FORMS LIST FOR CASUALTY ASSISTANCE OFFICER

Listed below are the most commonly used forms that you may be required to have the family member you are assisting complete.  Do not automatically have the family member complete all these forms.  The Casualty Assistance Office will give you specific instructions if it pertains to your particular case.  Upon completion, forms need to be returned/FAXed to the Casualty Assistance Office.  Other forms which you may need to use can be found at http://www.usapa.army.mil/, http://www.va.gov/vaforms/, and/or http://www.forms.gov/bgfPortal/citizen.portal.

Disclosure Statement (PNOK only)

Acceptance of AER’s Gift of Membership in AFSC and Information Release Form (Spouse and Dependent Children) 

DD Form 397, Claim Certification and Claim Voucher for Death Gratuity Payment (Beneficiary for Death Gratuity when not a spouse or parent – DFAS determination required)

DD Form 7302, Disposition of Remains Statement (PADD only)

SF 1174, Claim For Unpaid Compensation of Deceased Member of the Uniformed Services (Beneficiary specified on DD Form 93, item 10)

DD Form 1351-2, Travel Voucher or Subvoucher (PNOK—for Soldier’s final TDY if TDY during contingency operations) (CAO—for reimbursement of expenses during casualty assistance duties)

Standard Form 1199A, Direct Deposit Signup Form (for beneficiaries)

SGLV 8283, Claim for Death Benefits (Beneficiary of SGLI)

DD Form 2656-7, Verification for Survivor Annuity (for spouse, child, former spouse, or insurable interest beneficiaries)

WAP, Withholding Certificate for Pension of Annuity Payments (for spouse, child, former spouse, or insurable interest beneficiaries)
VA Form 21-534a, Application for Dependency and Indemnity Compensation by a Surviving Spouse or Child 

VA Form 21-535, Application for Dependency and Indemnity Compensation by Parents (in-service death only)
SSA-24, Application for Survivors Benefits (for spouse and children)
VA Form 21-4138, Statement in Support of Claim (for NOK to request reimbursement of the Veterans’ Educational Assistance Program)

DD Form 1375, Request for Payment of Funeral and/or Interment Expenses (for PADD)

VA Form 22-5490, Application for Survivors’ and Dependents’ Educational Assistance (spouse and children)

Casualty Assistance Officer (CAO) After Actions Report (AD Deceased) (CAO)
DA Form 1594, Daily Staff Journal or Duty Officer’s Log
Application for Death Benefits Pursuant to Line of Duty Compensation Act, Illinois Court of Claims (NOK of Soldiers who were residents of the State of Illinois)
VA Form 26-1817, Request for Determination of Loan Guaranty Eligibility – Unmarried Surviving Spouses 
Illinois Court of Claims (NOK for Soldiers Whose Residence is Illinois)
Casualty Assistance Office                      Mailing address:  Military Personnel Office
Fort Leonard Wood, MO                           Casualty Assistance Center (IMNW-LNW-HRM-CAC)
(573) 596-0134                                           140 Replacement Avenue, Room 2105
1-800-350-7746                                          Fort Leonard Wood, MO  65473-8935
FAX: (573) 596-2058
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Department of the army

u.s. total army personnel command
200 Stovall street

Alexandria VA  22332-0000

Casualty and Memorial Affairs 

Dear Army Family Member:


The Army occasionally receives requests from private individuals/organizations for information about how to contact survivors of soldiers who die while serving in an active status so that they may make offers of gifts, grants, scholarships and other such services as an effort to demonstrate support and condolence to family members.  It is our policy not to release your personal information to third parties without your permission.


Attached is a release form that will authorize the Army to provide your name, address and phone number to organizations making these offers.  Please review this release, and if you desire to allow us to provide this information, please complete the form and return it to your Casualty Assistance Officer.  I recommend that you make a copy of the form and keep it for your records.  If you would only like a limited release, please fill in only the information that you are willing to allow us to provide to third parties.  If you do not want to release any information, you may annotate your non-consent to release where indicated on the form.  We will only release the information you authorize us to disclose.


Please direct any questions about this request to your Casualty Assistance Officer.







        Sincerely,

      [image: image1.png]Ty

7440\? A.










         Mary L. Torgersen 

         Colonel, United States Army







         Director, Casualty and 

    

  Memorial Affairs 

Attachment

Authorization For Disclosure of Information

Release Authorization:  I hereby authorize the U.S. Army, through its agents including my Casualty Assistance Officer, to release the personal information listed below to any individual(s) or organization(s), to include Members of Congress, making an offer of support and condolences in the form of letters, gifts, grants and financial relief.  I understand this authorization may be revoked at any time, if requested in writing, except to the extent that action has already been taken.  If authorizing the release of personal information concerning a minor, I assert I am the named minor’s parent or legal guardian.

Soldier Name: ____________________________________Date of Birth:_______________

Personal Information To Be Released: (attach continuation sheets as necessary).

Name                                                                      Relationship                                        Age (if minor)

Address:

Please Initial One of the Below Options:
________I consent to the disclosure of the personal information listed above to individuals or organizations, to include Members of Congress who may contact the Army for this information for the purposes specified.

________I DO NOT consent to the disclosure of my personal information.

Use of the Personal Information:  The personal information may only be used for the purpose of providing private victim relief and condolence as a result of either Operation Enduring Freedom or Operation Iraqi Freedom.  ANY DISCLOSURE OF PERSONAL INFORMATION BY THE RECIPIENT(S) IS PROHIBITED EXCEPT WHEN IMPLICIT IN THE PURPOSES OF THIS DISCLOSURE.

___________________________________________    _________________________

Signature of Person/Parent/Guardian
                               Date

Privacy Notice

AUTHORITY:  10 USC 3013

PRINCIPLE PURPOSE:  To obtain personal information from family members of soldiers killed during Operation Enduring Freedom or Iraqi Freedom

ROUTINE USES:  To provide information to third parties offering private victim relief and condolences as a result of Operation Enduring Freedom or Iraqi Freedom

DISCLOSURE:  Disclosure is voluntary.  If the requested information is not provided, the U.S. Army will not provide personal information to third parties conducting private relief efforts as a result of Operation Enduring Freedom or Iraqi Freedom.                             
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2 July 2003


SUJBECT:  Assistance from Armed Forces Services Corporation (AFSC)

TO:
        Casualty Assistance Officer (CAO) 

1. DA PERSCOM Casualty Operations has notified all Casualty Area Commands of assistance available for CAOs and the surviving families through a new Army Emergency Relief  (AER) program. AER has contracted the Armed Forces Services Corporation (AFSC) to provide assistance to the surviving spouse and/or children of soldiers who die on active duty through a gift of lifetime membership in AFSC.   

2. AFSC’s goal is to assist the CAO and provide the following services to the surviving spouse and children:


a. AFSC will immediately provide the CAO and surviving spouse a printout that provides a personalized projection of the stream of integrated government survivor benefits and includes future changes of the entitlement amounts through the family’s lifetime. The printout will also include lump sum entitlements (ie, SGLI, death gratuity, & Social Security) and individualized entitlement amounts for VA Educational Assistance. 


b. AFSC will notify all applicable commercial life insurance companies and initiate payment claims. 


c. AFSC is available to answer questions and assist the CAO and surviving spouse concerning Social Security, SBP, and Veterans Affairs benefits.


d. AFSC will provide annual printouts to the surviving spouse and children reflecting new entitlement amounts based on annual COLA increases, law changes, etc, and will notify the family of new entitlements through the spouse’s lifetime.


e. The surviving spouse has lifetime access for service and support from AFSC.

3. The gift of lifetime membership in AFSC is at no cost to the surviving spouse or children. AER provides the gift of AFSC membership to the surviving spouse and children (AER also provides financial assistance to the family, if needed, for routine monthly expenses such as rent/mortgage, utilities, car payments, food, etc. Visit AER’s website at www.aerhq.org “News & Updates” for more information on AER’s programs.)

4. What should the CAO and surviving spouse/children do to initiate the gift of AFSC membership?


a. The CAO or surviving spouse should contact AFSC (1-888-237-2872) as soon as practical to notify AFSC of the family’s desire to accept the gift of AFSC lifetime membership. 


b. The surviving spouse (and CAO) should complete and sign the attached application/information form and fax it to AFSC (703-379-4848) or mail it to AFSC, 2800 Shirlington Rd, Suite 350, Arlington, VA 22206. (In the event of a single-parent death, the surviving children’s custodian can sign the form.)

c. Additionally, the surviving spouse (or CAO) can contact their local AER office for financial assistance if needed.  


d. If the surviving spouse (or CAO) has questions about the lifetime membership program, please feel free to contact AFSC at (1-888-237-2872).

[image: image2.png]Acceptance of AER’s Gift of Membership in AFSC & Information Release Form

Army Emergency Relief (AER) has sponsored a gift of lifetime membership in the Armed Forces Services Corporation
(AFSC) for you (the surviving spouse andlor children) at no cost to the family. In accepting AER's unique gift of membership
AFSC, 2800
Shirlington Rd, Suite 350, Arlinglon, VA 22206-3601. This information will be used to calculate and project the government

in AFSC, please complete the following information and fax the form to AFSC at (7033794848 or by mail

sursivor benefits for the surviving family members. A benefits printout will be returned fo you refleting the family's
projected integrated stream of lifetime survivor benefits (L. Survivor Benefit Plan; Soclal Security; Veferans Affairs
Dependency and Indemnity Compensation; and Veferans Affairs Dependent Education Benefits. Tis information will be
kept strictly confidential and will only be for the use of the fumily and AFSC. It will not be provided to any

other organizations or used for any other purpose.
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Date ok Dute ofdeaths_ Sutus: 0 Activeduy 0 ReservistNational Guard
o actve duty

Date of previous romoton:

Preseat rnlkiarade: ____Dat of promotion:

Previous mnkgmde:

DIEMS due:

PEBD: _

BASD:

1s the surviving spouse sogkingand earming morethan $11.20 per year ingross income (Do not include suviver benefts2s Ol yes 0 o
(Surviving spouse’s work and income st impact scial scurity benefit. This nformation s necdsd 1 accuntely compute ntitlements)

FAMILY DATA
Address:_
Phone # il addess__
Date of marriage:  SpouseSSNe__ _
D ofbinh Living withanotherparent N of custodia
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| CERTIFY THAT | AM PERSONALLY WELL ACQUAINTED WITH THE ABOVENAMED PAYEE
THAT | HAVE READ THE ABOVE STATEMENT WHICH WAS SIGNED IN MY PRESENCE, AND.
THAT SAID STATEMENT IS TRUE T0 THE SEST OF MY KNOWLEDGE AND BELIEF

THE ABOVE NAMED PAYEE, 15 AUTHORIZED T0 RECEIVE THE 51X MONTHS' GRATUITY PAY ON ACCOUNT OF THE DEATH OF THE
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	DISPOSITION OF REMAINS STATEMENT

For use of this form, see AR 638-2; the proponent agency is ODCSPER

	DATA REQUIRED BY THE PRIVACY ACT OF 1974

	AUTHORITY:
PRINCIPAL PURPOSE:
Title 10 USC, Sections 1481 through 1488; ED 9397.


