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VA Veteran Pension

What is Veteran Pension?

Pension is a needs-based benefit program for wartime Veterans, who are age 65 or
older or have a permanent and total non-service-connected disability, and who have
limited income and net worth. To learn more about VA Pension benefits, please visit
https://www.va.gov/pension/. Veterans who are more seriously disabled may qualify

for pension at the increased housebound or aid and attendance rates. To learn more
about aid and attendance and housebound benefits, please visit
https://www.va.gov/pension/aid-attendance-housebound/

Who is eligible?

You may be eligible if you meet the following criteria:

* Youwere discharged from service under other than dishonorable conditions, AND
e You served 90 days of active duty with at least one day during wartime, *AND
e Your countable income is below the maximum annual pension rate (MAPR), AND
* You meet net worth limitations AND
e You meet one of the following criteria:

o You are age 65 or older.

o You have a permanent and total nonservice-connected disability.

o You are a patient in a nursing home due to mental or physical incapacity.

o You are receiving Social Security disability benefits.

*Veterans who entered active duty after September 7, 1980, must serve at least 24
months of active-duty service. If the length of service is less than 24 months, the
Veteran must have completed their entire tour of active duty.

For the current net worth limit and MAPR, see the Veterans Pension Rate Table at
http://www.benefits.va.gov/PENSION/current rates veteran pen.asp.

How much does VA pay?

1. VA determines the Maximum Annual Pension Rate (MAPR) for your situation.
This amount is set by Congress.

. Next, VA determines your countable income. This is done by subtracting
exclusions provided by law from your total annual income.

. VA then subtracts your countable income from the MAPR. This difference is
your yearly pension entitlement.

. VA divides this amount by 12 and rounds to the nearest dollar. This is the
approximate amount of your monthly pension payment.

VA deducts certain expenses you pay, such as unreimbursed medical expenses,
from your annual household income. This will decrease your countable income
and increase your monthly pension payment. Find a complete list of eligible
expenses in the Code of Federal Regulations, located at eCFR :: 38 CFR 3.278 —-
Deductible medical expenses..

How can you apply?

You can apply for Veteran Pension benefit by filling out VA Form 21P-527EZ,
“Application for Pension,” located at http://www.vba.va.gov/pubs/forms/VBA-21P-

527EZ-ARE.pdf.

Documents may be submitted by mail, in person at a VA regional office or electronically.
However, VA recommends submitting correspondence electronically as this is the
fastest method of receipt at www.va.gov/pension/application/527EZ/.

VA provides several tools to assist in electronic submission. To learn more about how
to submit documents and claims electronically, visit www.va.gov/disability/upload-
supporting-evidence. You can also go directly to access.va.gov to digitally upload any
correspondence using Direct Upload.
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OMR Control No. 2900-0002
Respondent Burden: 30 minutes
Expiration Date: 8/31/2025

VA DATE STAMP
(DO NOT WRITE IN THIS SPACE)

4F. HAVE YOU RECEIVED TREATMENT FROM A VA MEDICAL CENTER?
" YES ( NO  Specify Facility:
C YES ( NO  Specify Facility

4G. HAVE YOU RECENTLY RECEIVED TREATMENT FROM ANY FEDERAL
MEDICAL FACILITIES (Military base. etc.)?

SECTION V: EMPLOYMENT HISTORY

SECTION I: VETERAN'S IDENTIFICATION INFORMATION

5A. ARE YOU CURRENTLY EMPLOYED?
C YES (@ NO  (IfNO, skip questions 5B and 5C)

1A. VETERAN'S NAME (First. Middle Initial, Last)
J]lele

5B. WHAT KIND OF WORK ARE YOU CURRENTLY DOING?

1B. VETERAN'S SOCIAL SECURITY NUMBER 1C. VETERAN'S DATE OF BIRTH (MM/DD/YYYY)

P {20 3 = | 45— B[|T7]|8B:8 C]/C]/.QT)C

1D. HAVE YOU EVER FILED A CLAIM WITH VA7

C YES & NO (I/NO, skip question IE.)

5C. HOW MANY HOURS PER WEEK DO YOU AVERAGE?

1E. VA FILE NUMBER (If applicable)

5D. WHEN DID YOU LAST WORK? (MM/DD/YYYY)

/ /

5E. HOW MANY HOURS PER WEEK DID YOU AVERAGE?

5F. WHAT WAS YOUR JOB TITLE?

SECTION II: VETERAN'S CONTACT INFORMATION

5G. WHAT KIND OF WORK DID YOU DO?

2A. MAILING ADDRESS
No. & 1121314
Street

Apt./Unit Number

State/Province M Country ZIP Code/Postal Code

SECTION VI: MARITAL STATUS (MUST COMPLETE)

B6A. WHAT IS YOUR MARITAL STATUS? (Check one)
& MARRIED (" SEPARATED (C NOT MARRIED (Widowed or Never Married - Skip to Section VIIT)

68. SPOUSE'S CURRENT LEGAL NAME (First, Middle Imitial, Last)
Bfelt|t!ly S m it

2B. TELEPHONE NUMBERS (lnclude Area Code)

2 3 — 4 5 6 — 7 B 9 0 International Phone Number (/f applicable)

6C. SPOUSE'S BIRTH DATE (MM/DD/YYYY) BD. SPOUSE'S SOCIAL SECURITY NUMBER

‘32/3'_/',3-7.' Lit 210307 ms TR = |06

2C. VETERAN'S E-MAIL ADDRESS (Upiional)

n ] n e

6E. DATE AND PLACE OF MARRIAGE (MM/DD/YYYY;  CITY AND STATE OR COUNTRY
CJI/C'_/'_QOI H a plp ¥ T!lo|w|n

SECTION lll: VETERAN'S SERVICE INFORMATION (MUST COMPLETE)

6F TYPE OF MARRIAGE (Ceremonial, Common-Law. Proxy, Tribal, etc.)
& CEREMONIAL (" OTHER (Specifi

. PLEASE LIST THE OTHER NAME(S) YOU SERVED UNDER (If None, leave blank)

6G. IS YOUR SPOUSE ALSO A VETERAN? B6H. WHAT IS YOUR SPOUSE'S VA FILE NUMBER? (if anvi

. DATE INITIALLY ENTERED ACTIVE DUTY
(MM/DD/YYYY)

3C. FINAL RELEASE DATE FROM ACTIVE DUTY 3D. YOUR SERVICE NUMBER
(MM/DDYYYYY)

/

.BRANCH OF SERVICE

C YES & NO  (If NO, skip question 6H)

61. IF YOU ARE SEPARATED, PLEASE TELL US THE REASON YOU ARE SEPARATED (fiiness. work, ete.)
" MEDICAL REASON (" MARITAL DISCORD (" WORK (T OTHER (Specify)

6J. SPOUSE'S MAILING ADDRESS (if separated)

3F. PLACE OF YOUR LAST SEPARATION No. &
ARMY — C NAWY (" AIRFORCE Street
COASTGUARD MARINE CORPS : AptJUnil Number

SPACE FORCE  USPHS  NOAA

State/Province Country ZIP Code/Postal Code

HAVE YOU EVER BEEN A PRISONER OF WAR? | 3H. DATES CONFINEMENT STARTED (MM/DD/YYYY)| 31 DATES CONFINEMENT ENDED (MM/DD/YYYY)
YES & NO  (If NO, skip to question 44) / / / /

/ / SECTION VIi: PRIOR MARITAL HISTORY
SECTION IV: PENSION INFORMATION Tell us about your and your spouse's previous marriages. If you have never been married or your current marriage is yours and your spouse’s only marriage skip to
4A. ARE YOU OVER THE AGE OF 65 OR HAVE 4B. ARE YOU MEDICALLY INCAPABLE OF WORKING? Section VIIT

YOU BEEN DETERMINED TO BE DISABLED BY @ YES C NO VETERAN'S PRIOR MARRIAGES (If None, skip to question 7L)

SOCIAL SECURITY ADMINISTRATICN? o 07 (First, Middie Initial, L
TA. WHO WERE YOU MARRIED TO? (Fii Mi 3
@ YES (NO (IfVES, skip question 4B) iEirst. Migdie Jnifial Lasl)

6K. HOW MUCH DO YOU CONTRIBUTE MONTHLY TO YOUR SPOUSE'S SUPPORT? (/f separated)
$

(If YES. vou must submit medical evidence with this application)

M a r'y Jlal!n|e

4C. DO YOU LIVE IN A NURSING HOME?
C YES & NO  /f "NO, skip question 4D)

4D. DOES MEDICAID COVER ALL OR PART OF YOUR NURSING HOME COSTS OR HAVE YOU APPLIED
FOR MEDICAID?

78. HOW DID YOUR PREVIOUS MARRIAGE END? (Dearh, divorce, etc.) 7C. WHAT ARE THE DATES OF YOUR PREVIOUS MARRIAGE? (MM/DD/YYYY)

 DEATH DIVORCE OTHER (Specify. C 1 0 ;2 0 0
C YES ( NO  (If VES, please have an official from vour nursing home complete VA Form 21-0779, « c (Specify) sTaRT: 0 1 /¢ /19700

Request for Nursing Home Information in Connection with Claim for Aid and

{trendance)

4E. ARE YOU CLAIMING SPECIAL MONTHLY PENSION BECAUSE YOU NEED THE REGULAR ASSISTANCE OF ANOTHER PERSON, HAVE SEVERE VISUAL
IMPAIRMENT OR ARE GENERALLY CONFINED TO YOUR IMMEDIATE PREMISES?

END 01/'2-1/1‘3(‘;1

7D. PLACE OF MARRIAGE (City and State or Country) Sad Town, MI

@ YES ( NO  (If YES, complete and atiach with this application, VA Form 21-2680. Examination for Housebound Status or Permanent Need for Regular TE. PLACE OF MARRIAGE TERMINATION (Citv and State or Counry)  Happy Town, MI
Aid and Auendance. Please make sure every box is complete and signed by a Physician, Physician Assistant (PA), Certified Nurse

Practitioner (CNP), or Clinical Nurse Specialist (CNS.))

VAFORM 21P.527EZ
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o R AR
VETERAN'S PRIOR MARRIAGES - CONTINUED (If None, skip to question 7L)
7F. WHO WERE YOU MARRIED TO? (First, Middle Initial. Last)

SECTION VIil: DEPENDENT CHILDREN (CONTINUED)

BK. WHAT IS THE CHILD'S STATUS? (Select all that apply)
C gioLocicaL € sTEPCHILD ( SERIOUSLY DISABLED 1823 YEARS OLD (in school) ( PREVIOUSLY MARREED C ADOPTED
€ DOES NOT LIVE WITH YOU BUT CONTRIBUTES §

7G. HOW DID YOUR PREVIOUS MARRIAGE END? (Death, diverce, etc.) 7H. WHAT ARE THE DATES OF YOUR PREVIOUS MARRIAGE? (MM/DD/YYYY)
C DEATH  C DIVORCE ( OTHER (Specifi) START: v o

END / v

BL. CHILD'S NAME (First. Middle Initial, Last)

71. PLACE OF MARRIAGE (Cinv and State or Couniry) BM. CHILD'S BIRTH DATE (MM/DIVYYYY) 8N. CHILD'S SOCIAL SECURITY NUMBER

7J. PLACE OF MARRIAGE TERMINATION ¢City and State or Country) / / — —_

7K. DO YOU HAVE ADDITIONAL MARRIAGES TO REPORT?

C YES € NO  flf "YES." please submit a VA Form 21-686¢, Declaration of Status of Dependents, or a VA Form 21-4138, Statement in Suppart of Claim,
as needed to provide the information for additional marital history.) B8P, WHAT IS THE CHILD'S STATUS? (Selecr all that apply)

SPOUSE'S PRIOR MARRIAGES (If "None,” skip 1o Section VILl) C pioLocicAL  © sTEPcHILD ( SERIOUSLY DISABLED  © 16-23 YEARS OLD fin schooiy  { PREVIOUSLY MARRIED  ADOPTED

7L. WHO WAS YOUR SPOUSE MARRIED TO? (Firs:, Middle Initial, Last) ' DOES NOT LIVE WITH YOU BUT CONTRIBUTES §

80. PLACE OF BIRTH (City and State or Couniry)

BQ. DO ALL OF YOUR CHILDREN THAT ARE NOT LIVING WITH YOU AS ANSWERED ABQOVE RESIDE AT THE SAME ADDRESS?
7M. HOW DID THE PREVIOUS MARRIAGE END? (Death. divorce, etc.) 7N, WHAT ARE THE DATES OF THE PREVIOUS MARRIAGE? (MM/DD/YYYY) C YES C NG fIf "NO. " Please submit a VA Form 21-4138, Statement in Support of Claim, with the following information: Who the child is currently fiving
(" DEATH (" DIVORCE (" OTHER (Specifi) START / / with, and the full address of where the child resides.)

VA FO RM END / / BR. PLEASE PROVIDE THE NAME OF THE CUSTODIAN AND THE ADDRESS OF CHILDREN NOT LIVING WITH YOU
NAME OF CUSTODIAN (First. Middle Initial, Last

70. PLACE OF MARRIAGE (Citv and State or Countrv)

2 1 P— ! i 2 ; E 2 7P PLACE OF MARRIAGE TERMINATION (City and State or Country) No. &
Street

7Q. WHO WAS YOUR SPOUSE MARRIED TO? (First, Middle Initial, Lasti

Apt./Unit Number

P
7R HOW DID THE PREVIOUS MARRIAGE END? (Death, divorce, cic./ 75, WHAT ARE THE DATES OF THE PREVIOUS MARRIAGE? (MM DD/TTTY) Sita/Rroviace Country ZIP Conefaetal Code
CDEATH CONORGE € DTHERSHIN) START: / / SECTION IX: QUESTIONS REGARDING INCOME AND ASSETS

AP P L I C I I O N FO R END / / NOTE: Assets are all the money and property vou or your dependents own. Assets do not include your/your family's primary residence or personal effects such as

appliances and vehicles you or your dependents need for transportation
V ET E RAN S 7 PLAGE OF MARRIAGE i Apumd Aate o Eonniy) 9A. DO YOU AND YOUR DEPENDENTS HAVE OVER $25,000.00 IN ASSETS (NOT INCLUDING THE VALUE OF YOUR PRIMARY RESIDENCE)?
7U. PLACE OF MARRIAGE TERMINATION (City and State or Country) C YES  (® NO  (Jf “YES." please submit VA Form 21P-0969, Income and Asset Statement in Support of Claim for Pension or Parents’ Dependency and
P E N S I O N 7V. DO YOU HAVE ADDITIONAL MARRIAGES TO REPORT FOR YOUR SPOUSE? Indemmitv Compensation (D.1.C.))

C YES € NO  (If "YES™ please submit a VA Form 21-686c, Declaration of Status of Dependents, or a VA Form 21-4138. Statement in Support of Claim % oii (If "NQ." please estimate the total value of vour assets)

as needed to provide the information for additional marial history.)

9B. IN THE THREE CALENDAR YEARS BEFORE THIS YEAR, DID YOU OR YOUR DEPENDENTS TRANSFER ANY ASSETS? (Examples of assef transfers include
SECTION VilIi: DEPENDENT CHILDREN giving assets away. selling assets, purchasing an anmuity, or using assets to establish a trust.)

