\‘V'\ Department of

Veterans Affairs

VETERAN’'S APPLICATION FOR COMPENSATION OR
PENSION VA FORM NUMBER 21-526

A. QUESTIONS? GET FREE INFORMATION: If you have any questions about this
form, how to fill it out, or need information about any other VA benefits, call us.

NATIONWIDE TOLL-FREE

1-800 -827 -1000
(Hearing Impaired-TDD 1-800-829-4833)

B. YOU SHOULD USE THIS FORM

(1) Apply for all VA benefits due to injury you received or illness you had while you
were in military service (called Compensation Benefits);

(2) Apply for VA benefits due to disabilities not due to your military service (called
Pension Benefits).

(3) Apply for both Compensation and Pension at the same time.

C. WHEN YOU ARE DONE WITH THIS FORM: Mail it or take it to a VA Regional
Office.

D. REGIONAL OFFICE ADDRESS: You should call the VA toll-free number,
1-800-827-1000, for the address or location of the nearest Regional Office. You
might find that office’s address in the blue pages of your telephone book. It may be
under "United States Government, Veterans Affairs."

IMPORTANT
E. PLEASE FOLLOW THE DETAILED INSTRUCTIONS for this form. They begin on
page 3.

F. PRINT ALL ANSWERS CLEARLY. If you must write the answers, do so very
clearly and plainly. If an answer is "None" or "0", write that. YOUR ANSWER TO
EVERY QUESTION IS IMPORTANT to help us complete your claim.

G. YOU MUST SIGN AND DATE this application at the bottom of page 11.

H. MAKE A PHOTOCOPY OF THIS APPLICATION for your records before you mail
it. Also, tear off and keep this instruction page and all other instruction pages.

VA FORM 21-526
MAR 1999 PAGE 1



NOTE: You may use this page for notes about your claim. Keep It for your records.
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(Detach and retain Instructions for future reference)

INSTRUCTIONS FOR COMPLETING APPLICATION FOR COMPENSATION OR PENSION
GENERAL INSTRUCTIONS
(PLEASE READ VERY CAREFULLY)

If additionalspaceis neededor anyitem, useltem 40, "Remarks,"on pageslOand11, or numbera separatesheetof
paper to correspond to the items you are answering and attach the sheet to the application.

A. DISABILITY COMPENSATION is paidfor disability resultingfrom servicein the armedforces.An additional
amountof compensatiormay be payablefor a spouse child, and/ordependenparentwhen a veteranis entitled to
compensatiorbasedon disability(ies) evaluatedas 30 percentor moredisabling. The additionalbenefitfor a spouses
payablein a higheramountwhen he/sheis a patientin a nursinghomeor is so disabledasto requirethe regularaid
and attendance of another person. IF YOU ARE NOT CLAIMING COMPENSATION OR A
SERVICE-CONNECTED DISABILITY, SKIP ITEMS 19, 20 AND 21.

DISABILITY PENSION is paid for permanentand total disability not the result of servicein the armedforces.
Pensioncanonly be paid to a veteranof wartime serviceor to a veteranwho servedin one of the following periods
after June26, 1950,andbeforeFebruaryl, 1955; after August4, 1964,andbeforeMay 8, 1975;after August1, 1990,
and before a date to be determined by the President or by law.

Benefits may only be paid from the first day of the month following the date of receiptof your applicationin VA
unlessyou were incapacitatecbecauseof a disability which preventedyou from filing a claim for a period of at least
30 daysbeginningwith the dateyou becamepermanentlyandtotally disabled.If you wantthis claim consideredasa
claim for retroactivepayment,indicatesoin Iltem 40, "Remarks,"andidentify the specific disability which prevented
you from filing.

B. AUTHORIZATION FOR RELEASE OF INFORMATION. Complete and return the attachedVA Form
21-4142to authorizereleaseof information from any doctorsand/orhospitalsproviding any treatmentyou received.
Pleasecompleteeveryitem, and give the completename(s)and address(esdf hospitals/doctorsYou do not needto
completethis form for the treatmentreceivedat a VA facility. Be sureto sign and datethe form. If you wish, you
may contactthe doctorsor hospitalsyourself and authorizethe releaseof this informationto us. This may reducethe
amount of time required to process your claim.

C. REPRESENTATION. You may be representedwithout charge,by an accreditedrepresentativeof a veterans
organizationor other serviceorganization,recognizedby the Secretaryof VeteransAffairs, or you may employ an
attorneyto assistyou with your claim. Typical examplesf counselwho may be availableinclude attorneysin private
practiceor legal aid services. If you desirerepresentationlet us know andwe will sendyou the necessarforms. If
you have already designated a representative, no further action is required on your part.

D. HEARINGS. You havethe right to a personalhearingat any stageof claims processinggither before or after a
decisionis made.This right may be exercisedwith regardto an original claim, supplementatlaim or with regardto
any subsequenéaction affecting your entitlement. All you needdo is inform the nearesWA office asto your desires,
andwe will arrangeatime andplacefor the hearing. You may bring withessesf you desireandtheir testimonywill
be enteredin the record.VA will furnishthe hearingroom, provide hearingofficials, and preparethe transcriptof the
proceedings. VA cannot pay any of your expenses in connection with the hearing.