To record disposition of remains desired by the person authorized to direct disposition of remains (PADD).
ROUTINE USES:
By Department of Army to enable PADD to apply for authorized benefits.
DISCLOSURE:
Disclosure of requested information is voluntary; however, if not provided, benefits cannot be provided.


	b. TYPED OR PRINTED NAME OF WITNESS

	d. TYPED OR PRINTED NAME OF PADD



	c. SIGNATURE OF WITNESS

	a. SIGNATURE OF PADD
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Reimbursement for casket, preparation of remains, and interment in a private cemetery $

Reimbursement for casket, preparation of remains, and interment in a government cemetery $ 
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General Information: Any assistance deemed necessary for the proper execution of this form will be furnished (o all laimants by
the employing agency. Forward the completed form 1o the Government agency in which the decessed was employed at time of
death.
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natural, step, foster, or adoptive parent.
161 1 none of the above survives, lst the next of kin who may be capable of inheriting from the deceased (brothers, sisters,
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	a. D.O. VOUCHER NUMBER


	b. SUBVOUCHER NUMBER


	1 1. ORGANIZATION AND STATION


	12. DEPENDENT(S) (X and complete as applicable) 

	a. NAME (Last, First, Middle Initial)
	b. RELATIONSHIP
	c. DATE OF BIRTH OR MARRIAGE

	
	
	

	
	
	

	
	
	

	d. COMPUTATIONS 

	

	

	

	
	ARR

	
	DEP

	
	ARR

	
	DEP
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	DEP

	
	ARR

	
	DEP

	
	ARR

	
	DEP

	
	ARR

	
	DEP

	

	

	

	

	

	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	

	

	

	

	

	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	e. SUMMARY OF PAYMENT 

	
	(1) Per Diem 
	

	
	(2) Actual Expense Allowance
	

	

	

	

	a. DATE
	b. NATURE OF EXPENSE
	c. AMOUNT
	d. ALLOWED

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	(4) Dependent Travel
	

	(5) DLA
	

	(6) Reimbursable Expenses
	

	(7) Total
	

	(8) Less Advance
	

	(9) Amount Owed
	

	
	
	
	
	a. DATE
	b. NO. OF MEALS
	a. DATE
	b. NO. OF MEALS

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	22. ACCOUNTING CLASSIFICATION


	23. COLLECTION DATA




Pay the following amount of this reimbursement directly to the Government Travel Charge Card contractor: $











	A NAME OF PAYEE (last, first, middle initial)


	
ADDRESS (street, route, P.O. Box, APO/FPO)


	
CITY
STATE
ZIP CODE




	
TELEPHONE NUMBER

AREA CODE


	B NAME OF PERSON(S) ENTITLED TO PAYMENT


	C CLAIM OR PAYROLL ID NUMBER

Prefix
Suffix 

	D TYPE OF DEPOSITOR ACCOUNT
□ CHECKING
□
SAVINGS

	E DEPOSITOR ACCOUNT NUMBER





	

	

	SIGNATURE

	DATE

	SIGNATURE

	DATE


	SIGNATURE

	DATE

	SIGNATURE

	DATE


	ROUTING NUMBER
CHECK

DIGIT




	DEPOSITOR ACCOUNT TITLE



□
□
□
□
□
□

	A NAME OF PAYEE (last, first, middle initial)


	
ADDRESS (street, route, P.O. Box, APO/FPO)


	
CITY
STATE
ZIP CODE




	
TELEPHONE NUMBER

AREA CODE


	B NAME OF PERSON(S) ENTITLED TO PAYMENT


	C CLAIM OR PAYROLL ID NUMBER

Prefix
Suffix 

	D TYPE OF DEPOSITOR ACCOUNT
□ CHECKING
□
SAVINGS

	E DEPOSITOR ACCOUNT NUMBER





	

	

	SIGNATURE

	DATE

	SIGNATURE

	DATE


	SIGNATURE

	DATE

	SIGNATURE

	DATE


	ROUTING NUMBER
CHECK

DIGIT




	DEPOSITOR ACCOUNT TITLE



□
□
□
□
□
□

	A NAME OF PAYEE (last, first, middle initial)


	
ADDRESS (street, route, P.O. Box, APO/FPO)


	
CITY
STATE
ZIP CODE




	
TELEPHONE NUMBER

AREA CODE


	B NAME OF PERSON(S) ENTITLED TO PAYMENT


	C CLAIM OR PAYROLL ID NUMBER

Prefix
Suffix 

	D TYPE OF DEPOSITOR ACCOUNT
□ CHECKING
□
SAVINGS

	E DEPOSITOR ACCOUNT NUMBER





	

	

	SIGNATURE

	DATE

	SIGNATURE

	DATE


	SIGNATURE

	DATE

	SIGNATURE

	DATE


	ROUTING NUMBER
CHECK

DIGIT




	DEPOSITOR ACCOUNT TITLE



□
□
□
□
□
□
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	h. CORRESPONDENCE ADDRESS (Street, Apartment Number, City, State and ZIP Code)


	3. THE FOLLOWING SECTION APPLIES TO SPOUSE APPLICANTS ONLY 

	(1 ) Name (Last, First, Middle Initial)
	(2) SSN
	(3) Date of Birth wyyymm=
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	Home address (number and street or rural route)


	City or town, state, and ZIP code



□
Single
□
Married
□
Married, but withhold at higher “Single” rate
nonperiodic, or an eligible rollover distribution, as explained on 
Sign this form. Form W-4P is not valid unless you sign it. 

...............

............

...................

................

G Add lines A through F and enter total here. (Note. This may be different from the number of exemptions you claim

□
2 Total number of allowances and marital status you are claiming for withholding from each periodic pension or


	
If amount from HIGHEST



paying pension or job is—
	
Enter on

line 7 above
	
If amount from HIGHEST



paying pension or job is—
	
Enter on
line 7 above

	
$0 -$60,000

60,001 - 110,000
110,001 - 160,000

160,001 - 280,000


280,001 and over
	$480

800

900

1,060

1,120
	
$0 -$30,000

30,001 - 70,000

70,001 - 140,000

140,001 - 320,000


320,001 and over
	
$480

800

900

1,060

1,120


.............

...........

..........................

............

........

W-4P, line 2, page 1 

1 Enter the number from line G, page 1 (or from line 1 0 above if you used the Deductions and Adjustments Worksheet) 1

2 Find the number in Table 1 below that applies to the LOWEST paying pension or job and enter it here 2


............

..........................

line 3, page 1. This is the additional amount to be withheld from each payment 
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\Y2) Department of Veterans Affairs'

APPLICATION FOR DEPENDENCY AND INDEMNITY COMPENSATION
BY A SURVIVING SPOUSE OR CHILD - IN-SERVICE DEATH ONLY

Privacy Act Notice: The VA will not disclose information collected on this form to any source other than what has been authorized under the Privacy Act of 1974 or Title 5, Code of Federal
Regulations 1.526 for routine uses (i.e., civil or criminal law enforcement, congressional communications, epidemiological or research studies, the collection of money owed to the United
States, litigation in which the United States is a party or has an interest, the administration of VA programs and delivery of VA benefits, verification of identity and status, and personnel
administration) as identified in the VA system of records, 58VA21/22 Compensation, Pension, Education, and Rehabilitation Records - VA, and published in the Federal Register. Your
obligation to respond is required to obtain or retain benefits. Giving us your SSN account information is mandatory. Applicants are required to provide their SSN under Title 38 USC 5101
(c) (1). The VA will not deny an individual benefits for refusing to provide his or her SSN unless the disclosure of the SSN is required by Federal Statute of law in effect prior to January 1,
1975, and still in effect. Information that you furnish may be utilized in computer matching programs with other Federal or state agencies for the purpose of determining your eligibility to
receive VA benefits, as well as to collect any amount owed to the United States by virtue of your participation in any benefit program administered by the Department of Veterans Affairs.
Important Notice About Information Collection: We need this information to determine eligibility for service connected death benefits under 38 U.S.C. 1310 through 1314. Title 38, United
States Code, allows us to ask for this information. We estimate that you will need an average of 15 minutes to review the instructions, find the information and complete this form. VA
cannot conduct or sponsor a collection of information unless a valid OMB control number is displayed. You are not required to respond to a collection of information if this number is not
displayed. Valid OMB control numbers can be located on the OMB Internet Page at www.whitehouse.gov/library/omb/OMBINVC. html#VA. If desired, you can call 1-800-827-1000 to get
information on where to send comments or suggestions about this form.

1. VETERAN'S FIRST - MIDDLE- LAST NAME 2. VETERAN'S SOCIAL SECURITY NO.

3. CLAIMANT'S FIRST - MIDDLE- LAST NAME 4. CLAIMANT'S SOCIAL SECURITY NO.

NOTE: When you file this application, you are telling us that you elect to receive Dependency and Indemnity Compensation (DIC) and all other
service-connected death benefifs to which you and/or the deceased veteran's children may be entitled.

5. FOR SURVIVING SPOUSE ONLY: | [ ] have [_| have not lived continuously with the veteran from date of marriage to date of death.
If not, answer Iltem 6.

6. CAUSE OF SEPARATION (Give reason, date of separation, and duration of separation. If separation was by Court order, 7. DATE OF BIRTH OF SURVIVING
attach a copy of such order.) SPOUSE (Mo., Day, Yr.)

8. CHILDREN OF THE DECEASED VETERAN (Natural, Step or Adopted) IN MY CUSTODY

DATE OF BIRTH | SOCIAL SECURITY PLACE OF BIRTH
FULL NAME (Mo, Day, Yr) NUMBER (City and Stats) RELATIONSHIP TO CLAIMANT

9. CLAIMANT'S CURRENT MAILING ADDRESS

10. CLAIMANT'S TELEPHONE NUMBERS (Including Area Code)
DAYTIME EVENING 11. 1 [] will [] willnot be changing my address.
12. CLAIMANT'S NEW ADDRESS 13. DATE OF ADDRESS CHANGE
14. 1 |:| want |:| do not want my VA payment to be directly deposited to my financial account.
15. ACCOUNT ACCOUNT NUMBER
[] cHECKING

I:l FINANCIAL INSTITUTION'S NINE-DIGIT ROUTING OR TRANSIT NUMBER
SAVING

| CERTIFY THAT the foregoing statements are true and complete to the best of my knowledge and belief.

16. SIGNATURE OF CLAIMANT 17. DATE SIGNED
18. NAME AND RANK OF MILITARY 19. TELEPHONE NUMBER OF CAO 20. E-MAIL ADDRESS OF CAO
CASUALTY ASSISTANCE OFFICER (CAO)

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.

VAFORM  21-534a




[image: image19.png]INSTRUCTIONS FOR VA FORM 21-534a

PRINT ALL ANSWERS CLEARLY.

SIGN AND DATE THE APPLICATION.

MAKE A PHOTOCOPY OF THIS APPLICATION AND EVERYTHING YOU SUBMIT TO
VA BEFORE YOU MAIL IT.

NOTE - All the information requested must be answered fully and clearly or action on your

claim may be delayed. If you do not know the answer, write "unknown."

SPECIFIC INSTRUCTIONS

ITEMS 1-2 - Self-explanatory.

ITEM 3 - Name of surviving spouse or person applying on behalf of minor children.
ITEMS 4-12 -Self-explanatory.

ITEM 13 - Expected date that new mailing address will be effective.

ITEMS 14-17 - Self-explanatory.

ITEMS 18-20 - To be completed by Military Casualty Assistance Officer.

MINORS AND INCOMPETENT PERSONS - If the person for whom the claim is being made is
a minor or incompetent person, the application should be completed and filed by the legal
guardian. If no legal guardian has been appointed, it may be completed and filed by some person
acting on behalf of the minor or incompetent person.

THIS FORM, ALONG WITH THE SERVICEMEMBER'S DD FORM 1300, REPORT OF
CASUALTY, SHOULD BE MAILED OR FAXED TO:

DEPARTMENT OF VETERANS AFFAIRS
REGIONAL OFFICE AND INSURANCE CENTER
P.O. BOX 8079

PHILADELPHIA, PA 19101

FAX NUMBER (215) 381-3084.

For assistance in completing this application, or information about VA benefits and services, call
us toll-free at 1-800-827-1000 (Hearing Impaired--TDD Line 1-800-829-4833).





specifies. 
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	1. Did the veteran ever file a claim with VA?

□
Yes
□
No  (If "Yes, " answer Item 2)
	2. What is the VA file number?



	3. Have you ever filed a claim with VA?

□
Yes
□
No
(If "Yes, " answer Items 4

through 6)
	4. What is the VA file number?



	5. Based on whose service was the claim was filed?

First
Middle
Last

	6. What is your relationship to that person?



	7. What is the veteran's name?

First
Middle
Last


□
No (If "Yes, " answer Item 9b)
1 1. What is the veteran's date of death?

Mother:




Father:








	24. What is your marital status? (Check one)


F Married and live with other parent of veteran 

	
F Married and live with spouse who is not the other parent of veteran 

	
F Divorced
What was the date of

divorce?



mo day yr

	
F Widowed
What was the date of

your spouse's death?



mo day yr

	
F Never married If never married, skip to Section VI. 