NOTE: Please refer to the Special Circumstances on the instructions page for information regarding dependents and the necessary forms if additional space is C YES & NO  (If "YES." please submit VA Form 21P-0969)
required io list all dependents. Lf None, skip to Section IX. In most circumstances, children over the age of 23 are not considered dependent for VA purposes.

d THE PRIMARY SIT!
8A. HOW MANY DEPENDENT CHILDREN LIVE WITH YOU? (Please complete a VA Form 21-686¢, Application Request to Add and‘or Remove Dependents, if you 8€. DO YOU OR YOUR DEPENDENTS OWN YOUR/YOUR FAMILY'S PRIMARY | OD. IS THE SIZE OF THE LOT ON WHICH THE PRIMARY RESIDENCE SITS

i RESIDENCE? ‘OVER 2 ACRES (87,120 SQ FT)?
need more space for additional dependents.)
@& YES C NO (F "NO, " skip to Item 9G) C YES & NO (If “NE). ™ skip to ltem $G)
o5 CHILDS NAE TR Miada Tl Lanh 9E. IF PRIMARY RESIDENCE SITS ON A LOT OVER 2 ACRES (87.120 SQFT). | oF |5 THE LAND OVER 2 ACRES (87, 120 SQ FT) REPORTED IN QUESTION
WHAT IS THE VALUE OF LAND OVER 2 ACRES? (Do not include the value 9E MARKETABLE?
f the residence or the first 2 acres
P e L T C YES € NO  (If "YES." please submit VA Form 21P-0969)
BC. CHILD'S BIRTH DATE (MM/DD/YYYY) 8D. CHILD'S SOCIAL SECURITY NUMBER 3 o0
/ / - - 9G. DO YOU OR YOUR DEPENDENTS HAVE MORE THAN FOUR (4) SOURCES OF INCOME?

8E. PLACE OF BIRTH (City and State or Countri C YES @ NO  (If "YES,” please submit VA Form 21P-0969 and ONLY report your Social Security Income below)

8F. WHAT IS THE CHILD'S STATUS? (Select all that apply) Please use the space below to report any income you currently receive
C BIOLOGICAL c STEPCHILD & SERIOUSLY DISABLED ol 18-23 YEARS OLD (in school) c PREVIOUSLY MARRIED € ADOPTED

IMPORTANT: If you have been directed 1o complete a VA Form 21P-0969, Income and Asset Statement 1n Support of Claun for Pension or Parenis’ D.LC., by
' DOES NOT LIVE WITH YOU BUT CONTRIBUTES 5

questions 9A through 9G, we only require Social Security income reported below. All other income should be reported on VA Form 21P-0969. Income will be
BG. CHILD'S NAME (First, Middle Initial. Last) countal a8 reported, o ot duplicate,

NOTE: If reporting income in 9H through 9K, any items skipped or left blank will be considered as an unspecified income and could require a request for further
information, potentially delaying your claim. If you leave the entire question blank, we will assume you have no income 1o report.

9H(1) WHO IS THE INCOME RECIPIENT? fSelect one) | 9H(2) PLEASE SPECIFY THE SOURCE OF INCOME 9H(3) CURRENT GROSS MONTHLY
/ / == = (& VETERAN (Specifv name of institution) INCOME?
BJ. PLACE OF BIRTH (City and State ar Cauntryj " SPOUSE (& SOCIAL SECURITY (T INTEREST/DIVIDENDS

" CHILD (Specifi) ( CIVIL SERVICE (" PENSION/RETIREMENT
VA FORM 21P-527EZ, FEB 2023 Page 10 " SPECIFY SOURCE (i.e., tnheritance, etc.)

BH. CHILD'S BIRTH DATE (MM/DD/YYYY) Bl. CHILD'S SOCIAL SECURITY NUMBER

VA FORM 21P-527EZ. FEB 2023
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SECTION IX: QUESTIONS REGARDING INCOME AND ASSETS (Continued)

91(1) WHO IS THE INCOME RECIPIENT? (Select ane)
" VETERAN

(= SPOUSE

(" CHILD (Specify)

91(2) PLEASE SPECIFY THE SOURCE OF INCOME
(Specify name of institution)

(% SOCIAL SECURITY (* INTEREST/DIVIDENDS
" CIVIL SERVICE (" PENSION/RETIREMENT
" SPECIFY SOURCE (i.e.. inheritance, etc.)

91(3) CURRENT GROSS MONTHLY INCOME?

3 Qloll 0 0

9J{1) WHO IS THE INCOME RECIPIENT? (Select one/
" VETERAN

 SPOUSE

€ CHILD (Specify)

9J(2) PLEASE SPECIFY THE SOURCE OF INCOME
(Specifv name of institution)

(" SOCIAL SECURITY (" INTEREST/DIVIDENDS
" CIVIL SERVICE " PENSION/RETIREMENT
" SPECIFY SOURCE (i.e.. inherifance. etc.)

9J(3) CURRENT GROSS MONTHLY INCOME?

$

'

9K(1) WHO IS THE INCOME RECIPIENT? (Select one/
" VETERAN

C SPOUSE

' CHILD (Specify)

9K(2) PLEASE SPECIFY THE SOURGE OF INCOME
(Specify name of institution)

" SOCIAL SECURITY (" INTEREST/DIVIDENDS

" CIVIL SERVICE " PENSION/RETIREMENT

" SPECIFY SOURCE (i.c.. inheritance. etc.)

9K(3) CURRENT GROSS MONTHLY INCOME?|

$

SECTION X: INFORMATION ABOUT YOUR UNREIMBURSED MEDICAL EXPENSES

VA Form 21P-R416, Medical Expense Report

Family medical expenses and certain other expenses you actually paid may be deductible from your income. Show the amount of unreimbursed medical expenses
that you expect to pay indefinitely (including the Medicare deduction) for yourself, any claimed dependents who are under your obligation for support, or any
relatives who arc members of vour houschold. In some circumstances we can consider medical expenses up to one year prior to your imitial date of entitlement
Also, show unreimbursed last illness and burial expenses and educational or vocational rehabilitation expenses you paid. Last illn
unreimbursed amounts you paid for the last illness and burial of a spouse at any ime prior to the end of the year following the vear of death. Educational or
vocational rehabilitation expenses are amounts you paid for courses of education including wition, fees, and materials. Do not include any expenses for which you
or your dependents were/will be reimbursed. Please make sure to complete all criteria below (if applicable). If more space 1s needed, complete and attach a separate

and burial expenses are

& YES ( NO (If "NO, " skip to Section X1.)

other family members, insurance, ete

10A. ARE YOU OR YOUR DEPENDENTS CLAIMING UNREIMBURSED MEDICAL EXPENSES?

IMPORTANT: Out of pocket expenses paid by you or a VA-approved dependent may be claimed in questions 10B through 10). Do not include expenses paid by

IN-HOME CARE OR CARE FACILITY

worksheet(s) on pages 16 and 17 for each provider.

IMPORTANT: If you are claiming expenses for in-home care or residential care, adult daycare, or similar care facility. you must complete the applicable

10B(1). WHOSE EXPENSES WERE PAID?
(Select one)

@ VETERAN
¢ SPOUSE
€ CHILD (Specific)

10B(2). NAME OF PROVIDER AND TYPE OF CARE (Select ane)

(" CARE FACILITY (& IN-HOME CARE ATTENDANT

10B(3). IF THIS IS AN IN-HOME CARE

PROVIDER, WHAT IS THE RATE PER
HOUR?

$|0i2. 5 0 0 PERHOUR

0 1 5 HOURSWORKED PER WEEK

START! 0

L/E-./'.‘ET)
END: / /

10B(4). PROVIDER START AND END DATE (MM/DD/YYYY)

10B(5). PAYMENT FREQUENCY

(& NO END DATE

(= MONTHLY (" ANNUALLY

10B(B). AMOUNT YOU PAY BASED ON
FREQUENCY SELECTED

10C(1). WHOSE EXPENSES WERE PAID?
(Select one)

 VETERAN

€ SPOUSE

€ CHILD (Specifv)

10C{2). NAME QOF PROVIDER AND TYPE OF CARE (Sefect oner

' CAREFACILITY (T IN-HOME CARE ATTENDANT

10C(3). IF THIS IS AN IN-HOME CARE

PROVIDER, WHAT IS THE RATE PER
HOUR?

$ PER HOUR

HOURS WORKED PER WEEK

START: 0

1/01/19@
END: / /

10C{4). PROVIDER START AND END DATE (MM/DD/YYYY)

10C(5). PAYMENT FREQUENCY
& MONTHLY (" ANNUALLY

(¥ NOEND DATE

10C(6). AMOUNT YOU PAY BASED ON
FREQUENCY SELECTED

s 200 000

VA FORM 21P-527EZ, FEB 2023

Page 12

IN-HOME CARE OR CARE FACILITY (Continued)

10D(1). WHOSE EXPENSES WERE PAID?
(Select one)

" VETERAN
" SPOUSE
€ CHILD (Specifv)

10D(2). NAME OF PROVIDER AND TYPE OF CARE (Select one)

(" CARE FACILITY (T IN-HOME CARE ATTENDANT

10D(3). IF THIS IS AN IN-HOME CARE
PROVIDER, WHAT IS THE RATE PER
HOUR?

PER HOUR

HOURS WORKED PER WEEK

START: / o
END / /

10D(4). PROVIDER START AND END DATE (MM/DD/YYYY)

" NO END DATE

10D(5). PAYMENT FREQUENCY
 MONTHLY  ( ANNUALLY

10D(6). AMOUNT YOU PAY BASED ON
FREQUENCY SELECTED

OTHER MEDICAL, LAST AND/OR BURIAL EXPENSES

10E(1) WHOSE EXPENSES WERE
PAID? (Select one)

C VETERAN

" SPOUSE

€ CHILD {Specify)

10E(2) PAID TO (Name of Provider, Insurance Company, etc.)

10E(3) PURPOSE (Insurance premium, medical supplies.

1DE(4) DATE COSTS INCURRED (MM/DD/YYYY)

10E(5) PAYMENT FREQUENCY
€ MONTHLY " ANNUALLY (" ONE-TIME
10E(6) AMOUNT YOU PAY
(Based on Frequency selected)

$

10F(1) WHOSE EXPENSES WERE
PAID? (Select one)

" VETERAN

(" SPOUSE

 CHILD (Specifvi

10F(2) PAID TO (Name of Provider. Insurance Company. elc.

10F(3) PURPOSE (Insurance premium. medical supplies, ele.

10F(4) DATE COSTS INCURRED (MM/DD/YYYY)

7 d

10F(5) PAYMENT FREQUENCY
(" MONTHLY (T ANNUALLY (" ONE-TIME
10F(6) AMOUNT YOU PAY

(Based on Frequency selecied)

$

10G{1) WHOSE EXPENSES WERE
PAID? (Selecr one)

" VETERAN
 SPOUSE
" CHILD (Specifvi

10G(2) PAID TO (Name of Provider, Insurance Company, e

10G(3) PURPOSE (Insurance premium. medical supplies, etc.

10G(4) DATE COSTS INCURRED (MM/DD/YYYY)

10G(5) PAYMENT FREQUENCY
" MONTHLY  (C ANNUALLY (C ONE-TIME
10G(8) AMOUNT YOU PAY
(Based on Frequency selected)
3

10H(1) WHOSE EXPENSES WERE
PAID? (Select one)

C VETERAN
(" SPOUSE
C CHILD (Specifv)

10H(2) PAID TO ¢Name of Provider. Insurance Company. ei

10H(3) PURPOSE (Insurance premium, medical supplies. ete.

10H(4) DATE COSTS INCURRED (MM/DIVYYYY)

/ 4

10H(5) PAYMENT FREQUENCY
(" MONTHLY (T ANNUALLY (T ONE-TIME
10H(6) AMOUNT YOU PAY
(Based on Frequency selected)
s

101(1). WHOSE EXPENSES WERE
PAID? (Select one)

(" VETERAN
" SPOUSE
(" CHILD (Specifv)

101(2) PAID TO (Name of Provider. Insurance Company. el

101(3) PURPOSE (Insurance premium, medical supplies, etc.)

10l(4) DATE COSTS INCURRED (MM/DD/YYYY)

i /

10I(5) PAYMENT FREQUENCY
" MONTHLY (" ANNUALLY ( ONE-TIME

101{6) AMOUNT YOU PAY
(Based an Frequency selected)

VA FORM 21P-527EZ. FEB 2023
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OTHER MEDICAL, LAST AND/OR BURIAL EXPENSES (Continued)

WORKSHEET FOR A RESIDENTIAL CARE, ADULT DAYCARE, OR A SIMILAR FACILITY

10J(1) WHOSE EXPENSES WERE 10J(2) PAID TO (Name of Provider, Insurance Company, etc.) 10J(4) DATE COSTS INCURRED (MM/DD/YYYY)

PAID? (Select one) NOTE: This worksheet is to be completed by an administrator or licensed medical professional from a residential care., adult daycare, or similar facility. To count
 VETERAN / / this medical provider as an expense, they must be claimed on your application for benefits or VA Form 21P-8416, Medical Expense Report. In addition, VA Form
= 10J(5) PAYMENT FREQUENCY 21-2680, Examination for Housebound Status or Permanent Need for Regular Aid and Anendance may be needed to count these expenses.

SPOUSE

- (" MONTHLY (T ANNUALLY (" ONE-TIME 1. WHO ARE YOU COMPLETING THIS WORKSHEET FOR? (Name of Care Recipient. either the Claimant or Dependenti
( CHILD (Specify} 10J(3) PURPOSE (Insurance premium, medical supplies. etc.)
10J(6) AMOUNT YOU PAY
(Based on Frequency selected) 2. WHO IS COMPLETING THIS WORKSHEET? (Name of Provider, either an Administrator or Licensed Medical Professional)
]
SECTION XI: DIRECT DEPOSIT INFORMATION (MUST COMPLETE) 3. WHAT ROLE OR POSITION DO YOU PERFORM AT THE FACILITY?

The Department of the Treasury requires all Federal benefit payments be made by electronic funds transfer (EFT), also called direct deposit. To
enroll in direct deposit, provide the information requested below. and attach either a voided personal check or a deposit slip. If you do not 4. WHAT IS THE NAME OF THE FACILITY? (As shown on facility license or official website)
have a bank account, please visit hitps://'www bencfits.va,gov/benefits/banking.asp. This website provides information about the Veterans

Benefits Banking Program (VBBP) and a link to banks and credit unions that may fit your needs. You may also call 1-800-827-1000. If you elect

not to enroll, you must contact representatives handling waiver requests for the Department of the Treasury at 1-888-224-2950. They will 5. WHAT IS THE FACILITY TELEPHONE NUMBER? International Phone Number (If applicable)
V O RM encourage your participation in EFT and address questions or concerns you may have. - -
1A. NAME OF FINANCIAL INSTITUTION (Please provide the name of the bank where you want your direct deposit senti 5 WHAT IS THE MAILING ADDRESS OF THE FACILITY'S ADMINISTRATIVE OFFICE?
bla nlk o f Hiag | plply Dlajy No. &
- Street
- 11B. TYPE OF ACCOUNT (Check the appropriate box and provide the account number or simply write "Established.” if vou have a divect deposit with VA.)
(" CHECKING (" SAVINGS (" | CERTIFY | DO NOT HAVE AN ACCOUNT WITH A FINANCIAL INSTITUTION CR CERTIFIED PAYMENT AGENT Apt./Unit Number
1 1D, Al NT N
1G. ROUTING NUMBER DEACCOUNT NG State/Province Country ZIP Code
112|3|4|5|6|7|8]9 9876541312198 716|5]4
L 7. WHAT IS THE FACILITY'S WEBSITE ADDRESS?

