
Thank you for contacting us about the Department of Veteran Affairs 

program.  We will do all we can to help you and point you toward resources 

that can assist you on the pension.  Enclosed is the paperwork to get stated. 

Please print and read each document carefully before you get started.   
 

 

SURVIVING SPOUSE 

 (WIDOW) YOU NEED TO COMPLETE AND SUBMIT THE 

FOLLOWING:* 

 

•  Application for Aid & Attendance (3 page form). Please see the 

instruction document provided for this form.  

•  Statement in Support of Claim (Informal Claim) completed and signed 

by the Widow. 

•  Care Expense Statement for each care provider (2 page form). Please 

see the instruction document provided for this form.  

•  Physicians Report with supplement (Examination for Housebound 

Status) (3 page form).  Please see the instruction document provided 

for this form.  

•  Marriage Certificate to the Veteran.  

•  Veterans Death Certificate.  

•  Military Discharge Documents, Report of Separation for WWII, or 

Veterans or DD-214 for Veterans who served after 1950. If you need 

to order the discharge papers go to 

 https://vetrecs.archives.gov/VeteranRequest/home.asp 

 

All documents requiring a signature MUST be signed by the Veteran. 

VA does not recognize Powers of Attorney; therefore an agent’s 

signature is not acceptable.  

 

Once you have completed the application, send forms and documents by fax 

(866) 458-7579, or email (svainfo@zoho.com). You will receive signature 

pages by e-mail or regular mail that need to be signed by the Veteran. If you 

have not received the signature pages in 10 business days, please contact our 

office (800) 431-5860. Signature pages must be returned by regular mail 

as the VA requires an original signature. 
 

*This forms and instructions are available through veteran service organizations and in a public 

domain.  

!
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SUR V I V IN G SPO USE 
APPL I C A T I O N F O R A ID & A T T E ND A N C E 

(PLEASE COMPLETE ALL INFORMATION) 
 

SE C T I O N I :  IN F O R M A T I O N O N T H E V E T E R A N 

N A M E  (Last, First Middle) 

       

SSN:   

      

D A T E O F B IRT H       PL A C E O F B IR T H (C ity, State)       

D A T E O F D E A T H       PL A C E O F D E A T H (C ity, State)       

 

SE C T I O N I I :  IN F O R M A T I O N A B O U T Y O U A ND  

Y O UR M A RRI A G E T O T H E V E T E R A N 

F U L L M A ID E N N A M E  (First and Last)  

      

D A T E O F B IRT H  

      

SO C I A L SE C URI T Y NU MB E R  

      

D O Y O U C URR E N T L Y R E C E I V E M O N E Y F R O M T H E V A?  Y ES   N O    I F SO , H O W M U C H?         

H O W M A N Y T I M ES H A V E Y O U B E E N M A RRI E D?       I F M O R E T H A N O NE T IM E C O MPL E T E T H E IN F O R M A T I O N O N PA G E 3 

D A T E O F M A RRI A G E (Month, Year) 

 M O N T H             Y E A R       

PL A C E O F M A RRI A G E (City, State) 

C I T Y                                                              ST A T E        

 

SE C T I O N I I I :  W H O T O C O N T A C T F O R IN F O R M A T I O N A ND M A I L 

N A M E        H O M E PH O N E       C E L L PH O NE       

A DDR ESS        C I T Y/ST A T E/Z IP        

E M A I L A DDR ESS:  

      

 R E L A T I O NSH IP 

      

 

SE C T I O N I V :  IN F O R M A T I O N O N M I L I T A R Y SE R V I C E  

D A T E O F E NT R Y        D A T E O F SEPA R A T I O N        

A R M Y         N A V Y         A IR F O R C E          M A RIN E          C O AST G U A RD          M E R C H A N T           O T H E R   

SE RI A L NU M B E R       IS O RI G IN A L O R C E R T IF I E D C OPY O F DISC H A R G E A V A I L A B L E?  Y ES     N O   

R E M A R KS 
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PL E ASE PR O V ID E E X A C T A M O UN TS O N T H E D A Y T H A T Y O U C O MPL E T E T H IS F O R M 

G R OSS M O N T H L Y IN C O M E (Before Deductions) 