	25. What is your spouse's name?

First
Middle
Last


What was the date of


	
Sources of recurring monthly income
	
Parent
	Spouse
(if living together)

	34a. Social Security 
	
$ 
	
$ 

	34b. U.S. Civil Service 
	
	

	34c. U.S. Railroad Retirement 
	
	

	34d. Military Retirement 
	
	

	34e. Black Lung Benefits 
	
	

	34f. Other income received monthly (Please write source below)

	
	

	34g. Other income received monthly (Please write source below)

	
	



	
Sources of annual income
	
Parent
	Spouse
(if living together)

	35a. Gross wages and salary 
	
$ 
	
$ 

	35b. Total dividends and interest 
	
	

	35c. Life insurance 
	
	

	35d. Other income expected (Please write source below)

	
	

	$



	$



	$



	$



	

	
mo day yr

	

	
mo day yr

	

	
mo day yr

	

	
mo day yr

	
	
	

	
	
	

	
	
	

	
	
	


Account number


	40a. Signature of mother, foster mother,


guardian or custodian

	40b. Today's date


mo day yr

	41a. Signature of father, foster father,


guardian or custodian

	41b. Today's date


mo day yr



	
9A. DATE ENTERED ACTIVE SERVICE
	9B. SERVICE NO.
	9C. DATE SEPARATED FROM ACTIVE
SERVICE
	
9D. GRADE, RANK, OR RATING, ORGANIZATION



AND BRANCH OF SERVICE

	
	
	
	

	
	
	
	

	
	
	
	

	13A. 
	13B. 

	13C. 
	13D. 

	18A. SIGNATURE OF WITNESS

	18B. ADDRESS OF WITNESS (No. and street, city, State and ZIP Code)


	19A. SIGNATURE OF WITNESS

	19B. ADDRESS OF WITNESS (No. and street, city, State andZIP Code)






	
1. MILITARY ACTIVITY PREPARING THIS FORM 
	2. MILITARY ACTIVITY FORM IS TO BE MAILED TO FOR PAYMENT

	
a. NAME

	a. NAME


	
b. ADDRESS (Street, City, State and ZIP Code)

	b. ADDRESS (Street, City, State and ZIP Code)


	
6. PLACE OF DEATH (City, State, Country)

	7. DATE OF DEATH (YYYYMMDD)


	
B. NAME OF CLAIMANT (Last, First, Middle Initial)

	9. RELATIONSHIP


	1 1. GOVERNMENT CONTRACT FOR CARE OF REMAINS IN EFFECT AT PLACE OF DEATH

NO
YES (Enter name of contracting activity)   


	PART 11 - TO BE COMPLETED BY CLAIMANT (Proper completion will expedite settlement.)

	
a. Complete Items 12 and 13.

b. Complete either Item 14, 15, or 16.

(Do not complete more than one.)
c. Complete Item 17, when cost of shipment of remains is claimed in Item 15 or as Item 16.


d. Attach copies of bills for all amounts claimed.


a. Mail completed form to addressee shown in Item 2.





	INTERNET VERSION AVAILABLE - You may complete and send your application over the Internet at: www.gibill.va.gov 

	PART I - APPLICANT INFORMATION

	4. HAVE YOU RECEIVED AN INFORMATION PAMPHLET EXPLAINING SURVIVORS'AND DEPENDENTS EDUCATIONAL ASSISTANCE BENEFITS?


□
YES
□
NO

	PART 11 - INFORMATION CONCERNING DISABLED OR DECEASED VETERAN OR INDIVIDUAL ON ACTIVE DUTY

	5A. NAME OF VETERAN OR INDIVIDUAL ON ACTIVE DUTY ON WHOSE ACCOUNT BENEFITS ARE CLAIMED (FIRST- MIDDLE -LAST)


	PART III - SPECIAL INFORMATION CONCERNING APPLICANT

	10. IF YOU ARE THE SPOUSE OF A DISABLED VETERAN, IS A DIVORCE OR ANNULMENT PENDING?


□
YES
□
NO


□
MALE
□
FEMALE
□
YES
□
NO
□
YES
□
NO
□
SPOUSE
□
STEPCHILD
□
SURVIVING SPOUSE
□
ADOPTED CHILD
□
CHILD
□
DISABILITY COMPENSATION OR PENSION
□
DEPENDENTS'INDEMNITY COMPENSATION (DIC)

□
VETERANS' EDUCATION ASSISTANCE BASED ON YOUR OWN SERVICE (Specffy benefit)
□
VOCATIONAL REHABILITATION BENEFITS
□
SURVIVORS'AND DEPENDENTS EDUCATIONAL ASSISTANCE (Complete Items 14A and 14B)
□
OTHER (Specffy)
□
NONE

[image: image21.bmp]
	
PART IV - APPLICANT'S MILITARY SERVICE

	
an initial period. of active duty for training for a period of 3 months or more 15. HAVE YOU EVER SERVED ON ACTIVE DUTY IN THE ARMED FORCES? 8qcluding OR subsequent periods of active duty for training of 6 months or more) (f'N

□ YES
□
NO

	
16. INFORMATION ABOUT YOUR PERIODS OF ACTIVE DUTY



(Please complete Items 16A through 16D for each period of your active duty)

	
A.DATE ENTERED

ACTIVE DUTY
	
B.DATE SEPARATED

FROM ACTIVE DUTY
	
C. BRANCH OF SERVICE OR RESERVE



OR GUARD COMPONENT
	
D. CHARACTER OF

DISCHARGE

	
	
	
	

	
	
	
	

	
	
	
	

	ELEMENTARY

SCHOOL
	
	
	
	
	
	

	HIGH SCHOOL
	
	
	
	
	
	

	
COLLEGE
	
	
	
	
	
	

	VOCATIONAL

OR TRADE
	
	
	
	
	
	

	
OTHER
	
	
	
	
	
	

	
EMPLOYMENT
	
PRINCIPAL OCCUPATION
	NUMBER OF MONTHS EMPLOYED IN


THAT OCCUPATION
	
LICENSE OR RATING

	
	
	
	

	
	
	
	

	
PART VI - PROGRAM OF EDUCATION OR TRAINING

	20A. DO YOU KNOW YOUR EDUCATIONAL OR CAREER GOAL? (if"YES,"please specffy)

□ YES
□ NO

	

	


□
YES
□
NO
□
GRADUATED FROM HIGH SCHOOL
□
EXPECT TO GRADUATE
□
NEVER ATTENDED HIGH SCHOOL
□
DISCONTINUED HIGH SCHOOL
□
GED
□
COLLEGE OR OTHER SCHOOL
□
APPRENTICESHIP OR OTHER ON-THE-JOB TRAINING
□
LICENSING OR CERTIFICATION TEST
□
NATIONAL ADMISSION EXAMS OR NATIONAL EXAMS FOR CREDIT
□
CORRESPONDENCE COURSE (Spouse or surviving spouse only)

□
FARM COOPERATIVE

[image: image22.bmp]
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	20E. DO YOU KNOW THE DATE YOU WILL BEGIN YOUR SCHOOLING OR


TRAINING? (if, "YES,"specffy the date)
	ANTICIPATED BEGINNING DATE (MONTHNEAR) OF TRAINING



	20F. ARE YOU A HANDICAPPED CHILD 14 YEARS OR OLDER SPOUSE OR


SURVIVING SPOUSE SEEKING SPkIAL RESTORATIVE IrRAININ6


(See Instructions)

□
YES
□
NO
	20G. ARE YOU A HANDICAPPED CHILD SPOUSE OR SURVIVING

SPOUSE SEEKING SPECIALIZED VOCATIONAL TRAINING?



(See Instructions)

□
YES
□
NO

	
PART VII - ELECTION (CHILD ONLY)

	
IMPORTANT: You may not receive payments of Dependency and Indemnity Compensation (DIC) or Pension and you may not be claimed as a



dependent in a compensation claim while receiving Survivors'and Dependents' educational assistance (DEA). CAREFULLY READ THE



INSTRUCTIONS BEFORE COMPLETING TFHS ELECTION BLOCK. YOU ARE STRONGLY ENCOURAGED TO DISCUSS YOUR



ELECTION WITH A VA COUNSELOR.

	PART Vill - CERTIFICATION AND SIGNATURE OF APPLICANT

(All Applicants Must Complete This Part)

	I CERTIFY THAT all statements in my application are true and correct to the best of my knowledge and belief. 

	PENALTY: Willfully false statements as to a material fact in a claim for education benefits is a punishable offense and may result


in the forfeiture of these or other benefits and in criminal penalties.


□
YES
□
NO
□
PARENT
□
GUARDIAN
□
CUSTODIAN



	CT
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	NY
	OH
	PA
	RI

	VT
	VA
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	Co
	1A
	IL
	IN
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	KY
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	NIN

	mo
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	SD
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	AK
	AR
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	CA

	HI
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	LA
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	NV
	OK
	OR
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	TX
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	PR
	SC
	TN
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Islan s
	
	
	

	
	
	
	



CASUALTY ASSISTANCE OFFICER (CAO) AFTER ACTION REPORT

(ACTIVE DUTY DECEASED)

Part One

CAO’s NAME: ____________________________ Date briefed by the CAC: ___________________

Deceased’s Rank/Name: _____________________ Social Security Number_______________________

Unit and Station: ___________________________ Date of Death: ______________________________

Date of Interment: __________________________ Place of Interment: __________________________

____________________________________________________________________________________

Next of Kin being assisted:

Last Name, First Name, Middle Initial         Relationship         Date First Tel. Contact       Date First Visited

                                                      /                        /                                    /                         /  

                                                      /                        /                                    /                         /

                                                      /                        /                                    /                         /

                                                      /                        /                                    /                         /

                                                      /                        /                                    /                         /

                                                      /                        /                                    /                         /

                                                      /                        /                                    /                         /

                                                      /                        /                                    /                         /

NOK’s Confirmed Mailing 45-Day Address:

NOK’s Confirmed Residence 45-Day Address:

CASUALTY ASSISTANCE OFFICER (CAO) AFTER ACTION REPORT

(ACTIVE DUTY DECEASED)

Part Two

	Benefit/Entitlement
	Date

Applied/signed
	Date

NOK received
	Comments

	Death Gratuity
	
	
	

	Disposition of Remains
	
	
	

	Military Honors

(Honors Team/Flag Case/Lapel Pins)
	
	
	

	Reimbursement of Funeral Expenses
	
	
	

	AER Benefits/briefing
	
	
	

	Unpaid pay & allowance
	
	
	

	Educational Benefits 

(VEAP/GI Bill)
	
	
	

	Report of Casualty 

(DD Form 1300/DD Form 2064)

or Civilian Death Certificate
	
	
	

	Travel of Dependents
	
	
	

	Movement of Household Goods
	
	
	

	Claims for Loss/Destruction 

of Personal Property
	
	
	

	Servicemember’s  Group Life

Insurance (SGLI) and Private

Life Insurance
	
	
	

	Settlement of Accounts
	
	
	

	SBP
	
	
	

	Uniformed Services ID Card and 

TRICARE update
	
	
	

	Social Security Benefits
	
	
	

	Veterans Administration Benefits
	
	
	

	State Benefits
	
	
	

	Legal Assistance/Income Tax Benefits
	
	
	


CASUALTY ASSISTANCE OFFICER (CAO) AFTER ACTION REPORT

(ACTIVE DUTY DECEASED)

Part Three

Please answer the following questions:

What are your recommendations to improve the casualty assistance process?

What are your recommendations to improve casualty assistance training?

What resources or tools were particularly helpful to you? What tools could you use to better support a family?

By signing this form, the Casualty Assistance Officer acknowledges that all benefits/entitlements listed have been applied for and have been received or commenced flowing to the NOK.

	CAO’s Signature:

	Received at CAC by (Name/Grade):

	Date completed report is turned into the CAC:
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MONTH
	
DAY
	
YEAR
	
MONTH
	
DAY
	
YEAR

	
	
	
	
	
	

	13B. DAYTIME PHONE NO. OF PERSON TO CONTACT


FOR ADDITIONAL INFORMATION


	14. E-MAIL ADDRESS (Optional)



□
SECOND REQUEST
□
CORRECTED APPLICATION OR REPLACEMENT
□
CURRENTLY MARKED
□
□
F
□
□
F
□
(Specify)
□
□
□
''ro
□
B

□
G

□
F

□
Z

□
V

F

□
NEXT OF KIN
□
FUNERAL
□
OTHER (Specify)
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	2. APPLICANT'S BIRTH DATE

	9. DATE OF VETERAN'S DEATH


	NOTE: Ifyou have had active military duty complete Items 3A, 3B and 3C below.
	10. PERIODS OF DECEASED VETERAN'S MILITARY DUTY

	
A. FROM
	B. TO

	
	

	LOCATION OF VA OFFICE

	1 1 B.