E. EVIDENCE - GENERAL. If you havenot previouslyfiled a claim, furnish the separationforms you received
from the armedforces.A statemenfrom your doctor showingthe extentof your disabilities shouldbe furnishedwith

your application.If you area nursinghomepatient,you shouldfurnish a statemensignedby an official of the nursing
homeshowingthe dateof your admissionandpatientstatus Indicatenursing/Medicaidstatusin Iltem 41F.If you area
patient in a nursing home, give the name and address in Iltem 41G.

F. REPORTING NET WORTH FOR PENSION FOR DISABILITY NOT RESULTING FROM SERVICE.
Pensioncannotbe paid if net worth is sizable.Net worth is the marketvalue of all interestor rights in any kind of
property exceptordinary personaleffectsnecessaryor daily living suchasautomobile,clothing or furniture andthe
dwelling (single family unit) usedasyour principal residence Therefore,all otherassetanustbe reportedso that we
may determinewhethernet worth preventsyou from receiving pensionbenefits."Market Value" is the price anitem
would get if it were sold in an open market.
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G. INCOME LIMITS AND RATES OF PENSION. Therateof pensionpaidto a veterandependaiponthe amount
of family income and the numberof dependentsaccordingto a formula provided by law. All paymentsfrom all
sourcesare countableunlessexcludedby law. Becausebenefit ratesand incomelimits are frequently changedsuch
information cannotbe kept currentin theseinstructions.Information regardingcurrentincomelimitations and ratesof
benefits may be obtained by contacting your nearest VA office.

(1) A higherrateof pensionis payableto a veteranwho is a patientin a nursinghomeor otherwisedeterminedo bein
need of regular aid and attendance or who is permanently housebound due to disability.

(2) Pension rates are also increased for a veteran who served during the Mexican Border Period or World War 1.
IMPORTANT

YOU MUST SHOW ALL TYPES of PAYMENTS FROM ALL SOURCESFOR YOURSELF, SPOUSEAND
DEPENDENT CHILDREN BEFORE ANY DEDUCTIONS OR WITHHOLDINGS. UNDER 38 CFR 3.271(a)
PAYMENTS OF ANY KIND FROM ANY SOURCE SHALL BE COUNTED AS INCOME UNLESS
SPECIFICALLY EXCLUDED BY LAW. VA WILL DETERMINE ANY AMOUNT WHICH DOESNOT COUNT.
INCLUDE ALL SEVERANCE PAY OR OTHER ACCRUED PAYMENTS OF ANY KIND OR FROM ANY
SOURCE.WHEN NO INCOME IS RECEIVED OR EXPECTEDFROM A SPECIFIEDSOURCE ,WRITE "NONE"
IN THE APPROPRIATE BLOCK (ITEMS 36A THROUGH 39A). IF INCOME FROM ANY SOURCE IS
ANTICIPATED BUT THE AMOUNT IS NOT YET DETERMINED, WRITE "UNKNOWN" IN THE
APPROPRIATE BLOCK. ATTACH SEPARATE SHEETS IF ADDITIONAL SPACE IS NEEDED.

H. FAMILY MEDICAL EXPENSES are amountsactually paid by you for which you are not reimbursedby
insuranceor otherwise.We can reduceyour income for VA purposes(and increaseyour rate of pension)if your
medicalexpensegjualify for exclusionunderthe formula provided by law. If you are awardedpension,a VA Form
21-8416,Medical ExpenseReport will be mailedto you approximatelya year after the effective date of your award.
You shouldkeepa recordof all medicalexpenseyou pay after you becomeentitledto pensionandreportthemon the
form. Normally, an adjustmentfor medicalexpensess madeat the end of the incomereportingyearandresultsin a
retroactive paymentto you. However, if your income is static and you have a consistentlyhigh level of medical
expensegsuchas nursing homefees),it may be possibleto increaseyour rate without waiting until the end of the
year. Show unreimbursed medical expenses in Items 41A through 41G.

I. LAST ILLNESS AND BURIAL EXPENSES. Your countableincomemay be reducedby the amountof expenses
of the last illness and burial of a spouse or child paid by you. Use Item 40, "Remarks," to report such expenses.

J. EDUCATIONAL OR VOCATIONAL REHABILITATION EXPENSES are amountspaid for coursesof
educationncluding tuition, fees,and materialsand may be deductedrom the respectivancomesof a veteranandthe
earnedincome of a child if the child is pursuinga courseof postsecondargducationor vocationalrehabilitationor
training. If you or your child(ren) paid theseexpenseskeepa recordof the paymentsand reportthem to VA atthe
end of the calendar year.

K. GULF WAR VETERANS HEALTH REGISTRY. VA hasa registry of veteranswho servedin the Gulf War
theaterof operationsIf you servedthereduring the war, we will include your namein the registry.If you wantusto
include medicaland otherinformation aboutyou, you mustcheckthe "YES" block aboveyour signatureon pagell.
The information in this registry will be sharedonly with the Departmentof Defense,the National Academy of
Sciencesand othersaspermittedby law, ( for example:researchpurposes)We will keepyou informed of significant
developmentsn researchon the health consequencesf military servicein the Gulf theaterof operations.You may
requesta VA health examinationthat will include a consultationand counseling covering the results of that
examination.Contactyour nearestVA medicalfacility to requestan examinationor call the toll-free VA Gulf War
Information Helpline at 1-800-PGW-VETS (1-800-749-8387).

