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Senior Veteran AdvisorsLLC (SVA) is not part of the Veterans Administration nor any Government Agency.  All SVA literature is for informational 
purposes only.  Usage of any information is privileged and considered confidential. 

!  
Veteran Information  Please check if deceased " 
 

Veteran Name: ________________________________ Date of Birth  _____ /_____ /_____ 

Age: ____ Social Security Number ______ - _____ - ______ Place of Birth: _______________ 
 

!  Veteran’s Spouse (if applicable) 
 

Complete Name:  _________________________________ Maiden Name:  _____________ 

Age: ____ Social Security Number ______ - _____ - ______ Place of Birth: ______________ 
 

!  Claimant (person apply for this benefit) is a:  

" Married Veteran   " Single Veteran  " Surviving Spouse      

Claimant Phone Number  (_____) ______-________ 
  

!  Contact Person (typically next of kin)    Name: ______________________________________ 

Relationship to Veteran:  "  Child     "  Spouse    "  Other:  _________________________ 

Telephone Number(s):  Home (_____) ______-________  Work (_____) ______-________   

Cell (_____) ______-________    Email:__________________________________ 

Contact Address: _____________________________________________________________ 
 

!  Assisted Living, Independent Living Community or Home Care Information 

Name of Community or Agency: _________________________________________________ 

Address: ____________________________________________________________________ 

Contact Person: ____________________________  Phone Number (_____) ______-_______ 

Current Resident Since: ___________________   Move-in Date: _______________ 
 

Has the Claimant been diagnosed with any of the following?   

"  Cognitive Impairment           "  Dementia           "  Alzheimer’s 

 

Trust in Place?   "  Yes     "  No 

Financial Powers of Attorney?  "  Yes     "  No 

Are you the attorney in fact? "  Yes     "  No  

If no, please name _______________________________________________________ 

Senior Veteran Advisors, LLC 
 
www.SeniorVA.com 

Part A: 
VA Non-Service Connected Disability Pension Worksheet 

Aid and Attendance 
Veteran or Surviving Spouse Information&
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- Not all expenses will necessarily qualify        2 - Proper Estate Planning can impact Countable Liquid Net Worth calculations. 
 
The Veterans Administration can obtain access to an applicant’s financial records.  Please be as accurate as possible. 
 
Senior Veteran Advisors, LLC (SVA) works diligently to protect the privacy and sensitivity of all personal and financial information.  In an effort 
to help individuals we come in contact with SVA reserves the right to share any information it obtains with employees, affiliates, partners, etc., 
as it deems necessary.  Any usage of SVA literature constitutes an acceptance of this policy. 

&
Monthly Income:   Veteran Spouse Total 

Social Security   __________ __________= __________   
Long-term Care Insurance   __________ __________= __________ 

Retirement or Pension Income __________ __________= __________ 
Retirement or Pension Income __________ __________= __________ 
RMD from IRA / 401(k)  __________ __________= __________ 

Rental Income (net) or Other  __________ __________= __________ 
VA or Military Disability Income  __________ __________= __________ 
VA or Military Retirement Income  __________ __________= __________ 

Total Monthly Joint Income     ________________ 
Monthly Medical Expenses: 

Assisted or Independent Living  __________ __________= __________ 
In-home care    __________ __________= __________ 
Health & Dental Ins. Premium __________ __________= __________ 

LTC Insurance Premium  __________ __________= __________ 
Medicare Deductions  Part B __________ __________= __________ 

Part D __________ __________= __________ 

Total Monthly Medical Expenses   - ________________ 

Net Income1 (income – expense)      __________________ 

Additional Expenses (estimates are acceptable): 

Pharmacy Bill     __________ __________= __________ 
Diabetic Supplies   __________ __________= __________ 

Incontinent Supplies   __________ __________= __________ 
Dialysis Direct and Oxygen  __________ __________= __________ 

  Total Additional Medical Expenses1      _____________ 

Combined Net Worth (Please provide copies of statements if requested): 

Checking    __________ __________= __________ 

Savings    __________ __________= __________ 
CD’s     __________ __________= __________ 
Stock, Bonds, Mutual Funds  __________ __________= __________ 

Annuities    __________ __________= __________ 
IRA / 401k    __________ __________= __________ 
Life Insurance (cash value)  __________ __________= __________ 
Other Assets    __________ __________= __________ 

Liquid Net Worth2                      __________________ 

Own a Primary Resident?     !Yes     !No       Own a Secondary Residence?      !Yes     !No 
Estimated Value  $ __________  Mortgage if any  $ ___________  Monthly Payment  _______ 