	12A. HAVE YOU PREVIOUSLY RECEIVED A CERTIFICATE OF ELIGIBILITY FOR SUCH BENEFITS?

□ YES
□ NO (If ''Yes,'' complete Item 12B)
	12B.


	13A. HAVE YOU PREVIOUSLY SECURED A VA DIRECT, GUARANTEED OR INSURED LOAN?

□ YES
□ NO (If ''Yes,'' complete Item 13B)
	13B.


	Federal statutes provide severe penalties for fraud, intentional misrepresentation or criminal connivance or conspiracy to influence the issuance ofmy guaranty or

insurance or the granting of any loan by the Department of Veterans Affairs.

	
PART 11 - FOR VA USE ONLY

	
SECTION A


□
YES
□
NO (If ''Yes,'' complete Item 1 1B)
□
THE ABOVE NAMED DECEASED VETERAN SERVED ON ACTIVE DUTY
□
APPLICANT IS NOT ELIGIBLE (Ifthecked, complete Item 1813)

[image: image44.png]



on account of the death of:

1. Name of Decedent:


2. Address at Death:



4. Place of Birth:

5. Date of Death:


6. Date of Injury Resulting in Death:


7. Branch of Service (if on active duty as an Armed Forces member): 


10. Decedent’s Social Security Number:

14. Decedent’s Marital Status at time of death:


□
□

Name of Applicant:

Relationship, if any, to Decedent:

Applicant's Social Security Number:


Date of Application:


STATE OF

COUNTYOF

before me this

of

□

4. Approximate time of death or injury resulting in death:



�





�





1. NAME OF DECEASED (Last, First, Middle Initial)





2. RANK OF DECEASED





3. SSN OR SERVICE NUMBER OF DECEASED





4. NAME AND ADDRESS OF PADD





5. RELATIONSHIP TO DECEASED





6. DESIRED DISPOSITION OF REMAINS (Check and initial appropriate option)





OPTION 1





The remains be prepared, dressed, casketed and transported to the funeral home named below with subsequent interment in a


civilian cemetery. NAME AND ADDRESS OF FUNERAL HOME AND, IF KNOWN, CIVILIAN CEMETERY:





MY CHOICE OF CASKET IS: (Select one)





METAL





WOOD





(Initials





Reimbursement for interment expenses not to exceed $





OPTION 2





The remains be prepared, dressed, casketed and transported to the funeral home named below with subsequent interment in a


Government cemetery. NAME AND ADDRESS OF FUNERAL HOME AND GOVERNMENT CEMETERY:





MY CHOICE OF CASKET IS: (Select one)





METAL





WOOD





(Initials





Reimbursement for interment expenses not to exceed $





OPTION 3





The remains be prepared, dressed, casketed and transported direct to Government cemetery named below. NAME AND


ADDRESS OF GOVERNMENT CEMETERY:





MY CHOICE OF CASKET IS: (Select one)





METAL





WOOD





(Initials





Reimbursement for interment expenses not to exceed $





OPTION 4





I desire the remains be cremated. I authorize the U.S. Army to act as my agent in arranging the cremation.


I certify that I have the legal right to make this authorization and agree that I will hold the U.S. Army, my agent, harmless against


any liability on account of cremation. I also request that the inurned cremated remains be escorted by a military escort to:


(NAME AND ADDRESS OF FUNERAL HOME ANDIOR CEMETERY)





MY CHOICE OF URN IS: (Select one)





BRONZE





WOOD





(Initials





Reimbursement for interment expenses not to exceed amounts in options 1, 2, & 3 depending on interment in civilian or


government cemetery and use of funeral home or direct consignment to government cemetery.





OPTION 5





I desire to make all arrangements. Release remains to the following funeral home. NAME AND ADDRESS OF FUNERAL HOME:





(Initials





Reimbursement of transportation charges for transportation of remains not to exceed amount it would have cost the Government


to transport the remains.





OPTION 6





1, the undersigned, having the paramount right and responsibility to direct the disposition of the remains, HEREBY RELINQUISH


MY RIGHTS to direct the disposition of the remains. I understand that the right to direct disposition of the remains will pass to


the next person in order of precedence. I also certify that I have the legal right to make this authorization and release the U.S.


Army, its officers, agents and employees from any and all liability which may arise from this relinquishment.





(Initials





7. AUTHORIZATION: 1, the undersigned, authorize the release of remains and desire


disposition to be effected as indicated above.





a. DATE (YYYYMMDD)





DA FORM 7302, DEC 2000





DA FORM 7302-R, JAN 94, IS OBSOLETE





USAPA V1.00





POC





LODGING





f.





e.





d.REASON





M EANS/





15. ITINERARY





NO (Explain in Remarks)





YES





X one)





14. HAVE HOUSEHOLD GOODS BEEN SHIPPED?





UNACCOMPANIED





ACCOMPANIED





c. PAID BY





13. DEPENDENTS' ADDRESS ON RECEIPT OF


	ORDERS (Include Zip Code)





ADVANCES





AREA CODE





NUMBER





9. PREVIOUS GOVERNMENT PAYMENTS/





8. TRAVEL ORDER/AUTHORIZATION





7. DAYTIME TELEPHONE NUMBER &





1 0. FOR D.O. USE ONLY





e. E-MAIL ADDRESS





DLA





Dependent(s)





Other





PCS





d. ZIP CODE





c. STATE





b. CITY





6. ADDRESS. a. NUMBER AND STREET





Member/Employee





TDY





5. TYPE OF PAYMENT (X as applicable)





4. SSN





3. GRADE





2. NAME (Last, First, Middle Initial) (Print or type)





Payment by Check





SPLIT DISBURSEMENT: The Paying Office will pay directly to the Government Travel Charge Card (GTCC) contractor the portion of your reimbursement


representing travel charges for transportation, lodging, and rental car if you are a civilian employee, unless you elect a different amount. Military personnel are


required to designate a payment that equals the total of their outstanding government travel card balance to the GTCC contractor.





Transfer (EFT)





Electronic Fund





1. PAYMENT





Read Privacy Act Statement, Penalty Statement, and Instructions on back before


completing form. Use typewriter, ink, or ball point pen. PRESS HARD. DO NOT use


pencil. If more space is needed, continue in remarks.





TRAVEL VOUCHER OR SUBVOUCHER





Standard Form 1 1 99A





(Rev. June 1987)





OMB No. 1510-0007





Prescribed by Treasury





Department





Treasury Dept. Cir. 1076





DIRECT DEPOSIT SIGN-UP FORM





DIRECTIONS





• To sign up for Direct Deposit, the payee is to read the back of this 0 The claim number and type of payment are printed on Government





form and fill in the information requested in Sections 1 and 2. Then


take or mail this form to the financial institution. The financial


institution will verify the information in Sections 1 and 2, and will


complete Section 3. The completed form will be returned to the


Government agency identified below.





checks. (See the sample check on the back of this form.) This


information is also stated on beneficiary/annuitant award letters and


other documents from the Government agency.





• Payees must keep the Government agency informed of any address





• A separate form must be completed for each type of payment to be


	sent by Direct Deposit.





changes in order to receive important information about benefits


and to remain qualified for payments.





SECTION 1 (TO BE COMPLETED BY PAYEE)





F TYPE OF PAYMENT (Check only one)





Social Security





Fed. Salary/Mil. Civilian Pay





Supplemental Security Income





__1


__1


__1


__1





Mil. Active





Railroad Retirement





Mil. Retire.





Civil Service Retirement (OPM)





Mil. Survivor





VA Compensation or Pension





Other





(specify)





G THIS BOX FOR ALLOTMENT OF PAYMENT ONLY (if applicable)





TYPE





AMOUNT





PAYEE/JOINT PAYEE CERTIFICATION





JOINT ACCOUNT HOLDERS' CERTIFICATION (optional)





I certify that I am entitled to the payment identified above, and that I


have read and understood the back of this form. In signing this form, I


authorize my payment to be sent to the financial institution named


below to be deposited to the designated account.





I certify that I have read and understood the back of this form,


including the SPECIAL NOTICE TO JOINT ACCOUNT HOLDERS.





SECTION 2 (TO BE COMPLETED BY PA YEE OR FINANCIAL INSTITUTION)





GOVERNMENT AGENCY NAME





GOVERNMENT AGENCY ADDRESS





SECTION 3 (TO BE COMPLETED BY FINANCIAL INSTITUTION)





NAME AND ADDRESS OF FINANCIAL INSTITUTION





FINANCIAL INSTITUTION CERTIFICATION





I confirm the identity of the above-named payee(s) and the account number and title. As representative of the above-named financial


institution, I certify that the financial institution agrees to receive and deposit the payment identified above in accordance with 31 CFR


Parts 240, 209, and 21 0.





PRINT OR TYPE REPRESENTATIVE'S NAME





SIGNATURE OF REPRESENTATIVE





TELEPHONE NUMBER





DATE





Financial institutions should refer to the GREEN BOOK for further instructions.


THE FINANCIAL INSTITUTION SHOULD MAIL THE COMPLETED FORM TO THE GOVERNMENT AGENCY IDENTIFIED ABOVE.





NSN 7540-01-058-0224





GOVERNMENT AGENCY COPY





1199-204





USAPA V2.00





Standard Form 1 1 99A





(Rev. June 1987)





OMB No. 1510-0007





Prescribed by Treasury





Department





Treasury Dept. Cir. 1076





DIRECT DEPOSIT SIGN-UP FORM





DIRECTIONS





• To sign up for Direct Deposit, the payee is to read the back of this 0 The claim number and type of payment are printed on Government





form and fill in the information requested in Sections 1 and 2. Then


take or mail this form to the financial institution. The financial


institution will verify the information in Sections 1 and 2, and will


complete Section 3. The completed form will be returned to the


Government agency identified below.





checks. (See the sample check on the back of this form.) This


information is also stated on beneficiary/annuitant award letters and


other documents from the Government agency.





• Payees must keep the Government agency informed of any address





• A separate form must be completed for each type of payment to be


	sent by Direct Deposit.





changes in order to receive important information about benefits


and to remain qualified for payments.





SECTION 1 (TO BE COMPLETED BY PAYEE)





F TYPE OF PAYMENT (Check only one)





Social Security





Fed. Salary/Mil. Civilian Pay





Supplemental Security Income





__1


__1


__1


__1





Mil. Active





Railroad Retirement





Mil. Retire.





Civil Service Retirement (OPM)





Mil. Survivor





VA Compensation or Pension





Other





(specify)





G THIS BOX FOR ALLOTMENT OF PAYMENT ONLY (if applicable)





TYPE





AMOUNT





PAYEE/JOINT PAYEE CERTIFICATION





JOINT ACCOUNT HOLDERS' CERTIFICATION (optional)





I certify that I am entitled to the payment identified above, and that I


have read and understood the back of this form. In signing this form, I


authorize my payment to be sent to the financial institution named


below to be deposited to the designated account.





I certify that I have read and understood the back of this form,


including the SPECIAL NOTICE TO JOINT ACCOUNT HOLDERS.





SECTION 2 (TO BE COMPLETED BY PA YEE OR FINANCIAL INSTITUTION)





GOVERNMENT AGENCY NAME





GOVERNMENT AGENCY ADDRESS





SECTION 3 (TO BE COMPLETED BY FINANCIAL INSTITUTION)





NAME AND ADDRESS OF FINANCIAL INSTITUTION





FINANCIAL INSTITUTION CERTIFICATION





I confirm the identity of the above-named payee(s) and the account number and title. As representative of the above-named financial


institution, I certify that the financial institution agrees to receive and deposit the payment identified above in accordance with 31 CFR


Parts 240, 209, and 21 0.





PRINT OR TYPE REPRESENTATIVE'S NAME





SIGNATURE OF REPRESENTATIVE





TELEPHONE NUMBER





DATE





Financial institutions should refer to the GREEN BOOK for further instructions.


THE FINANCIAL INSTITUTION SHOULD MAIL THE COMPLETED FORM TO THE GOVERNMENT AGENCY IDENTIFIED ABOVE.