SPECIFIC INSTRUCTIONS

IMPORTANT : Theseinstructionsarenumberedo correspondvith theitemson the application.If additionalspaces
required, attach a separate sheet and identify your statements by their item numbers.

ITEMS 3A and 3B - The numberenteredin Item 3A, Veteran'sSocial Security Number,shouldbe your own Social
Security Number. In Item 3B enter your spouse’sSocial Security Number. Disclosure of these Social Security
Numbers is mandatory under Title 38 U.S.C. 5101(c).
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SPECIFIC INSTRUCTIONS (Continued)

ITEMS 14A and 14D inclusive - Retired Pay - A veteranmay not receive full service retired pay and VA
compensatiorat the sametime. In the absencef a requestto the contrary,filing of this applicationwill constitutean
electionto receiveVA compensatiornin lieu of the total amountof retired pay, or a waiver of that portion of retired
pay equalin amountto the VA compensationlf you do NOT want to receive VA compensatiorin lieu of military
retired pay, makea statemento that effectin Iltem 40, "Remarks." If you arefound entitledto VA compensationywe
will notify the retired pay division thatyou havewaivedyour retired pay (unlessyou specifically negatethe waiver of
military retired pay by making a statemenin Item 40). If you think that you havea service-connectedisability, you
should file for VA compensation(even if you don’t plan to waive your retired pay) in order to establishyour
survivors’ entitlement to VA benefits in the event you should die from a service-connected condition.

ITEMS 15A and 15B - Disability SeverancePay - The full amountof disability Severancepay receivedfor the
disability or disabilities for which VA compensation is payable will be recouped from that benefit.

ITEMS 16A and 16B - Lump Sum Readjustment Pay or Separation Pay - If entitlementto VA compensatiowas
establishedn or after September5, 1981, the full amountof readjustmenpay you receivedwill be recoupedrom
any VA compensation payable. If entittement was established before that date, 75 percent will be recouped.

Items 19, 20 and 21 should not be completedif you are NOT claiming compensationfor a service-connected
disability.

ITEM 19A to 19D inclusive - Completeinformation concerningbeginningand endingdatesof treatmentfor claimed
conditions.If you weretreatedasan inpatientof a military hospital,the endingdateof treatment for the hospitalized
conditionwould be the final dateof inpatientor outpatient follow-up treatmentATTACH TO THIS APPLICATION

COPIES OF ANY SERVICE MEDICAL RECORDS YOU HAVE.

Items 24C and 25C - Months Worked - The time actually worked shouldbe stated.For examplelf you worked full
time for 2, 4, 6, 8, or 10 months,you shouldso state.If you did not work full time eachmonthyou shouldstatethe
months or parts of months you actually worked. For example 2 months, 1 week, 2 days.

ITEMS 26A to 30D inclusive - Marital Information - Completeinformation concerningall marriagesenteredinto
by both you andyour spouseandthe terminationof suchmarriagesmustbe furnished.Specific detailsasto the date,
place,andmannerof dissolutionof marriagemustbeincluded.If your spousss alsoaveteran,ncludehis/herVA file
number (if known) in Item 26F.

ITEM 33A - Include marketvalue of stocks,checkingaccountsbank deposits,savingsaccounts,and cash.If such
assetareheldjointly by you andyour spousepne-halfof the total value of theseholding shouldbe reportedfor each
of you.

ITEM 33B - Do not include the value of the single dwelling unit or that portion of real property usedsolely asyour
principal residence On all other real estatereducethe marketvalue by amountof the indebtednesshereonsuchas
mortgages, liens, etc.

ITEM 33C - Reportthe total marketvalue of your rights andinterestin all otherpropertynot includedin Items33A
and 33B. Do not include value of ordinary personaleffects necessaryfor your daily living suchas an automobile,
clothing, and furniture. Include gifts, bequests, and inheritances of all property other than cash.

ITEM 33D - Reportthetotal of Items33A through33C. This shouldbeyour NET WORTH .
ITEM 34A TO 35E - If you or your spousehave applied for Social Security, unemploymentor workmen'’s

compensationpr any disability benefit, showthe expectedpaymentin the appropriatecolumn. If the amountor date
of payment is not yet determined, enter the word "unknown."
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SPECIFIC INSTRUCTIONS (Continued)

IMPORTANT: Theseinstructionsarenumberedo correspondvith theitemson the application.If additionalspaces
required, attach a separate sheet and identify your statements by their item numbers.

ITEMS 36, 37 and 38 inclusive - You shouldreport undertheseitems your expectedtotal income for the periods
covered.You mustreport total incomefrom all sourcesfor yourself and your dependent.When reportingincome,
report the total amountto which you are entitled before any deductions,not the amount you actually receive.
Include asincomeall amountsreceivedor expectedas severanceay or accruedpaymentsof any kind or from any

source. If you andyour spousereceiveincomefrom dividends,interest,rents,investmentsor operationof a business,
professionor farm, which you own jointly, report one-half of the income as yours and one-half as your spouse’s.
ReportSocial Security benefitsin Item 36A, and SupplementalSecurity Income (SSI) benefitsin Item 36F. If you

reportincomein foreign currency,we will convertit into dollarsbasedon the averageexchangeatefor the preceding
four quarters(as provided by the Departmentof the Treasury). We can excludeall or part of a dependenthild’s

incomeif it is not reasonablyavailableto you, or if it would causehardshipto considerthis incomein determining
your rate of pension. If you feel thatyour child’s incomeshouldbe excluded makea statemento that effectin Item

40, "Remarks."

