PENSION WITH ATD AND ATTENDANCE
DOCUMENTS NEEDED

» Veterans Separation Paperwork (Must be a wartime
veteran & meet the mimimum service criteria)

» Marriage Certificate

» Marital History for both vet & spouse

> Death Certificate (L.ong Form w/ Cause of Dea r’:ﬁh))

» Recent Bank Statement for Checking and Savings
account ‘ ,

» Social Security Statement

» Aid and Attendance (VA Form 21-2680)

» Nursing Home Forms — two to be completed *

> Assisted Living Facility Forms — two to be completed *

> In-Home Healthcare Forms — two to be completed *

» Annuity Monthly Statement - -

» Private Sector Monthly Pension Statement

> Amy statements for IRA’s, Bonds, Stocks, etc.,

> Net worth & combine income limit must be below
$130,773 |

» Direct Deposit information — Bank Name, Account
Number & Routing number

(™ There are two different forms for each category — just "
complete the category of forms that pertain to your situation.
“#% Please have all documents available prior your
appointment to avoid delays***



Eligible Wartime Periods

Under current law, VA recognizes the followiﬁ_g wartime periods to
determine eligibility for VA Pension benefits:

» World War IT (Decembﬁér 7, 1941 - December 31, 1946)
> Korean Conflict (June 27, 1950 - January 31, 1955)

> Vietnam War (November 1, 1955 - May 7, 1975) - for
Veterans who served “in country” as of January 5, 2021

> Vietnam Era (August 5, 1964 - May 7, 1975)

> Gulf War (August 2, 1990 - through a fiture date to be set by
law or Presidential Proclamation)

##* Veterans must have at least 90 days of active duty, including one day during
wartime period. If the active duty occurred after September 7, 1980, the vet must
have served at least 24 months ot the full period that he/she were called up (some

exceptions may apply)**



VA PENSION MAXIMUM MONTHLY AMOUNTS FOR 2021
(Effective 12-1-2020)

AID AND ATTENDANCE (A&A)

Veteran: $1,937

One Dependent: $2,296
Widow(et) No Dependents: : ' $1244,50
Widow(er) One Dependent: - $1,484.58

HOQUSEROUND (HE)

Veteran: $1,419 |

One Dependent: ' ' $1,778

Widow(er) No Dependents: $11,420
Widow(er) One Dependent: $1,191.67

NOTE THIE MAXIMUM YEARLY INCOMIE TO QUALIFY IS...

Veteran Pension: $13,931-

Veteran w/ One Dependent: $18,243
Veteran (HB): $17,024

Veteran w/ One Dependent (HB): $21,337
Veteran (AdcA): $23,238

Veteran w/ One Dependent (A&A): $27,549
Widow(er) (Pension); . | $9,344
Widow(er) (FIB): ' $11,420

Widow(er) (A&A) $14,934
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VA DATE STANIP
(DO NOT WRITE IN THIS SPACE

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

HIMPORTANT: Please read Privacy Act and Respondent Burden information before completing the form.

SECTION I: VETERAN'S IDENTIFICATION INFORMATION

NOTE: You can eifher complete the form online or by hand. Please print the information requested in inl, neatly and leglbly o help process the form.

1. VETERAN'S NAME (First, Middle Initial, Last)
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2. SOCIAL SECURITY NUMBER 3. VA FILE NUMBER (1 applicable) . DATE OF BIRTH (MM-DD-YIYY)
A FET e ,.‘ [ T
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5. VETERAN'S SERVICE NUMBER (1f applicable) 6. SEX 7. TELEPHONE NUMBER (lizclude Area Codle)
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(T FEMALE
8. E-MAIL ADDRESS (Optional)
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9. PREFERRED MAILING ADDRESS (Nianber and siveet or riiral ronte, P. O. Box, City, State, ZIP Code and Country)
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SECTION II: CLAI INFORMATION
10. CLAIMANT'S NAME (First, Middle Initial, Last) (Complete only if you are notihe veteran)
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41, CLAIMANT'S SOCIAL SECURITY NUMBER 42. RELATIONSHIP OF GLAIMANT TO VETERAN
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13, CLAIMANT'S HOME ADDRESS
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14. BENEFIT YOU ARE APPLYING FOR (Choosc One)
o Speolal Monthly Gompensation (SMC) - Velerans and surviving spouses o parents who are eligible to receive VA compensation due toa service-related disability ar
- death and require aid and attendance of another person lo perform personal functions required in everyday living such as bathing, feeding, dressing, atfending to the
wants of nature, adjusting prosthetic devices, or protecting oneself from the hazards of the dally envirenment may b eligible for Special Morithly Comipensation. A
Veleran or a deceased Veteran's surviving spouse may also be eliglble for Special Monthly Compensation based on being housebotind (substanilally confiried to the
Immediate premises because of permanent disability). Fora Veteran, the disability causing the néed for aid and altendance or housebound status must be related to
senlce. These bensfits are paid in addition to monthly compensation. They are not paid without eligibility to compensation.
Special Monthly Pension {SMP) - Veterans and survivors who are eliglblé for Veteran's-Pension and/or Survivors benefits and raquire the ald and attendance of another
‘ required in everyday living, such as bathing, feedirg, dressing, attending to the wants of nalure, adjusting prosthetic devices,

person in order to perform persenal functions ]
or protedting him/her from tha hazards of his/her daily anvironment, or are housebound (substantially confined to his/fier immediate premises because of permanent
s eligible far Velerans

disabllity), may he eligible for Special Monthly Pension (SMP). This benefitis an increasad monthly amount paid to a Veteran or survivor who i
Pensfon or Survivors bensfits.