NSN 7540-01-058-0224





FINANCIAL INSTITUTION COPY





1199-204





USAPA V2.00





Standard Form 1 1 99A





(Rev. June 1987)





OMB No. 1510-0007





Prescribed by Treasury





Department





Treasury Dept. Cir. 1076





DIRECT DEPOSIT SIGN-UP FORM





DIRECTIONS





• To sign up for Direct Deposit, the payee is to read the back of this 0 The claim number and type of payment are printed on Government





form and fill in the information requested in Sections 1 and 2. Then


take or mail this form to the financial institution. The financial


institution will verify the information in Sections 1 and 2, and will


complete Section 3. The completed form will be returned to the


Government agency identified below.





checks. (See the sample check on the back of this form.) This


information is also stated on beneficiary/annuitant award letters and


other documents from the Government agency.





• Payees must keep the Government agency informed of any address





• A separate form must be completed for each type of payment to be


	sent by Direct Deposit.





changes in order to receive important information about benefits


and to remain qualified for payments.





SECTION 1 (TO BE COMPLETED BY PAYEE)





F TYPE OF PAYMENT (Check only one)





Social Security





Fed. Salary/Mil. Civilian Pay





Supplemental Security Income





__1


__1


__1


__1





Mil. Active





Railroad Retirement





Mil. Retire.





Civil Service Retirement (OPM)





Mil. Survivor





VA Compensation or Pension





Other





(specify)





G THIS BOX FOR ALLOTMENT OF PAYMENT ONLY (if applicable)





TYPE





AMOUNT





PAYEE/JOINT PAYEE CERTIFICATION





JOINT ACCOUNT HOLDERS' CERTIFICATION (optional)





I certify that I am entitled to the payment identified above, and that I


have read and understood the back of this form. In signing this form, I


authorize my payment to be sent to the financial institution named


below to be deposited to the designated account.





I certify that I have read and understood the back of this form,


including the SPECIAL NOTICE TO JOINT ACCOUNT HOLDERS.





SECTION 2 (TO BE COMPLETED BY PA YEE OR FINANCIAL INSTITUTION)





GOVERNMENT AGENCY NAME





GOVERNMENT AGENCY ADDRESS





SECTION 3 (TO BE COMPLETED BY FINANCIAL INSTITUTION)





NAME AND ADDRESS OF FINANCIAL INSTITUTION





FINANCIAL INSTITUTION CERTIFICATION





I confirm the identity of the above-named payee(s) and the account number and title. As representative of the above-named financial


institution, I certify that the financial institution agrees to receive and deposit the payment identified above in accordance with 31 CFR


Parts 240, 209, and 21 0.





PRINT OR TYPE REPRESENTATIVE'S NAME





SIGNATURE OF REPRESENTATIVE





TELEPHONE NUMBER





DATE





Financial institutions should refer to the GREEN BOOK for further instructions.


THE FINANCIAL INSTITUTION SHOULD MAIL THE COMPLETED FORM TO THE GOVERNMENT AGENCY IDENTIFIED ABOVE.





NSN 7540-01-058-0224





PAYEE(S) COPY





1199-204





USAPA V2.00





SF 1 1 99A (Back)





BURDEN ESTIMATE STATEMENT





The estimated average burden associated with this collection of information is 10 minutes per respondent or


recordkeeper, depending on individual circumstances. Comments concerning the accuracy of this burden estimate and


suggestions for reducing this burden should be directed to the Financial Management Service, Facilities Management


Division, Property & Supply Section, Room B-101, 3700 East-West Highway, Hyattsville, MD 20782 or the Office of


Management and Budget, Paperwork Reduction Project (1 510-0007), Washington, D.C. 20503.





PLEASE READ THIS CAREFULLY





	All information on this form, including the individual claim number, is required under 31 USC 3322, 31 CFR 209


and/or 210. The information is confidential and is needed to prove entitlement to payments. The information will


be used to process payment data from the Federal agency to the financial institution and/or its agent. Failure to


provide the requested information may affect the processing of this form and may delay or prevent the receipt of


payments through the Direct Deposit/Electronic Funds Transfer Program.





INFORMATION FOUND ON CHECKS





Most of the information needed to complete





boxes A, C, and F in Section 1 is printed on your


government check:





United States Treasury 15-51





000





Year





AUSTIN, TEXAS





Check No.





Ky





31





 08 r6~8_)





84





0000 415785





(A_~





Be sure that payee's name is written exactly as it ap-


pears on the check. Be sure current address is shown.





C





28





28





D





DOLLARS CTS





Pay to





$.***100





the order of





00





%V





Claim numbers and suffixes are printed here on checks


beneath the date for the type of payment shown here.


Check the Green Book for the location of prefixes and


suffixes for other types of payments.





F





NOT NEGOTIABLE





Type of payment is printed to the left of the amount.





':00000518': 041571926"





SPECIAL NOTICE TO JOINT ACCOUNT HOLDERS





Joint account holders should immediately advise both the Government agency and the financial institution of the





death of a beneficiary. Funds deposited after the date of death or ineligibility, except for salary payments, are to be


returned to the Government agency. The Government agency will then make a determination regarding survivor


rights, calculate survivor benefit payments, if any, and begin payments.





CANCELLATION





The agreement represented by this authorization remains in effect until cancelled by the recipient by notice to





the Federal agency or by the death or legal incapacity of the recipient. Upon cancellation by the recipient, the





recipient should notify the receiving financial institution that he/she is doing so.





	The agreement represented by this authorization may be cancelled by the financial institution by providing the


recipient a written notice 30 days in advance of the cancellation date. The recipient must immediately advise the


Federal agency if the authorization is cancelled by the financial institution. The financial institution cannot cancel


the authorization by advice to the Government agency.





CHANGING RECEIVING FINANCIAL INSTITUTIONS





The payee's Direct Deposit will continue to be received by the selected financial institution until the Government





agency is notified by the payee that the payee wishes to change the financial institution receiving the Direct


Deposit. To effect this change, the payee will complete a new SF 1 1 99A at the newly selected financial institution.


It is recommended that the payee maintain accounts at both financial institutions until the transition is complete, i.e.


after the new financial institution receives the payee's Direct Deposit payment.





FALSE STATEMENTS OR FRAUDULENT CLAIMS





Federal law provides a fine of not more than $10,000 or imprisonment for not more than five (5) years or both





for presenting a false statement or making a fraudulent claim.





YES





NO





YES





NO





YES





NO





VERIFICATION FOR SURVIVOR ANNUITY





PRIVACY ACT STATEMENT





AUTHORITY: Chapter 73, Title 10, U.S.Code, and E.O. 9397.


PRINCIPAL PURPOSE(S): To be used by surviving spouses, dependent children, surviving former spouses, and


natural interest persons to apply for an annuity under the Retired Serviceman's Family Protection Plan (RSFPP),


Survivor Benefit Plan (SBP), and/or Reserve Component Survivor Benefit Plan (RCSBP).





ROUTINE USE(S): None.





DISCLOSURE: Voluntary; however, refusal to certify identifying information may hinder the validating process


and cause difficulty in approving payment.





INSTRUCTIONS





Please verify that the information provided below is correct. Please provide any missing information and line


through and correct any errors. After verifying the information provided, please sign the form below and return


it to: Defense Finance and Accounting Service (DFAS), U.S. Military Annuitant Pay, P.O. Box 7131, London, KY


40742-7131 or fax it to DFAS toll-free at 1-800-982-8459. If you have questions or need assistance


completing this form, please contact DFAS toll-free at 1-800-321-1080.





1. DECEASED MEMBER DATA VERIFICATION





a. DECEASED MEMBER'S NAME (Last, First, Middle Initial)





b. SOCIAL SECURITY NUMBER





c. DATE OF BIRTH wyyymm=





d. DATE OF DEATH (yyyymmDD)





e. BRANCH OF SERVICE





f. RANK/RATE





2. CLAIMANT VERIFICATION





a. CLAIMANT'S NAME (Last, First, Middle Initial)





b. SOCIAL SECURITY NUMBER





c. DATE OF BIRTH wyyymm=





d. TELEPHONE (Include Area Code)





e. CITIZEN OF (Country)





f. TYPE OF BENEFIT


CLAIMED (Xone)





SBP





g. RELATIONSHIP TO DECEDENT (Xone)





RCSBP





SPOUSE





CHILD





FORMER SPOUSE





INSURABLE INTEREST





RSFPP





a. I CERTIFY THAT I WAS LEGALLY MARRIED TO THE MEMBER ON THE DATE OF DEATH:





(1) If YES, please verify date of marriage to member:


	(If blank or incorrect, please provide correct marriage date)





(2) If NO, please provide the date of divorce: (YYYYMMDD)





b. ARE THERE CHILDREN UNDER AGE 23 OR INCAPACITATED OF THE DECEASED MEMBER?


	(If YES, please provide the following for each childj





	I understand that my annuity may be affected if I am receiving any other military survivor annuity of any kind


from this deceased member or any other deceased member. I also understand that I am obligated to notify DFAS


of any other annuities that might affect my entitlement.





c. ARE YOU RECEIVING ANY OTHER ANNUITY FROM DFAS BASED ON THE MILITARY RECORD


	OF ANY OTHER DECEASED MILITARY RETIREE? (If YES, please provide the following.)





(1 ) Name of Deceased Retiree (Last, First, Middle





(2) SSN





(3) Coverage Type





(4) Monthly Benefit





Initial)





SBP





Amount





RSFPP





$





DID FORM 2656-7, JUN 2005





PREVIOUS EDITION IS OBSOLETE.





Form Flow/Adobe Professional 6.0





YES





NO





YES





NO





YES





NO





DECEASED MEMBER'S NAME (Last, First, Middle Initial)





SOCIAL SECURITY NUMBER





4. THE FOLLOWING SECTION APPLIES TO CHILD APPLICANTS ONLY





a. ARE YOU MARRIED?





b. IF YOU ARE 18 YEARS OF AGE OR OLDER,


	ARE YOU A FULL-TIME STUDENT?





5. THE FOLLOWING SECTION APPLIES TO FORMER SPOUSE APPLICANTS ONLY





a. DATE OF DIVORCE FROM DECEASED MEMBER


	(YYYYMMDD)





b. DATE OF REMARRIAGE (If applicable) (YYYYMMDD)





6. STATEMENT OF UNDERSTANDING - DEPENDENCY AND INDEMNITY COMPENSATION (DIC)


	(This applies to spouse applicants only.)





	The surviving spouse of a deceased member may be eligible for DIC, payable by the Department of Veterans


Affairs (VA) if the member dies from a disease or injury incurred or aggravated in the line of duty while on active


duty, active duty for training, or inactive duty for training. A spouse receiving DIC may not receive the full


amount of an annuity under SBP, or RCSBP. In order to eliminate problems resulting from an annuity


overpayment due to concurrent DIC payments, a statement of understanding is provided for your signature.





I UNDERSTAND THAT:





-





I cannot receive both the full amounts of my annuity and DIC from the same deceased member.





-





DFAS will establish my annuity in full if DIC or other survivor annuity payments data, as may be applicable,


is not known at time of establishment.





-





I am only entitled to the amount of the annuity that exceeds the DIC payment that may be payable, or the


DIC only if that payment is greater than the annuity. Note: All SBP premiums paid will be refunded if the


SBP annuity is not payable because the DIC payment is greater. In cases where the annuity is greater than


the DIC payment, the cost will be recalculated and the difference between the SBP premiums paid and the


recalculated cost will be refunded.





-





If any overpayment of benefits occurs as the result of being awarded DIC, my signature on this statement


authorizes the VA to repay DFAS the amount of the overpayment from the DIC payments to which I am or


may become eligible.





-





In the event I apply to the VA for DIC, I agree to notify DFAS of that application to include the address of


the VA Office applied to, VA Claim number, and if applicable, the amount of award.





a. HAVE YOU APPLIED OR DO YOU INTEND TO APPLY TO THE VETERAN'S ADMINISTRATION


	(VA) FOR BENEFITS? (If YES, please provide the following.)