ITEMS 39A and 39B - You shouldreportundertheseitemsthe total amountof your final pay at terminationof
employment, not the amount you actually received, and the date you received this pay.

NOTE: If youfurnishacopy of your latestawardletterfrom Social Securitystatingthe type andgrossamountof your
benefit, it will help us in our initial determination of the amount of VA benefits to be paid.

PRIVACY ACT INFORMATION: No allowanceof compensatioror pensionmay be grantedunlessthis form is
completedfully asrequiredby existinglaw (38 U.S.C.Chaptersl1 and 15, Subchaptetll). Theresponsegou submit
are considerecconfidential (38 U.S.C.5701). They may be disclosedoutsideVA only if the disclosureis authorized
underthe Privacy Act including the routine uses identified in the VA systemof records,58VA21/22 Compensation,
Pension Education,and RehabilitationRecords- VA, publishedin the FederalRegister. The requestednformationis
consideredrelevantand necessaryo determinemaximumbenefitsunderthe law. Information submittedis subjectto
verification through computer matching programs with other agencies.

Incomeinformation and employmentinformation furnishedby you will be comparedwith information obtainedby
VA from the Secretaryof Health and Human Servicesor the Secretaryof the Treasuryunderclause(viii) of section
6103 (1)(7)(D) of the Internal RevenueCode of 1986. Any information provided by you including your Social
SecurityNumber,may be usedin matchingprogramsconductedn connectionwith any proceedingfor the collection
of an amountowed the United Statesby virtue of your participationin any benefit program administeredby the
Department of Veterans Affairs.

RESPONDENT BURDEN: VA may not conductor sponsor,and respondentis not requiredto respondto this
collection of information unlessit displaysa valid OMB Control Number.Public reportingburdenfor this collection
of information is estimatedto average? hoursper responsejncluding the time for reviewing instructions,searching
existing data sources,gatheringand maintaining the data needed,and completing and reviewing the collection of
information. If you have commentsregarding this burden estimate or any other aspect of this collection of
information, call 1-800-827-1000 for mailing information on where to send your comments.
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OMB Approved No. 2900-0001
Respondent Burden: 2 hours

(\AY: N PR URIPPIVII R \/ETERAN'S APPLICATION FOR COMPENSATION OR PENSION

IMPORTANT: Read attached General and Specific Instructions before completing this form. Type, print, or write plainly.

(DO NOT WRITE IN THIS SPACE)
VA DATE STAMP

1A. FIRST, MIDDLE, LAST NAME OF VETERAN

1C. IF YOU SERVED UNDER ANOTHER NAME, GIVE NAME AND PERIOD
DURING WHICH YOU SERVED AND SERVICE NUMBER

1B. TELEPHONE NO. (Include Area Code)

2. MAILING ADDRESS OF VETERAN (Number and street or rural route, city or

P.O., and ZIP Code)

3A. VETERAN'S SOCIAL SECURITY NO.

3B. SPOUSE'S SOCIAL SECURITY NO.

4. DATE OF BIRTH 5. PLACE OF BIRTH

6. SEX

Clmae [ eEmalE

7. RAILROAD RETIREMENT NO.

8. HAVE YOU EVER FILED A CLAIM FOR COMPENSATION FROM THE OFFICE OF WORKERS' COMPENSATION

PROGRAMS? (Formerly the U.S. Bureau of Employee’s Compensation)

[yes []no

9A. VA FILE NUMBER

9B. HAVE YOU PREVIOUSLY FILED A CLAIM FOR ANY BENEFIT WITH VA

9C. VA OFFICE HAVING YOUR RECORDS

] ~on [] VOCATIONAL REHABILITATION [_] DENTAL OR OUTPATIENT
HOSPITALIZATION OR VETERANS EDUCATIONAL
[ MEDICAL CARE ASSISTANCE ] wAIVER OF NsLI
DISABILITY COMPENSATION DEPENDENTS EDUCATIONAL H OTHER
D OR PENSION ASSISTANCE (Specify)
SERVICE

NOTE Enter complete information for each period of active du
processingof your claim. If youdo NOT haveyour

tf/' Attach DD Form 214 or other separation papers for all periods of active duty to expedite
DD Form 214 0or other separationpaperscheck( X ) here |:|

10A. ENTERED ACTIVE SERVICE

DATE PLACE

10B. SERVICE NO.

10C. SEPARATED FROM ACTIVE SERVICE

DATE PLACE

10D. GRADE, RANK OR RATING,
ORGANIZATION OR BRANCH OF SERVICE

10E. HAVE YOU EVER BEEN A PRISONER OF WAR?

(If"YES," complete
ltems 10F and 10G)

[Tves [] no

10F. NAME OF COUNTRY

10G. DATES OF CONFINEMENT

RESERVE AND NATIONAL GUARD

NOTE: Enter complete information for each period of Reserve and National Guard Service. Attach any

separation papers you have.

11A. ENTERED SERVICE

DATE PLACE

11B. SERVICE NO.