 SO UR C E  SUR V I V IN G SPO USE 

SO C I A L SE C URI T Y (Before M edicare Deduction) Social Security $       

PE NSI O N       $       

PE NSI O N       $       

C I V I L SE R V I C E R E T IR E M E N T Civil Service $       

M I L I T A R Y RE T DFAS $       

V A DISA BI L I T Y VA $       

IN T E R EST /DI V ID E NDS       $       

R E N T A L IN C O M E       $       

O T H E R       $       

M E DI C A L E XPE NSES 

 SO UR C E SUR V I V IN G SPO USE 

M E DI C A R E (Normally $96.40) Social Security $       

H E A L T H INSUR A N C E       $       

H E A L T H INSUR A N C E       $       

D E N T A L/V ISI O N INSUR A N C E       $       

ASSE TS 

 
SPO USE 

C H E C K IN G $       

S  $       

ST O C KS/B O NDS/M U T U A L F UNDS $       

 $       

R E N T A L PR OPE R T Y $       

O T H E R ASSE TS $       
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D O N O T R E T URN T H IS PA G E UN L ESS Y O U H A V E B E E N M A RRI E D M O R E T H A N O N C E 

 

AS A M INI M U M Y O U M UST PR O V ID E T H E M O N T H A ND Y E A R A ND C I T Y A ND ST A T E O F 

E A C H O F Y O UR M A RRI A G ES.  W E A LSO N E E D T H E M O N T H A ND Y E A R A ND C I T Y A ND 

ST A T E A ND T H E R E ASO N W H Y E A C H M A RRI A G E E ND E D .   

 

 

 

 

PRI O R M A RRI A G E IN F O R M A T I O N F O R SUR V I V IN G SPO USE 

W H O M A RRI E D N A M E        W H Y E ND E D:  D E A T H       DI V OR C E   

D A T E O F M A RRI A G E       PL A C E O F M A RRI A G E       

D A T E E ND E D       PL A C E E ND E D       

 

W H O M A RRI E D N A M E        W H Y E ND E D:  D E A T H       DI V OR C E   

D A T E O F M A RRI A G E       PL A C E O F M A RRI A G E       

D A T E E ND E D       PL A C E E ND E D       

   

W H O M A RRI E D N A M E        W H Y E ND E D:  D E A T H       DI V OR C E   

D A T E O F M A RRI A G E       PL A C E O F M A RRI A G E       

D A T E E ND E D       PL A C E E ND E D       

 

 



VA  FORM
JUN 2000 21-4138 

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

EXISTING STOCKS OF  VA FORM 21-4138, 
APR 1994, WILL BE USED

 SOCIAL SECURITY NO.

STATEMENT IN SUPPORT OF CLAIM

 VA FILE NO.

C/CSS -

FIRST NAME - MIDDLE NAME - LAST NAME OF VETERAN (Type or print)

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

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

 SIGNATURE  DATE SIGNED

 ADDRESS

 DAYTIME  EVENING

TELEPHONE NUMBERS (Include Area Code)

(CONTINUE ON REVERSE)

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

PRIVACY ACT INFORMATION: The law authorizes us to request the information we are asking you to provide on this form (38 U.S.C. 501(a) and (b)). The
responses you submit are considered confidential (38 U.S.C. 5701). They may be disclosed outside the Department of Veterans Affairs (VA) only if the disclosure is
authorized under the Privacy Act, including the routine uses identified in the VA system of records, 58VA21/22, Compensation, Pension, Education and Rehabilitation
Records - VA, published in the Federal Register. The requested information is considered relevant and necessary to determine maximum benefits under the law.
Information submitted is subject to verification through computer matching programs with other agencies.

RESPONDENT BURDEN: VA may not conduct or sponsor, and respondent is not required to respond to this collection of information unless it displays a valid OMB
Control Number. Public reporting burden for this collection of information is estimated to average 15 minutes per response, including the time for reviewing
instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. If you have
comments regarding this burden estimate or any other aspect of this collection of information, call 1-800-827-1000 for mailing information on where to send your
comments.