(1) VA Claim Number





(2) VA Monthly Award





(3) Mailing Address of VA Office Handling Your Account (Street, City, State,





Amount





ZIP Code)





$





7. CLAIM CERTIFICATION AND SIGNATURE (To be completed by ALL applicants)





	The claimant or authorized representative must sign. The signature must be that of: the applicant; or for the


annuitant by: the custodial natural parent or the legal representative; guardian; or custodian. Failure to sign will


delay payment of the annuity.





a. SIGNATURE OF APPLICANT OR LEGAL REPRESENTATIVE (If applicable)





b. DATE SIGNED (YYYYMMDD)
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Form





WAP





Withholding Certificate for





OMB No. 1545-0415





Department of the Treasury


Internal Revenue Service





Pension or Annuity Payments





0 5





Purpose. Form W-4P is for U.S. citizens, resident aliens, or their


estates who are recipients of pensions, annuities (including


commercial annuities), and certain other deferred compensation.


Use Form W-4P to tell payers the correct amount of federal income


tax to withhold from your payment(s). You also may use Form


W-4P to choose (a) not to have any income tax withheld from the


payment (except for eligible rollover distributions, or payments to


U.S. citizens delivered outside the United States or its possessions)





pages 3 and 4. Your previously filed Form W-4P will remain in


effect if you do not file a Form W-4P for 2005.





What do I need to do? Complete lines A through G of the





Personal Allowances Worksheet. Use the additional





or (b) to have an additional amount of tax withheld.





Your options depend on whether the payment is periodic,





worksheets on page 2 to adjust your withholding allowances for


itemized deductions, adjustments to income, certain credits, or


multiple pensions/more-than-one-income situations. If you do


not want any income tax withheld, you can skip the worksheets


and go directly to the Form W-4P below.





Personal Allowances Worksheet (Keep for your records.)





A Enter “1 ” for yourself if no one else can claim you as a dependent





A





You are single and have only one pension; or


You are married, have only one pension, and your





B Enter “1 ” if:





spouse has no income subject to withholding; or





B





Your incomefrom a second pension or ajob, oryour spouse’s


pension or wages (or the total of all) is $1,000 or less.





C Enter “1 ” for your spouse. But, you may choose to enter “-0-” if you are married and have either a spouse who





has income subject to withholding or you have more than one source of income subject to withholding. (Entering


“-0-” may help you avoid having too little tax withheld.)





C





D Enter number of dependents (other than your spouse or yourself) you will claim on your tax return


E Enter “1” if you will file as head of household on your tax return





....





D





E





F Child Tax Credit (including additional child tax credit):





• If your total income will be less than $54,000 ($79,000 if married), enter “2” for each eligible child.





.............





• If your total income will be between $54,000 and $84,000 ($79,000 and $119,000 if married), enter “1 ” for each


eligible child plus “1 ” additional if you have four or more eligible children





F





on your tax return.)





...............................





G





F 0 If you plan to itemize or claim adjustments to income and want to reduce your withholding,





For





see the Deductions and Adjustments Worksheet on page 2.





accuracy,





complete





• If you have more than one source of income subject to withholding or a spouse with income





all





worksheets





subject to withholding and your combined income from all sources exceeds $35,000 ($25,000 if


married), see the Multiple Pensions/More-Than-One-Income Worksheet on page 2 to avoid





that apply.





having too little tax withheld.





	• If neither of the above situations applies, stop here and enter the number from line G on line 2


~ of Form W-4P below.





Cut here and give Form W-4P to the payer of your pension or annuity. Keep the top part for your records.





Form





WAP





Withholding Certificate for





OMB No. 1545-0415





Department of the Treasury


Internal Revenue Service





	Pension or Annuity Payments


For Privacy Act and Paperwork Reduction Act Notice, see page 4.





0 5





Type or print your full name





Your social security number





.





.





.





.





Claim or identification number


(if any) of your pension or


annuity contract





Complete the following applicable lines.


1 Check here if you do not want any federal income tax withheld from your pension or annuity. (Do not complete lines 2 or 3.)





annuity payment. (You may also designate an additional dollar amount on line 3.)





..........





Marital status:





(Enter number





3 Additional amount, if any, you want withheld from each pension or annuity payment. (Note. For periodic payments,





of allowances.)





you cannot enter an amount here without entering the number (including zero) of allowances on line 2.)





$





Your signature





Date





Cat. No. 10225T





Form W-4P (2005)
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Deductions and Adjustments Worksheet





Note. Use this worksheet only if you plan to itemize deductions, claim certain credits, or claim adjustments to income on





your 2005 tax return.





1 Enter an estimate of your 2005 itemized deductions. These include qualifying home mortgage interest,





charitable contributions, state and local taxes, medical expenses in excess of 7.5% of your income, and


miscellaneous deductions. (For 2005, you may have to reduce your itemized deductions if your income





I





I





is over $145,950 ($72,975 if married filing separately). See Worksheet 3 in Pub. 919 for details.)





1 $





2 Enter:





$10,000 if married filing jointly or qualifying widow(er)


$ 7,300 if head of household





2 $





$ 5,000 if single





$ 5,000 if married filing separately





3 Subtract line 2 from line 1. If line 2 is greater than line 1, enter “-0-”





3 $





4 Enter an estimate of your 2005 adjustments to income, including alimony, deductible IRA contributions,


	and student loan interest





4 $





5 Add lines 3 and 4 and enter the total. (Include any credit amounts from Worksheet 7 in Pub. 919.)


6 Enter an estimate of your 2005 income not subject to withholding (such as dividends or interest)


7 Subtract line 6 from line 5. Enter the result, but not less than “-0-”





5 $





6 $





7 $





8 Divide the amount on line 7 by $3,200 and enter the result here. Drop any fraction


9 Enter the number from the Personal Allowances Worksheet, line G, page 1





.......





8





9





10 Add lines 8 and 9 and enter the total here. If you use the Multiple Pensions/More-Than-One-Income


	Worksheet, also enter this total on line 1 below. Otherwise, stop here and enter this total on Form





............................





10





Multiple Pensions/More-Than-One-Income Worksheet





Note. Complete only if the instructions under line G, page 1, direct you here. This applies if you (and your spouse if married filing a joint return) have more


than one source of income subject to withholding (such as more than one pension, or a pension and a job, or you have a pension and your spouse works).





........





3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter


	“-0-”) and on Form W-4P, line 2, page 1. Do not use the rest of this worksheet





3





“-0-” on Form W-4P, line 2, page 1. Complete lines 4–9 below to calculate the additional





Note. If line 1 is less than line 2, enter


withholding amount necessary to avoid a year-end tax bill.


	4 Enter the number from line 2 of this worksheet


	5 Enter the number from line 1 of this worksheet


	6 Subtract line 5 from line 4





4





............





5





6





7 Find the amount in Table 2 below that applies to the HIGHEST paying pension or job and enter it here 7 $





8 Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed





8 $





9 Divide line 8 by the number of pay periods remaining in 2005. For example, divide by 12 if you are paid





every month and you complete this form in December 2004. Enter the result here and on Form W-4P,





.......





9 $





Table 1: Multiple Pensions/More-Than-One-Income Worksheet





Married Filing Jointly





All Others





If amount from HIGHEST





AND, amount from LOWEST


paying pension or job is—





Enter on





If amount from HIGHEST





AND, amount from LOWEST


paying pension or job is—





Enter on





If amount from LOWEST





Enter on





paying pension or job is—





line 2 above





paying pension or job is—





line 2 above





paying pension or job is—





line 2 above





$0 -$40,000





$0 - $4,000





0


1


2


3





$40,001 and over





$30,001 - $36,000





6


7


8


9





$0-$6,000





4,001 - 8,000





36,001 - 45,000





6,001 - 12,000





8,001 - 18,000





45,001 - 50,000





12,001 - 18,000





18,001 and over





50,001 - 60,000





18,001 - 24,000





60,001 - 65,000





1


0





24,001 - 31,000





$40,001 and over





$0 - $4,000





65,001 - 75,000





1





1





31,001 - 45,000





4,001 - 8,000





0


1


2


3


4


5





75,001 - 90,000





1





2





45,001 - 60,000





8,001 - 18,000





90,001 - 100,000





1


3





60,001 - 75,000





18,001 - 22,000





100,001 - 115,000





1





4





75,001 - 80,000





22,001 - 25,000





115,001 and over





1


5





80,001 - 100,000





0


1


2


3


4


5


6


7


8


9





25,001 - 30,000





100,001 and over





10





Table 2: Multiple Pensions/More-Than-One-Income Worksheet





Married Filing Jointly





All Others





Form W-4P (2005)
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Additional Instructions


Section references are to the Internal Revenue Code.





When should I complete the form? Complete Form W-4P


and give it to the payer as soon as possible. Get Pub. 919,


How Do I Adjust My Tax Withholding? to see how the dollar


amount you are having withheld compares to your projected


total federal income tax for 2005. You may also use the





Caution. There are penalties for not paying enough federal


income tax during the year, either through withholding or


estimated tax payments. New retirees, especially, should see


Pub. 505. It explains your estimated tax requirements and


describes penalties in detail. You may be able to avoid


quarterly estimated tax payments by having enough tax


withheld from your pensi . on or annuity using Form W-4P.





Withholding Calculator on the IRS website at





�HYPERLINK http://www.irs.gov/individuals��www.irs.gov/individuals� for help in determining how many


withholding allowances to claim on your Form W-4P.





Multiple pensions/more than one income. To figure the


number of allowances that you may claim, combine


allowances and income subject to withholding from all


sources on one worksheet. You may file a Form W-4P with


each pension payer, but do not claim the same allowances


more than once. Your withholding will usually be more


accurate if you claim all allowances on the Form W-4P for


the highest source of income subject to withholding.





Periodic payments. Withholding from periodic payments of


a pension or annuity is figured in the same manner as


withholding from wages. Periodic payments are made in


installments at regular intervals over a period of more than 1


year. They may be paid annually, quarterly, monthly, etc.





Other income. If you have a large amount of income from


other sources not subject to withholding (such as interest,


dividends, or capital gains), consider making estimated tax


payments using Form 1040-ES, Estimated Tax for


Individuals. Call 1-800-TAX-FORM (1-800-829-3676) to get


Form 1040-ES and Pub. 505, Tax Withholding and Estimated


Tax. You can also get forms and publications from the IRS


website at �HYPERLINK http://www.irs.gov.��www.irs.gov.�





	If you want federal income tax to be withheld, you must


designate the number of withholding allowances on line 2 of


Form W-4P. Under current law, you cannot designate a


specific dollar amount to be withheld. However, you can


designate an additional amount to be withheld on line 3. If


you do not want any federal income tax withheld from your


periodic payments, check the box on line 1 of Form W-4P


and submit the form to your payer.





Caution. If you do not submit Form W-4P to your payer, the


payer must withhold on periodic payments as if you are


married claiming three withholding allowances. flowances. Generally, this


means that tax will be withheld if your pension or annuity is at


least $1,480 a month.





Note. Social security and railroad retirement payments may





be includible in income. See Form W-4V, Voluntary





Withholding Request, for information on voluntary withholding


from these payments.





If you submit a Form W-4P that does not contain your


correct taxpayer identification number (TIN), the payer must


withhold as if you are single claiming zero withholding


allowances even if you choose not to have income tax


withheld.





Withholding From Pensions and Annuities





Generally, federal income tax withholding applies to the


taxable part of payments made from pension, profit-sharing,


stock bonus, annuity, and certain deferred compensation


plans; from individual retirement arrangements (IRAs); and





from commercial annuities. The method and rate of





	There are some kinds of periodic payments for which you


cannot use Form W-4P because they are already defined as


wages subject to income tax withholding. These payments


include retirement pay for service in the U.S. Armed Forces


and payments from certain nonqualified deferred


compensation plans and compensation plans of exempt


organizations described in section 457. Your payer should be


able to tell you whether Form W-4P applies.





withholding depends on (a) the kind of payment you receive,


(b) whether the payments are delivered outside the United


States or its possessions, and (c) whether the recipient is a


nonresident alien individual, a nonresident alien beneficiary, or


a foreign estate. Qualified distributions from a Roth IRA are


nontaxable and, therefore, not subject to withholding. See


page 4 for special withholding rules that apply to payments


outside the United States and payments to foreign persons.





	For periodic payments, your Form W-4P stays in effect


until you change or revoke it. Your payer must notify you


each year of your right to choose not to have federal income


tax withheld or to change your choice.





	Because your tax situation may change from year to year,


you may want to refigure your withholding each year. You


can change the amount to be withheld by using lines 2 and 3


of Form W-4P.