11C. SEPARATED FROM SERVICE

DATE PLACE

11D. GRADE, RANK OR RATING ORGANIZATION
OR BRANCH OF SERVICE

12. IF DISABILITY OCCURRED DURING ACTIVE OR INACTIVE DUTY FOR TRAINING, GIVE BRANCH OF SERVICE AND DATE OF OCCURRENCE

13A. IF YOU ARE NOW A MEMBER OF THE
RESERVE FORCES OR NATIONAL GUARD GIVE
THE BRANCH OF SERVICE

13B. RESERVE STATUS

[] RESERVE

[] acTive
OBLIGATION

[] INACTIVE

13C. RESERVE OR NATIONAL GUARD UNIT ADDRESS

14A. ARE YOU NOW RECEIVING OR WILL YOU RECEIVE
RETIREMENT OR RETAINER PAY FROM THE ARMED FORCES ?

(If "YES," complete

14B. BRANCH OF SERVICE

14C. MONTHLY AMOUNT

14D. RETIRED STATUS
D PERMANENT
TEMPORARY DISABILITY

|_| YES |_| NO Iltems 14B,14C and 14D) $ RETIRED LIST
15A. HAVE YOU EVER APPLIED FOR OR RECEIVED 15B. AMOUNT 16A. HAVE YOU RECEIVED LUMP SUM 16B. AMOUNT
DISABILITY SEVERANCE PAY FROM THE ARMED FORCES? READJUSTMENT OR SEPARATION PAY
(f"YES." ot FROM THE ARMED FORCES?
," complete If "YES," complete
[1ves [1no ltem 158) $ [1yes [no  HErEescomP $

NATURE AND HISTORY OF DISABILITIES

17. NATURE OF SICKNESS,DISEASE OR INJURIES FOR WHICH THIS CLAIM IS MADE AND DATE EACH BEGAN

18A. ARE YOU NOW OR HAVE YOU BEEN
HOSPITALIZED OR FURNISHED DOMICILIARY
CARE WITHIN THE PAST 3 MONTHS?

(If"YES," complete
Items 18B And 18C)

[1vyes []nNo

18B. DATES OF HOSPITALIZATION
OR DOMICILIARY CARE

18C. NAME AND ADDRESS OF INSTITUTION

YOU MUST SIGN AND DATE THIS FORM AT THE BOTTOM OF PAGE 11

VA FORM
MAR 1999

21-526

EXISTING STOCK OF VA FORM 21-526, OCT 1993,
WILL BE USED.
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SKIP ITEMS 19, 20 AND 21 IF YOU ARE NOT CLAIMING COMPENSATION FOR A SERVICE-CONNECTED DISABILITY.

NOTE: IF YOU RECEIVED ANY TREATMENT WHILE IN SERVICE, COMPLETE THE FOLLOWING INFORMATION
(ATTACH TO THIS APPLICATION COPIES OF ANY SERVICE MEDICAL RECORDS YOU HAVE)

19A. NATURE OF SICKNESS 19B. TREATMENT DATES 19C. NAME, NUMBER OR LOCATION OF 19D. ORGANIZATION/UNIT AT TIME
DISEASE. OR INJURY HOSPITAL, FIRST-AID STATION, DRESSING | SICKNESS, DISEASE, OR INJURY WAS
J BEGINNING DATE ENDING DATE STATION, OR INFIRMARY INCURRED

20. LIST CIVILIAN PHYSICIANS AND HOSPITALS WHERE YOU WERE TREATED FOR ANY SICKNESS, INJURY OR DISEASE FOR WHICH YOU ARE
CLAIMING SERVICE CONNECTION BEFORE, DURING, OR SINCE YOUR SERVICE, AND ANY MILITARY HOSPITALS SINCE YOUR LAST

DISCHARGE

A. NAME B. PRESENT ADDRESS C. DISABILITY D. DATE

21. LIST PERSONS OTHER THAN PHYSICIANS WHO KNOW ANY FACTS ABOUT SICKNESS, DISEASE, OR INJURY SHOWN IN ITEM I9A, WHICH YOU HAD BEFORE,

DURING, OR SINCE YOUR SERVICE
A. NAME B. PRESENT ADDRESS C. DISABILITY

D. DATE

IF YOU CLAIM TO BE TOTALLY DISABLED (Complete Items 22A through 25E)
22B. IF YOU WERE SELF-EMPLOYED BEFORE BECOMING TOTALLY DISABLED, WHAT PART OF THE WORK DID YOU DO?

22A. ARE YOU NOW EMPLOYED?

[1ves [ no

22C. DATE YOU LAST WORKED

22D. IF YOU ARE STILL SELF-EMPLOYED WHAT PART OF THE WORK DO YOU DO NOW?