SECTION Iil: INFORMATION OF EXAMINATION

15. DATE OF EXAMINATION (hfl-DD-YYYE) 16A, IS GLAIMANT HOSPITALIZED? 76B. DATE ADMITTED (MM-DD-YIT1)

: Efgf - ;_ | | - ]' | ‘_ ! | |“I (VYES (INO (1 "Wes," coinplele Iienis 16B and 16C) [_:j[‘l _ l_'_iﬁ! —! ~|_ ;:l
17A. NAME OF HOSPITAL 178, ADDRESS OF HOSPITAL =
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SUPERSEDES VA FORM 21-2680, MAY 2015 Page
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. I | |
PATIENT/VETERAN'S SOCIAL SEGURITY NO. ¢ L | _ { — ' !m[l !l!

| NOTE: EXAMINER PLEASE READ CAREFULLY

| The purpose of this examination Is to record manifestations and findings pértinent to the question of whether the claimant is housebound (confined to the
home ar immediate premisés) or in need of the regular aid and attendance of ariother person. The reporishould be in sufficient detail for the VA decislon
malkers to determine the extent that disease or injury produces physical or mental imﬂairment. that loss of coordination or enfeeblement affects the ability: to
dress and Undress; to feed him/herself; to attend to the Wants of nature; or keep him/herself ordjnarily clean and presentable. Findings should be recorded to
show whether the claimant is blind or bedridden. ‘Whether the claimant seels housebound or aid and attendance benefits, the report should reflect how well
helshe ambulates, where he/she goes, and what he/she is able to do during a typical day.

17C. COMPLETEDIAGNOSI§ (Dlagnosis needs to equale to the level of assistance described in questions 25 through 39)

10 1 O I B
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LT ol L o 18‘3?”5‘9!?‘1_
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19. NUTRITION 20, GAIT

21; BLOOD PRESSURE | 22. PULSE RATE 23. RESPIRATORY RATE | 24, WHAT DISABILITIES RESTRICT THE LISTED ACTIVITIES/FUNCTIONS?
25. IF THE CLAIMANT |S CONFINED TO BED, INDICATE THE NUMBER OF HOURS IN BED
From 9 PM to 9 AM: ! I From 9 AM t0.9 PV

26, 1S THE CLAIMANT ABLE TO FEED HIM/HERSELF? (Fill in Gircle. If"No,“fooufde explanalion)

Oves (o Llf?[![lffﬁgFWff?ijin:Y?'TJ"Tﬂjf‘fofW){ﬁﬁ

INNERENNN RSN

27: 1S CLAIMANT ABLE TO PREPARE THEIR OWN MEALS? (Fill in Circle. If"No," provide explanalion)

Ovs oo BEERRENNENEEENEENEE NN EE NN

CCI I T I ) L

28. DOES THE CLAIMANT NEED ASSISTANCE IN BATHING AND TENDING TO OTHER HYGIENE NEEDS? (ff“Yes," provide explanation)

LT T L L LTI T L]
Oyes (iNo l T A =TT vl Vi b 'i ! T T EFrT T
HENE N EEE. 1,’,,‘!, S (I O T I 1111

29A, IS THE GLAIMANT LEGALLY BLIND? (If"Yes," provide explanation) 28B. CORRECTED VISION
LEFT EYE RIGHT EYE

TITITTT T e |
e T ol

(VYES (TINO T e e e e e T T e T e e e e
NEEEERRREERRRREREEEEEEEEEER RN
31. DOES THE CLAIMANT REQUIRE MEDICATION MANAGEMENT? (If "Yes," proyide explanation) '

L T LT T L L LT L]

e o T T T I T e o

L A

32. IN YOUR JUDGMENT, DOES THE VETERANICLAIMANT HAVE THE MENTAL CAPACITY TO MANAGE HIS OR HER BENEFIT PAYMENTS, OR IS HE OR SHE ABLE TO
DIRECT SOMEQNE TO DO 807 (If"No," provide éxamples and rationale to support your canclusion)

o LT e L L L T T T
o= 0 O e |

VA FORM 21-2680, SEP 2018 Page 2
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PATIENT/VETERAN'S SOCIAL SECURITY NO. { i : i i } i i ! i

33. DESGRIBE POSTURE AND GENERAL APPEARANGE (Atlach a separate sheet of paper if addilional space is needed)
: . ) e e g i e

JN N O T O T A O L
; . |

| I i |- i | |
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IR I

34, DESCRIBE RESTRICTIONS OF EACH UPPER EXTREMITY WITH PARTICULAR REFERANGCE TO GRIP, FINE MOVEMENTS, AND ABILITY TO FEED HIM/HERSELF,
TO BUTTON CLOTHING, SHAVE AND ATTEND TO THE NEEDS OF NATURE (Allach a separale sheet of paper if additional space is needed)

(Tt T T TI T ot e r e e v
LT T T T T ety
35, DESCB!BE RESTRIGTIONS OF EACH LOWER EXTR_EMIfYWlTH PARTIGULAR REFERANCE TO THE EXTENT OF LIMITATION OF MOTION. ATROPHY, AND
gglﬂggénﬁwﬁlis OR OTHER INTERFERENGCE. [F INDICATED, COMMENT SPECIFICALLY ON WEIGHT BEARING, BALANCE AND PROPULS'I’DN OF EACH LOWER
T VT T e o
BRI A e
36, DESCRIBE RESTRICTION OF SPINE, TRUNK AND NECK

L L TTTIrTrTTrT I I errreLyaorrurrr
i O N T e v

37. SET FORTH ALL OTHER PATHOLOGY INCLUDING THE | OSS 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. DESCRIBE WHERE THE CLAIMANT GOES AND WHAT HE OR SHE DOES DURING A TYPICAL

DAY.
O e O O A O R I A NN END
Tl T T I T T I T vy T i

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

o gt S TSRS b ST AL T LR T Ol SR RANEATES e
A0 N 1 T O O v

| s e e - R Y 2 10
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39. ARE AIDS SUCH AS CANES, BRACES, CRUTCHES, OR THE ASSISTANGE OF ANOTHER PERSON REQUIRED FOR LOCOMOTION? (If so, specify and describe
effeotiveness in terms of distance that can be traveled, as in Item 38 above) A
OTHER .