SECTION XiI: CLAIM CERTIFICATION AND SIGNATURE (MUST COMPLETE)

A P P L I C I I O N O R 1 CERTIFY THAT AND AUTHORIZE the release of information. I certify that the statements in this document are true and complete o the 8. PLEASE SELECT EACH ACTIVITY OF DAILY LIVING (ADL) THAT THE FACILITY IS PROVIDING TO THE CARE RECIPIENT
best of my knowledge. [ authorize any person or entity, ineluding but not limited to any organization, service provider, employer, or government C A EATING (" B.BATHING/SHOWERING (" C.TRANSFERRING IN OR OUT OF BED OR CHAIR
V ET E RAN S agency 1o give the Department of Veterans Affairs any information about me and waive any privilege which makes the information confidential C D.DRESSING  (* E.USING THE TOILET  F. AMBULATING WITHIN HOME OR LIVING AREA
P E N S I O N 1 certify [ have received the notice attached to this application titled Notice to Veteran of Evidence Necessary 10 Substantiate a Claim for Veterans 9. FOR EACH STATEMENT, PLEASE CHECK THE BOX IF THE STATEMENT IS TRUE FOR THE FAGILITY
Pension Benefits

. . . 5 g (" THE STATE OR COUNTRY REQUIRES THIS FACILITY TO BE LICENSED
1 certify T have enclosed all the information or evidence that will support my claim, to include an identification of relevant records available at a

Federal facility, such as a VA Medical Center; OR, | have no information or evidence to give VA to support my claim: OR, I have checked the " THE FACILITY IS LICENSED
box in item 12A indicating that I do not want my claim considered for rapid processing in the Fully Developed Claim (FDC) Program because 1

plan to submit further evidence in support of my claim € THEFACILITY IS RESIDENTIAL

12A. The FDC Program is designed to rapidly process compensation or pension claims received with the evidence necessary to decide the claim. VA will automatically " THE FACILITY IS STAFFED 24 HOURS

consider a claim submitted on this form for rapid processing under the FDC program. Check the below box ONLY if you DO NOT want your claim considered for
rapid processing under the FDC Program because you plan to submit further evidence in support of your claim

10. DOES THE FACILITY'S STAFF PROVIDE THE CARE RECIPIENT WITH HEALTH CARE OR CUSTODIAL CARE OR BOTH

(Custodial Care is regular assistance with two or more ADLs (Question 8), or supervision because an individual with a phystcal, menial, developmental, or
(" |DO NOT want my claim considered for rapid processing under the FDC Program because | plan to submit further evidence in support of my claim cognitive disorder requires care or assistance on a regular basis to protect the individual from hazards or dangerous incidents to thetr dailv environment.)
(" YES ( NO, Care is being provided by a third-party provider.  (~ NO, Care is not being provided to this claimant

12B. SIGNATURE OR MARK 12C. DATE SIGNED (MM/DD/YIYY)
/’ / If care is provided by a third-party provider, please ensure the claimant has each in-home provider an In-Home
] 12. ON WHAT DATE T THIS CARE TO END? (MM/DD/YYTY)
SHETIN IS T PO " RECPENT STAYING AT THE FAGILTY. AMIDDYYYY) e e o areyou rovide s e egerary) '
(TWO (2) WITNESS SIGNATURES ARE REQUIRED IF THE CLAIMANT SIGNED ITEM 12B WITH AN "X")
13A. SIGNATURE OF THE FIRST WITNESS (if claimant signed above using an "X") 13B. PRINTED NAME AND ADDRESS OF FIRST WITNESS 7 / / v " INDEFINITE
Name 13. PLEASE PROVIDE THE MONTHLY GHARGES THE CARE RECIPIENT STAYING AT THE FACILITY IS RESPONSIBLE FOR PAYING
3 PER MONTH
Address . 5
FACILITY CERTIFICATION
| CERTIFY that the information stated within this WORKSHEET FOR A RESIDENTIAL CARE. ADULT DAYCARE, OR SIMILAR FACILITY is accurate and
13C. SIGNATURE OF THE SECOND WITNESS (If claimant signed above using an "X") | 13D. PRINTED NAME AND ADDRESS OF SECOND WITNESS reflects the current environment of the care recipient and the facility
Name 14, SIGNATURE OF PROVIDER (From question 2) 15, DATE SIGNED (MM DD/YTTY)
Address y
VA FORM 21P-527EZ, FEB 2023 Page 14
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VA FORM
21P-527E7

APPLICTION FOR
VETERANS
PENSION

must be claimed on your appl i /A Form 21P-8416, Medical Expense Report. In addition, VA Form
t Need for Regular Aid and Attendance may be needed to count these expen:

1. WHO ARE YOU COMPLETING THIS WORKSHEET FOR? (Name of Care Recipient, either the Claimant or Dependent)
2. WHO IS COMPLETING THIS WORKSHEET? (In-Hame Care Attendant or Agency Admimstrator, Pravider)

3. IS THE IN-HOME CARE PROVIDED BY A LICENSED MEDICAL PROFESSIONAL? 4. DO YOU WORK FOR AN AGENCY OR
(A licensed health care provider refers to a person licensed to furnish health services by the State o1 ORGANIZATION?

rvices are provided.)
e C YES € NO (If "NO." skip to question 7)

5. WHAT IS THE NAME OF THE AGENCY OR ORGANIZATION? 6. WHAT IS THE AGENCY TELEPHONE NUMBER?

7. WHAT IS YOUR MAILING ADDRESS OR THAT OF YOUR AGENCY'S ADMINISTRATIVE OFFICE?

No. &
Street

Apt./Unit Number

State/Province ZIP Code

8 PLEASE SELECT EACH ACTIVITY OF DAILY LIVING (ADL) THAT THE IN-HOME CARE ASSISTANT PROVIDES TO THE CARE RECIPIENT
C A.EATING ' B. BATHING/SHOWERING " C. TRANSFERRING IN OR OUT OF BED OR CHAIR
" D.DRESSING (" E.USING THE TOILET ' F. AMBULATING WITHIN HOME OR LIVING AREA

9. PLEASE SELECT EACH INSTRUMENTAL ACTIVITY OF DAILY LIVING (IADL) THAT THE IN-HOME CARE ASSISTANT PROVIDES TO THE CARE RECIPIENT
C ASHOPPING C B.FOOD PREPARATION € C. NON-MEDICAL TRANSPORTATION

C D LAUNDERING ' E. USING TELEPHONE € E MANAGING FINANCES

€ G. HOUSEKEEPING € H. HANDLING MEDICATIONS

10. 1S THE PRIMARY RESPONSIBILITY OF THE IN-HOME ATTENDANT TO PROVIDE THE CARE RECIPIENT WITH HEALTH CARE OR CUSTODIAL CARE?

(Custodial Care is regular ass DLs (Question 8}, or supervision because an indivi vith a p al, mental, ntal, or
-ognitive disorder i g €0 - basis to protect the individual from hazards or dangerous mcidents to their daily environment.)

C YES C NO

11. PLEASE PROVIDE THE DATE CARE BEGAN FOR THE CARE RECIPIENT 12. ON WHAT DATE DO YOU EXPECT THIS CARE TO END? (MM/DD/YYYY
Y)

(M1 (Select "Indefinite” if the care vou provide is not temporary. )

/ 7 V4 ' INDEFINITE

13. PLEASE PROVIDE THE HOURLY CHARGES THE CARE RECIPIENT IS 14, PLEASE PROVIDE THE TOTAL HOURS PER MONTH THAT YOU PROVIDE
RESPONSIBLE FOR PAYING. CARE TO THE CARE RECIPIENT.

PER HOUR HOURS PER MONTH

16. DATE SIGNED (MM,

£

VA FORM 21P-527EZ, FEB 2023




SURVIVORS PENSION




U.S. Department of Veterans Affairs
Veterans Benefits Administration

Survivors Pension Benefit

What is Survivors Pension?

Survivors Pension, formerly referred to as Death Pension, is a tax-free benefit payable to a

VA FO RM low-income, un-remarried surviving spouse or unmarried child(ren) of a deceased
Veteran with wartime service.

21 P'534EZ Who is eligible?

You may be eligible if:

APPL'CT'ON FOR . TTh: c;eceaseddv\ft:ran was di:‘c;;rged under othefr th:.m c(ljisr:onor::IetTond;tions,d AND
* The deceased Veteran serve ays or more of active duty, with at least one day
DIC’ SURVIVORS during a time of war*, AND
P E N S I O N ) * Your countable income for VA purposes is below the amount listed in the Survivors
AN D / OR Pension Rate Table, AND
ACC RU ED * Your net worth meets the limits set for the Community Spouse Resource Allowance

(CSRA) established by Congress for Medicaid, AND
BEN EFITS * You are one of the following:
o The unmarried surviving spouse (or you were previously married, and
the marriage ended before Nov. 1, 1990).
o The unmarried child of the deceased Veteran who is under 18, became
permanently disabled before 18, or is between 18 and 23 years old and enrolled
in an approved educational institution.

* If the deceased Veteran entered active duty after Sept. 7, 1980, the Veteran must
have served at least 24 months of active-duty service. If the length of service is less
than 24 months, the Veteran must have completed their entire tour of active duty.

9 To learn more about Survivors Pension, visit at www.va.gov/pension/survivors-
pension/.




CHECKLIST

APPLICTION FOR DIC,
SURVIVORS PENSION, AND/OR
ACCRUED BENEFITS

21-0966
DD-214
Death Cert.
Marriage Cert
Divorce Cert.
21-2680

21-0779

Survivor's/Widow Pension

Phone#:

USE ONLY ORIGINAL SIGNATURES

The VA does not recognize Power of Aftorney

NSC Veteran's Pension

Survivor's (Widow's) Pension, Accrued Benefits or DIC

Assignment of POA

Tntent to File (If claim can't be completed by the 29 of month)
Military Discharge Papers. War Time Vet No
Veteran's Death Certificate

If married more than once, might need cert for each marriage

If divorced, then might need documentation for each divorce
Examination Aid & Attendance/ Homebound (Doctor completes)

Nursing Home Information (Assisted Living Facility completes)

Work Sheet for an Assisted Living, Adult Day Care or Similar Facility.

Att Aff.

Use if a mce is NOT provided by Assisted Living Facility

Work Sheet for In-Home attendant expenses

21P-0969

Statement of Assets and Income

Checking and Savings Statements

Annuity Statements

Stocks. bonds. dividends and/or interest -- if they have a Ck or they have interest.

Other retirement income (might be a direct deposit entry)

21-4138

21-0845

21-8416
1-5655

21-4185

21-0849

Statement in Support of Claims

3rd Party Authorization (if claimant wants a family member to talk to the VA.)

Medical Expense Report (If requesting medical expense reimbursement
Financial Status Report (Ifrequesting an increase)
Farm and Business (Rental) Income Report (If Needed)

Use when the claimant ha

(*)maybe needed for Veteran filing an: ridow(er) filing




Serving the Dickinson County Area 800 Crystal Lake
Blvd., Suite 100
Iron Mountain, Ml 49801
PH: (906) 774-2820 FAX: (906) 774-0051

(Completed by Assisted Living)
21-2680 (Completed by Physician) Marriage Certificate
Attendant Affidavit (Completed by Assisted Living) _ . _ Award Letter
Recurring Medical Bills -- including insurance Birth Certificate(s)

Social Security and Income Statement _ . . Death Certificate

Power of Attorney Checking account Nr

C I I E C K I I S T “opies of Checking/Saving Statements

APPLICTION FOR DIC,
SURVIVORS PENSION, AND/OR
ACCRUED BENEFITS

Bank Routing Number

Fax the documents to (906) 774-0051
Use your Last name and claim docs in the subject line.

11



VA FORM
21P-534E/

APPLICTION FOR
DIC, SURVIVORS
PENSION,
AND/OR
ACCRUED
BENEFITS

DAY

e

OMB Control No. 2000-0004

Respondent Burden: 40 minutes
Expiration Date. 07/31/2025
VA DATE STAMP
(DO NOT WRITE IN THIS SPACE})

Y2} Department of Veterans Affairs

APPLICATION FOR DIC, SURVIVORS PENSION,
AND/OR ACCRUED BENEFITS

INSTRUCTIONS: Before completing this form, read the Privacy Act and Respondent Burden on page
18. Use this form to submit a claim for DIC, Survivers Pension, and/or Accrued Benefits. For additional
information or questions contact us online at https:/www.va.govicontact-us or call us toll-free at
1-800-827-1000 (TTY: 711). VA forms are available at va.gov/vaforms. If submitting by mail

send completed form to: Department of Veterans Affairs, Pension Intake Center, P.O. Box 5365,
Janesville, Wl 53547-5365.

VETERANSSCCIALSECURITYNUMBER 1 2 3 — 4 5 — 6 7 8 9

SECTION Il VETERAN'S SERVICE INFORMATION (Continued)

3C. DATE VETERAN RELEASED FROM ACTIVE DUTY (MM/DD/YYYY)

01/01/1950

3B. DATE VETERAN ENTERED ACTIVE DUTY (MM/DD/YYYY)

01/01 /1920

3D. BRANCH OF SERVICE 3E. PLACE OF LAST SEPARATICN
® ARMY ( NAVY (T AIRFORCE (" MARINE CORPS

(" COASTGUARD (T SPACEFORCE (C NOAA (T USPHS

SECTION |: VETERAN'S IDENTIFICATION INFORMATION (MUST COMPLETE)

NOTE: You may either complete the form by typing the information in on the computer or by hand. If completed by hand, print the information requested in
ink, neatly, and legibly to expedite processing of the form

3F. WAS THE VETERAN ACTIVATED TO FEDERAL/ACTIVE DUTY UNDER AUTHORITY OF
TITLE 10. U.S.C. (National Guard)

(‘ YES (@ NO  (If "NO," skip to ltem 3J) / /

3G. DATE OF ACTIVATION (MM/DD/YYYY)

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

J o e Smi t h

1B. VETERAN'S SOCIAL SECURITY NUMBER 1C. VETERAN'S DATE OF BIRTH (MM/DD/YYYY) 1D. HAS THE VETERAN, SURVIVING SPOUSE,
CHILD, OR PARENT EVER FILED A CLAIM
WITH VA?

12/3 -45-6789 001/ 0/1/19/0/0 |Cves Gro (ESpoidetefie

number in ltem 1E)

' % | 3l. WHAT IS THE TELEPHONE NUMBER OF THE
3H. WHAT IS THE NAME AND ADDRESS OF THE VETERAN'S RESERVE/NATIONAL GUARD UNIT RESERVE/NATIONAL GUARD UNIT? (Include Area Code)

1E. VA FILE NUMBER (If known) 1F. DID THE VETERAN DIE WHILE ON ACTIVE DUTY?

