Please fill out the two page worksheet
~as well as you can and send it to;
Herb Cohen
P O Box 425

Dupont, WA 98327

Copies of Documents needed

DD214 or separation papers from the service
All Marriage Licenses (both Spouses)

All death certificates or divorce decrees of former spouses
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Herb Cohen Phone (253) 8912 1778
P O Box 425 Fax (253) 964 2323
Dupont, WA 98327 Date

APPLICATION WORKSHEET

Name of Assisted Living Facility

Facility Point of Contact Facility Phone No.

Application for (Check One)

L veteran Only Benefit CISurviving Spouse Benefit
[] veteran and Spouse Benefit [IBoth Living Veterans Benefit
Name of Veteran Name of Spouse
Surviving Spouse or Wife of Veteran
Address
City State Zip

Phone Number (if applicable)

Family Point of Contact Relationship
“Address
City State, Zip Code
Phone Number (daytime} (evening)
*Would you prefer Family Point of Contact as mailing address?
(Yes/No)
Email Address Reguired for Future Status/Follow Up
Veteran Surviving Spouse / Wife of Veteran
Date of Birth Date of Birth
Veteran Surviving Spouse / Wife of Veteran
Social Security Number Social Securily Number

Place of Birth
Was Veteran a POW?

ls Veteran currently receiving a VA Disabilily Pension?

Percentage

Marital Status Does Spouse live with Veteran?

If not, Spouse address

Do you have any dependent children (classified disabled before age 18)

o How many Spouse _ How many
Yes/No Yes/No
For previous marriages, copies of marriage licenses, death cerlificates and/or divorce decree must be

included (do not send originals).

Previous marriage(s) for Veteran
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Worksheet
Page 2 of 2

income: (Note please use gross Social Security and retirement income per month).
**Please provide copy of Social Security Statement and Retirement Income Statement, If applicable

1. Income from Renal Properties $
2. Income from farm %
3. Social Security (Veteran)$ Spouse $
Social Security based on employment of: Veteran __ Spouse
Yeas/No YesiNo
4. Pension (Veteran) $ Spouse $
Corpany Name of Pension Company Name of Spouse Pensiorn
5. Interest Income $
Assets:
6. Value of Home %
7. Value of 2™ Home/Cottage $
8. Approximate Net Worth
» Non Interest Checking 5
¢ Savings/Interest Checking $
« (CDs $
« |RAs $
= Stocks/Bonds $
s Mulual Funds $
e Annuity $

[ certify income and asset information s frue and carrect to the best of my knowledge. Note: deliberate
misrepresentation or fraud is a Federal offense. Violation will resull in repayment of benefit to the VA and
discontinuance of our service or support.

X X

Signature Veleran/Surviving Spouse or Farnily Member Professional Member Signature (if applicable}

What medical services are you receiving (Bathing assistance, medication management, etc.)?

Cast of these services monthly? $

Medical Expenses:

1. Cost of Assisted Living Facility {(per month) $
2. Prescription Costs (Amount & Provider) $
3. Health Insurance (Amount & Provider) $

Please notfe the Veleran's Administration does not accept power of attorney signature.
Veteran or Surviving Spouse signatures ontly.

Submit by Email | Print Form Reset Form |
4
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I Menarfment of Velerans Affairs

f STATEMENTIN SUPPORT OF CLATM

PRIVACY ACT INFORMATION Toe Lo authorizes us to request the information we are asiing you

RESPONDENT BURDEN: VA ray not conduct or sponsor, and respondent is not resaired to respo
valid OMB Control Number. Public reporting burden for this collection of information is estimated to
reviewing instructions, searching exigting dais sourees, Soathuring and maintaining the data, needed, and

you have cornments regarding this burden estimate or any other aspect of this colleerion of information, calf 1-800-827-3000 for mailing information on where to

sendd your comments,

anses you submit are considered contidential (38 1.8.0 5701). Thev may be disclosed outside the Department of Veterans Affairs (YA} ondy if the
disclosure is authorized under the Privacy Act. including the routine uses identified in the VA system of records, SBVARI/22, Compensation, Pension,
Education and Rehabilitation Records ~ VA, published in the Federal Register. The requested information is considered velevant and necessary to determine
maxinum benefits under the law. Informations submitted is subject to verification through computer matehing programus with other agencies.

to provide on this form (38 U.5.C.501{a) and {b)). The

nd to this collection of information unless it displays a
average 15 minutes per response, including the time for
completing and reviewing the collection of information. If

FIRST NAME - MIDDLE NAME . LAST NAME 0OF VETERAN (Type or print)

SOCIAL SECURITY NO.