If"YES," give distance) (Check o i |
OYES {300 '.gpp]icablegboxnrspgclry distance) 01 BLOGK (" soreBlOCKS () 1MILE (Specify distance) L Lot

SECTION IV: CERTIFICATION AND SIGNATURE

40A. PRINTED NAME OF PHYSICIAN 40B. SIGNATURE AND TITLE OF EXAMINING PHYSICIAN | 40C. DATE SIGNED (MM-DD-Y¥I'Y)
I' _'_'__']'_""" S { i ‘ e :77’#”“4‘ T '_
S i [ = bt — l ] | ;'-"'i'""‘] _ =P Ig T I
{ | | ! ; | | | H ( i I OIS TR o SN SO N B
| S T . W — i IR S s
41 NATIONAL PROVIDER IDENTIFIER (NPI) NUMBER 42A. TELEPHONE NUMBER OF MEDICAL FAGILITY
- SET A ) o i 4 ': = --—r——l—=-—i — m_, — =1 p- l_,,_t
i_.._ k. . J S Raedd st 4 E 4 i l“‘ _I____ _ =i I ! 1
428, NAME OF MEDICAL FACILITY 42C. ADDESS OF MEDIGAL FACILITY

I

| SR 0

PRIVACY ACT NOTICE: The VA will not disclose information callected on this form to any sousce other then what hes been authorized under the Privacy Act ol 1974 or Title 38, code of Federal Regulations 1,576 for rouline
uses (i.e., civil or.criminal law enft , congressional com ications, cpidemiological or research studies, the collection of money owed fo the United States, litigation in which the United States is a parly or has aninterest,
the administration of VA progrants and delivery 0F VA benefils, verification of identity and sfalus, and persannél adminisiration) as identified in the VA system of récords. 58VA21/22/28, Comp Pension, Education and
Votational Rehinbilitation and Pmployment Recoids ~ VA, published in the Federal Register. Your obligation 1a respond i required to oblain or retain benefity. Giving vs your Social Security Number (SSN) account informalion

dntory. Applicants dre requited ta provide their SSN under Title 38, U.S.C. 5701(e)(1). The VA will not deny-an individual benefits for refusing to provid his or her SSN unless the disclosure is.required by n Federal

K ..

is ¥ Apf

Statute of faw in effect prior to Januacy 1, 1975, and sfill in effect. The requested informiaiion is considered relevant and necdssacy lo d benafits provided under the Taw. The respionses you submit re cansiderad

confideritial (38 U.8.C, 5701). Information that you fumish may be lilized in‘computer matching pi 1s-with other Federal or'state agencies for the purpose of determiniug your eligibility to receive VA benofils; s well asto’
i Affairs:

calléet ary pmoimt pwed to the United Statés by virtue oF your particigation in any benefit proges inistered by the Dep { of Veters ;
RESPONDENT HURDEN: We need this informalion to determaine your eligibility for aid and attendancs or housebound bénéfiis. ‘Title 38, United States Code 1521 {d) and (&), 11L5(L)(e), 1311(c) arid (), 1315(h); 1122,
1541(d)(), and 1502 (b) ind (¢) allows tis'to ask for this information. Wé estiiale that ydu vill néed an averagé of 30 minuites fo_review the instmetions, find the infarmation, and complete this for. VA canaot coitduct or
sponsor n collection of information unless a valid OMB control number is displayed. Yo are not requiced to xespond ta o collection of inforntation if this numberis ot displayed. Valid OMB control numbers can be lacated on
the OMD Intenet pate ot hitpi/Awv.reginfo,gov/uilic/do/BlAMain. IF desired, you can call 1-800-827-1000 to get information on where (o send commignts or suggestions aboul this form.

PENALTY: The law provides severe penilties which inélude fine or imprisonment, or both, for the willful subniission of any statement of a ‘material fact, knowing it

to be. false or for the Traudulent acéeptance of dny payment to which you arc fiot entitled.

\/A FORM 21-2680, SEP 2018
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WORKSHEET FOR AN ASSISTED LIVING, ADULT DAY CARE, OR A SIMILAR FAGILITY

NOTE: Only conipleta lhis workshieel if you ave clalming expenses far an assisted living facilily, adul day care or similar facilily.
IMPORTANT: VA recognizes flie following five activilles as Acllvifles of Dally Living (ADLs) for medical expense purposes:

(1) Ealing

(2) Bathing/Showerlng

(3) Dressing

(4) Transferring (for example, from bad to chaly)
(6) Using (he tallet

Custodlal Gare [s regular -

= asslslance wilh two or mipre ADLs, or ‘ )
= supervision because a person with a mental disorder s unsafe If lefl alone due to the mental disorder.

INSTIRUCTIONS: Use this warlisheet IF you ars claiming a disabled person's care In an asslsted living facllily, adult day care, or sirillar facillly as unrelmbursed
i medlcal expenses. Fallow the sleps below lo détermine whelher VA may dedudt all or some of your ouk-of-pockel payments to'the faollily.
STEP 1. Are the expenses you wish (o claim due o the disabled person’s trealment in a hospltal, inpatient {realment center,
nursing home, o VA approved madical foster home?
(1 "NO." conlinue ta Slep 2)
(Oves (O NO  (IrYES," all payments lo lhe facllily quallly as medical expenses In ltems 45A (hiu 45F, Yau are finlshed compleling Ihis worksheat)

STEP 2. Do alt of the following apply to he facllily? )
o The facllity Is licensad (If the State or Country requires it)
o The facllily's staff (or the facllily's conlracted staff) provides the disabled person with
health gare or custodial care or holh.
o [fthe faclity Is residential, It Is staffed 24 hours per day with caregivers.

Q YES O MO (If"NO," payments lo lhe faclllly do nof quallfy as medlcal expensas. Yau are finlshad compleling Ihis worksheet)
STEP 3. Are yau (the claimant) the disablad person, a surviving spiouse, or a'Parenilts' DIC claimant?