C ves (@ NO

1G. VETERAN'S SERVICE NUMBER

1H. VETERAN'S DATE OF DEATH? (MM/DD/YYYY)

0o1/01/2000

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

ART
(" YES (& NO (I 'NO.” skip to Section IV} SR / /

END: / /

SECTION II: CLAIMANT'S IDENTIFICATION INFORMATION (MUST COMPLETE)

SECTION IV: MARITAL INFORMATION
(COMPLETE ONLY IF CLAIMING BENEFITS AS THE SURVIVING SPOUSE OF THE VETERAN)
(Skip to Section VI if you are NOT claiming benefits as the surviving of the veteran)

2A. YOUR NAME (First, Middle Initial, Last}

Betty Smi th

TELL US ABOUT YOUR MARRIAGE TO THE VETERAN

2B. WHAT IS YOUR RELATIONSHIP TO THE VETERAN? (Check one)

(® SURVIVING SPOUSE (T CHILD 18-23 INSCHOOL (T~ CUSTODIAN FILING FOR CHILD UNDER 18 (" HELPLESS ADULT CHILD

2C. YOUR SOCIAL SECURITY NUMBER 2D. YOUR DATE OF BIRTH (MM/DD/YYYY) 2E. ARE YOU A VETERAN?Y

123 -45-6789|01/01/1900 Cves @wo

4A. AT THE TIME OF YOUR MARRIAGE TO THE VETERAN, WERE YOU AWARE OF ANY REASON THE MARRIAGE MIGHT NOT BE LEGALLY VALID?

(C YEs (¢ NO (If "YES." provide explanation below)

4B. WERE YOU MARRIED TO THE VETERAN AT THE TIME 4C. HOW DID YOUR MARRIAGE TO THE VETERAN END?
OF THE VETERAN'S DEATH?

@YES (T NO  (I"ND," complete Item 4C) (¢ DEATH (T DIVORCE (T OTHER (Explain)

2F. MAILING ADDRESS (Number and sireet or rural route, P O. Box, City, State, ZIP Code and Country}

welalz2]s]4]s Hapepy Lialn|e

Apt/Unit Number City Happy Tlo/w n

State/Province M I Country ZIPCode/lPostaiCode 1 2 3 4 5

4E. PLACE OF MARRIAGE (City/State or Country) | 4F PLACE OF MARRIAGE TERMINATION

TO THE VETERAN
4D. DATES OF YOUR MARRIAGE TO THE VETE (City/State or Couniry)

(MM/DDAYYYY)
st 0 1 /01 /1920
END.01/01/2000

Happy Town, MI Happy Town, MI

2G. YOUR TELEPHONE NUMBER (Include Area Code)
1 2 3 =— 4 5 6 — 7 8 9 0 Enterintemational Phone Number (If appiicable)

2H. E-MAIL ADDRESS (Optional)

4G. TYPE OF MARRIAGE (Ceremonial, Common-Law. Proxy, Tribal, etc.)
(® CEREMONIAL (T OTHER (Explain):

21. WHAT ARE YOU CLAIMING? (Check all that apply)

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

ZH. WAS A CHILD BORN TO YOU AND THE VETERAN 4l ARE YOU EXPECTING THE BIRTH OF | 4J. DID YOU LIVE CONTINUOUSLY WITH THE VETERAN
DURING YOUR MARRIAGE OR PRIOR TO YOUR THE VETERAN'S CHILD? FROM THE DATE OF MARRIAGE TO THE DATE OF
MARRIAGE? THE VETERAN'S DEATH?

(@ ves (T nNO C vEs (& NO (& YES (T NO (If "YES" skip to tem 4L)
4K, WAS THE SEPARATION DUE TO MARITAL DISCORD. MEDICAL, OR FINANCIAL REASONS?
(- YES C NO (If "YES." provide explanation in

space provided)
NOTE: Give, the reason, date{s), and duration of the separation
(If the separation was by court order, attach a copy of the order)

SECTION lll: VETERAN'S SERVICE INFORMATION
(Skip to Section IV if the veteran was receiving VA compensation or pension benefits at the time of their death)

TELL US ABOUT YOUR REMARRIAGE AFTER THE VETERAN'S DEATH

NOTE: Please refer to instructions page 4, Military Service Verification for more information pertaining to service information and relevant documents.

3A. DID THE VETERAN SERVE UNDER ANOTHER NAME?

C vEs (@ nNO (If "YES." list other names the veteran sefved under below)

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

START / /
END / /

(C vEs (@ NO (I "NO. skip to ltem 5A)

4N, HOW DID YOUR REMARRIAGE END?

(" DEATH (" DIVORCE (™ DIDNOTEND (~ OTHER (Explain)

SUPERSEDES VA FORM 21-534EZ, OCT 2018. Page 10

ViTSRY 21P-534EZ

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

(' YES (‘ NO (f"YES " please submil a VA Form 21-4138, Statement in Support of Claim, as needed to provide the information for each marriage)

VA FORM 21P-534E7, JUL 2022 Page 11




G

VETERAN'SSOCIALSECURITYNUMBER 1 2 3 —- 4 5 — 6 7 8 9 VETERAN'S SOCIALSECURITYNUMBER {1 2 3 — 4 5 — 6 7 8 9
SECTION V: MARITAL HISTORY SECTION V: MARITAL HISTORY
TELL US ABOUT ANY OTHER MARRIAGES YOU AND/OR THE VETERAN HAD. IF YOU AND THE VETERAN DID NOT HAVE ANY ADDITIONAL TELL US ABOUT ANY OTHER MARRIAGES YOU AND/OR THE VETERAN HAD. IF YOU AND THE VETERAN DID NOT HAVE ANY ADDITIONAL
MARRIAGES SKIP TO SECTION VI. MARRIAGES SKIP TO SECTION VI.

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

5B. HOW DID THE VETERAN'S PREVIOUS MARRIAGE END? 5C. WHAT ARE THE DATES OF THE VETERAN'S PREVIOUS MARRIAGE? 58, HOW DID THE VETERAN'S PREVIOUS MARRIAGE END? 5C. WHAT ARE THE DATES OF THE VETERAN'S PREVIOUS MARRIAGE?
(MMDDIYYYY) (MM/DD/YYYY)
(" DEATH (T DIVORCE (T OTHER (Explain below) (" DEATH (T DIVORCE (T OTHER (Explain below)

START: / / START. / /
END: / / Ehe / /

5D. PLACE OF MARRIAGE (City/State or Country) 5E. PLACE OF MARRIAGE TERMINATION (City/State or Country) 50. PLACE OF MARRIAGE (City/State or Country) PLACE OF MARRIAGE TERMINATION (City/State or Country)

VA FORM

5F. NAME OF PERSON VETERAN WAS PREVIOUSLY MARRIED TO (First, Middile Initial, Last) 5F. NAME OF PERSON VETERAN WAS PREVIOUSLY MARRIED TO (First, Middle Initial, Last)
I I 5G. HOW DID THE VETERAN'S PREVIOUS MARRIAGE END? 5H. WHAT ARE THE DATES OF THE VETERAN'S PREVIOUS MARRIAGE? 5G. HOW DID THE VETERAN'S PREVIOUS MARRIAGE END? 5H. WHAT ARE THE DATES OF THE VETERAN'S PREVIOUS MARRIAGE?
(MM/DD/YYYY) (MM/DDIYYYY)
(" DEATH (T DIVORCE (T OTHER (Explain below) (" DEATH (C DIVORCE (T OTHER (Explain below)
START / / START / /
END / / END / /
5] PLACE OF MARRIAGE (City/State or Country) 5J_PLACE OF MARRIAGE TERMINATION (City/State or Gountry) 51. PLACE OF MARRIAGE (City/State or Country) 5J. PLACE OF MARRIAGE TERMINATION (Cily/State or Country)

D I C S U RV I VO RS 5K. DO YOU HAVE ADDITIONAL MARRIAGES TO REPORT FOR THE VETERAN? 5K. DO YOU HAVE ADDITIONAL MARRIAGES TO REPORT FOR THE VETERAN?
)

(‘ YES (T NO (F"YES," please submit a VA Form 21-686c, Application to Request to Add And/Or Remove Dependents, or VA Form 21-4138, Statement in r YEs ( NO (IF "YES,"” please submit a VA Form 21-686¢, Application to Request to Add And/Or Remove Dependents, or VA Form 21-4138, Statement in
P E N S I O N Support of Claim, as needed to provide the information for additional manital history) Support of Claim, as needed to provide the information for additional marital history)
) TELL US ABOUT YOUR MARRIAGES PRIOR TO MARRYING THE VETERAN (If none skip to Section VI) TELL US ABOUT YOUR MARRIAGES PRIOR TO MARRYING THE VETERAN (If none skip to Section V1)
AN D / O R 5L. NAME OF PERSON YOU WERE MARRIED TO PRIOR TO MARRYING THE VETERAN (First, Middle Initial, Lasty 5L. NAME OF PERSON YOU WERE MARRIED TO PRIOR TO MARRYING THE VETERAN (First, Middle Initial, Last)

A RU E D 5N. WHAT ARE THE DATES OF YOUR PREVIOUS MARRIAGE? 5N. WHAT ARE THE DATES OF YOUR PREVIOUS MARRIAGE?
C C 7 7
5M. HOW DID YOUR PREVIOUS MARRIAGE END' (MWDDAYYY) 5M. HOW DID YOUR PREVIOUS MARRIAGE END' (MM/DDIYYYY)

BEN EFITS (" DEATH (" DIVORCE (™ OTHER (Explan below) ShE / / " DEATH (" DIVORCE (~ OTHER (Explam below) SraET / /
END / / END / /

50. PLACE OF MARRIAGE (City/State or Country) 5P PLACE OF MARRIAGE TERMINATION (City/Stale or Country) 50. PLACE OF MARRIAGE (City/State or Cauntry) 5P. PLACE OF MARRIAGE TERMINATION (City/State or Country)

50. NAME OF PERSON YOU WERE MARRIED TO PRIOR TO MARRYING THE VETERAN (First, Middle Initial, Last) 5Q. NAME OF PERSON YQU WERE MARRIED TQ PRIOR TO MARRYING THE VETERAN (First, Middie Initial, Last)

7
5R, HOW DID YOUR PREVIOUS MARRIAGE END? s DATES OFYOUR PREVIOUS MARRIAGER 5R. HOW DID YOUR PREVIOUS MARRIAGE END? i i DATES OF YOUR PREVIOUS MARRIAGE?
b L}
(" DEATH (" DIVORCE (T OTHER (Explain below) (" DEATH (" DIVORCE ( OTHER (Explain below)

START / / BTART / /
END Ve / Ll i /

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

5V. DO YOU HAVE ADDITIONAL MARRIAGES TO REPORT? 5v. DO YOU HAVE ADDITIONAL MARRIAGES TQ REPORT?

C ves ( no  (1"VES! please submita VA Form 21-686c, Appiication to Request fo Add And/Or Remove Dependents, of VA Form 21-4138 Statement ( ves ("o UVES” please submita VA Form 21-686c. Applcation o Reques fo Add Ano/Or Remave Dependents,of VA Form 214135, Statement i
Support of Claim, as needed to provide the information for additional markal histary) Support of Claim, as needed to provide the information for additional marital history)

— I
VA FORM 21P-534E2, JUL 2022 Page 12 VATFORV SIPo34aEs JUL 2022 Page 12




VA FORM
21P-534E/

APPLICTION FOR

DIC, SURVIVORS
PENSION,
AND/OR
ACCRUED
BENEFITS

VETERAN'S SOCIALSECURITYNUMBER 1 2 3 — 4 5 - 6 7 8 9

SECTION VII: DEPENDENCY AND INDEMNITY COMPENSATION (DIC)
(Skip to Section VIl if you are NOT cl )

VETERAN'S SOCIALSECURTYNUMBER 1 2 3 — 4 5 — 6 7 8 9

TA. WHAT BENEFIT ARE YOU CLAIMING? (Check one)

DIC under 38 U.S.C. 1151 (Note: DIC under 38 U.S.C DIC due to claimant election of a re-evaluation of a previously denied claim based on expanded
(® DIC (T 1151 is a rare benefit. Please refer ta Instructions page  ( elgibility under PL 117-168 (PACT Act) (Note: Please refer (o Instructions page b for guidance on
5 for guidance on 38 U.S.C 1151) PACT Act)

SECTION IX: INCOME AND ASSETS (CONTINUED)
(Skip to Section X if you are not claiming survivors pension benefits)

7B.LIST ANY VA MEDICAL CENTERS WHERE THE VETERAN RECEIVED TREATMENT PERTAINING TO YOUR CLAIM AND PROVIDE TREATMENT DATES

NAME AND LOCATION OF VA MEDICAL CENTER DATE(S) OF TREATMENT (MM/DD/YYYY)

VA Happy Day, Happy Town, MI sTART: 0 1/ 0 1/1 920

m> 01/01/2000

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

IMPORTANT: If you have been directed to complete a VA Form 21P-0969, Income and Asset Statement in Support of Claim for
Pension or Parents' DIC, in previous Items 9A through 9H, VA only requires that Social Security income be reported below in Items 81
through 9L. All other income should be reported on the VA Form 21P-0969 and will be counted as reported, do not duplicate.

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

NO. (1) WHO IS THE INCOME
’ RECIPI

START /
END- /

- (2) WHAT IS THE TYPE/SOURCE OF INCOME? 3) WHAT IS THE CURRENT GROSS
WIENT:? MONTHLY INCOME?

START /
END: /

~ ™~ LT

(® SURVIVING SPOUSE (& SOCIAL SECURITY (" PENSION/RETIREMENT

(" CHILD (Provide name below)

(" CIVIL SERVICE (" INTEREST/DIVIDENDS

001 500.00

(~ OTHER (Specity Source
i.e., inheritance, etc.)

SECTION VIll: NURSING HOME OR INCREASED SURVIVORS ENTITLEMENT

(" SURVIVING SPOUSE (" SOCIAL SECURITY (C PENSION/RETIREMENT

(" CHILD (Provide name below) (" CIVIL SERVICE (" INTEREST/DIVIDENDS

(~ OTHER (Specity Saurce
re.. inheriance, elc.)

B8A. ARE YOU CLAIMING SPECIAL MONTHLY PENSION OR SPECIAL MONTHLY DIC BECAUSE YOU NEED THE REGULAR ASSISTANCE OF ANOTHER PERSON
HAVE SEVERE VISUAL PROBLEMS, OR ARE GENERALLY CONFINED TO YOUR IMMEDIATE PREMISES?

(I "YES " please complete a VA Form 21-2680, Examination for Housebound Status or Permanent Need for Regular Aid and Aftendance. Please
@®ves (nNo make sure every box Is complete and signed by a Physician, Physician Assistant (PA), Cerlified Nurse Practitioner (CNP/CRNP), or Clinical Nurse
Specialist (CNS))

(" SURVIVING SPOUSE (" SOCIAL SECURITY (" PENSION/RETIREMENT

(T CHILD (Provide name below) " CIVIL SERVICE ("~ INTEREST/DIVIDENDS

(~ OTHER (Specify Source
i.e., inheritance, etc.)

8B. ARE YOU NOW IN A NURSING HOME?

{" YES (: NO {lf "YES.," comp}ete WA Form 21-0779, Request for Nursing Home Information in Connection with
Ciaim for Aid and A For additional see page 6 under "Increased
Survivor Benefits Based on Special Monthly Pension or Special Monthly DIC*)

(I "NO * skip to ltem 9A)

SECTION IX: INCOME AND ASSETS

(" SURVIVING SPOUSE (" SOCIAL SECURITY (" PENSION/RETIREMENT

(" CHILD (Provide name below) " CIVIL SERVICE (" INTEREST/DIVIDENDS

OTHER (Specify Source
i.e., inheritance, etc.)