 INFORMAL CLAIM FOR PENSION WITH A&A  

VETERANS DATE OF BIRTH: 

DATE ENTERED SERVICE: 

MILITARY SERIAL NUMBER: 

DATE OF DISCHARGE: 

   BRANCH OF SERVICE:  

IF CLAIM IS FOR A WIDOW COMPLETE THIS SECTION 

VETERANS DATE OF DEATH: 

 NAME OF SURVIVING SPOUSE: 

  1000 Sunset Blvd, Ste 115 

 Rocklin, CA 95765 

 

 

(916) 780-3290 



Care Expense Statement

Section 1: General Information (To be completed by the facility administrator. Please Print.)

A. Social Security Number of the Veteran: _____________________________

B. Veterans Name: _____________________________________________

C. Patient’s Name: _____________________________________________

D: Check the box which describes the patient’s care status:

In Home Care
Nursing Home Care
Other Care Facility (Foster Home, Adult Day Care, Rest Home, Group Home, Assisted Living)

E. Name of facility or care provider: __________________________________

F. Phone number of facility or care provider: __________________________________

G. Address of facility or care provider: __________________________________

__________________________________

H. Date entered facility or in home care began __________________________________

I. Will the patient need this care indefinitely Yes No

If No, when will the care end? _____________________________________________

J. Total monthly charge for the patient $ per month:

K. Has the patient applied for Medi-Cal (Medicaid) Yes No

L. Is part of the patient’s cost covered by Medicaid, Medicare,
Insurance or other source? Yes No

If Yes, please answer the following:
What is the source of payment? ______________________

What is the monthly amount covered by this source? $ per month:

When did coverage begin? ______________________

M. What amount does the veteran or patient pay from their
own funds which is not reimbursed by one of the sources above? $ per month:

Continue on page 2
Be sure to sign and date



Section 2: In-Home Care (To be completed by the care provider)

A. Do You provide any medical or nursing services for the patient? Yes No
i.e. administering medication, physical or mental therapy, assisting with ADL’s (personal hygiene, dressing

bathing; etc.)

B. Describe the services you provide:_______________________________________________

C. Are you a licensed health professional? (RN, LVN or LPN) Yes No
If Yes, provide your license number: ________________________________________

Section 3: Skilled Nursing Facility (To be completed by the facility administrator)

A. Is your facility licensed by the State? Yes No

B. Is your facility Medicaid (Medi-Cal) approved? Yes No

C. Is the patient in your facility because of a physical or mental disability? Yes No

D. Do you provide skilled or intermediate level nursing care to the patient? Yes No

E. What was the admitting diagnosis? ______________________________________________

Section 4: Other Care Facility ( To be completed by the facility administrator)

A. Type of facility
Assisted Living
Adult Day Care

Rest Home
Group Home

Foster Home
Other ___________

B. Do You provide any medical or nursing services for the patient? Yes No
i.e. administering medication, physical or mental therapy, assisting with ADL’s (personal hygiene, dressing

bathing; etc.)

C. Describe the services you provide:_______________________________________________

D. If the patient receives medical or nursing services, are the services Yes No
provided or supervised by a licensed health professional (RN, LVN, LPN)

E. We must have the monthly charge broken down into the following categories:
1. Base Rate (includes room, meals, laundry, housekeeping): $ per month:
2. Medical and Nursing Services: $ per month:

Section 5: Signatures (To be completed by the facility administrator/care provider and veteran/widow)
I certify that the above statements are true and correct to the best of my knowledge and belief.

___________________________________________________ __________________________________

Signature of facility administrator or care provider Date

I certify that the above statements are true and correct to the best of my knowledge and belief. I am paying
$_________ per month for my care from my own funds.

___________________________________________________ __________________________________

Signature of Veteran or Beneficiary Date
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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
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WITNESS STATEMENT

If you sign with an “X” then you must have 2 people you know witness as you sign. They

must sign this form and print their names and addresses also.

I certify that I witnessed___________________________________with an “X” on the following

documents.

VA FORM 21-22

NACVSO-1

21-4138 STATEMENT IN SUPPORT OF CLAIM, DUE PROCESS WAIVER

21-4138 STATEMENT IN SUPPORT OF CLAIM, INFORMAL CLAIM

21-0516 or 21-0518 ELIGIBILITY VERIFICATION REPORT

21-8416 MEDICAL EXPENSE REPORT

CARE EXPENSE STATEMENT

_________________________________________

Signature of Witness Print name and address of witness

Signature of Witness Print name and address of witness



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: ____________________ 