O ves (O No (f*NO." skiploSlep©)
STEP 4, Did you claim speclal monthly pension or special morithly DIC In ltem 377

O YES O no  (F"NO." paymants lo 1hls faclllly for meals and ladging dlo not quallfy as medical expenses. Only clalm amount you pay the facllily for
" health care services or assisfance with ADLS provided by a health care provider in items 46A thru 45F. Skip to Step 8)

STEP &, Ifyou e_ir]swe_ra_d *YES" InStep 2, you stated {hiat the Tacllily provides you wilh Heallh care andfor cuistadial care.
s this {He primary reason you llvé in the facllity (or attend day care In the faclllty)?
(i "YES," all paymants to this facillly may qualily as madlcal exiehsés In ltenis 46A thi AGF-F VA fales you as eligible for speclal monthly
pensfon or spacial monthly DIC, Please report the amount you pay tha facllity for lodging and meals separate from the amaunt you pay the
- facillly for health care sarvices or assistance with ADLs provided by a liealth care provider as medlcal expenses In {lems 45A thru
Oves ONO g siip 1o Step 8) S '
(IF"MO;" payments 1o this faclllly for meals and lodging do not qualily as madical expenses. Please report separalely In [tems 45A thnu 45F
applicable amounts you pay Ihe facllily for: (1) ealtit care services or assistance with ADLs provided by a hesfth care provider;

and (2) custodial care. Slip fo Slap 8)

STEP 6. Does the disabled person require the heallh care services or custodial care that the facllity provides to him or her because of lhe disabled
persoi's mental or physical disabillty?

(IF"YES," you must subiit a slatement from a physlolan or physlelan asslsiant that (1) the disabled person requlres Ihe heallh care services
ar custodial care that he facilily proyides to him or her because of mental or physteal disablilly; and (2) describes \ha mental or physical

~ disabllly)
O YES O NO (IF"NO," elaim paymenls you pay lhls facility for health care services or assistalice with ADLs provided by a health care providerin
liems 49A {hru 45F, Skip lo Slep'8) '

STEP 7. IFyou answered "YES" In Slep 2, you stated that the facilily provides the disabled person with health care and/or custodial care.
' Is this the primary reason the disabled person lives In the facllily (or attends day care in the facility)?

{IF"YES," claim all paymenls to this facllily {to Include meals and lodging) as medical expensas In llams 457 {hrix 45F)

O Yes (ONO  (iiyo," only clalm payments you pay the facility for assistarice vith health care and/or assistance witl custodial care as medical
expenses In llems 454 thru 46F, Paymient to s facilily for meals and ladging do nat quallty)

STEP 8. Facility Certiflcation: Flease submit a current slalement showing the fees the claiiiant pays'to your facllily and a breakdown of the care recelved

| GERTIEY Whatlhe Information stated within {ls WORKSHEET FOR AN ASSISTED LIVING, ADULT DAY CARE, OR SIMILAR FACILITY is accurate and

f ent environment pertalning to
el e cas onperta g : {Name of persan slaying at yaur facility)

and his or her care at his facility
(Mome and addrass of facillly)

{Name, Slgnalure And Tille of Person Celiying for the Fasillly) (Dale Carilfied)

VA FORM 21P-534E2, OCT 2018
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B WORKSHEET FOR IN-HOVIE ATTENDANT EXPENSES ]

NOTE: Only completé this worksheet if you are claiming expenses for In-horne care.

IMPORTANT: VA _mcogh!zes lhe fﬁIIoWlngJ five acliviiles as Aclivilles of Dally Living {ADLs) for medical expense purposes:
(1) Eling
(2) Bathing/Showering
{8) Dressing
(4) Transferring (for example, from bed to chalr)
(5) Using the loilet ‘
Custodlal Care Is regular - ‘
= asslstance wilh lwo, or more ADLs, ar
» ‘supervlsion hecatise a parson with a niental disdrderIs unsafe If lefl alone due lo the menlal disarder
IVPORTANT: The following aclivllies are examﬁras of [nstrumental Actlvitles of Dally Living (IADLs) for VA purposes, VA ﬂeneraﬂy does not recognize asslslance
wiil [Fese aclivilies as medical epenses; (1) Shopping; (2) Food Preparallon; ﬁa) Houselesplng; (4) Laundering; (6) Handling medications; (8) Using he telephone;
(7) Transporlatlon (excapt for medical purposes such as fransporialion to a doclor's appolniment). '
INSTRUCTIONS: Use lhls worlshest If you are glaiming payrients o a disabled person's In-home altendant as an unreimbursed medical expense,
Fallow lhe steps below o determine whether ar not:

« ihe allendant must be a heallh care provider for VA purposes anil
« VA may deduct payment for assistance with IADLs as well as asslstance wilh ADLs antd cuslodlal care