23A. EDUCATION (Circle highest year completed) 23B. NATURE OF AND TIME SPENT IN OTHER EDUCATION AND TRAINING

12345678 1234 1234
(GRADE SCHOOL) ( HIGH SCHOOL) (COLLEGE)
LIST ALL YOUR EMPLOYMENT, INCLUDING SELF-EMPLOYMENT, SINCE YOU BECAME TOTALLY DISABLED
24C.
24D. TIME LOST
24A. NAME AND ADDRESS OF EMPLOYER 24B. KIND OF WORK wgg&gg ROM ILLNESS 24E. TOTAL EARNINGS

LIST ALL YOUR EMPLOYMENT, INCLUDING SELF-EMPLOYMENT, FOR ONE YEAR BEFORE YOU BECAME TOTALLY DISABLED

25C. 25D. TIME LOST
25A. NAME AND ADDRESS OF EMPLOYER 25B. KIND OF WORK MONTHS 25D ME LOST 25E. TOTAL EARNINGS
WORKED

MARITAL AND DEPENDENCY INFORMATION

26A. MARITAL STATUS (If widowed or divorced, complete Items 26C and 29A through 29D only) 26B. SPOUSE'S BIRTH DATE
|_| MARRIED D WIDOWED DIVORCED D NEVER MARRIED (If so, do not complete Items 26B through 30D)
26C. NUMBER OF TIMES YOU 26D. NUMBER OF TIMES YOUR 26E. IS YOUR SPOUSE ALSO A VETERAN? 26F. SPOUSE'’S VA FILE NO.
HAVE BEEN MARRIED PRESENT SPOUSE HAS BEEN MARRIED (If any)
C-
27A. DO YOU LIVE TOGETHER? 27B. REASON FOR SEPARATION (For [27C. PRESENT ADDRESS OF SPOUSE
example, marital problems, job
D YES D NO requirements, health, etc.)
27D. AMOUNT YOU CONTRIBUTE TO YOUR SPOUSE'S SUPPORT MONTHLY
$

28. CHECK ( X ) WHETHER YOUR CURRENT MARRIAGE WAS PERFORMED BY:

CLERGYMAN OR AUTHORIZED
[ ]PuUBLIC OFFICIAL [ ] OTHER (Explain)

YOU MUST SIGN AND DATE THIS FORM AT THE BOTTOM OF PAGE 11
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MARITAL AND DEPENDENCY INFORMATION (Continued)

day,

NOTE: Furnish the following information about each of your marriages. Where a date is requested, show month,

29A. DATE AND PLACE OF
MARRIAGE

29B. TO WHOM MARRIED

29C. TERMINATED|
(Death, Divorce)

29D. DATE AND PLACE TERMINATED

FURNISH THE FOLLOWING INFORMATION ABOUT EACH PREVIOUS MARRIAGE OF YOUR PRESENT SPOUSE

30A. DATE AND PLACE OF
MARRIAGE

30B. TO WHOM MARRIED

30C. TERMINATED|
(Death, Divorce)

30D. DATE AND PLACE TERMINATED

IDENTIFICATION OF CHILDREN AND INFORMATION RELATIVE TO CUSTODY

INOTE: Furnish the following information for each of your unmarried children (Complete Iltems 31A thru 31H)

31A. NAME OF CHILD 31B. DATE OF | 31C.PLACE OF
S N =t BIRTH BIRTH
(First,middle initial, last) (Month, day, year) (City,State)

31D. SOCIAL
OF CHILD

SECURITY NUMBER

31E. CHECK EACH APPLICABLE CATEGORY

MARRIED STEPCHILD ILLEGI-
PREVIOUSLY |OR ADOPTED| TIMATE SCHOOL DISABLED

OVER 18
ATTENDING |SERIOUSLY

IN YOUR CUSTODY

31F. NAME(S) OF ANY CHILD(REN) NOT [31G. NAME AND ADDRESS OF PERSON HAVING
CUSTODY

3$

31H. MONTHLY AMOUNT YOU CONTRIBUTE TO CHILD’S SUPPORT

INFORMATION RELATING TO DEPENDENT PARENT(S) AND NEAREST RELATIVE

UPON YOU FOR SUPPORT?

(If "Yes," complete
[ 1ves [Ino ltem 32B)

32A. 1S YOUR FATHER DEPENDENT 32B. NAME AND ADDRESS OF DEPENDENT FATHER

32C. IS YOUR MOTHER DEPENDENT UPON YOU FOR SUPPORT?

[1vyes [Ino (If "Yes," complete ltem 32D)

32D. NAME AND ADDRESS OF DEPENDENT MOTHER

32E. NAME AND ADDRESS OF NEAREST RELATIVE

32F. RELATIONSHIP OF NEAREST RELATIVE

NET WORTH OF VETERANS AND DEPENDENTS

NOTE: Items 33A through 33D should be completed ONLY if you are applying for nonservice-connected

AMOUNTS

ITEM SOURCE NAME OF CHILD(REN)
NO. VETERAN SPOUSE
33A STOCKS, BONDS,

* | BANK DEPOSITS $ $ $ $ $
33B. | REAL ESTATE
33C. | OTHER PROPERTY
33D. | TOTAL NET WORTH

$ $ $ $ $

INCOME RECEIVED AND EXPECTED FROM ALL SOURCES

34A. HAVE YOU OR YOUR SPOUSE APPLIED

TO RECEIVE ANY BENEFITS FROM THE
SOCIAL SECURITY ADMINISTRATION
(OTHER THAN SSI) OR RAILROAD
RETIREMENT BOARD?

(If "Yes," complete Items
[lves [Ino  34Bthrough 34F)

FOR OR ARE YOU RECEIVING OR ENTITLED

34B. MONTHLY AMOUNT

34C. BEGINNING DATE

34D. DATE YOU EXPECT BENEFITS

(Include Medicare Deduction) TO BEGIN
VETERAN $
SPOUSE $

YES

NO

34E. WILL YOU OR YOUR SPOUSE APPLY FOR
EITHER BENEEIT DURING THE NEXT 12 MONTHS?

