking, or coordination of the hands or arms

Pages 2 & 3 list all of the possible presumptive benefits.



SSA-3367-F4: Disability Report —
Field Office Form - Observations

9. OBSERVATIONS/PERCEFTIONS

How was the interview conducted?

D Teleclaim with claimant - Face-to-face with claimant D Mo contact with claimant
(Complete 1-8 and 15 below) (Complete 1-15 below) (Go to Page §)

If the claimant had difficulty with the following, check the "yes" block and explain in "observations” or check "no”
or "not observed/perceived.” (Explain any "no” answers that you think would assist the DD S in making a

decision.)
1. Hearing [] ves [ e .Nl:ut observed/perceived Page 4 IS a
2. Reading [ Yes B [ Mot observed/perceived critical part Of
3. Breathing [ Yes [ No !Nut observed/perceived the dlsablllty
4. Understanding Wy [ No [] Not observed/perceived process, afnd Ed
necessary for 3"

5. Coherency .Yes [N [ nat observed/perceived . ry

| parties to
6. Concentrating .Yes |:| Mo |:| Mot observed/perceived

complete.

7. Talking |:| Yes |:| Mo !Nut observed/perceived
8. Answering [ Yes . Mo [] Mot observed/perceived

9. Sitting |:| Yes . Mo |:| Mot observed/perceived



SSA-3367-F4: Disability Report —
Field Office Form - Observations

10. Standing [] Yes ! Mo [Nt observed/perceived
11. Walking [] Yes . Mo [Nt observed/perceived
12_Seeing [] Yes [ no . Mot observed/perceived
13.Using hand(s) [ Yes ! Mo [Nt observed/perceived
14 Writing [] Yes ! Mo [Nt observed/perceived

15. Other (specify)

OBSERVATIONS: Describe the claimant's behavior, appearance, grooming, degree of limitations, etc.



SSA-3367-F4: Disability Report —
Field Office Form

10_ Development initiated by FO

A Medical
Evidence to be T
s Date Tickle/Diary | Forwarded by Capabiity
ource Requested Date Source to DRE;EL?EPQEEEP
DDS FO !

Tobe completed by Field Office

Tickle/Diary rwarded by
Sl Reguested Date . Source to -
DDS FO

C. Forms to be completed by applicant and sent to the DDS
S5S5A-3371 S5A-3369 Other

11. If medical evidence was brought in to the FO by the claimant, check here



SSA-3367-F4: Disability Report —
Field Office Form

NAME OF INTERVIEWER (Print) 213)765 4321
BIG JIM from BIG & BIGGER ATTORNEY’S AT LAW  a=:Cose  Fhone Number
NAME OF PERSON COMPLETING FORM (Print) (if different from interviewer)

DATE  5/19/2011

Form S3A-3367-F5 (09-2008)  ef (10-2008) PAGE &