VA FILE NO.

C/Css -

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

Fintend to apply for pension benefits under the FDC Program. This statement is to pres

erve my effective date for entittement to

benefits. | am in the process of assembling my claim package for submission

(CONTINUE on REVERSE) |

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

SIGHATURE

DATE SIGNED

ADDRESS

TELEPHOME NUMBERS (Insert Area Cade}

| DAYTIME

EVENING

fact, knowing it to be false.

PENALTY: The law provides scvere penalties which include fine or imprisonment, or both, for the wilifal submission of any statement or evidence of 2 material




This two page Form must be
filled out by t your Physician

and returned to;

Herb Cohen
P O Box 425
Dupont, WA 98327

Please read the instructions!!!


Russ Hansen
Highlight





OMB Control No. 2900-0721
Respondent Barden: 30 minutes

EXAMINATION FOR HOUSEBOUND STATUS OR PERMANENT
NEED FOR REGULAR AID AND ATTENDANCE

&) Department of Veterans Affairs

1. FIRST NAME - MIDDLE AME - LAST NAME OF VETERAN 2. FIRST NAME - MIDDLE NAME - LAST NAME OF CLAIMANT 3. RELATIONSHIP OF CLAIMANT
(If other than veteran) TO VETERAN
44, VETERAN'S SOCIAL SECURITY NUMBER 48, CLAIMANT'S SOCIAL SECURITY NUMBER 5. CLAIM NUMBER
6. DATE OF EXAMINATION 7. HOME ADDRESS
8A. 15 CLAIMANT HOSPITALIZED? 8B. DATE ADMITTED 9. NAME AND ADDRESS OF HOSPITAL
D ves | JNO (If "Yes." complete Hems 88 and 9)

HOTE: EXAMINER PLEASE READ CARERFULLY

The purpose of this examination is to record manifestations and findings pertinent to the question of whether the claimant is housebound (confined to the home or
immediate premises) or in need of the regular aid and attendance of another person.

The report should be in sufficient detail for the VA deciston makers to determine the extent that disease or injury produces physical or mental impairment, that loss of
coordination or enfeebtement affects the ability: to dress and undress; to feed him/herself; to attend to the wants of nature; or keep him/herself ordinarily clean and
presentabie.

Findings should be recorded to show whether the claimant is blind or bedridden.

Whether the claimant seeks househound or aid and attendance benefits, the report should reflect how well hefshe ambulates, where hefshe goes, and what hefshe 15 able
to do during a typical day.

10. COMPLETE DIAGNOSIS (Diagnosis needs 1o equate lo the level of assistance described in questions 20 through 34)

1AL AGE 11B. 8EX 12. WEIGHT 13. HEIGHT

ACTUAL: LBS. ESTIMATED: LBS. FEET: INCHES:
14, NUTRITION 15, GAIT
16. BLOOD PRESSURE 17. PULSE RATE 18. RESPIRATORY RATE 119, WHAT DISABILITIES RESTRICT THE LISTED ACTIVITIES/FUNCTIONS?

20, {F THE CLAIMANT 1S CONFINED TO BED, INDICATE THE NUMBER OF HOURS IN BED

From 9 PM To 9 AM: From 8 AM To § PM:

21,18 THE CLAIMANT ABLE TO FEED HIMHERSELF? (If "No." provide explanation}
[Cyes [Jwno

22. 15 CLAIMANT ABLE TO PREPARE OWN MEALS? (If "Yes,  provide explanation)}
[lvyes [ Ino

23. DOES THE CLAIMANT NEED ASSISTANCE IN BATHING AND TENDING TO OTHER HYGIENE NEEDS? (11" Yralv; " provide explanation)
[yes [InNO

24A.18 THE CLAIMANT LEGALLY BLIND? {If “Yes,” provide explanation) 248. CORRECTED VISION

) LEFT EYE RIGHT EYE

[Jves [InO

25. DOES THE CLAIMANT REQUIRE NURSING HOME CARE? (If "Yes, " provide explanation)
My patient is required medically to reside in
[Jves [no in order to receive assistance with basic ADLs from .