(Skip to Section X if you are NOT g survivors pension benefits)

NOTE: Assets are all the money and property you ¢r your dependents own. Assets m include vour/ynur family's primary residence or personal
effects such as appliances and vehicles you or your dependents need for transportation

SECTION X: INFORMATION ABOUT YOUR MEDICAL OR OTHER EXPENSES

IMPORTANT:
« If you are a surviving spouse claimant, you must report income and assets for yourself and for any child of the veteran
who lives with you or for whom you are responsible unless a court has decided you do not have custody of the child.

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

9A. DO YOU OR YOUR DEPENDENTS HAVE OVER 525,000.00 IN ASSETS? (NOT INCLUDING THE VALUE OF YOUR PRIMARY RESIDENCE)

 ves (& NO {I( YES* please submit a VA Form 21P-0969, Income and Asset Statement in Support of Claim for Pension or Parent's
and Indemnity C (DIC))

(If "No," provide an estimate of the total value of your assets below)

$ )

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

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

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

10A. ARE YOU OR YOUR DEPENDENTS CLAIMING UNREIMBURSED MEDICAL EXPENSES OR OTHER EXPENSES?

® YES  (TNO  (1*NO." skip to Section XI)

9B. IN THE THREE CALENDAR YEARS BEFORE THIS YEAR, DID YOU OR YOUR DEPENDENTS TRANSFER ANY ASSETS? (Examples of asset fransfers include giving
assets away, selling assets, purchasing an annuity, or using assets to establish a trust)

IN-HOME CARE OR CARE FACILITY

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

(\ YES (; NO Hl “YES," please submit a VA Form 21P-0869, income and Asset Statement in Support of Claim for Pension or Parent's
and Indemnity Compensation (DIC))
9C. DO YOU OR YOUR DEPENDENTS OWN YOUR/YOUR FAMILY'S 9D. IS THE VALUE OF THE LOT ON WHICH THE PRIMARY RESIDENCE SITS OVER
PRIMARY RESIDENCE? 2 ACRES (87,120 SQ FT)?
(& YE5S (TNO  (If"NO." skip to ltem 9G) (C YES (@ NC  (i"NO skip lo liem 5G)
9E. IF PRIMARY RESIDENCE SITS ON A LOT OVER 2 ACRES (87,120 OF IS THE LAND OVER 2 ACRES (87,120 5Q FT) MARKETABLE?

SQ FT), WHAT IS THE VALUE OF THE LAND OVER 2 ACRES?
(Do NOT include the value of the residence or the first 2 acres)

10B (3). IF THIS IS AN IN-HOME CARE PROVIDER
WHAT IS THE
Payment Rate

Happy In Home Care (Pertoury 5/ 025 .00
CHECK ONE:

10B (1). WHOSE EXPENSES WERE PAID? 10B (2). NAME OF PROVIDER AND TYPE OF CARE
(¢ SURVIVING SPOUSE
(" OTHER (Specify below)

Hours Worked 0 1 5
(" CAREFACILITY (@ IN-HOME CARE ATTENDENT (Per Week)

(Cves (TNO  (f"YES. please submit a VA Form 21P-0969)
5 )
9G, DO YOU OR YOUR DEPENDENTS HAVE MORE THAN FOUR (4) 9H. OTHER THAN SOCIAL SECURITY, DID YOU OR YOUR DEPENDENTS RECEIVE ANY
SOURCES OF INCOME? INCOME LAST YEAR THAT YOU NO LONGER RECEIVE?
(If *YES,* please submit 2 VA Form 21P-0869, and . ] N
(C YES (8 NO ONLY report your Social Security income in Item 91) (C YES (§ NO  (IF"YES, please submita VA Form 21P-0868)

VA FORM 21P-534EZ, JUL 2022

VA FORM 21P-634EZ, JUL 2022 Page 14

10B (4). PROVIDER START AND END DATE (MM/DD/YYYY} 10B (5). PAYMENT FREQUENCY 10B (6). AMOUNT YOU PAY (Based on frequency
selected in ltem 108 (5))
START 01/01/1950

END / /

NO END DATE

(@ MONTHLY (CANNUALLY 1§ 0 01,500 .00

Page 15




VA FORM
21P-534E/

APPLICTION FOR

DIC, SURVIVORS
PENSION,
AND/OR
ACCRUED
BENEFITS

e L

VETERAN'S SOCIAL SECURITY NUMBER

123 -45-672829

veTERAN'S SociALSECURTYNUMBER 1 2 3 = 4 5 - 6 7 8 9

IN-HOME CARE OR CARE FACILITY (Continued)

OTHER MEDICAL, LAST, AND/OR BURIAL EXPENSES (Continued)

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

10C (1). WHOSE EXPENSES WERE PAID?
(" SURVIVING SPOUSE

(" OTHER (Specify below)

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

(CHECK ONE
(" CAREFACILITY (C IN-HOME CARE ATTENDENT

10C (3). IF THIS IS AN IN-HOME CARE PROVIDER
WHAT IS THE.
Payment Rate
(Per Hour) 5 00
Hours Worked
(Per Week)

10H (1). WHOSE EXPENSES WERE PAID? 10H (2). PAID TO (Name of Provider, Insurance company, etc.)
(Check one) AND PURPOSE (Insurance premium, medical supplies, etc.)

(" SURVIVING SPOUSE Provider

(" CHILD (Specify below) Purpose

10C (4). PROVIDER START AND END DATE

START / /

(MM/DD/YYYY) 10C (5). PAYMENT FREQUENCY

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

10H (3). DATE COSTS INCURRED (MM/DD/YYYY) 10H (4). PAYMENT FREQUENCY 10H (5). AMOUNT YOU PAY (Based on frequency

selected in ltem 10H (4))
/ / (" MONTHLY (T ANNUALLY

$

( ONE-TIME

(" OTHER (Specify below)

CHECK ONE:
(" CAREFACILITY (T IN-HOME CARE ATTENDENT

MONTHLY ANNUALLY $
END / / c C !
(" NOEND DATE
10D (1). WHOSE EXPENSES WERE PAID? | 10D {2), NAME OF PROVIDER AND TYPE OF CARE 100 E::.‘rsés.rﬁ'é' : ARG PROVIIER
(" SURVIVING SPOUSE iy o
{Per Hour) $ i

Hours Worked
(Per Week)

101 (1). WHOSE EXPENSES WERE PAID? 101 (2). PAID TO (Name of Provider, Insurance company, etc.)
(Check one) AND PURPOSE (Insurance premium, medical supplies, etc.)

r‘ SURVIVING SPOUSE Provider:

(" CHILD (Specify below)
Purpose

101(3). DATE COSTS INCURRED (MM/IDD/YYYY) 101 (4). PAYMENT FREQUENCY 101 (5). AMOUNT YOU PAY (Based on frequency

selected in ltem 10F (4))
/ / (" MONTHLY (T ANNUALLY N

(" ONE-TIME

START / /
END: / /

(" NOEND DATE

10D (4). PROVIDER START AND END DATE (MM/DD/YYYY)

10D (5). PAYMENT FREQUENCY

(" MONTHLY (™ ANNUALLY

100 (6). AMOUNT YOU PAY (Based on frequency
selected in Item 100 (5))

$ '

OTHER MEDICAL, LAST, AND/OR BURIAL EXPENSES

10J (1). WHOSE EXPENSES WERE PAID? 700 (2], PAID TO (Name of Provider, Insurance company, ec.)
(Check one) AND PURPOSE (Insurance premium, medical supplies, efc.)

(" SURVIVING SPOUSE Provider

(" CHILD (Specify below)
Purpose.

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

(" SURVIVING SPOUSE

( CHILD (Specify below)

10E (2). PAID TO (Name of Provider, Insurance company, etc.)

Provider:

Purpose

AND PURPOSE (Insurance premium, medical supplies, etc.)

10J (3). DATE COSTS INCURRED (MM/DD/YYYY) 10J (4). PAYMENT FREQUENCY 10J (5). AMOUNT YOU PAY (Based on frequency

selected in Item 10J (4))
/ / (" MONTHLY (~ ANNUALLY s

(" ONE-TIME

SECTION Xi: DIRECT DEPOSIT INFORMATION (MUST COMPLETE)

/L

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

10E (4). PAYMENT FREQUENCY
( MONTHLY (T ANNUALLY

(" ONE-TIME

10E (5). AMOUNT YOU PAY (Based on frequency
selected in Item 10E (4))

The Department of Treasury requires all Federal benefit payments be made by electronic funds transfer (EFT), also called direct deposit. To enroll in
direct deposit, provide the information requested below, and attach either a voided personal check or a deposit slip. If you do net have a bank account,
please visit https://www benefits,va,gov/benefits/banking.asp. This website provides information about the Veterans Benefits Banking Program (VBBP),
and a link to banks and credit unions that may fit your needs. You may also call 1-800-827-1000. If you elect not to enroll. you must contact
representatives handling waiver requests for the Department of Treasury at 1-888-224-2950. They will encourage your participation in EFT and address
any questions or concerns you may have.

10F (1). WHOSE EXPENSES WERE PAID?
{Check one)

(" SURVIVING SPOUSE
(" CHILD (Specify below)

T0F (5 - PAID TO (Name of Provider, InsUrance company, etc.)

Provider:

Purpose:

AND PURPOSE (Insurance premium, medical supplies, etc.)

11A. NAME OF FINANCIAL INSTITUTION (Please provide the name of the bank where you
want your direct deposit)

VHappyVSav_in-g Dlay

11B. ROUTING OR TRANSIT NUMBER (The first nine numbers
located at the bottom left of your check)

12[(3/4567 89

/L1 1/

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

10F (4). PAYMENT FREQUENCY

(" MONTHLY (T ANNUALLY

(" ONE-TIME

T0F (51 AMOUNT YOU PAY (Based on frequency
selected in ltem 10F (4))

G CHECKING lﬁ SAVINGS r | CERTIFY THAT 1 DO NOT HAVE AN ACCOUNT WITH A FINANCIAL INSTITUTION OR CERTIFIED PAYMENT AGENT

AccountNo. 9 B8 7 6 5 4 3 2112 3 456

SECTION XII: CLAIM CERTIFICATION AND SIGNATURE (MUST COMPLETE)

T0G (1), WHOSE EXPENSES WERE PAID?
(Check one)
" SURVIVING SPOUSE

(' CHILD (Specily below)

00 (2). PAID TO (Name of Provider, Insdrance company, eic.|

Provider:

Purpose:

AND PURPOSE (Insurance premium, medical supplies, etc.)

st

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

10G (4). PAYMENT FREQUENCY

(" MONTHLY (T ANNUALLY

(" ONE-TIME

10G (5). AMOUNT YOU PAY (Based on frequency
selected in ltem 10G (4))

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

| certify | have received the nofice attached to this application titled Notice to Surviver of Evidence Necessary to Substantiate a Claim for
B bt :

ty Comp Death , and/or Accrued Benefits.

I certify | have enclosed all the information or evidence that will support my claim, to include an identification of relevant records available at a Federal
facility, such as a VA medical center; OR, | have no information or evidence to give VA to support my claim; OR, | have checked the box in Item 12A,
indicating that | DO NOT want my claim considered for rapid processing in the Fully Developed Claim (FDC) Program because | plan to submit further
evidence in support of my claim.

‘A FORM 21P-534EZ, JUL 2022

Page 16

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

('“ 1 DG NOT want my claim considered for paid processing under the FDC Program because | plan to submit further evidence in support of my claim

‘A FORM 21P-534EZ, JUL 2022 Page 17




s

WORKSHEET FOR A RESIDENTIAL CARE, ADULT DAYCARE, OR A SIMILAR FACILITY

NOTE: This worksheet is to be completed by an administrator or licensed medical professional from a residential care, adull daycare, or similar facility. To
count this medical provider as an expense, they must be claimed on your application for benefits or VA Form 21P-8416, Medical Expense Report. In

VETERAN'S SOCIAL SECURITYNUMBeR | 1 (2 3 — 4|5 — 6 78| 9 addition, VA Form 21-2680, Examination for Housebound Status or Permanent Need for Regular Aid and Aftendance may be needed to count these
expenses.
SECTION XIi: CLAIM CERTIFICATION AND SIGNATURE (MUST COMPLETE) (Continued) 1. WHO ARE YOU COMPLETING THIS WORKSHEET FOR? (Name of Care Recipient. either the Claimant or Dependent)
12B. CLAIMANT'S SIGNATURE OR MARK WITH AN "X" |F UNABLE TO SIGN (REQUIRED) 12C. DATE SIGNED (MM/DD/YYYY)
/ / WHO IS COMPLETING THIS WORKSHEET? (Name of Provider, either an Administrator or Licensed Medical Professional)
SECTION XIIl: WITNESSES TO SIGNATURE
(TWO (2) WITNESS SIGNATURES ARE REQUIRED ONLY IF ITEM 12B IS SIGNED WITH AN "X")
WHAT ROLE OR POSITION DO YOU PERFORM AT THE FACILITY?
13A. SIGNATURE OF WITNESS (Sign in INK) (NOTE: Only sign if claimant signed 13B. PRINTED NAME AND ADDRESS OF WITNESS
in Item 12B using an "X")
N
ame _ WHAT IS THE NAME OF THE FACILITY? (As shown on facilty license or offiial website)
Address.
. WHAT IS THE FACILITY TELEPHONE NUMBER? International Phone Number (If applicable)
I 13C. SIGNATURE OF WITNESS (Sign in INK) (NOTE: Only sign if claimant signed 13D. PRINTED NAME AND ADDRESS OF WITNESS
in ltem 12B using an °X") . WHAT IS THE MAILING ADDRESS OF THE FACILITY'S ADMINISTRATIVE OFFICE?

Name
No. &
Street

-

Address: AptJ/Unit Number

State/Province Country ZIP Code

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

7. WHAT IS THE FACILITY'S WEBSITE ADDRESS?
I certify that by signing on behalf of the claimant, that | am a court-appointed representative; OR, an attorney in fact or agent autharized to act

A P P L I CTI O N FO R on behalf of a claimant under a durable power of attorney; OR, a person who is responsible for the care of the claimant, to include but not 8. PLEASE SELECT EACH ACTIVITY OF DAILY LIVING (ADL) THAT THE FACILITY IS PROVIDING TO THE CARE RECIPIENT
llmnedl ls) a spouse or other rchatix.c: OR. a manager or principal oiﬂcgr acting on behalf of an nstitution which 1s responsible for the care of C A EATING ( B.BATHING/SHOWERING (~ C.TRANSFERRING IN OR OUT OF BED GR CHAIR
D I C S U RVIVO RS an individual; AND, that the claimant is under the age of 18; OR, is mentally incomp to provide sut accurate information
) needed to complete the form, or to certify that the statements made on the form are true and complete: OR, 15 physically unable to sign this C D.DRESSING (" E.USING THE TQILET " F. AMBULATING WITHIN HOME OR LIVING AREA
fort % a 9. FOR EACH STATEMENT BELOW PLEASE CHECK THE BOX IF THIS STATEMENT IS TRUE FOR THE FACILITY
P E N S I O N I understand that I may be asked to confirm the truthfulness of the answers to the best of my knowledge under penalty of perjury. 1 also
) understand that VA may request further documentation or evidence to verify or confirm my authorization to sign or complete an application (" THE STATE OR COUNTRY REQUIRES THIS FACILITY TO BE LICENSED
AN D / O R on behalf of the claimant if necessary, Examples of evidence which VA may request include: Social Security Number (SSN) or Taxpayer
Identification Number (TIN); a certificate or order from a court with competent jurisdiction showing your authority to act for the claimant € THE FACILITY IS LICENSED
with a judge's signature and a date/time stamp: copy of documentation showing appointment of fiduciary; durable power of attorney showing  THE FACILITY IS RESIDENTIAL
ACC RU E D the name and signature of the claimant and your authority as attorney in fact or agent: health care power of attomey, affidavit or notarized

statement from an institution or person responsible for the care of the claimant indicating the capacity or responsibility of care provided: or  THE FACILITY IS STAFFED 24 HOURS

B E N E F I I any other documentation showing such authorization.
10. DOES THE FACILITY'S STAFF PROVIDE THE CARE RECIPIENT WITH HEALTH CARE OR CUSTODIAL CARE OR BOTH

14A. ALTERNATE SIGNER SIGNATURE 14B. DATE SIGNED (MM/DD/YYYY) (Custodial Care is regular assistance with two or more ADLs (Question 8), or supervision because an individual with a physical, mental, develapmental, or cognitive disorder
/ / requires care or assistance on a regular basis to protect the individual from hazards or dangers incident to their daily environment.)

