Section 1
A. What is your first, middle and last name
B. Your Social security number
C. What is your Date of Birth, month, day and year
D. What is your Age
E. What is your Gender
F. What is your Mailing address
G. What is your Email address
H. Can speak and understand English: Yes no 
If no, What language do you speak
I. Can you read English: Yes No
Can you write in English: Yes No
J .What is your telephone number
The telephone number is: My number 
The telephone number is: Message number
K. First and last name of Friend or relative  
Relationship friend/relative who knows your condition
Friend or relative's phone number 
Friend or relative's address
L. Does the child live with you: Yes No
First and last Name of person child lives with
Relationship of person child lives with
Phone number of person child lives with
Address of person child lives with
Does the child have a legal guardian or custodian other than you: Yes No
First and last Name of legal guardian or custodian 
Relationship of guardian/custodian to child
Phone number of legal guardian/custodian
Address of legal guardian or custodian
Is there another adult who helps care for the child and can get information: Yes No
First and last Name of the other adult who helps care for the child
Relationship to the child of the other adult who helps care for the child
Phone number of the other adult who helps care for the child
Address of the other adult who helps care for the child

Section 2
A. Your height in Feet
Your height in additional inches
B. Your weight in Pounds
C. What are your disabling conditions
D. How do your disabling conditions limit ability to work
E. Do your conditions cause pain or other symptoms, such as seizures, etc?: Yes No
F. What Month did your disabling conditions first bother you
What day did your disabling conditions first bother you
What year did your disabling conditions first bother you
G. What month did you become unable to work because of your conditions
What day did you become unable to work because of your conditions
what year did you become unable to work because of your conditions
H. Have you earned money from work, including self-employment: Yes No
I. Did you work after the date your disabling conditions first bothered you: Yes No
J. 1 of 3 did your disabling conditions cause you to work fewer hours
2 of 3 did your disabling conditions cause a change in job duties
3 of 3 did your disabling conditions cause a change in attendance, help needed, or change of employers
Explain fewer hours, change in duties or job related changes.
K. Are you working now: Yes No
what is the month you stopped working
what is the day you stopped working
what is the year you stopped working
Explain why you stopped working
L. Have you applied for SSDI or SSI: Yes No
what month did you file the most recent application
what day did you file the most recent application
what year did you file the most recent application 
Is your Social Security application: Approved, Denied, Still pending
What is the Month of their most recent decision
What is the day of their most recent decision
What is the year of their most recent decision
What Month did you file an appeal
What day did you file an appeal 
What year did you file an appeal
If your claim was denied, are you experiencing new or worsening conditions? Yes No
Explain why benefit stopped 

Section 3
A. Not applicable. You did not work at all in the 15 years before you became unable to work. 
 Job Title 1  
 Type of Business 1  
 Month and year started job 1  
 Month and year ending job 1  
 Hours Per Day job 1  
 Days Per Week job 1  
 Amount paid job 1  
 Paid per hour, day, week, month or year job 1  
 Job Title 2  
 Type of Business 2  
 Month and year started job 2  
 Month and year ending job 2  
 Hours Per Day job 2  
 Days Per Week job 2  
 Amount paid job 2  
 Paid per hour, day, week, month or year job 2  
 Job Title 3  
 Type of Business 3  
 Month and year started job 3  
 Month and year ending job 3  
 Hours Per Day job 3  
 Days Per Week job 3  
 Amount paid job 3  
 Paid per hour, day, week, month or year job 3  
 Job Title 4  
 Type of Business 4  
 Month and year started job 4  
 Month and year ending job 4  
 Hours Per Day job 4  
 Days Per Week job 4  
 Amount paid job 4  
 Paid per hour, day, week, month or year job 4  
 Job Title 5  
 Type of Business 5  
 Month and year started job 5  
 Month and year ending job 5  
 Hours Per Day job 5  
 Days Per Week job 5  
 Amount paid job 5  
 Paid per hour, day, week, month or year job 5  
B.  Which job did you work the longest  
C.  What did you do all day at this job  
D.  In this job, did you use machines, tools, or equipment?: Yes No
 Did you use technical knowledge or skills?: Yes No
 Did you write, complete reports, or similar duties?: Yes No
E. 1 of 11 How many hours each day did you Walk  
 2 of 11 How many hours each day did you Stand  
 3 of 11 How many hours each day did you kneel  
 4 of 11 How many hours each day did you sit  
 5 of 11 How many hours each day did you climb  
 6 of 11 How many hours each day did you handle, grab, or grasp big objects  
 7 of 11 How many hours each day did you reach overhead  
 8 of 11 How many hours each day did you crouch   
 9 of 11 How many hours each day did you crawl   
 10 of 11 How many hours each day did you Handle small objects, write, or type   
 11 of 11 How many hours each day did you stoop, Bend down and forward at waist  