34F. DATE OF INTENTION TO APPLY

VETERAN

|SPOUSE

INSURANCE FROM ANY OTHER SOURCE?

|_| YES |_| NO (If "YES," complete Items 35B through 35E)

35A. HAVE YOU OR YOUR SPOUSE APPLIED FOR OR ARE YOU RECEIVING OR ENTITLED TO RECEIVE ANNUITY OR RETIREMENT BENEFITS OR ENDOWMENT

YOU MUST SIGN AND DATE THIS FORM AT THE BOTTOM OF PAGE 11
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INCOME RECEIVED AND EXPECTED FROM ALL SOURCES (Continued)

35B. MONTHLY AMOUNT

35C. BEGINNING
DATE

35D. DATE OF
INTENTION TO APPLY

35E. SOURCE OF BENEFITS

VETERAN $

SPOUSE $

VETERAN'S AND DEPENDENTS’'MONTHLY INCOME

NOTE: For each source report gross monthly amount, including deductions, for each family member.

ITEM

NO. SOURCE OF MONTHLY INCOME

AMOUNTS (If none, write "NONE" or "0")

VETERAN

SPOUSE

NAME OF CHILD/REN

36A. | SOCIAL SECURITY

36B. |U.S. CIVIL SERVICE

36C. [U.S. RAILROAD RETIREMENT

36D. [MILITARY RETIREMENT

36E. | BLACK LUNG BENEFIT

36F. | SUPPLEMENTAL SECURITY/PUBLIC ASSIST.

IALL OTHER MONTHLY INCOME
36G. [(Specify Source)

VETERAN'S AND DEPENDENTS’ OTHER INCOME (If

none, write "NONE" OR "0")

NOTE: Please provide the amount of an
month period preceding the date the clai

nual income or one-time nonrecu
m is filed with the Department of

rring income (sp

Veterans Affairs.

ecify source) for the 12

37A.| TOTAL WAGES

37B. | TOTAL INTEREST AND DIVIDENDS

37C.|ALL OTHER INCOME (Specify Source)

NOTE: Please provide the amount of expected annual in
the 12 month period following the date the claim is filed with the Department of Veterans Affairs.

come or one-tim

e nonrecurring income (specify source) for

38A. | TOTAL WAGES

38B. | TOTAL INTEREST AND DIVIDENDS

38C.|ALL OTHER INCOME (Specify Source)

39A. GROSS AMOUNT OF FINAL PAY RECEIVED
$

39B. DATE FINAL PAY WAS RECEIVED

40. REMARKS (Identify your statements by their applicable item number. If additional space is required, attach a separate sheet and identify your statements by their

item numbers)
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40. REMARKS (Continued)

NOTE: Items 41a through 41g should be completed only if you are applying for nonservice-connected pension.

INFORMATION CONCERNING, MEDICAL, LEGAL OR OTHER EXPENSES

NOTE: Family medical expenses actually paid by you may be deductible from your income. Show the amount of

unreimbursed medical expenses you paid for yourself or relatives you are under an obligation to support. Also,

show medical, I(\e/gal or other expenses you paid because of a disability for which civilian disability benefits have

been awarded. When determining your income, we may be able to deduct them from the disability benefits for the

K/lear_ in which the expenses are paid. Do not include any expenses for which you were reimbursed. Show the
edicare deduction in line 1.

41C. PURPOSE 41D. PAID TO 41E. DISABILITY OR
41A. Aé\q(o\l(JONJ PAID 41%AD|STE (Doctor’s fees, hospital (Name of doctor, hospital, pharmacy, RELATIONSHIP OF PERSON
charges, Attorney fees, etc.) Attorney, etc.) FOR WHOM EXPENSES PAID
41F. ARE YOU NOW A PATIENT IN A NURSING HOME? 41G. DOES MEDICAID COVER ALL OR PART OF YOUR NURSING HOME COSTS?
D YES (If "Yes," please complete Item 41G) D YES (If "Yes," give the name and address of the nursing home below)
I:' NO I:' NO

NOTE: Filing of this application constitutes a waiver of military retired pay in the amount of any VA compensation
to which you may be entitled. See instructions for Items 14A thru 14D inclusive, Retired Pay.

DIRECT DEPOSIT INFORMATION

All Federal payments made to a person who applied and became eligible for benefit payments after July 26, 1996, must be made by electronic
funds transfer (EFT). This requirement cannot be waived by the VA unless you certify that you do not have an account with a financial
institution or an authorized payment agent. VA payments to you will be made EFT unless you certify that you do not have an account with a
financial institution or an authorized payment agent. Please attach a voided personal check or deposit slip or provide all of the following

42. ACCOUNT NUMBER - PLEASE CHECK THE APPROPRIATE BOX AND PROVIDE THAT ACCOUNT NUMBER, IF APPLICABLE

[IcHeckinG [] 1 CERTIFY THAT I DO NOT HAVE AN ACCOUNT WITH A FINANCIAL INSTITUTION OR CERTIFIED PAYMENT
AGENT
[ ]savinGs ACCOUNT NUMBER