Choosing not to have income tax withheld. You (or in the


event of death, your beneficiary or estate) can choose not to


have income tax withheld from your payments by using line 1


of Form W-4P. For an estate, the election to have no income


tax withheld may be made by the executor or personal


representative of the decedent. Enter the estate’s EIN in the


area reserved for “Your social security number” on Form W-4P.





Nonperiodic payments—10% withholding. Your payer must


withhold at a flat 10% rate from nonperiodic payments (but


see Eligible rollover oflover distribution—20% withholding on page 4)


unless you choose not to have federal income tax withheld.


Distributions from an IRA that are payable on demand are


treated as nonperiodic payments. You can choose not to


have income tax withheld from a nonperiodic payment by


submitting Form W-4P (containing your correct TIN) to your


payer and checking the box on line 1. Generally, your choice


not to have income tax withheld will apply to any later


payment from the same plan. You cannot use line 2 for


nonperiodic payments. But you may use line 3 to specify an


additional amount that you want withheld.





	You may not make this choice for eligible rollover


distributions. See Eligible rollover oflover distribution—20%


withholding on page 4.





Caution. If you submit a Form W-4P that does not contain


your correct TIN, the payer cannot honor your request not to


have income tax withheld and must withhold 10% of the


payment for federal income tax.
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Eligible rollover distribution—20% withholding.


Distributions you receive from qualified pension or annuity


plans (for example, 401(k) pension plans, IRAs, and section


457(b) plans maintained by a governmental employer) or


tax-sheltered annuities that are eligible to be rolled over tax


free to an IRA or qualified plan are subject to a flat 20%


withholding rate. The 20% withholding rate is required, and


you cannot choose not to have income tax withheld from


eligible rollover distributions. See Pub. 505 for details. Do not


give Form W-4P to your payer unless you want an additional


amount withheld. Then, complete line 3 of Form W-4P and


submit the form to your payer.





Statement of Federal Income Tax Withheld


From Your Pension or Annuity





Note. The payer will not withhold income tax if the entire


distribution is transferred by the plan administrator in a direct





By January 31 of next year, your payer will furnish a


statement to you on Form 1099-R, Distributions From


Pensions, Annuities, Retirement or Profit-Sharing Plans, IRAs,


Insurance Contracts, etc., showing the total amount of your


pension or annuity payments and the total federal income tax


withheld during the year. If you are a foreign person who has


provided your payer with Form W-8BEN, your payer instead


will furnish a statement to you on Form 1042-S, Foreign


Person’s U.S. Source Income Subject to Withholding, by


March 15 of next year.





rollover to a traditional IRA, qualified pension plan,





governmental section 457(b) plan (if allowed by the plan), or


tax-sheltered annuity.





Privacy Act and Paperwork Reduction Act


Notice





Changing Your “No Withholding” Choice





Periodic payments. If you previously chose not to have


income tax withheld and you now want withholding,


complete another Form W-4P and submit it to your payer. If


you want income tax withheld at the rate set by law (married


with three allowances), write “Revoked” next to the checkbox


on line 1 of the form. If you want tax withheld at any different


rate, complete line 2 on the form.





Nonperiodic payments. If you previously chose not to have


income tax withheld and you now want withholding, write


“Revoked” next to the checkbox on line 1 and submit Form


W-4P to your payer.





We ask for the information on this form to carry out the


Internal Revenue laws of the United States. You are required


to provide this information only if you want to (a) request


federal income tax withholding from periodic pension or


annuity payments based on your withholding allowances and


marital status, (b) request additional federal income tax


withholding from your pension or annuity, (c) choose not to


have federal income tax withheld, when permitted, or (d)


change or revoke a previous Form W-4P. To do any of the


aforementioned, you are required by sections 3405(e) and


6109 and their regulations to provide the information


requested on this form. Failure to provide this information


may result in inaccurate withholding on your payment(s).





Payments to Foreign Persons and


Payments Outside the United States





Unless you are a nonresident alien, withholding (in the


manner described above) is required on any periodic or


nonperiodic payments that are delivered to you outside the


United States or its possessions. You cannot choose not to


have income tax withheld on line 1 of Form W-4P. See Pub.


505 for additional details.





	Routine uses of this information include giving it to the


Department of Justice for civil and criminal litigation, and to


cities, states, and the District of Columbia for use in


administering their tax laws. We may also disclose this


information to other countries under a tax treaty, to federal


and state agencies to enforce federal nontax criminal laws, or


to federal law enforcement and intelligence agencies to





combat terrorism.





	In the absence of a tax treaty exemption, nonresident


aliens, nonresident alien beneficiaries, and foreign estates


generally are subject to a 30% withholding tax under section


1441 on the taxable portion of a periodic or nonperiodic


pension or annuity payment that is from U.S. sources.


However, most tax treaties provide that private pensions and


annuities are exempt from withholding and tax. Also,


payments from certain pension plans are exempt from


withholding even if no tax treaty applies. See Pub. 515,


Withholding of Tax on Nonresident Aliens and Foreign


Entities, and Pub. 519, U.S. Tax Guide for Aliens, for details.


A foreign person should submit Form W-8BEN, Certificate of


Foreign Status of Beneficial Owner for United States Tax


Withholding, to the payer before receiving any payments. The


Form W-8BEN must contain the foreign person’s TIN.





	You are not required to provide the information requested


on a form that is subject to the Paperwork Reduction Act


unless the form displays a valid OMB control number. Books


or records relating to a form or its instructions must be


retained as long as their contents may become material in


the administration of any Internal Revenue law. Generally, tax


returns and return information are confidential, as required by


section 6103.





The time needed to complete this form will vary depending





on individual circumstances. The estimated average time is:





Recordkeeping





.............





39 min.





Learning about the


law or the form





.............





24 min.





Preparing and sending the form





.......





59 min.





	If you have comments concerning the accuracy of these


time estimates or suggestions for making this form simpler,


we would be happy to hear from you. You can write to:


Internal Revenue Service, Tax Products Coordinating


Committee, SE:W:CAR:MP:T:T:SP, 1 1 1 1 Constitution Ave.


NW, IR-6406, Washington, DC 20224. Do not send Form


W-4P to this address. Instead, submit it to your payer.





G)
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	Veterans Affairs





General Instructions





For Application for Dependency and Indemnity Compensation by Parent(s) (Including Accrued Benefits and


Death Compensation when Applicable)


VA Form 21-535





Note: Read very carefully, detach, and keep these instructions for your reference.





A. How can I contact VA if I have questions?





If you have any questions about this form, how to fill it


out, or about VA benefits, contact your nearest VA


regional office. You can locate the address of the nearest


regional office in your telephone book blue pages under


"United States Government, Veterans" or call 1-800-827-





Benefit rates and income limits are frequently changed, so


it is not possible to keep this information current in these


instructions. You can find out what the current income


limitations and rates of benefits are by contacting your


nearest VA regional office.





1 000 (Hearing Impaired TDD line 1-800-829-4833). You





may also contact VA by Internet at �HYPERLINK https://iris.va.gov.��https://iris.va.gov.�





Note. Unless a claim for DIC is filed within one year from


the date of the veteran's death, that benefit is not payable


from a date earlier than the date VA receives the claim.





B. What is the purpose of VA Form 21-535?





Use VA Form 21-535 to apply for:





E. How do I apply for the aid and attendance


allowance?





VA benefits you may be entitled to receive as the


surviving parent(s) of a deceased veteran


Any money VA owes the veteran but did not pay


prior to his/her death (accrued benefits).





this benefit, check ''yes





VA may pay a higher rate of DIC to a surviving parent


who is blind, a patient in a nursing home, or otherwise


needs regular aid and attendance. If you wish to apply for


	" for Item 29.





If you apply for one of these benefits, the law requires that


we also consider your entitlement for the other.





F. How do I complete my application?





C. What is the purpose of the attached SSA-24 form?





You can apply for Social Security benefits by using the


SSA-24 form attached to this VA form (see pages 7 and


8). You don't have to apply if you don't want to or have


already done so. If you do want to apply, fill it out and


leave it attached. We will send it to the Social Security


Administration for you. They will then contact you.





Print all answers clearly. If an answer is "none" or "0,"


write that. Your answer to every question is important to


help us complete your claim. If you do not know the


answer, write "unknown." For additional space, use Item


44, "Remarks, " or attach a separate sheet, indicating the


item number to which the answers apply. Make sure you


sign and date this application (Items 40a through 41b).





D. What is dependency and indemnity compensation


(DIC), and how does VA decide what I will or will not


receive?





DIC may be payable to parent(s) when:





0





a veteran's death occurred in service, or


a veteran dies of a service-connected disability,





Note: If the claim is being made on behalf of an


incompetent person, the application form should be


completed and filed by the legal guardian. If no legal


guardian has been appointed, it may be completed and


filed by some person acting on behalf of the


incompetent person.





AND





your income is limited.





G. What do I do when I have completed my


application?





VA pays Parents'DIC based on the amount of the


claimant' s countable income and whether the claimant is





the sole surviving parent of the veteran or one of two


parents. This is based on law. If the claimant is married


and lives with his/her spouse, the claimant's and the


spouse's income are counted. VA must include as income


payments received from all sources that Federal law





When you have completed this application, mail it or take


it to a VA regional office. Be sure to attach any materials


that support and explain your claim. Also, make a


photocopy of your application and everything that you


submit to VA before mailing it.
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H. How can I assign someone to act as my


representative?





A representative can be an accredited member of an


accredited organization or other service organization that


the Secretary of Veterans Affairs recognizes, an agent


recognized by VA, or a licensed lawyer. If you appeal the


decision, agents and attorneys can charge you for services


that you receive from them only after the Board of


Veterans' Appeals (BVA) gives you its final decision


about your application. That means you can use an


attorney during any stage of your application for benefits;


however, the agent or attorney cannot charge you for


services unless you are trying to resolve a dispute with VA


after BVA has made a decision about your claim.





or VA Form 22a, Appointment ofIndividual as Claimant's


Representative. You may also download these forms at


�HYPERLINK http://www.va.gov/vaforms/��http://www.va.gov/vaforms/�. If you have already


designated a representative, no further action is required


on your part.





I. What if I believe that VA has made an error in


processing or deciding my benefits?





If you want to use a representative to help you with your


application, contact the nearest VA regional office.


Depending on the type of representative you want to


designate, we will send you one of the following forms:


VA Form 21-22, Appointment of Veterans Service


Organization as Claimant's Representative,





You can ask for a personal hearing at any time during the


processing of your claim. That means you can ask for the


hearing while VA is processing your claim or after VA has


made a decision. You should contact the nearest VA


regional office and tell them that you want a personal


hearing on your case. Someone in the local VA regional


office will arrange a time and a place for your hearing. At


this hearing, you may bring witnesses. VA will record


whatever you and your witnesses say during the hearing


and include it in the official record. VA will furnish the


hearing room and officials, and prepare a transcript of the


hearing. VA cannot pay your expenses or the expenses of


anyone you want to bring with you to the hearing.





Privacy Act Notice: The VA will not disclose information collected on this form to any source other than what has been


authorized under the Privacy Act of 1974 or Title 5, Code of Federal Regulations 1.526 for routine uses (i.e., civil or criminal


law enforcement, congressional communications, epidemiological or research studies, the collection of money owed to the


United States, litigation in which the United States is a party or has an interest, the administration of VA programs and


delivery of VA benefits, verification of identity and status, and personnel administration) as identified in the VA system of


records, 58VA21/22 Compensation, Pension, Education, and Rehabilitation Records - VA, and published in the Federal


Register. Your obligation to respond is required to obtain or retain benefits. Giving us your SSN account information is


mandatory. Applicants are required to provide their SSN under Title 38 USC 5101 (c) (1). The VA will not deny an


individual benefits for refusing to provide his or her SSN unless the disclosure of the SSN is required by Federal Statute of


law in effect prior to January 1, 1975, and still in effect. The requested information is considered relevant and necessary to


determine maximum benefits under the law. Information that you furnish may be utilized in computer matching programs


with other Federal or state agencies for the purpose of determining your eligibility to receive VA benefits, as well as to


collect any amount owed to the United States by virtue of your participation in any benefit program administered by the


Department of Veterans Affairs.