Section 3  continued  
F.  What you lifted, how far you carried, and how often  
G.  Heaviest weight lifted: Less than 10 pounds  
 Heaviest weight lifted: 10 pounds 
 Heaviest weight lifted: 20 pounds  
 Heaviest weight lifted: 50 pounds 
 Heaviest weight lifted: 100 pounds or more  
H.  Weight frequently lifted: Less than 10 pounds  
 Weight frequently lifted: 10 pounds 
 Weight frequently lifted: 20 pounds  
 Weight frequently lifted: 50 pounds 
 Weight frequently lifted: 100 pounds or more  
I.  Did you supervise other people in this job?: Yes No
 Number people you supervised   
 Did you hire and fire employees?: Yes No
 How many hours spent supervising people  

J  You have no limitations in any of the areas below  
 1 of 16 you have limitations in breathing  
 2 of 16 you have limitations in seeing  
 3 of 16 you have limitations in Hearing  
 4 of 16 you have limitations in Speaking  
 5 of 16 you have limitations in concentrating  
 6 of 16 you have limitations in Sleeping  
 7 of 16 you have limitations in Eating  
 8 of 16 you have limitations in Communicating  
 9 of 16 you have limitations in Understanding  
 10 of 16 you have limitations in Care for oneself  
 11 of 16 you have limitations in Dealing with changes in routine work setting  
 12 of 16 you have limitations in Performing manual tasks  
 13 of 16 you have limitations in Responding appropriately to supervision  
 14 of 16 you have limitations in Responding appropriately to Co-workers  
 15 of 16 you have limitations in Responding appropriately to work situations  
 16 of 16 you have limitations in Other major bodily functions, also explain at right  
 Explain other major bodily functions limitations  

Section 4 
A.  Has a doctor, hospital, clinic or anyone else seen you for physical, emotional or mental conditions, or learning disabilities that limit your ability to work: Yes No
B.  Other names you have used on your medical records including maiden, married names or nicknames.   

Section 4  continued 
C.
 First and last Name of doctor/clinic/therapist/medical professional 1  
 Patient ID number  if known  1  
 Address of doctor/clinic/therapist/medical professional 1  
 Month, day and year first seen by doctor/clinic/therapist/medical professional 1  
 City of doctor/clinic/therapist/medical professional 1  
 State of doctor/clinic/therapist/medical professional 1  
 ZIP code of doctor/clinic/therapist/medical professional 1  
 Month, day and year last seen by doctor/clinic/therapist/medical professional 1  
 Phone of doctor/clinic/therapist/medical professional 1  
 Date of Next appointment  if any  of doctor/clinic/therapist/medical professional 1  
 What conditions were treated or evaluated at doctor/clinic/therapist/medical professional 1  
 What treatment was received at doctor/clinic/therapist/medical professional 1  
 First and last Name of doctor/clinic/therapist/medical professional 2  
 Patient ID number  if known  2  
 Address of doctor/clinic/therapist/medical professional 2  
 Month, day and year first seen by doctor/clinic/therapist/medical professional 2  
 City of doctor/clinic/therapist/medical professional 2  
 State of doctor/clinic/therapist/medical professional 2  
 ZIP code of doctor/clinic/therapist/medical professional 2  
 Month, day and year last seen by doctor/clinic/therapist/medical professional 2  
 Phone of doctor/clinic/therapist/medical professional 2  
 Date of Next appointment  if any  of doctor/clinic/therapist/medical professional 2  
 What conditions were treated or evaluated at doctor/clinic/therapist/medical professional 2  
 What treatment was received at doctor/clinic/therapist/medical professional 2  
 First and last Name of doctor/clinic/therapist/medical professional 3  
 Patient ID number  if known  3  
 Address of doctor/clinic/therapist/medical professional 3  
 Month, day and year first seen by doctor/clinic/therapist/medical professional 3  
 City of doctor/clinic/therapist/medical professional 3  
 State of doctor/clinic/therapist/medical professional 3  
 ZIP code of doctor/clinic/therapist/medical professional 3  
 Month, day and year last seen by doctor/clinic/therapist/medical professional 3  
 Phone of doctor/clinic/therapist/medical professional 3  
 Date of Next appointment  if any  of doctor/clinic/therapist/medical professional 3  
 What conditions were treated or evaluated at doctor/clinic/therapist/medical professional 3  
 What treatment was received at doctor/clinic/therapist/medical professional 3  