e ——— _|
STEP 1. Are you (lhe claimant) he disabled person, a surviving spouse, or a Parents' DIC clalmant?
Oves ()Mo (Ii"NO," skipfoSlepd)
STEP 2. DId you claim special monthly pension an ftem 377
(IF"NO," paymenls (o lhis ln-home allendant for assislance viih IADLs do not qualily ds medical e¥penses, Plaasé report separalely in
O YES O NO [tems 45A thru A5F applieable amounts you pay an n-home altandant for; (1) heallh care services ar assislance wilh ADLs provided by
a health care provider and (2) cuslotlial care. Skip lo Step 6) :
STEP 3. s the primary responsibiifty of the i-home attéridant to provide youi wiih heaith care or custodlal care?
s NO (IF*YES;" payments lo lhls in-ome alleridant fnay qitallfy as madical expenses In llems 45A (hru 45F iF VA rates you as ellglble for
O Y O speclal monlhly penslon. Please reporl separalsly In [tems 45A thru 45F amounts you pay an In-fome attendant for: (1) heallh-care
; services or asslstance wilh ADLs provided by a'health care provlder, (2) assistance with IADLS, and (3) cuslodial care. Skip 1o Slep 6)
(IF "NO," payments lo Ihis in-home altendant for assistance vilh 1ADLs do-nof qualify as medical expenses, Please report separately in
\terris 454 Ihru 46F appllcable amounts you pay an in-home altendant for: (1) health care services or assistanca with
i ADLs provided by 2 health eare provider and {2) custodial care. Skip lo Slep 6) .
STEP 4. Does the disabled person require the health care services or custadial care that the in-home altendant provides ta him or her because of the
disabled person's mental or physleal disabllity? ’
(IF "YES," you must submlt a slatement from a physlcian er physlclan asslstant that (1) the disabled parson requlres the heallh care
O vyes (Qno servioes or qustodial car that Ihe In-home atiendant pravides to him or her bacause of menlal ar physical disahillly, and (2) describes
the menlal or physical disablilly)
(IF"NO," the allendant must be a health are provider. Only report payments to the in-home allendant for heall care setvices or
assistance with ADLs provided by the heallh care provider as medical expenses in llems 45A lhu 45F, Paymenls for asslstance wilh
IADLS do not qualify as medical expenses. Skip lo Step 6)
STEP 5. [s the primary responsibilify of the in-hame altendant to provide the disabled person wilh heallh care or cuslodial care?
. ; (IF"YES," payments lo he In-home altendant qualify as medlcal expenses (even assistance wilh |ADLs) and can be raported In
(O ves (ONO  jloms 45A thru 45F)
(IF"NO," report paymeénts lo Whig in-home altendant for health care andfor custadial care as madical expansas In ltems 45A hiu A5F.
Payments for asslslance with IADLs do not quallly as medical éxpenses)
STEP 6. Check all activilies below that the attendant assisis the veleran or disabled person with:
ADLs: (OEATING () BATHINGISHOWERING (D DRESSING () TRANSFERRING () USING THE TOILET
. s : " g 7 MANAGING i 3
IADLs: () sHoppiNg () FOOD PREPARATION () HOUSEKEEPING () LAUNDERING () ppiancEs () HANDLING MEDICATIONS
() USING THE TELEPHONE () TRANSPORTANTION FOR NON-MEDICAL PURPOSES
STEP 7. In-Home Attendant Gertification: Please submlt a currant brealdown of the lime the atiendant spends assisting the veleran or disabled person
with heallh care services, ADLs and IADLs.
| GERTIEY that the Information stated within this WORICSHEET FOR IN-HOME ATTENDANT EXPENSES s accurate and
ant environment pertaining to
relleols thecnieeent e g {Nnme of Parson Requirlng Cara}
and his or her care from
(Namte of Altendant)
(Meme, Slgnalure and Tilla of Cettifylng Official) (Dale Cadified)
Page 14
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ﬂﬂ &%V/L‘f’ ot - o
WORKSHEET FOR AN ASSISTED LIVING; ADULT DAY CARE, OR SIMILAR FAGILITY

NOTE: Only complete this workshaet If you are clalimlng expenses for an asslsted llving facliity, adult day care or similar faciilly.
" IMPORTANT: VA recognizes (he following five aclivlies as Aclivilies of Daily Living (ADLs) for medical expense purposes:

(1) Eating
(2) Balhing/Showering
(3) Dressing

4) Tra‘nsferrlng (for example, from bed (o chaly)
(5) Uslng lhe Lollet

Cuslodlal Gare |s rqg,uiar»
« assislance with two or more ADLs, or )
= supervislon because a person wilh a menlal disorder Is unsafo if left alaiie due to the mental disorder.

INSTRUCTIONS: Use thls worksliget If you are élaiming & disebled person's care In an assislad living facllily, adult day care, or simllar facilily as unreimbursed
matllcal expanses. Follow the steps halow to determine whether VA may deduct all of some of your out-of-pockat payments io Iha facility. L
STEP 1. Are the expenses you wish to claim due o the disabled person's treatment In & hospital, Inpalient freatment canter, nursing home, or VA
approvad madical foster home?
(yyes (N0 {IF"NO," conlinue to Step 2)
(If"YES," all paymenls lo (he Facllily quallly 4s madical expenses In llams 30A - 30F. You aro finlshiad compleling this worlshaet)

STEP 2. Do alf of the following apply to the faclllly?

= The facllity Is llcensed (il (he State or Country requires 1) i

s The facillly's staff (or the facllly's contragted staff) provldes the disahled person with
health care or cuslodial care or both.

o [Fthe facllity is resldential, Itis staffed 24 hours per day with careglvers

(IYES (“_l NO ((F"NO," paymants to lhe facllily do ntot qualify as medical expanses. Yol are finished completing Ihis vorksheel)

STEP 3. Are you (the veteran) the disabled person?
Cives  (T:ND (IE°ND," slip lo Step 6)

STEP 4. DId you clalm special morithly penslon on Page 5, ltem 14A of the attached form? )

(YEs  (rNO (If "NO,” payments lo Ihis faclllly for meals and lodging do not quallly as tiadfcal expenses. Only clalm amounts you pay the facllily for health care
servicas or assistance with ADLs provided by a health care providerin itams 30A - 80F. Skip to Stap 8)

STEP 5. If you answered "YES" In Step 2, you stated that the facliity provides you will health care andfor custodial care. Is this the primaiy reason yau
live I the facility (or atteid day care In the facllily)?

(ywWES (NO (IF “YES,” all paymenis to this facllily inay qualify as medical expenses if VA rales'you as aligible for spacial monthly penslon. Please report
separalely in ltéms 30A - 30F appllcable amounls you pay the facliily for (1) lodging and ieals, (2) health care sérvlces or asslstance with
ADLs provided by a health care providai, and (3) custadial care, Sldp to Siep B) .

STEP 6. Does lhe disabled person reqtiire the health care services or custadial ¢aré that the fatilily provides to him or her bacause of the disabled
person's mental ar physical disabilily?
(CYES (WNO (IF "YES," you must submlt a stalement frem a physlolan or physlclan assistant that (1) the disablad person raquires he health care sarvices
or custodlal care lhat i facilily provides to him or her bacause of menldl or phyaleal disablilly, and (2) descrlbes lhe mental or physleal disablilly)
(IE"NO," claim paymenls you pay this facility for hoallh care services or asslstance with ADLs provided by a health care providerin ltems 30
- 30F, Skip lo Step B) .