Part B: 

Financial Worksheet&
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SUPPLEMENTAL INFORMATION FOR HOUSEBOUND STATUS OR PERMANENT NEED FOR

REGULAR AID AND ATTENDANCE

1. FIRST NAME - MIDDLE NAME - LAST NAME OF VETERAN 2. FIRST NAME - MIDDLE NAME - LAST NAME OF CLAIMANT

(If other than veteran)

3. RELATIONSHIP OF CLAIMANT

TO VETERAN

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

NOTE: EXAMINER PLEASE READ CAREFULLY. The purpose of this examination is to record manifestations and findings pertinent to the question of whether the

claimant is housebound (confined to the home or immediate premises) or in need of the regular aid and attendance of another person. The report should be in sufficient

detail for the VA decision makers to determine the extent that disease or injury produces physical or mental impairment, that loss of coordination or enfeeblement affects

the ability: to dress and undress; to feed him/herself; to attend to the wants of nature; or keep him/herself ordinarily clean and presentable.

6. Is this patient able to live at home without assistance? Yes No

7. Can this patient adequately protect themselves from the hazards of their environment? Yes No

If no, please explain why and include a medical diagnosis for the inability.

8. Does this patient need to live in a protected environment due to mental or physical condition? Yes No

If yes, please explain.

REMARKS

PRINTED NAME OF EXAMINING PHYSICIAN SIGNATURE AND TITLE OF EXAMINING PHYSICIAN DATE SIGNED

NAME AND ADDRESS OF MEDICAL FACILITY TELEPHONE NUMBER OF MEDICAL FACILITY



Acknowledgement of Services Offered by Senior Veteran Advisors, LLC 
 

• Both Claimant and/or Claimant’s Representative (I/we and/or Our) understand that Senior Veteran 

Advisors, LLC (SVA) is NOT a Government Agency and not affiliated with the Department of 

Veterans Affairs (VA). 
 

• I/we understand that only the VA can approve or deny Our Application for VA Pension Benefits 

(Benefits).  Therefore, SVA CANNOT and does not make any guarantees with regards to any 

approval of claims or the amount of Benefits awarded by the VA should an approval take place. 
 

• I/we understand that SVA believes the information being provided to me is accurate and up to date 

but cannot make guarantees to the timeliness or accuracy of such information. 
 

• I/we will use the information provided to me/us by SVA for lawful purposes only. 
 

• I/we Acknowledge and Accept all terms, criteria, stipulations, provisions, etc. within SVA’s Terms 

of Service and Disclosure Statement, fully incorporated herein.  These documents have been made 

available to me both upon request and within SVA’s website (www.seniorva.com). 
 

• I/we recognize and acknowledge that we have been advised to seek professional advice from 

accredited professionals and/or an attorney of our choice regarding the information provided and the 

potentially negative impacts on Our qualification for Medicaid and/or other Government Benefits.  
 

• I/we acknowledge that only VA Accredited representatives have worked on Our VA Application and 

that I/we have not relied upon the assistance of anyone who does not hold that Accreditation for 

assistance or advise as it pertains to Our Benefits. 
 

• I/we acknowledge that I/we have NOT compensated SVA in any manner.  Any education or 

information provided by SVA has been completely free of charge. 
 

• I/we understand that SVA is compensated, as a privately held service company, for the information 

and marketing assistance it provides to financial, insurance, tax and other professionals, which have 

indicated to us their accreditation and areas of practice.  
 

• Both Claimant and Claimant’s Representative independently Acknowledge and Accept full liability 

associated with the information that I/we have provided SVA and Providers and/or the actions I/we 

take as they pertain to Our Benefits and/or the pre-planning for Our Benefits and/or any adverse 

impacts Our actions may have on any other Government Benefit (Medicaid).  Furthermore, I/we will 

hold harmless and indemnify, including all fees and reasonable costs of attorney(s), SVA, its 

Executives, Providers and/or Representative(s) from any issue(s) arising from Our Application for 

Benefits and/or Medicaid. 
 

By offering these invaluable services to our Veterans, surviving spouses and their families, SVA hopes 

that you will find the assistance to be helpful, professional, knowledgeable and courteous. We appreciate 

the opportunity to help you and hope you think of SVA if you or any member of your family or friends 

needs any of the services we offer. This is what enables us to continue to offer free services to all of the 

families we assist. 

 

Name of claimant: ____________________________________________________________________ 

 

Signature: _________________________________________________  Date: ____________________ 

 

Name of claimant’s representative: _______________________________________________________ 

 

Signature: _________________________________________________  Date: ____________________ 