43. NAME OF FINANCIAL INSTITUTION

44. ROUTING OR TRANSIT NUMBER

CERTIFICATION AND AUTHORIZATION FOR RELEASE OF INFORMATION - | CERTIFY THAT the forgoing statements are true and complete to the
best of my knowledge and belief. | CONSENT THAT any physician, surgeon, dentist, or hospital that has treated or examined me for any purpose, or that
| have consulted professionally, may furnish to the DEPARTMENT OF VETERANS AFFAIRS any information about myself, and | waive any privilege
which renders such information confidential. DO YOU WANT TO HAVE MEDICAL AND OTHER INFORMATION ABOUT YOU INCLUDED IN THE

"GULF WAR VETERANS HEALTH REGISTRY?" (See "GENERAL INSTRUCTIONS," paragraph K.) YES |:| NO
45A. DAYTIME TELEPHONE NO. (Include Area Code) 45B. EVENING TELEPHONE NO. (Include Area Code)
46. SIGNATURE OF CLAIMANT 47. DATE SIGNED

WITNESS TO SIGNATURE OF CLAIMANT IF MADE BY "X" MARK

NOTE: Signature made by mark must be withessed by two persons to whom the person making the statement is personally
known. The signature and printed hames and addresses of the withesses must be shown.

48A. SIGNATURE AND PRINTED NAME OF WITNESS 48B. ADDRESS OF WITNESS

49A. SIGNATURE AND PRINTED NAME OF WITNESS 49B. ADDRESS OF WITNESS

PENALTY - The law provides severe penalties which include fine or imprisonment, or both, for the willful submission of any statement or evidence
of a material fact, knowing it to be false, or for the fraudulent acceptance of any payment to which you are not entitled.
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\,‘Vg\ Department of Veterans Affairs‘

AUTHORIZATION AND CONSENT TO RELEASE INFORMATION TO THE
DEPARTMENT OF VETERANS AFFAIRS (VA)

IF YOU HAVE ANY QUESTIONS ABOUT THIS FORM, CALL VA TOLL-FREE AT 1-800-827-1000
(TDD 1-800-829-4833 FOR THE HEARING IMPAIRED)

SECTION | - VETERAN/CLAIMANT IDENTIFICATION

1. LAST NAME - FIRST NAME - MIDDLE NAME OF VETERAN (Type or print) 2. VETERAN'S VA FILE NUMBER
3. CLAIMANT’S NAME (If other than Veteran) LAST NAME, FIRST, MIDDLE 4. VETERAN'S SOCIAL SECURITY NUMBER
5. RELATIONSHIP OF CLAIMANT TO VETERAN 6. CLAIMANT'S SOCIAL SECURITY NUMBER

SECTION Il - SOURCE OF INFORMATION

7A. LIST THE NAME AND ADDRESS OF THE SOURCE SUCH AS A PHYSICIAN, HOSPITAL, 7B. DATE(S) OF TREATMENT, 7C. CONDITION(S) (lliness,
ETC, (Include ZIP Codes, and also a telephone number, if available.) HOSPITALIZATIONS, OFFICE VISITS, | injury, etc.)

DISCHARGE FROM TREATMENT OR

CARE, ETC. (Include month and year)

8. COMMENTS:

YOU MUST SIGN AND DATE THIS FORM ON THE REVERSE AND CHECK THE APPROPRIATE BOX IN ITEM 9B

VA FORM - EXISTING STOCK OF VA FORM 21-4142, SEP 1993,
MAR 1999 21 4142 WILL BE USED.




SECTION Il - CONSENT TO RELEASE INFORMATION

READ BOTH PARAGRAPHS CAREFULLY BEFORE SIGNING. YOU MUST CHECK THE
APPROPRIATE STATEMENT UNDERLINED IN PARENTHESES IN PARAGRAPH 9B.

9A. |, the undersigned, hereby authorize the hospital, physician or other caregiver shown in Item 7 to disclose
and release to the Department of Veterans Affairs (VA) any information that may have been obtained in
connection with physical, psychological or psychiatric examination or treatment, with the understanding that VA
will use this information in determining my eligibility to veterans benefits | have claimed. The responses which
are submitted may be disclosed outside VA as permitted by law. | understand that this authorization, except for
action already taken, may be voided by me at any time. If | do not void this authorization, it will automatically
end 180 days from the date | sign this form in Item 10A.

9B. | [ (AUTHORIZE) [](DO NOT AUTHORIZE) the above source to release or disclose any information or
records relating to the diagnosis, treatment or other therapy for the condition(s) of drug abuse, alcoholism or
alcohol abuse, infection with the human immunodeficiency virus (HIV), or sickle cell anemia. Title 38 U.S.C.
7332. IF MY CONSENT TO THIS INFORMATION IS LIMITED, THE LIMITATION IS WRITTEN HERE:

10A. SIGNATURE OF VETERAN/CLAIMANT OR LEGAL REPRESENTATIVE 10B. RELATIONSHIP TO VETERAN/CLAIMANT 10C. DATE
(If other than self)

10D. MAILING ADDRESS (Number and Street or rural route, city, or P.O., State and ZIP Code) 10E. TELEPHONE NUMBER (Include Area Code)

The signature and address of a person who either knows the person signing this form or is satisfied as to that
person’s identity is requested below. This is not required by VA but may be required by the source of the
information, (physician, hospital etc.).

11A. SIGNATURE OF WITNESS 11B. DATE SIGNED

11C. MAILING ADDRESS OF WITNESS