STEP 7. If you answerad "YES" In Step 2, you stated that the faclllly provides the disablad person wilh health care and/or custodlal care. Is (s the
primary reason ihe disabled peison llves in the facllity (or aitends day care in the facillly)?
(yyEs  (iNO (IF*¢ES," clalm all paymants fo s fadility (to include meals arid lodging) as Meddical expanses [n ltenis 30A - 30F)
(IE"NO," anly clalm paymenls you pay the facllily for asslstance wilh hedlth care and/or asslstance with cusfadial cere as madical expenses in
Items 30A - 30F, Payment lo this facllity for meals and lodging de not quality)

STEP 8. Faellity Gortification: Please subinlta current'siatement showing the fees the claimant pays to your facllity and a breakdown of the care

recelvad.
| GERTI-FY that the Information stated within this WORKSHEET FOR AN ASSISTED LIVING, ADULT DAY CARE, OR SIMILAR FACILITY [s accurate

and reflects the cu_rrantsriulronmentperlainlngtol:ImTT I | | L l l | | l __l I l:l, iL_J_ZJﬁL“JH_LJ
(Mame of Person Slaying al Facllity) ’

T rrriet 10 1 O I

AT T :

- O A O 1 o

1 1 0

e (Address of Facility (Line 2))

1 Y A I

{i¥ame of Parson Grlifying fat the Faulily)

(Sr’n'aluroqEFcfsnlv.Gaﬂify‘mg foroFacllly) WL%E*_}[ I_.g_m_‘_J [ o .

B

(lilo of Porson Garlfying for e Faulliy)
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U e ;;ZL, Va1

WORKSHEET FOR IN-HOME ATTENDANT E)-{F‘ENSES
NOTE: Only camplete this worksheet If you are claiming expenses for in-home care.
IMPORTANT: VA racognlizes the following five aclivilies as Aclivilles of Dally Living (ADLs) for medical expensé purposes:
(1) Ealing 7
(2) Bathing/Showering
(8) Dresslng
{4) Transferring (for example, from hed to chair)
(6) Using the loilet '
Gustodial Cara Is regular -

= assistanca Wlﬂl lwo or more ADLs, orr .

» supervision because a person wilh a mental disorder is tinsale if left alona due lo the manlal disorder
IMPORTANT: The following activllies are exa‘mﬁlas of Inlrimental Activitles of Dally Living (IADLs) for VA purposes. VA generally does natrecag nize assislance

wilh these acllvitles as medical expanses: (1) Shopplng; (2) Food Pre) arallon; (3) Houselkaeping; (4) Laundering; (5 Handllng madicallons; (6) Using the
telephone; (7) Transporlation (except far madical gurposes)such as !rgnsﬁorlali(ur)l loadoc;ores gpr(m')imménl). 0: (9) o y

INSTRUGTIONS: Use thls worksheat if youi are clalming payments lo a disabled person's In-home altendant as an unrelmbursed medical expense.
Follow the steps below to determine whalher ar nol:

+ {he altendant must be a heallh care provider for VA purposes and

» VA may daduct payment for assistance with IADLs as well &s assistance wilh ADLs and custodial care

STEP 1. Are yau (the veteran) the disabled person?
(wves  (iNO (If"MO," skip to Stap 4)

STEP 2. DId you clalm special monthly penslon on Page 5, Itern 14/ of (he attached form?

(yyES (ONO {If"NO," payments to this [n-home allendant for assistance wilh IADLs do nol quallly as modical expenses. Pléase.refiort saparately In éms 30A -
30F applicable amounts you pay-an In-hame altendant for {1) heallh care services or asslslance with ADLs provided by a hdallh care provider; and
(2) custodlal care. Skip to Step 6) .

STEP 3. Is he primary responsibilily of the in-home attendant fo providé you with health care or custadlal cate?
(Cyes  (Cno (If "YES," payments to thls In-hdme allendant may qualify as meilcal expérises In ftams 30A - 30F IFVA rales yoll as éllglble for speclal monthly
penslon, Please rapoit saparalely In llem30A - 30F arriounls you pay an Inshome attendant for (1) heallh-care services ar asslstance with ADLs
provided by a heallh care provider, (2) asslstance with IADLs, and (3) custedial care, Slip lo Step 6.)
(IF"NO,* payments ta this in-home allendant for assistance wilh |ADLs do'not quallly as nedical expenses. Pleasa raportseparately In ltems 30A -
30F applicable amounls you pay ari In-home altendenl for: (1) heallh care services or assislance with ADLs provided by a health carte provider and
(2) custodial cdre, Skip to Step 6.}

STEP 4. Does the disabled person require the healih care services or custodial care that the In-homé altendant provides to him or her because of the
disabled person's mental or physical disablility?

(yyeEs  (TYNO {If"YES," you must submita slatement from a physiclan or physician assistant lhat (1) the disabled parsan requlres the heallh care sarvices.or
cuslodlal ¢are thal the In-hofme altendant pravides fo himi or her bacause of mantal or physical disabliity, and {2) describes the mental ar physical
disablllty)

(IF"NO," the allendant ;must he a health care provider. Only report payments to the In-home altendant for fiealth care services or assistance
with ADLs provided by the heallh care provider as medical expenses in Items 30A - 30F. Paymenls for asslstance wilh IADLs do nol qualify as
medlcal experises. Skip (o Step 6.)