PRIVACY ACT NOTICE: The form will be used to determine allowance to pension benefits (38 U.S.C. 5101). The responses you submil are
considered confidential (38 U.S.C. 5701). VA may disclose the information that you provide, including Social Security numbers, outside VA if the If care is provided by a third-party provider, please ensure the claimant has each In-Home provider an In-Home
disclosure is authorized under the Privacy Act. including the routine uses identified in the VA system of records, S8VA21/22/28, Compensation,
Pension, Education, and Veteran Readiness and Employment 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. VA may make a “routine use” disclosure for: civil or criminal law enforcement, congressional

. epidemiological or research studies, the collection of money owed to the United States, litigation in which the United States is a / /
party or has an interest, the administration of VA programs and delivery of VA benefits, verification of identity and status, and personnel
administration. Your response is required in order to obtain or retain benefits. Information that you fumish may be utilized in computer matching
programs with other Federal or State agencies for the purpose of determining your eligibility to receive VA benefits, as well as to collect any amount

C YES C NO, Care is being provided by a third-party provider " NO, Care s not being provided to this claimant

11, PLEASE PROVIDE THE DATE OF ADMISSION FOR THE CARE RECIPIENT 12. ON WHAT DATE DO YOU EXPECT THIS CARE TO END? (MM/DD/YYYY)
STAYING AT THE FACILITY. (MM/DD/YYYY) (Select “Indefinite” if the care you provide is not temporary.)

/ / " INDEFINITE

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

L i g PER MONTH
owed to the United States by virtue of your participation in any benefit program administered by the Department of Veterans Affairs. Social ¢
information: You are required to provide the Social Security number requested under 38 US.C. S101(c)(1). VA may disclose Social Security FACILITY CERTIFICATION
numbers as authorized under the Privacy Act, and, specifically may disclose them for purposes stated above | CERTIFY that the information stated within this WORKSHEET FOR A RESIDENTIAL CARE, ADULT DAYCARE, OR SIMILAR FACILITY is accurate and

reflects the current environment of the Care Recipient and the facility.

NDEN \: We nee 5 to detes ey bility for pens Title 38. United States Code, allows us to ask for
RESPONDENT BURDEN: We need this information to determine your ility for pension. Title e ST F P ROVIDER From oo ) TR Ty YT

this information. We estimate that you will need an average of 40 minutes to review the mstructions, find the information, and complete this form.
VA cannot conduct or sponsor a collection of information unless a valid OMB control number is displayed. You are not required to respond to a
collection of information if this number is not displayed. Valid OMB control numbers can be located on the OMB Internet Page at www.reginfo.gov, / /
publi¢/do/PRAMain. If desired, you can call 1-800-827-1000 1o get information on where to send comments or suggestions about this form.

VA FORM 21P-534EZ, JUL 2022 Page 18 VA FORM 21P-534EZ, JUL 2022




VA FORM
21P-534E/

APPLICTION FOR
DIC, SURVIVORS
PENSION,
AND/OR
ACCRUED
BENEFITS

NOTE: This worksheet is to be completed by your in-home care provider -OR- if an agency is providing you in-home care please have an agency
administrator complete this form. These expenses must be claimed on your application for benefits or VA Form 21P-8416. Medical Expense Report. In

addition, VA Form 21-2680, Examination for Housebound Status or Permanent Need for Regular Aid and Attendance may be needed to count these
expenses.

1. WHO ARE YOU COMPLETING THIS WORKSHEET FOR? (Name of Care Recipient, either the Claimant or Dependent)
2. WHO IS COMPLETING THIS WORKSHEET? (In-Home Care Attendant or Agency Administrator, Provider)

3. 1S THE IN-HOME CARE PROVIDED BY A LICENSED MEDICAL PROFESSIONAL? O S OR AN AGENDYIOR
(A licensed health care provider refers to a person licensed to furnish health services by the State or country
in which the services are provided.)

C YES  NO C YES € NO (H"NO." skip to question 7)

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

7. WHAT IS YOUR MAILING ADDRESS OR THAT OF YOUR AGENCY'S ADMINISTRATIVE OFFICE?

No. &
Street

Apt./Unit Number

State/Province 2ZIP Code

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

9 PLEASE SELECT EACH INSTRUMENTAL ACTIVITY OF DAILY LIVING (IADL) THAT THE IN-HOME CARE ASSISTANT PROVIDES TO THE CARE RECIPIENT

C A SHOPPING (' B. FOOD PREPARATION " C. NON-MEDICAL TRANSPORTATION

(" E. USING TELEPHONE ' F.MANAGING FINANCES

" G.HOUSEKEEPING (" H.HANDLING MEDICATIONS

10, 1S THE PRIMARY RESPONSIBILITY OF THE IN-HOME ATTENDANT TO PROVIDE THE CARE RECIPIENT WITH HEALTH CARE OR CUSTODIAL CARE? (Custodial
Care is regular assistance with two or more ADLs (Question B), or supervision because an individual with a physical, mental, developmental, or cognitive disorder requires care
or assistance on a regular basis to protect the individual from hazards or dangers incident to their daily environment.)

C YES C NO

11. PLEASE PROVIDE THE DATE CARE BEGAN FOR THE 12. ON WHAT DATE DO YOU EXPECT THIS CARE TO END? (MM/DD/YYYY)
CARE RECIPIENT. (MM/DD/YYYY) (Select “Indefinite” if the care you provide is not temporary.)

/ / / /  INDEFINITE

13. PLEASE PROVIDE THE HOURLY CHARGES THE CARE RECIPIENT IS 14. PLEASE PROVIDE THE TOTAL HOURS PER MONTH THAT YOU PROVIDE
" RESPONSIBLE FOR PAYING CARE TO THE CARE RECIPIENT

PER HOUR HOURS PER MONTH

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

15. SIGNATURE OF PROVIDER (From question 2) 16. DATE SIGNED (MM/DD/YYYY)

4 4

Page 20
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VA FORM
21-0845

AUTHORIZATION
TO DISCLOSE
PERSONAL
INFORMATION TO
A THIRD PARTY

DAE Approved Mo M00.073%
Bopumden Burden: § miniiles
Expaation Datc: 0328406

Vi DATE STAMP
{00 KOT WRITE IN THIS SPACE]

Qa Department of Veterans Affairs

AUTHORIZATION TO DISCLOSE PERSONAL INFORMATION
TO A THIRD PARTY

INSTRUCTHINS: Use this form if you want i give the Deparineent of Yeterans Affairs (VA) permission to release your
personal beneficiary or claim information 1o a third party. This form may sor be exeemed by any beneficiary recognized as
mcomgeicni for VA purpeses, mor can 'V A acoepr this form froms any beseficiary recognized os incompetent for VA parposes.

11. |, THE BENEFICIARYCLAIMANT AUTHORIZE Wk TO CONTACT THE PERS0ON OR ORGANLZATION LISTED IN ITEM 104 OR 10C FOR THE PURPOSE OF
PROVIDING THE FOLLOWING INFORMATION PERTAINING TO MY Wit RECORD (Chack omly ane bax helow ro sell 1A she specylic bemefit or clalm syfbrmanon
vl e diselosed)

] LWATED INFORMATION (€5 fo Jiem 12) L ANY INFORMATION flre s drem 131

SECTION | - VETERAN'S IDENTIFICATION INFORMATION

NOTE: You may sitker completz the form onlise or by hand. If conspleted by hand print the infomation regqeested in ik, neatly. and legibly o expedite processing
the form.

1. VETERAN'S NAME ¢Firse, Middle Inisial, Lasy

LT T T T T T T T T TICICT T T T T T T T T T T T T TTT 1]

12. IF ¥4 SELECTED "LIMITED INFORMATICMN, CHECK ALL THAT APPLY:
|_| Siafues of pending claim or appeal _| Aazunt of morsy saed VA _| Current benef® and rate
|_| Feguest s benefi payment letie _| Payment history _| Change of sddress o direct deposit
] Coeer S bt}

I WETERAN'S SOCIAL EECURITY NUMBER 3 VA FILE NUMEER (1 knosm ! 4. VETERANT DATE OF BIRTH fMMDNTYTE

13. IF Y0 SELECTED "ANY INFORMATION", THE TERMS OF SUCH RELEASE OF INFORMATICN WILL BE:

|_| One ime only __| Ongoing unil writien rodoe s given io VA o leminale

|_| From ihe dale of signing below untll (Speciy Oare (WAMCGODIVTYTE | ] - | ] = | | | | |

5 VETERAN'S SERVICE NUMBER /I appitcabde)

14. SFECIFY THE SECURITY QUESTION YOU WANT USED WHEN VERIFYING THE (DENTITY OF YOUR DESIGHATED THIRD PARTY. CHECK OHLY ONE
SECURITY CUESTION BOX IN ITEM 144 AND FROVIDE THE ANSWER IN ITEM 148,

SECTION Il - BENEFICIARY/CLAIMANT'S IDENTIFICATION INFORMATION

A SECURITY QUESTION B. ANEWER

B HAME OF BENEFICIARY/CLABANT WHOD |5 NOT THE VETERAM ¢Firms, Middle Inidsial, Lasn

CLT T T T T T T T T T IO T T T T T T T T T T T T T TTTT]

] The city and state your mother was b in

7. ADDREES OF BENEFICIARY/CLAIMANT (Mumber and Swroer or rural rouse, PO, Bax, Ciey, Sane, ZIP Code and Counry)

s L LT T T T [TTTTTTT T [ [T T T TTT]
el I T Y N O B B O

comry | | | 2P cosePossicose [ 1 [1=-TL T T 11

StainProwince | |

] The rame of the high schocl e attended

I | Your frst pef's name

|| *our tavorfe eacher's name

& TELEPHONE NUMBER (fmcfide frar Code)

| | | | -_ | | | | -— | | | | I Erfizr Intermational Phore Numbser ( appifcabiiel

| | Your fathers midde name

9. EMAL ADDREES {{psional] :l I aagrest: B0 recishie eleciponic comespondence from VA in regards to my claim.

ICERTIFY THAT the statements on this form are true and correst to dhe best of my knowledge and belief.

SECTION Il - CONTACT INFORMATION

10 WA IS AUTHORIZED TO DISCLOSE THE INFOCRMATION SPECIFIED BELDW TO ONE FERSON QR ONE DRGANIZATION LISTED BELOW. FROVIDE THE NAME
AND ADDREEE OF THE PERSON ¥ DU HAVE CHOSEN TO RECENVE INFORMATION FROM VA IN ITEAS 04 AND 108 0 PROVIDE THE MAME AMD
ADDREES OF THE DRGANIZATION YU HAVE CHOSEN AND THE HAME OF THE DRGANIZATION S REPRESENTATIVE IN ITEMS 100 AND 100.

16. DATE SIGHNED (MMDDVTYT)

Il]-l[]-ll[ll

15. CLAIMANTBEMEFICIARY SIGNATURE (REQLIREDN

A HAME OF PERSOM /Firss, Midelle fnivial Las Name)
IO T T T T T T T T T T T T T TTT1

LI LT T T 1]
s L L LT T T TTTTTITTTITTITTITITTTITTITTTIT]

B. ADDRESS OF PEREON
spvearwncer [ [ [ [ [ ] e[ T T T T T T T T T T[T T T TTT]

sworwace | | | cwnwy | | | aPcossromicoe | | | | | J=[ [ [ [ |

NOTE: An orgamization may have more than cse representative. Inchade the first and last manse of any sdditional regresentatives.

FRIVACY ACT INFORMATION: YA will it Sl informas cted e this fiem o sy source Ih.- than what has boon suthorized under the Fravacy Act ol 1974 or it 38,

Code of Foderal Bopalations 1576 for rowting uscs (ic., civll o , comgressional c liurs, cpidaninkgacal or racasch stdice the A mancy owe

o e Lraterd Stsbes, litigaition in which the Uniled Staics is & party or b annl—ml the admins lraton uf r'- A progeams and delivery of Vi bocfits, venification erily sl slalice, .mJ
perumne| admmisealion o idesifed in the VA syslem of nco -n]: SEVA2IL smprmsaitan. Froan, Edacation, and Veiern Rosdines and Employmenl Rosnds - Vi pablshed in
the Fodemal Registes. ¥ ond s oy VA scs your SEN ko idemlily m k. Provadingg your 554 will help cosare that juar records are peoparly s ociricd
wth yuur clem file. C 55N sccuml = : il Y ) pru SN by sl will ol rewlt in Lhe denial of henefits. The VA will nol dmy s mdividul

Benclits for refising ko or bex 55N unless the duclmure of § |r‘ﬁ\ T T dderal Statule of brw m clffced price e January L, 1975 and sl in eflect.

RESPINDENT BURDES: We need b licm o el Yootir rr wale henefil sndlor claim infiematan 1o 8 deagreted thnd petyises). The csecl his form does nol suthoriee
the relewse of mlunmition ciber than thal « n = ( ol

= fris mbormation. Ws o ’ :
alioctzon of information mko u..JuMIh..w ol rmr)xrl:Jl:Hn Wont arc nelnayunad ke ropond Lo & colkction of infoemation i e samber i nol displayal. '.ah
uulhu un.l miimbers can be kocalnd on the OMB Inlernet Page st woosroginfo povipgblic 3o PRAMaip, 17 dessed, you cim call |-S00-RI7-1000 o gt miunmabon on where to send

e or sl gy estions shoul this fam.