Section 4  continued  
D.  Hospital facility name 1  
 Hospital facility phone number 1  
 Hospital facility Address 1  
 Hospital facility city 1  
 Hospital facility State 1  
 Hospital facility ZIP code 1  
 Inpatient Stay overnight 1  
 Inpatient Stay 1 Month, day and year of date in  
 Inpatient Stay 1, Month, day and year of date out  
 Outpatient Visit Sent home same day 1  
 Outpatient date of first visit 1, Month, day and year  
 Outpatient date of last visit 1, Month, day and year  
 Emergency Room Visits 1  
 Emergency Room Visit dates 1, Month, day and years  
 Hospital facility name 2  
 Hospital facility phone number 2  
 Hospital facility address 2  
 Hospital facility city 2  
 Hospital facility state 2  
 Hospital facility zip code 2  
 Inpatient Stay overnight 2  
 Inpatient Stay 2, Month, day and year of date in  
 Inpatient Stay 2, Month, day and year of date out  
 Outpatient Visit Sent home same day 2  
 Outpatient date of first visit 2, Month, day and year  
 Outpatient date of last visit 2, Month, day and year  
 Emergency Room Visits 2  
 Emergency Room Visit dates 2, Month, day and years  

Section 5 
 Have you had any medical tests for your disabling conditions?: Yes No 
 Month day year of EKG  
 Facility name where EKG was done  
 Name or occupation of person requesting the EKG  
 Month day year of Cardiac catheterization  
 Facility name where Cardiac catheterization was done  
 Name or occupation of person requesting the Cardiac catheterization  
 Month day year of Treadmill  Exercise test   
 Facility name where Treadmill  Exercise test  was done  
 Name or occupation of person requesting the Treadmill  Exercise test   
 Name of body part biopsy was done  
 Month day year of Biopsy  
 Facility name where Biopsy was done  
 Name or occupation of person requesting the Biopsy  
 Month day year of Hearing test  
 Facility name where Hearing test was done  
 Name or occupation of person requesting the Hearing test  
 Month day year of Vision test  
 Facility name where Vision test was done  
 Name or occupation of person requesting the Vision test  
 Month day year of IQ test   
 Facility name where IQ test was done  
 Name or occupation of person requesting the IQ test   
 Month day year of Speech/Language test  
 Facility name where Speech/Language test was done  
 Name or occupation of person requesting the Speech/Language test  
 Month day year of EEG  Brain wave test   
 Facility name where EEG  Brain wave test  was done  
 Name or occupation of person requesting the EEG  Brain wave test   
 Month day year of HIV test  
 Facility name where HIV test was done  
 Name or occupation of person requesting the HIV test  
 Month day year of Blood test, Not HIV   
 Facility name where Blood test, Not HIV  was done  
 Name or occupation of person requesting the Blood test, Not HIV   
 Month day year of Breathing test  
 Facility name where Breathing test was done  
 Name or occupation of person requesting the Breathing test  
 Name of body part X-ray was done  
 Month day year of X-Ray  
 Facility name where X-Ray was done  
 Name or occupation of person requesting the X-Ray  
 Name of body part that MRI/CT Scan was done  
 Month day year of MRI/CT Scan  
 Facility name where MRI/CT Scan was done  
 Name or occupation of person requesting the MRI/CT Scan  
 Name of test and what body part  
 Month day year of other test  
 Facility name where other test was done  
 Name or occupation of person requesting the other test  