STEP 5. Is the primary responsibility of the In-home attendant to provide the disabled parsen with heallh caie or custodial care? '
“yEs (o (IE"YES," paymenls (o the In-home ailendant guallfy as medical expenses {even assistance v/lh IADLs) and can be reported In ltems 30A - 30F.}

(IF "NO," roport payments le thls In-home altendant for iealth care and/or custodlal care as modical expenses I llems 30A - 30F. Payment for
assistance with IADLs de nafqualily &s a medical expense)

STEP 6. Check all asltivities below with which thg altendant asslsts the veléran or disabled person with:
ADLs: (VEATING () BATHING/SHOWERING  (TIDRESSING (T TRANSFERRING (") USING THE TOILET

IADLs: ("'SHOPPING () FOOD PREPARATION  (TYHOUSEKEEPING (T LAUNDERING ("I MANAGING FINANCES
(VY HANDLING MEDICATIONS (7 USING THE TELEPHONE (T TRANSPORTATION FOR NON-MEDICAL PURPOSES

STEP 7. In-Home Attendant Certification; Please submit a current breakdown of lhe time Uie altendant spends assisting the veteran or disabled
person with heallh care services, ADLs and IADLs.
| CERTIEY that the Information stated within this WORIKSHEET FOR IN-HOME ATTENDANT EXPENSES Is accurate and reftects the-currént

O i Y O

OO 1 O O o e 0 I B I
* {Name of Allendanl)

1 0 A
{Narite of Cenlifying Olficial)
{Slgnalure of Gerlifying Olficlal)_ S . E—

1 O o e ¢ ==L L]

{Tllia of Coriifying Officlal) {Ddle Gorlified)
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ATTENDANT AFFIDAVIT
TO BE COMPLETED BY CAREGIVER

This information is requested for the purpose of determining Pension with Aid and Attendance Benefits based
oh medical expenses.

Claimant Last Name Claimant First Name Claimant SSN

VA File Number Date Services Began Date Services Ended

Name of Person/ Company providing Healthcare services Telephone Number

Address of Person/ Company providing Healthcare services

The services | provide are as follows (please mark with an X)

Activities of Daily Living | Instrumental Activities of Daily Living
(allowable medical expenses) (does not count as standalone medical expenses)

Provides help getting out of bed

Provides room and board

Provides help with dressing

Provides shopping services

Provides help with bathing

Provides emergency response staff

Provides help with ambulating/ walking

Provides medication supervision and/ or reminders

Provides help with toileting

Provides housework services (cleaning, laundry, etc...)

Provides help with incontinence

Provides respite services for spouse

Provides help with feeding

Provides homemaker services

Provides help with personal hygiene

Provides medical or monitoring alert equipment

Provides frequent need of adjustment of
prosthetic/ orthopedic devices

stimulation

Provides activities and an environment for necessary social

Provides supervision to prevent person
from harming self, falling, or wandering

locked and/ or monitored exterior doors

Physical security such as room checks, emergency pull cords,

Provides supervision to prevent person
from harming others

purposes

Provides transportation for doctor visits and other vital medical

Provides supervision and properly
secured living arrangements for a
protected environment

mentally incapable of preparing them

Provides meals because care recipient above is physically or

Other:

Other:

For these Services, | am paid by the claimant $

SPer Hour

per month.

Hours per day #idays per week

Caregiver's name (printed)

Caregiver's Signature

Date

Claimant’s name (printed)

Claimant’s Signature

Date

Revised 08-2021,




STATEMENT AS TO LEVEL AND COST OF CARE
TO BE COMPLETED BY ASSISTED LIVING FACILITY

This information is requested for the purpose of determining the medical level of care the claimant requires. The cost of
that medical care is used by the VA to determine if expenses are allowed for maximum benefits.

Last Name First Name Ml SSN
Name of Assisted Living Facility Telephone number
Address of Aséisted Living Facility (City, State, ZIP) Date of Admission
Claim Number 7 Date of Discharge
Level of Care (Please mark with an X) X

Level 1 (Room and Board Only)

Level 2 (Room and Board plus medical assistance)

OTHER (Please Explain)

The Activities of Daily Living (ADLs) provided to the resident are as follows (please mark with an X)

Services Provided X Services Provided X
Provides help getting out of bed Provides help with feeding
Provides help with dressing Provides help with personal hygiene
Provides help with bathing Z::é:js frequent need of adjustment of prosthetic/ orthopedic

Provides supervision to prevent person from harming self,
falling, or wandering

Provides help with toileting Provides supervision to prevent person from harming others
Provides supervision and properly secured living arrangements
for a protected environment

Provides help with ambulating/ walking

Provides help with incontinence

Total Monthly Charges for Room, Board, and Medical Fees for services provided S
Assisted Living Facility Administrator’s name (printed) Email Address
Administrator’s Signature Date Telephone Number

Revised 07-2021




OMB Appraved Moz 2000-0652
Resparident Burden: 10 Minules
Gxpirntion Date: [JIIIJUZUZS _
VA DATE STANIP
(Do Not Wiite In This Space)

| REQUESTOR NURSING HQMEINFORMATIDN IN GONNECTION
VWITH CLAIN FOR AID AND ATTENDANCE

INSTRUGTIONS: Before completing ths form, read the Privacy Agt and Respondent Buiden. We use
Ihis form to delerming erlglbilily in connactjon with a clalm for ald and-altendance, For more
Information, contacl us atl litmedfivieausilizlpve.gov, orcall us toll-free at 1-800-827-1000, Ifyou
use a Telecommunications Device for'the Deaf (T0D), the Faderal relay numbet Is 711, VA forms are
available at grivend L ovlvaloims, After corﬁplelmj he forimi, mall ta: Department of Veterans
Aﬁalts, Ew(!onca !ntake Gontar, B, 0. Box 4444, ane.,vllle, VUi, 63547~ 4444,

SECTION | - VETERAN'S IDENTIFICATION INFORMATION
INOTE: You may complete the fo]n‘l online or by hand. If completing by hand, print neally and legibly In Inlt, ancl complately fill in each applicable clrcle to help expedite pracessing

of the form.