O MAME OF ORGANIZATION lncluds name of represanariefsil

DL ADDREES OF DRGAMIZATION

s LT T T T T T TTTTTTTTTTTTTTTTTTTTITTT]
svearwmcer | | | | | ) e[ J [ T ] 1 1 [ 1 T T [ T T 1T 7]

[ ——— | | | Couriry | | |Z1PGO:\e:‘F'n;'AII:aae | | | |_| | | | |

VAFORM 210845
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VA FORM
21P-0969

INCOME AND
ASSET STATEMENT
IN SUPPORT OF
CLAIM FOR
PENSION OR
PARENT’S
DEPENDENCY AND
INDEMNITY
COMPENSATION
(DIC)

Department of
Veterans Affairs

INCOME AND ASSET STATEMENT IN SUPPORT OF CLAIM FOR PENSION OR
PARENT'S DEPENDENCY AND INDEMNITY COMPENSATION (DIC)
{Attachment to VA Forms 21P-527, 21P-527TEZ, 21P-534, and 21P-534EZ)
IMPORTANT: This i mef a stand-alone form. Only complete thas attachment if vou are directed 1o do so when you complete ame of the following:
{1 Section VI on VA Form 21P-527 or Section VI on VA Form 21P-52TEZ.
{21 Section VIl on VA Form 2 1P-53 or Section VI on VA Form 21P-53MEF.

VETERAN/CLAIMANT PERSONAL INFORMATION

1. VETERAN'S NAME fLaxr Firar, Midalle) 2 VETERANS S0OCIAL SECURITY NUMEER | 3. VETERANT FILE HUMBER (if knoswa/

4. CLAIMANT'S MAME fLasr, Fiesy, kilddlel 5 CLAIMAMT'S B0CIAL SECURITY NUMBER | 6. CLAIANT'S TELEFHONE MUMBER

7. TYPE OF CLAIMANT (Cleck amly ane bar)
J WVETERAM _I SURVIVING SPOUSE J EURVIVING CHILD | PARENT

IMPORTANT INFORMATION FOR CLAIMANTS

NOTE - The term "assets" means the fair market value of all property that an indrvadual owns, including all real and persomal property {excludmg
the value of yeur or your dependent’s primary ressdence mcluding the resadentzal lot anca, not 1o exceed I acres) less the amount of modgages or
ather encumbrances specific to the mergaged or encumbered property. Personal property means the value of personal effects that are m excess of
being suitable and consistent with a reasomable mode of Life.

If you are a Veberam, you must report income and assels for:
= yoursell
* your spouse {smlexy vou live apart s vou are estranged snd you do not contribute to vour spousc’s suppart )
= your child or children {sless you do net bave custody™ and you do not contnbute ko your child's or children’s support)

If you are a Surviving Spouse, vou must report income and assets for:
= yourself
= any child of the veleran who is i your custody®

If you are a Surviving Child or the Custodian of a Surviving Child, you must report mcome and assets for the
= chald
= chald's custodian {unless the chikd's custodsan 1= an mstitution)
= custodian’s spouse

If you are a Farest, you must report incomes** for:
= yoursell’
= your spouse {oven i your spouse 15 the veteran's other parent. If your spouse i the veteran's other parent, you must bath file claims)

*Child custody for pension purposes is defined in 38 CF.R. § 3.57(d). A natural or adoptive parent has cusiody of a child unless custody 15
legally removed. For pension purposes, a child whoe has atained age 18 remains inthe custody of the person who had custody before the child
turned age |8 unless custody & legally removed.

** Parent’s DIC claimants do ref need 1o repavt or previde documentaton of their assets.

F FOR CLAIMS: Section 5904, Trde 3K, Unsted Ststes Code {codified in § 14,636, Tatke 38, Code of Federal Regulations) contains provisons
parding fees that may be charged. allowed. or paid for services provided by a VA-accredited attormey or 2gemt in connection with a proceeding
before the Department of Vielerans Affairs with respect 1o a claim for benefits under laws adminisicred by the Department. Generally, a VA-
accredited attormey or agent may charge you a fee for asssting m seeking further review of a claim for VA benefits only after VA has ssued an
initial decision on the clam and the attorney or agent has complied wath the applicable power-of-attomey and the fi SEMEN] MequTements.

NOTIGE

5 pecords 1oy

you repori on this foms k
TEian you provide

thiree tnx yesrs for which infamston is svailable. |

ermal Revenue Service (IRS) and Social Secanty Administri
wratiom fromn the [R5 or 854 that conflicts with the income

PRIVACY ACT SOTICE: VA

< o
priar i Jamsry 1, 1975, and o
T T

HESFONDENT BURDEN: We neod this

WA FORM HP-0953, DEC 2021 Page 1

O Conts
Ropundent
E

halc

Q’B« Department terans Affaira

INCOME AND ASSFT STATEMENT IN SLIPPORT OF CLAIM FOR PENSION OR

PARENTS' DEPENDENCY AND INDEMNITY COMPENSATION (DIC)

(Attachment to VA Forms 21P- 527, 21P-82TEZ, 21P-534, and 21P-534EZ)

SEGTION - RETIREMENT INCOME AND DISTRIBUTIONS (1f edditienal space is necded aftach a separate sheet)

+ Mitary Retirement

+ Chil Bervine Ristiremant
+IRA

+EEP

+Onlified Plans
+ Paresiors

+ Annuilies
+Elagk Lung

L ves | MO gl N skip i Section i)

1. ARE YOU OR YOUR DEPEMDENTE RECENING DR EXFECTING TD RECEVE ANY INCOME I THE MEXT 12 MONTHS INCLUDING, BUT MOT LIMITED TCL
CESTREBUTIONE FROM A RETIREMENT PLAM, SUCH A5

A INCOME RECIPIENT
Spoiee Child
vl e |

Varera

B. WHO I3 THE INCOME PAYERT

{vame of huciners, financial insanriom,

e )

C. WHAT I3 YOUR CURRENT
ANDIOR EXPECTED INCOME?

(Provide doc i cnrrens income and
L

imcome chanpes)

D. WHAT IS THE TOTAL
CASH VALUE OF THE
ASSET
ASEOCIATED WITH
THES INCOME?

{Provide documsenrasion of

CURRENT MONTHLY

GROESE INCOME L

OO YO EXFECT THIS
INCOME TO CHANGE M THE YEE N
MEXT 12 MOMTHET

DATE B¥COME WILL CHAMGE
(A FY YY) AND
EXPECTED MCOME AMOUNT ®

CURRENT MONTHLY

GROES INCOME 5

O YD EXFECT THIS
INCOME TO CHANGE M THE YEE ]
MEXT 12 MOMTHET

DATE BCOME WILL CHAMGE
(ADEVFY YY) AND
EXPECTED MCOME AMOUNT %

CURREMNT MONTHLY

GROES INCOME 5

O YD EXFECT THIS
INCOME TO CHANGE M THE YEE N
NEXT 12 MOMTHET

DATE BCOME WILL CHAMGE
(MDY FYYY S AND
EXPECTED MCOME AMOUNT 5

CURRENT MONTHLY £
GROES INCOME

OO YD EXFECT THIE ) .
INCOME TO CHANGE I THE YEE N
HEXT 12 MONTHET

OATE BCOME WILL CHAMGE
(ADEFYYY S AND
EXPECTED MCOME AMOUNT 5

et 21P-0969

SUPERSEDES WA FORM 21P.0989, OCT 2018

Page 2



VA FORM
21P-0969

INCOME AND
ASSET STATEMENT
IN SUPPORT OF
CLAIM FOR
PENSION OR
PARENT’S
DEPENDENCY AND
INDEMNITY
COMPENSATION
(DIC)

SEGTION I - UNEMPLOYMENT INCOME (1} additianal space is needed aftach a separate sheet)

Jves [Cwa  r o, ship o Secuan fify

2 ARE YOU DR YDUR DEPENDENTE RECENING OR EXFECTING TD RECEIVE UNEMPLOYMENT INCOME N THE NEXT 12 MONTHS?

A INCOME RECIPIENT

{Weteran, Spouse, Chitd, Pavent, Cusnodian, enc |

B. WHAT |2 YOUR OR YOUR DEPENDENTS CURRENT
ANDIOR EXPECTED UNEMPLOYMENT INCOME?

{FProniae docamenianion of cu e e avea

CURRENT MOMNTHLY GROSE INCOME z

DO ¥0U EXPECT THIS INCOME TO CHANGE IN THE

WEXT 12 MONTHS? L]ves | Juo

DATE BCOME WILL CHAMGE (MMDO YY)
AMD EXPECTED INCOME AMOUNT g

CURRENT MOMNTHLY GROSE INCOME z

DO ¥OU EXFECT THIS INCOME TO CHANGE IN THE

NEXT 12 MONTHS? L]ves [ Juo

DATE BCOME WILL CHAMGE (MMDO YY)
AMD EXPECTED INCOME AMOUNT g

CURRENT MONTHLY GROSE INCOME z

DO ¥OU EXFECT THIE INMCOME TO CHANGE IN THE

WEXT 12 MONTHS? Jves [ Jno

DATE BNCOME WILL CHAMGE (MMODOFY YY)
AMD EXPECTED INCOME AMOUNT g

CURRENT MONTHLY GROSE INCOME E

DO ¥OU EXPECT THIE INCOME TO CHANGE IN THE

NEXT 12 MONTHS? YES | |NO

DATE BCOME WILL CHAMGE {MMADIVYY Y
AND EXPECTED INCOME AMOUNT g

CURRENT MONTHLY GROSE INCOME £

DO YDU EXFECT THIE INCOME TO CHANGE IN THE

NEXT 12 MCNTHS? Jves | [N

OATE BCOME WILL CHAMGE (MAMDO YY)
AMD EXFECTED INCOME AMOUNT -3

CURRENT MONTHLY GROSE INCOME £

DO ¥0U EXPECT THIS INCOME TO CHANGE IN THE
MEXT 12 MOMTHE?

ves [no

DATE BCOME WILL CHAMGE (MMDO YY)
AMD EXFECTED INCOME AMOUNT 13

CURRENT MOMNTHLY GROSE INCOME £

DO ¥0U EXPECT THIS INCOME TO CHANGE IN THE
MEXT 12 MOMTHE?

[(Jves [no

DATE BCOME WILL CHAMGE (MMDO YY)
AMD EXPECTED INCOME AMOUNT g

WA FORM 21P-0953, DEC 2021

Page 3

SECTIOMN il - SAVINGS BONDS i

lfitional space ix needed mitach a separmie sheet)

MIONTHST

| ves [Jwa il W ship ax Section 0¥}

3 DO YOLU OR ¥OUR DEPEMDENTS OWH A SAVINGS BOND OR RECEIVE OR EXFECT TO RECEIVE INTEREST FROM A SAVINGE BOMD 'WITHIMN THE MEXT 12

A WHO OWMSE THE SAVINGE BOND?
(Vaseraw, Spouse, Chil
Clnindian,

Farem,

B. WHAT IS YOUR OR YOUR DEPEMDENTS CURRENT ANDIOR
EXPECTED ANMUAL INCOME finseresr carmedy?

olmach a copy of the savings hond)

C. WHAT |2 THE CURRENT
FACE VALUE OF THE
SAVINGS BOND?

CURREMT MONTHLY GROSE INCOME  §

DO ¥OU EXPECT THIS INCOME TO CHANGE IN YEE NO
THE MEXT 12 MONTHE? = =l

DATE INCOME WILL CHAMGE (MA DDV YT
AND EXPECTED INCOME AMOUNT g

CURREMT MONTHLY GROSE INCOME  §

DO ¥OU EXPECT THIS INCOME TO CHAMNGE IN YEE NO
THE MEXT 12 MONTHET — —

DATE INCOME WILL CHAMGE (MADEVYETT)
AND EXPECTED INCOME AMOUNT g

CURREMT MONTHLY GROSE IMCOME  §

DD ¥OU EXPECT THIS INCOME TO CHANGE IN
THE MEXT 12 MONTHE?

DATE INCOME WILL CHAMGE (MADIVTY YT
AND EXPECTED INCOME AMOUNT g

CLURREMT MONTHLY GROSS INCOME  §

DD ¥OU EXFECT THIS INCOME TO CHANGE IN
THE MEXT 12 MONTHET

DATE INCOME WILL CHAMGE /MMIOIVTYTY)
AND EXPECTED INCOME AMOUNT g

CLRREMT MONTHLY GROSS NCOME  §

DD ¥OU EXFECT THES INCOME TO CHANGE IN
THE MEXT 12 MONTHET

DATE INCOME WILL CHAMGE [MMIOIVTYTE)
AND EXFECTED INCOME AMOUNT z

CURREMT MONTHLY GROSE INCOME  §

DD ¥OU EXPECT THIS INCOME TO CHANGE IN | vEE 1m0
THE MEXT 12 MONTHET — —

DATE INCOME WILL CHAMGE (MA DDV YT
AND EXPECTED INCOME AMOUNT %

CURREMT MONTHLY GROSE NCOME 3

DO ¥OU EXPECT THIS INCOME TO CHAMNGE IN 1ves )
THE MEXT 12 MONTHET — -

DATE INCOME WILL CHAMGE (MA DDV YT
AND EXPECTED INCOME AMOUNT %

WA FORM 21P-0963, DEC 2021

Page 4




VA FORM
21P-0969

INCOME AND
ASSET STATEMENT
IN SUPPORT OF
CLAIM FOR
PENSION OR
PARENT’S
DEPENDENCY AND
INDEMNITY
COMPENSATION
(DIC)

SECTION IV - RENTAL PROPERTY, FARM OR BUSINESS INCOME (7 addini

space is meeded mitack @ sheer)

12 MONTHE?

L] vEs [ |no il Wo.” stip mo Section Ky

4. ARE YOU OR YOUR DEPEMDENTS RECENVING DR EXFECTING TD RECEVE, INCOME FROM RENTAL PROFERTY, FARM OR BUSINESS WITHIN THE NEXT

A INCOME RECIPIENT
{Vaveran, Spoise, Child
Parewy, Crenodian, o)

B. WHAT IS YOUR OR YOUR
DEPENEDENTS CURRENT OR EXPECTED
INCOME FROM THIS SOURCE?

i Provide docume

L o ¢

IR

and epecied mcome changes)

C. WHAT KIND OF INCOME
12 THIS?
1Cherk applicatle but)

D WHAT IS THE VALUE OF YOUR
PORTION OF THE PROPERTY, FARM,
OR BUSINESS?
ez Serberaet the amounr of
atiier encumbrances speciile fo the property
Pravide availabiie documesarion)

CURRENT MONTHLY GROSE IMCOME
&

D0 ¥OU EXFECT THIS INCOME TO CHANGE IN
THE MEXT 12 MONTHE?

|“EE |N0

DATE IMCOME 'WILL CHANGE (DR Y YY)
AND EXFECTED INCOME AMOUNT

|Farm-*='u=n-u &

L 4, Faem 21P-4 485 with b pplcation
|H.cnlal Proparty - Ssbmil a conphted

L W&, Froom 21154 125 with this appication
| Bassiness - Submi o compsted

L ‘WA Form 2 WP-412% with this appkcaton

3 ]
CURRENT MONTHLY GROSE INCOME
]
D0 VDU ERFECT THES INCOWE 10 CHANGE N ||| Farm. Sutrmt s
THE MEXT 12 MONTHE? I WA, Fomn 214 085 with this applrstion
| VES |N0 | Fental Property - Sstmi a complatas
= 1 WA, Foem 214185 with this applcstion
DATE BNCOME WILL CHANGE (MMM TYY) ||| Business - fuberi o compintud
AND EXPECTED INCOME ABIOLNT | VAT PSS wah B sppleaten
3 5
CURRENT MONTHLY GROSS INCOME
H
DO YOU EAFECT THIE INCOME T0 GHANGE 1N |Farm - St corpted
THE NEXT 12 MONTHE? WA Fomm 2174 485 with th spplcetion
| YES |NCI |H.cnIaIFn':pcﬂ:|— ~ Gubaril @ comphated
= W Fomm 2174155 with th applcetion
DATE BCOME WILL CHANGE (DT E:f_""’“i
AND EXFECTED INCOME AMOLNT o
3 ¥
CURRENT MONTHLY GROSE INCOME
5
D0 YOU ERFECT THIS INCOME T0 CHANGE 1M |Farm.- Sutmi a
THE MEXT 12 MONTHE? L) i Fraem 2114 9255 et i sppction
| YES |NCI iFl.cnI:IFmpcﬂy ~ Babaril @ comphated
! — ! WA, Foem 2174 185 with tho spplceton
DATE BCOME WILL CHANGE (MDY TYY) | 5“-'""‘"‘_5_"}“""""‘“_"’“
AND EXFECTED INCOME AMCUNT e VAT TRV wth i appleatin
3 ]
CURRENT MONTHLY GROSE INCOME
H]
DO YOU EXPECT THIS INCOME TO CHANGE IN |7 Fam - Sutmit « compietd
THE NEXT 12 MONTHE? W, Fom 2174 145 with thia applcetion
| Renial Property - Ssbmil @ conphates
J VES JNO VA Fosm 214185 with this applestion
DATE INGOME WILL CHANGE (VDY) ([T Busivess - Sutmit s compaatt
AND EXFECTED INCOME AMCUNT WAForm 2EP-HBS with i spplcation
3 ]

WA FORM 2P-0963, DEC 2024

Page &

SECTION V - INTEREST, ROYALTIES, AND DIVIDENDS (If addifional space is needed attach a separate sheet)

|ves [Jwo o o ship o Se
IMPORTANT: L mar report imcome you heve alresdy reponed im Section 111 {Savisgs Bonds) or Section 1Y (Resmal Progerty, Farm or Business Income).

i

5 ARE YOU DR YOUR DEPENDENTS RECENVING DR EXPECTING TD RECEIVE, INTEREEST, DMDENDS, OR ROYALTIES WITHIN THE NEXT 12 MONTHS?