Section 6 
 Do you currently take any medications for your disabling conditions?: Yes No 
 Name of Medicine 1  
 Doctor name and phone, If prescribed, for medicine 1  
 Reason for Medicine 1  
 Side effects you experienced from medicine 1  
 Name of Medicine 2  
 Doctor name and phone, If prescribed, for medicine 2  
 Reason for Medicine 2  
 Side effects you experienced from medicine 2  
 Name of Medicine 3  
 Doctor name and phone, If prescribed, for medicine 3  
 Reason for Medicine 3  
 Side effects you experienced from medicine 3  
 Name of Medicine 4  
 Doctor name and phone, If prescribed, for medicine 4  
 Reason for Medicine 4  
 Side effects you experienced from medicine 4  
 Name of Medicine 5  
 Doctor name and phone, If prescribed, for medicine 5  
 Reason for Medicine 5  
 Side effects you experienced from medicine 5  
 Name of Medicine 6  
 Doctor name and phone, If prescribed, for medicine 6  
 Reason for Medicine 6  
 Side effects you experienced from medicine 6  
 Name of Medicine 7  
 Doctor name and phone, If prescribed, for medicine 7  
 Reason for Medicine 7  
 Side effects you experienced from medicine 7  

Section 7 
A.  Check box if Too young for school  
 Date completed highest grade, Month, day and year  
 Highest grade of school completed: pre-K  
 Highest grade of school completed: Kindergarten  
 Highest grade of school completed: grade 1    
 Highest grade of school completed: grade 2    
 Highest grade of school completed: grade 3    
 Highest grade of school completed: grade 4    
 Highest grade of school completed: grade 5    
 Highest grade of school completed: grade 6    
 Highest grade of school completed: grade 7    
 Highest grade of school completed: grade 8    
 Highest grade of school completed: grade 9    
 Highest grade of school completed: grade 10    
 Highest grade of school completed: grade 11    
 Highest grade of school completed: grade 12    
 Highest grade of school completed: GED    
 Highest grade of school completed: College 1 yr    
 Highest grade of school completed: College 2 yr    
 Highest grade of school completed: College 3 yr    
 Highest grade of school completed: College 4 yr    
 Highest grade of school completed: Advanced degree    
B.  Attend special education classes. specialized job training, trade, or vocational school?: Yes No 
 Address for special education classes, specialized job training, trade or vocational school  
 Start date for special education classes, specialized job training, trade or vocational school, Month, day and year  
 End date for special education classes, specialized job training, trade or vocational school, Month, day and year  
 Type of program for special education classes, specialized job training, trade or vocational school  
C.  Is the child attending daycare/preschool?: Yes No
 First and last name of Daycare/preschool/caregiver   
 Daycare/preschool/caregiver phone number  
 Daycare/preschool/caregiver address  
 Month, day and year started Daycare/preschool/caregiver   
 Month, day and year ended Daycare/preschool/caregiver   
 Teacher or caregiver Name   
D  Current or last School name  
 Current or last school phone number  
 Current or last School address  
 Month, day and year started current or last school  
 Month, day and year ended current or last school  
 Current or last School teacher's first and last name  
E  If child is not enrolled in school, explain why  
F.  Other school name  
 Other school phone number  
 Other school address  
 Month, day and year started Other school   
 Month, day and year ended Other school   
 Other school teacher's first and last name  

G.  Has the child been tested for behavioral or learning problems?: Yes No
 Test type for behavioral or learning problems 1  
 Test Month, day and year for behavioral or learning problems 1  
 Test type for behavioral or learning problems 2  
 Test Month, day and year for behavioral or learning problems 2  
 Is the child in special education?: Yes No
 First and last name of special education teacher  
 Is the child in speech/language therapy?: Yes No
 First and last name of speech/language therapist  

Section 8 
 List additional information you did not have enough room for in other sections  
 Month day year application was signed  
 Address of witness 1  
 Address of witness 2  

Help with application
 First middle last Name of person helping with application  
 Relationship to Applicant named above  
 Telephone number of person helping with application  
 Month day year of shorter period of authorization  
 Month day year help form was signed  

Medical Records Release Form
 What is your First middle last name and suffix  
 Birthday Month day year   
 Your Social security number   
Check here if you are not eligible to receive an SSN, or refuse to get a SSN due to a well-established religious objection.
 Additional information to identify the subject by ARG  
 check box if the purpose is determining whether I am capable of managing benefits ONLY   
 If not signed by subject of disclosure, what is the basis for authority to sign: Parent of minor    
 If not signed by subject of disclosure, what is the basis for authority to sign: Guardian   
 If not signed by subject of disclosure, what is the basis for authority to sign: Other    
 If not signed by subject of disclosure, explain the other personal representative  
 Month day year of date signed  
 Street address of person signing  
 Phone number of person signing  
 City of person signing  
 State of person signing  
 ZIP code of person signing  
 Phone Number or Address of witness 1  
 Phone Number or Address of witness 2  