26. DOES CLAIMANT REQUIRE MEDICATION MANAGEMENT? (If "Yes," provide explanation)

Mves [Ino

27. DOES THE CLAIMANT HAVE THE ABILITY TO MANAGE HIS/HER OWN FINANCIAL AFFAIRS? (If "No," provide explanation)

[Jyes [Ino

SUPERSEDES VA FORM 21-2680, OCT 1992,

VA FORM £
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28. POSTURE AND GENERAL APPEARANCE (Attach a separate sheet of paper if additional space is needed)

20. DESCRIBE RESTRICTIONS OF EACH UPPER EXTREMITY WITH PARTICULAR REFERENCE TO GRIP, FINE MOVEMENTS, AND ABILITY TO FEED HIMHERSELF,
TO BUTTON CLOTHING, SHAVE AND ATTEND TO THE NEEDS OF NATURE (Aftach a separate sheet of paper if additional space is needed)

3

=

. DESCRIBE RESTRICTIONS OF EACH LOWER EXTREMITY WITH PARTICULAR REFERENCE TO THE EXTENT OF LIMITATION OF MOTION, ATROPHY, AND
CONTRACTURESOR OTHER INTERFERENCE. IF INDICATED, COMMENT SPECIFICALLY ON WEIGHT BEARING, BALANCE AND PROPULSION OF EACH LOWER
EXTREMITY.

3

perd

. DESCRIBE RESTRICTION OF THE SPINE, TRUNK AND NECK

32, SET FORTH ALL OTHER PATHOLOGY INCLUDING THE LOSS OF BOWEL OR BLADDER CONTROL OR THE EFFECTS OF ADVANCING AGE, SUCH AS DIZZINESS,
LOSS OF MEMORY OR POOR BALANCE [ THAT AFFECTS CLAIMANT'S ABILITY TO PERFORM SELF-CARE, AMBULATE OR TRAVEL BEYOND THE PREMISES OF
THE HOME, OR, iF HOSPITALIZED, BEYOND THE WARD OR CLINICAL AREA, DESCGRIBE WHERE THE CLAIMANT GOES AND WHAT HE OR SHE DOES DURING
ATYPICAL DAY,

33. DESCRIBE HOW OFTEN PER DAY OR WEEK AND UNDER WHAT CIRCUMSTANCES THE CLAIMANT IS ABLE TO LEAVE THE HOME OR IMMEDIATE PREMISES

34. ARE AIDS SUCH AS CANES, BRACES, CRUTCHES, OR THE ASSISTANCE OF ANOTHER PERSON REQUIRED FOR LOCOMOTION? (If so, specify and describe
effectiveness in terms of distunce that can be Iraveled, as in Item 32 ubove)

[ves 1 )
(I "YES,” give distance)(Check N . - . OTHER
[:{ NO applicable box or specify disiance) D 18LOCK [ ]50r 6 BLOCKS U miLe (Specify distance)
35A. PRINTED NAME OF EXAMINING PHYSICIAN 358. SIGNATURE AND TITLE OF EXAMINING PHYSICIAN 35C. DATE SIGNED
364, NAME AND ADDRESS OF MEDICAL FACILITY 368. TELEPHONE NUMBER OF MEDICAL FACILITY

(Include Area Code)

PRIVACY ACT NOTICE: The VA will not disclose information collected on this form to any source other than what has been authorized under the Privacy Act of
1974 or Title 38, Code of Federal Regulations 1.576 for routine uses (i.e., civil or criminal law enforcement, congressional communications, 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} as identified in the VA system of records, 58VA21/22/28, Compensation,
Pension, Education and Vocational Rehabilitation Records - VA, and published in the Federal Register. Your obligation to respond is required to obtain or retain
benefits. Giving us your Secial Security Number (SSN) account information is mandatory. Applicants arc required to provide their SSN under Title 38, U.S.C. U.S.C.
S701(c) {1). The VA will not deny an individual benefits for reflusing to provide his or her SSN unless the disclosure of the SSN is required by a Federal Statute of law in
cffcet prior Lo January 1, 1975, and still in effect. The requested information is considered relevant and necessary to determine maximum benefits provided under the
faw. The responses you submit are considered confidential (38 U.S.C. 5781). Information that you furnish may be utilized in computer matching programs with other
Federal or state agencics for the purpose of determining your eligibility to receive VA benefits, as well as to collect any amount owed to the United States by virtue of
your participation in any benefit program administered by the Department of Veterans A {fairs.

RESPONDENT BURDEN: We nced this information to determine your eligibility for aid and attendance or houscbound benefits. Title 38, United States Code 1521 (d)
anet (), 1115 (1)(e), 131 1{c) and (), 1315 (h), 1122, 1541 (d) {e). and 1 502(b) and (¢) allows us to ask for this information. We estimate that you will necd an average of
30 minutes to review the instructions, 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 1o a collection of information if this number is not displayed. Valid OMB control numbers can be located
on the OMB Internct page at www.whitchouse.goviomb/library/OMBINV. VA LPA WtmI#VA. 1t desired, you can call 1-800-827-1000 to get information on where to

send comments or suggestions about this form.

VA FORM 212680, JUN 2008
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