1 YETER_F\NS N.f\ME (Firsl, ‘;\-ﬂei«ﬂn' !uflhrf, Fast) . B - _ o ) -
[ 1 o v o o
2, SOGIAL StCURIW NUMBER ) 3. VA FILE NUMBER 4. DATE OF BIRTH (AMZ/DDAFIT)

=Lt~ e e e == L g
‘;[‘.C'i 1ON §I - CLAIWIANT'S IDENTIFICATION INI’OI;MMION (Complete this sectlon ONLYIF Hm rfa:mﬂnf s NOT the uetamfu

5. CLAIMANT'S NAME (rmf M.':M’L Tttt Las) L 7 ,,,,A,,_A_.-. -

LT e rrr e pr e e b

6. SOCIAL SECURITY NUMBEﬂ 7. VA FILE NUMBER (j'app!wab!e) 8, DATE OF BIRTH (MM/DD/TYT)

I 2 1 e o O Y o I A

SEGTION Il - NURSING HOME INFORMATION

9, NAME OF NURSING HOME
050 U o O o

10, ADDRESS OF NURSING HOME (Mumher and sireet oi raval ronte, P.O. Bo, City, State, ZIP Cade and Cotniry)
ol B J_"!‘IWlw;L;[;inEfT;;EQI;Ivﬁ[Zl,jﬂ_j;i[gl;];;[;lijjiJ
) Apt/Unit Numiber L [ ’ ) ’ ) I_‘| Ciliy I,_ ‘ I, |7 v;TL I , | I l ] [7,‘*I’ -[
SlatelProvince I i . I Gounlry | W' I o J T '_ T ) | — | I

= ==""3ECTION IV - GENERAL INFORMATION (To e complated by a Nursing Honie Ofﬂclal)

NOTE: Your state's Medlcald program may use a different nariie.
11, DATE ADMITTED TO NURSING HOME (MAZDD/YYYY) 42,18 THE NURSING HOME A MEDICAID APPROVED FAGILITY?

ZIP Code/Postal Code

e T . .

(=L -1 T O ves O -
13, HAS THE PATIENT APPLIED FOR MEDICAID? | 14A, IS THE PATIENT COVERED BY MEDICAID? 14B. DATE MEDICAID PLAN BEGAN (MDD YYE)

(™ YES (7 NO (: YES (—" NO (4 YES, " eaninplete Ttem 11B) I _| J s I | l — [ 'J ) ] VA]

15, MONTHLY AMOUNT PATIENT IS RESPONSIBLE FOR OUT OF POCKET $
16,1 CERTIFY THAT THE GLAIMANT IS A PATIENT IN THIS FACILITY BECAUSE OF MENTAL OR PHYSICAL DISABILITY AND 1S RECEIVING: (Glieck one)

(") SKILLED NURSING CARE (" INTERMEDIATE NURSING GARE
7. NURS]NG HOME QFFICIAL'S NAME (7 \rﬂmeas-!J

1 o I A T A

16.ER?I-N_G-I_-I_?§EJFFIGIALS TITLE o o wﬂﬁnﬂgggggmgig}l:l;lgmbs‘@FFiGETELEPHONE -
l ] | I’ [ | .;:,.“l' l [ [ J ‘ | l [ l _“.‘Ti..T_T_;‘TJ=| _m_l :ﬁ.,,,l,
LT CrT il e l L] EI‘.},‘“;LLT‘F;??JJZLT,,Z‘,“’”“ I
SEGTIDN V - GERT II'ICA TION AND SIGNATURE

1 GERTIFY THAT the statarments on this form are lrue-and correct to lhe best of my knowledge and belief,
20, SIGNATURE OF NURSING HOME OFFICIAL (REQUIRIED)

21, DATE SIGNED (MAV/DD/YYYY)

Cr =L =0 L

PENALTY: The Jaw provides severe panallies (including fine and/ar Imprisonment) for willfully submitling any statement or avldence of a material fact you lmow to be faISa or for
fraudulent recelpt of any: ducuman'l you are not enlitled to,

VT 210779

‘BUPERSEDES VA FORM 21-0770, FEB 2017, Page 1



other than what has been authorized vnder the Privacy Act of

ERIVACY ACT NOTICE: The YA will nol disclose information collegted on this forin lo'any sourée
1, congréssional wonmitunications, epidemiologicol or research

1974 ot Title 5, Cade of Federal Regulntions 1526 for-routing uses (i.c., ¢ivil or eriminal law enforcemen
sludies, lhe calicelion of money owed to the United States, litigation in which the Uhited States is u purly or has an filerest, the adwminisiralion of VA prograins and
delivery of VA bengfils, verification of identily and status, ind personnel administration) as identified in the VA system ol records, SAVAZ21/22128 Compensnion,
Pension, Bducafion, anc Voeational Rehabilitation and Employmont Records - VA, published in the Federal Register. While you are not requiired Lo respond, your
eonperation in proyiding (his réleynnt and iecossary information will help us delerming tho clnimants muximum benelil entitlement under e law, Information that
you furnish may be utilized in computér matehing programs with éther Federal or slatc agoncies for the purpose of dotermining (he claimant's cligibility to receive VA
henefils, ns well os Lo colleet any amount oved Lo tho United States by virlue of {hie eldimanl's participation in any henefit program administered by the Department of

Veterans Allnirs, : "
RESPONDENT BURDEN: We need (his information to determiie oligibility for benefils and the proper raté GE pnyment (38 U.S.C. 5503, 38 U.S.C. LIS (1)(E), 38
for (s infarmation, We estfimate Uiat you will niced an average ol [0 minules lo

U.S.C. 1311{c), 38 T.S.C. 1315(1)). Tille 38, United States Code, allaws us'lo nsk

rovicw the instrictions, find the infarmition and complete this farm, VA eannot conducl or sponsor a.collection of information unless i valid OMB control nuriiber is
displnyed, You are not requiréd to raspoud lo a collection of information it this number is not displayed, Valid OMB gontrol numbers ean be locoled on the OMB
Internet Page at v vveove bl opfpufiblc o PR bafr, IE you desire, you can cali 1-800-827-1000 to get information on where lo send comments or sugpeslions

aboul this form.
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