AL IMCOME RECIPIENT
(Veteran, Spowse. Child
Farenr, Cossodian, e )

B. WHO IS THE INCOME PAYER?
uame af business,
flmamcial inswtrunin, o)

C. WHAT I3 YOUR OR YOUR DEPENDENTS
CURRENT ANDIOR EXPECTED INCOME?
Provide docrm emanion of curranr moome and
expecied incoms changes)

D. WHAT I2 THE TOTAL
CASH VALUE OF THE
ASSET ASBOCIATED
WITH THIS INCOME?
(Provide documeniaion of

st ) '

CURRENT MONTHLY
GROSS INCOME £

DO ¥OU EXPECT THIS
INCOME TO CHANGE M THE YEE HO
MNEXT 12 MONTHET

DATE INCOME WILL CHAMGE
PN YY) AND
EXPECTED NCOME AMOUNT ¥

CURRENT MONTHLY %
GROES INCOME

DO ¥OU EXFECT THIS
INCOME TO CHANGE M THE YEE MO
HEXT 12 MONTHET

DATE INCOME WILL CHAMGE

FMAMTHY YY) AND
EXPECTED NCOME AMOUNT §

CURRENT MONTHLY T
GROES INCOME

DO ¥0U EXFECT THIS

INCOME TO CHANGE M THE YEE Ha
HEXT 12 MONTHE?

DATE BNCOME WILL CHANGE
FPHMTREYYYY ) AND
EXPECTED BCOME AMOUNT ¥

CURRENT MONTHLY

GROES INCORE 5

DO ¥OU EXPECT THIS
IHCOME TO CHANGE N THE YEE HO
HEXT 12 MONTHET

DATE INCOME WILL CHAMGE
MDY YY YY) AND
EXPECTED BCOME AMOUNT 5

CURRENT MONTHLY 1
GROES INCORE

DO ¥0U EXPECT THIS ) )
INCOME TO CHANGE M THE YEE HO
HEXT 12 MONTHET

DATE MCOME WILL CHAMGE
PN YY) AND
EXPECTED BCOME AMOUNT 5

VA FOSRM 21P-0953, DEC 2021

Page &



VA FORM
21P-0969

INCOME AND
ASSET STATEMENT
IN SUPPORT OF
CLAIM FOR
PENSION OR
PARENT’S
DEPENDENCY AND
INDEMNITY
COMPENSATION
(DIC)

SECTION VI - WAGES - INCLUDING SELF-EMPLOYMENT (17 additional space is needed attach a separate sheet)

Jves [[Jwo  ar ma” ship to Sectan Vi)

& ARE YOU OR ¥DOUR DEPENDENTS RECENING WAGES DR EXPECTING TO RECEVE WAGES WITHIN THE NEXT 12 MONTHS?

SECTION VIl - MSCONTINUED INGCOME IN THE PRIOR TAX YEAR (If addiri

| space is meeded mitach o

sieet]

|ves [[Jma iy e skip to Section Villy

7. DID ¥DU OR ¥OUR DEFENDENTS RECENE INCOME LAST YEAR THAT IS MO LONGER BEMNG RECEIVED DR WAE A DNE-TIME PAYMENT?

A WAGE RECIMENT

{Vetenan, Spaise, Chitd, Parenr, Custodion, erc |

B. WHAT ARE YOUR OR YOUR DEPENDENTS CURRENT WAGES

ANDIOR EXPECTED WAGES?

(Provide documentacion of curem wages ard expecred

i changes)

CURRENT MONTHLY GROSE MCOME ]

A INCOME RECIPIENT

{Veneran, Spouse, Chitd Poven, Cucndian, e )

B. WHO WAS THE INCOME PAYER?

Mame of basiness, Srancial desd

thon, e, )

C.WHAT WAS THE GROSS | D.WHEN DID THE

ANHUAL AMOUNT
REPORTED TO THE IRS?

INCOME STOP?
(MM THVYYY T

DO ¥0U EXPECT THIS INCOME TO CHANGE IN THE NEXT

12 MONTHS? Lves [ uo
DATE BNCOME WILL CHANGE (MMDE/ VYT AND

EXPECTED BNCOME AMOUNT :

CURRENT MONTHLY GROGS INCOME %

DO YOU EXPECT THIS INCOME TO CHANGE INTHENEXT  —| e o
12 MONTHS? L L
DATE BCOME WILL CHAMGE (MM VYT AND

EXPECTED BCOME AMOUNT :

CURRENT MONTHLY GROGS INCOME 5

DO YOUEXPECT THISINCOME TO CHANGE INTHE NEXT e 1
12 MONTHS? 1

DATE BCOME WILL CHANGE (MM VYT AND

EXPECTED BCOME AMOUNT T

CURRENT MONTHLY GROGS INCOME 3

DO ¥OUEXPECT THIS INCOME TO CHANGE INTHE NEXT 1 11,0
12 MONTHS? 1

DATE BICOME WILL CHAMGE (MMEE/ YT AND

EXPECTED BCOME AMOUNT :

CURRENT MONTHLY GROGS INCOME 3

DO ¥OLU EXPECT THIS INCOME TO CHANGE IN THE NEXT ves Mho
12 MONTHS? | L

DATE BICOME WILL CHANGE (MMEDE/YYTY) AND

EXPECTED BCOME AMOUNT 3

CURRENT MONTHLY GROGS INCOME 3

D0 DU EXPECT THIS INCOME TO CHANGE IN THE NEXT  —) |

12 MONTHE? _|¥yes | Jno
DATE BICOME WILL CHANGE (MDD YTY) AND

EXPECTED BCOME AMOUNT s

CURRENT MONTHLY GROGS INCOME L3

DO ¥OU EXPECT THIS INCOME TO CHANGE IN THE NEXT =) ;

12 MONTHS? LJves | Jwo

DATE MCOME WILL CHANGE [MADEVYYY Y AND
EXPECTED INCOME AMOUNT £

WA FORM 210968, DEC 2021
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VA FORM
21P-0969

INCOME AND
ASSET STATEMENT
IN SUPPORT OF
CLAIM FOR
PENSION OR
PARENT’S
DEPENDENCY AND
INDEMNITY
COMPENSATION
(DIC)

NOTE:z Parent's DIC Clalmants Only - You de a0t have o consplete Sections VU thru X1, Retem to the application fom. ¥ our cenification, signature and date on
e application foms applics to this stiechnent.

Pension Claimamts - Continue to comglete the atachment.

SECTION IX: ASSET TRANSFERS /C

SECTION Vill - ASSETS PREVIOUSLY NOT REPORTED (If sdditianal spoce is needed anach a separate sheet)

& DO YOU DR ¥DUR DEPEMDENTS HAVE ASEETS NOT ALREADY REPDRTED, SUCH AS NON-NTEREST-BEARING ACCOUNTS, CASH, STOCKS, BONDS, OR
REAL EETATET

A WHO DWNED THE ASSET? B. HOW WAS THE

{Veseran, Spouse, Child, Paress, ASSET TRANSFERRED?

Cuodian, e )

C. WHO DID YOU
TRANSFER THE ASSET
TO?

D. DETAILS OF THE ASSET TRANSFER
e alon A of 1 transfier for ke than
i ket valie means af an aeser for Less than

L]ves [Jmuo lf No" sbip to Section 18]
B. WHAT IS THE CURRENT CASH VALUE C. AMOUNT OWED OM THE ASSET OR
A, ASSET OWNER OF THE ASSET?Y AMOUNT MORTGAGED OR OTHERWISE
Parenr, (Provide a hank or oter officio! saiesmenr showlng ENCUMBERED T
thee carrent vilwe. Do BOr Feport qisers ) g (Provide documeiation of morgages o il

[ ] sown
|_| conveveD
|| mave sway

_| TRADED

_| OTHER (Explain helin

Mame:

Relatiorship

Wias thir asset transiemed for less Fian fair marke vake?
YES NO

I".'_is ana-sse'TnpDrlbd:o the IRS sold?
YES HO

u\T\:r. was he_ongml purchase prica?

Whiat was T2 sali price?

Whiat daie was the assel sold? AOLDOTTFE

Whaat was Fee gain jcaphial gain, eto |7

FiEp d i Secrions [ ehrosgh VI ancimt g
5 §
5 B
5 B
5 1

SECTION IX - ASSET TRANSFERS jIf additiemal space is needed aitach o separate sheet)

2 IN THE CURRENT YEAR ANDYOR FRIOR 3 TAX YEARS, DID YOU O YOUR DEFENDENTS SELL, CONVEY, TRADE, DR GIVE AWAY ASEETS?

| sown

|| cowevED
| GAVE AWaY
| TRADED

| OTHER: (Explain hefin

Relatiorship

WWias Ihi s et Tansiermed for less Tian fair marke? vake?
YES N

w;; ana»:se’?np-n‘lbd:\o the IRE sold?
YES KO

Whiat was e original purchass prica?

What was el Sk proeT

Whiat daie was the assel sold? AOLDOTTFE

Whaat was Fee gain jcaphial gain, eto |7

SECTION X: ANNUITIES AND TRUSTS [dnach a separare sheet if more than one ammity or trust is invelved)

104. IN THE CURRENT YEAR OR THE PFRICR THREE TAX YEARE, DID YOU DR YOUR DEPEMDENTS TRANSFER ANY ASSETS TO A TRUST OR PURCHASE AN

ANNUITY?
ves | [wo

I "Ma,™ skip o 52

108, WHAT WAS THE MARKET VALUE OF THE ASSET AT THE TIME OF TRANSFER DR ANNUITY PURCHAEE? §

10C. WHAT 'WAS THE DATE THE ASSET WAS TRANSFERRED? iAMDY YY)

100 WD ¥OU PURCHAEE AN AMNUITY WI1TH THE ASEETS?

Jves [ w0 dlf “Ves, " complete fiems I0E through J0G)

10E. PROVIDE DATE OF
PURCHASE (MAMDIVYYTY)

10F. FROVIDE MAME OF PERSON THE ASSET WAS
PURCHASED FROM /Firs-Middle- Loy

[ Jves []m0 i Wo.* ship oo Seceion X
A WHO OWNED THE ASSET? C. WHO DID YOU - D. METARS OFITHE ASEET TRAMAPER
{Veteran, Spouse, Child, Parens, B. HOW WAS THE TRANSFER THE ASSET | " ‘vwiide docmamarion of § srangfer for less shaw
T — i ASSET TRANEFERRED? fair miarket vall i an e for Levs than
Cumodian, eic.) TO? - ! ;
o T W T
| o Mame Was the assed rarslemed for less $an fair marke! vake?
YES MO
| conveven
Wias an assef reporied B0 the IRS sold?
| EavE Away Faticrship
YES MO
| TRADED
Whiat was T original purchass prica?
| OTHER (Explate bedini
Whiat was Tl sale price?
Whiat dale was the assel sold7 QO8DOYTFE
What was T Zain joapital gain, eto |7
| o Mama Was the assed rarslemed for less $an fair marke! vake?
= | ves WO
| conveven L _—
= Was an assef reporied o the IRE sold?
| Eave away FRelatiorshp ) }
— YES HO
| TRADED — —
— What was T original purchase price?
|| OTHER (Explain el
Whiat was T sale price?
Whiat date was the assel sold7 AOADOFYFE
Whiat was T gain (oapiial gain, eto |7

10G. PROVIDE TYPE OF ANNUITY PURCHASED (e devrtls and amach docsmennanion)

i FORM 21P-0960, DEC 2021 Page 8

10H. WERE THE ASSETS USED TO ESTABLISH A TRUSTT

[Jves [Ima iy “Yes " complete foems {60 chrowgh 1l

101 FROVIDE TAX NUMEBER

10.. PROVIDE DETALS AND ATTACH DOCUMENTATION

10K. WAS THE TRUST ESTABLIEHED FOR A CHILD OF THE VETERAN WHO WAS INCAPABLE OF SELF.SUFFORT PRIOR TO REACHING AGE 137

[Jves [Jmo

WA FORM 21P-D953, DEC 2021




B_WHAT |5 YOUR OR YOUR DEPENDENTS CURRENT
ANDIOR EXPECTED WAINED INCOME?
f d evpocred incowe cham

A, INCOME RECIPIENT
{Veteran, Spouse, Chil ‘arent, Cusiooian, erc |

AMID EXFECTED WANED INCOME AMOUNT

CURRENT MONTHLY GROSE WAIVED INCOME

VA FORM T
21P-0969

INCOME AND
ASSET STATEMENT
IN SUPPORT OF
CLAIM FOR
PENSION OR
PARENT’S
DEPENDENCY AND
INDEMNITY
COMPENSATION
(DIC)

DO w0 EXPECT TH
THE HEXT 12 MOMNTHE

OATE WAIVED |
AMD EXFECTED WANED INCOME AMOUNT

THIZ ATTACHMENT FORM IS COMPLETE. RETURN TO THE APPLICATION FORM. YOUR CERTIFICATION, SIGNATURE AND DATE
ON THE APPLICATION FORM APPLIES TO THIS ATTACHMENT.

WA FORM HP-0968, DEC 2021
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DICKINSON COUNTY OFFICE OF VETERAN AFFAIRS
ACCREDITED COUNTY VETERAN SERVICE OFFICERS
DENISE FORMOLO AND LACEY ELLISON
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