Respondent Burden: We need this information to determine eligibility for death benefits and accrued benefits under 38


U.S.C. 1121, 1310, 1315, and 5121. Title 38, United States Code, allows us to ask for this information. We estimate that


you will need an average of 1 hour and 12 minutes to review the instructions, find the information and complete this form.


VA cannot conduct or sponsor a collection of information unless a valid OMB control number is displayed. You are not


required to respond to a collection of information if this number is not displayed. Valid OMB control numbers can be


located on the OMB Internet Page at �HYPERLINK http://www.whitehouse.gov/library/omb/ombinvc.html#va��www.whitehouse.gov/library/omb/OMBINVC.html#VA�. If desired, you can call


1-800-827-1000 to get information on where to send comments or suggestions about this form.
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Respondent Burden: 1 hour and 12 minutes





DO NOT WRITE IN





THIS SPACE





Application for Dependency and Indemnity Compensation by Parent(s) (Including Accrued


Benefits and Death Compensation when Applicable), VA Form 21-535





(VA DATE STAMP)





Please read the attached "General Instructions" before you fill out this form.





SECTION





I





Tell us what you





and the deceased





veteran have





applied for





SECTION





II





Tell us





Suffix (If applicable)





aboutyou





8. What is the veteran's Social Security number (SSN)?





9a. Did the veteran serve under another name?





and the





F Yes





deceased





9b. Please list the other name(s) the veteran


	served under





I 0. What is the veteran's date of birth?





veteran





mo day yr





Attach a copy of the





death certificate unless





the veteran died while





mo day yr





serving in the Army,





Navy, Air Force,





Marine Corps, or Coast





12. What is your name?


	Note: If both parents of the veteran are jointly claiming benefits, provide both full names.





Guard, or as a





commissioned officer in





the National Oceanic





First





Middle





Last





and Atmospheric





Administration, Coast





First





Middle





Last





and Geodetic Survey,





Environmental Science





13. What is your address?





Services





Administration, or





Street address, Rural Route, or P.O. Box





Apt. number





Public Health Service,





or in a hospital or





institution under the





City





State





ZIP Code





Country





control of the U.S.





14. What are your telephone numbers?


	(Include Area Code)





15. What is your e-mail address?





government.





Daytime





Evening





16. What is your Social Security number?





17. What is your date of birth?





Note. If both parents of the veteran are jointly


claiming benefits, provide both SSNs.





Note. If both parents of the veteran are jointly





claiming benefits, provide both dates of birth.





Mother:





Mother





Father





Father:





mo day yr





mo day yr





VAFORM
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SECTION Tell us about





III





the veteran's





Note: Skip to Section IV if the veteran was receiving VA compensation or pension at the


time of his/her death.





active duty





18a. Entered Active


Service (first period)





18b. Place





18c. Service Number





service





1. Enter complete information for





all periods of service. If more





mo day yr





space is needed use Item 44





18d. Left This Active





18e. Place





18f. Branch of





18g. Grade, Rank or





"Remarks."





Service





Service





Rating





2. If the veteran never filed a


claim with VA, attach the


original DD214 or a certified


copy for each period of service


listed. We will return original


documents to you.





mo day yr





18h. Entered Active


Service (second period)





18i. Place





18j. Service Number





mo day yr





18k. Left This Active





18l. Place





18m. Branch of





18n. Grade, Rank or





Service





Service





Rating





mo day yr





SECTION Tell us about





IV





the veteran's





parents





Provide a copy of the veteran's


public record of birth or a copy


of the court record of adoption


if the veteran was adopted.





Definitions:


Parent means a biological mother or father, adoptive mother or father, and a foster mother or father.


A foster parent is a person who stood in the relationship of a parent to a veteran for at least one year


before the veteran' s last entry into active service. The foster relationship must have begun prior to


the veteran' s 21 st birthday. If you are claiming benefits as the foster parent of the veteran, you will


also need to complete VA Form 21-524, Statement ofPerson Claiming To Have Stood in Relation


ofParent. If you need a copy of this form, you may contact VA as shown on page 1, of the General


Instructions or download the form from our website at �HYPERLINK http://www.va.gov/vaforins��http://www.va.gov/vaforins� . Note: Only


one father and one mother can be recognized for benefit payment purposes.





The age of majority is determined by State law and is age 18 in most States. Contact your State


government for more information.





Parental control is considered to have been given up if the parent has ceased to provide for the child


and the normal parent/child relationship has been broken.





19. What is the name of the veteran's mother? If deceased, provide date of death.





First





Middle





Last





mo day yr





20. What is the name of the veteran's father? If deceased, provide date of death.





First





Middle





Last





mo day yr





21. What is the name of the veteran's foster mother? (If none, write "none.") If deceased, provide


	date of death.





First





Middle





Last





mo day yr





22. What is the name of the veteran' s foster father? (If none, write "none.") If deceased, provide


	date of death.





First





Middle





Last





mo day yr
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SECTION IV (Continued)





23a. Was the veteran a member of your household


	or under your parental control at all times





23b. Date of parental control.





before he/she reached the age of majority?





to





Tell us about





the veteran's





F Yes





F No





mo day yr





mo day yr





parents





(If "NO," answer Items 23b through 23d.)





to





mo day yr





mo day yr





23c. Why wasn't the veteran a member of your household or under your parental control at all times


	before he/she reached the age of majority? (Explainfully)





23d. Name and address of each person who assumed parental control over the veteran outside the


	date(s) shown in item 23b.





First





Middle





Last





First





Middle





Last





SECTION Tell us about





V





your marital





history





F Separated, married but not living with spouse





separation?





mo day yr





What was the cause of the separation? Give the reason, date(s), and duration of the separation. If


the separation was by court order, attach a copy of the order.





26. What is your spouse's date of birth?





27. What is your spouse's Social Security number?





mo day yr





28a. Is your spouse also a veteran?





28b. What is your spouse's VA file number (if any)?





F Yes





F No





(If "Yes, " answer Item 28b also)
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SECTION Tell us if you





29. Are you claiming the aid and attendance





30a. Are you now in a nursing home?





VI





are in a





nursing home





or require aid





allowance because you need the regular


assistance of another person or have severe


visual problems?





and





attendance





F Yes





F No





F Yes





F No





If you answered "yes" to item


29 and are not in a nursing


home, submit a statement from


your doctor showing the extent


of your disabilities. If you are


in a nursing home, attach a


statement signed by an official


of the nursing home showing


the date you were admitted to


the nursing home, the level of


care you receive, and the


amount you pay-out-of-pocket


for your care.





(tf ''No, '' skip to Section VII.)





(If "YES, " answer Items 3 0b also.)





30b. What is the name and complete mailing address of the facility?





SECTION Tell us about





Report the total amounts before you take out deductions for taxes, insurance, etc.





VII





the income of





Do not report the same income in both tables.





you and your





If you expect to receive a payment, but you don't know how much it will be, write





spouse





"Unknown" in the space.





If you do not receive any payments from one of the sources that we list, write "0" or "None"





Payments from any source will


be counted, unless the law


indicates that they don't need to


be counted. Report all income


in the tables below, and VA


will determine any amount that


does not count.





in the space.





If you are receiving monthly benefits, give us a copy of your most recent award letter. This


will help us determine the amount of benefits you should be paid.





3 1. Have you claimed or are you receiving


	benefits from the Social Security


	Administration?





32. Have you filed a claim for compensation





from the Office of Worker's Compensation


Programs based on the death of the veteran?





F Yes





F No





F Yes





F No





33. Has a court awarded damages based on the


	death of the veteran or is a claim or legal


	action for damages pending?





F Yes





F No





Monthly Income-Tell us the income you and your spouse receive every month


Note: If you are filing this application as the guardian or custodian of the veteran's parent, do not report your own income.
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Annual Income by Calendar Year - Tell us about annual income for you and your spouse


Report income received from January 1 to the date of the veteran's death. If the claim is filed more than one year after the veteran died,


report the income you received from January 1 to the date you sign this application.





SECTION VIII





Tell us about





medical, last





illness and burial





or other





reimbursed





expenses





Family medical expenses and certain other expenses actually paid by you may be deductible from your


income. Show the amount of any continuing family medical expenses such as the monthly Medicare


deduction or nursing home fees you pay. Also, show unreimbursed last illness and burial expenses you paid.


Last illness and burial expenses are unreimbursed amounts paid by you for the last illness and burial of the


veteran or your spouse at any time prior to the end of the year following the year of death. Show medical,


legal or other expenses you paid because of a claim for compensation for injury or death for which civilian


disability or death benefits have been awarded. When determining your countable income, we may be able to


deduct these expenses from the disability benefits for the year in which the expenses are paid. Do not


include any expenses for which you were reimbursed. If you receive reimbursement after you have filed this


claim, promptly advise the VA office handling your claim. If more space is needed, attach a separate sheet.





36a. Amount paid by





36b. Date Paid





36c. Purpose





36d. Paid to





you





(Medicare deduction,





(Name of Doctor, hospital,





36e. Relationship of person for


whom expenses paid





doctor's fees, burial





pharmacy, etc.)





expenses, etc.)





SECTION IX





Give us direct





deposit





information





If benefits are





awarded we will need





more information in





All Federal payments beginning January 2, 1999, must be made by electronic funds transfer (EFT), also


called Direct Deposit. Please attach a voided personal check or deposit slip or provide the information


requested below in Items 37, 38, and 39 to enroll in Direct Deposit. If you do not have a bank account, we


will give you a waiver from Direct Deposit. Just check the box below in Item 37. The Treasury Department


is working on making bank accounts available to you. Once these accounts are available, you will be able to


decide whether you wish to sign-up for one of the accounts or continue to receive a paper check. You can


also request a waiver if you have other circumstances that you feel would cause you a hardship to be enrolled


in Direct Deposit. You can write to: Department of Veterans Affairs, 125 S. Main Street, Suite B, Muskogee,


OK 74401-7004, and give us a brief description of why you do not wish to participate in Direct Deposit.





order to process any





payments to you. Please





37. Account number (Please check the appropriate box and provide that account number, if applicable)





read the paragraph





F Checking





starting with, ''AM





F Savings





F I certify that I do not have an account with a financial


	institution or certified payment agent





Federalpayments... "





and then either:





38. Name of financial institution





1. Attach avoided





check,or





39. Routing or transit number





2. Answer questions


	37-39 to the right.
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SECTION Give us





X





your





signature
























































1. Read the box that starts,


	"I certify and authorize





the release of





I certify and authorize the release of information:


I certify that the statements in this document are true and complete to the best of my knowledge. I


authorize any person or entity, including but not limited to any organization, service provider,


employer, or government agency, to give the Department of Veterans Affairs any information about


me except protected health information, and I waive any privilege which makes the information


confidential.





information:"





2. Sign the box that


	says, "Your signature."





3. If you sign with an "X,"





then you must have two





people you know





witness you as you sign.





They must then sign the





42a. Signature of witness (If claimant


	signed above using an "X")





42b. Printed name and address of witness





form and print their





names and addresses





also.





43a. Signature of witness (If claimant


	signed above using an "X")





43b. Printed name and address of witness





SECTION





44. Remarks (Ifyou need more space to answer a question or have a comment about a specific item


	number on thisform, please identify your answer or statement by the Section and item number)





XI





Remarks - Use this





space for any





additional





statements





that you would like


to make concerning


your application.





IMPORTANT





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 which you





are not entitled to.
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Form Approved





OMB Approved No. 0960-0062





SOCIAL SECURITY ADMINISTRATION





APPLICATION FOR SURVIVORS BENEFITS





(PAYABLE UNDER TITLE II OF THE SOCIAL SECURITY ACT)





(DO NOT WRITE IN THIS SPACE)


VA DATE STAMP





IMPORTANT-- Read instructions before completing form. Detach and retain ONLY the instruction sheet





1. FIRST NAME - MIDDLE NAME - LAST NAME OF VETERAN (Type orprint)





2. DATE OF DEATH





NOTE: If the veteran's Social Security No. is unknown, complete Items 4, 5, 6 and 7 about veteran.





3. SOCIAL SECURITY NO. OF VETERAN





4. DATE OF BIRTH





5. PLACE OF BIRTH





6. NAME OF FATHER





7. MAIDEN NAME OF MOTHER





8. DID THE VETERAN WORK IN THE RAILROAD


	INDUSTRY AT ANYTIME AFTER 1936?





F- YES F- NO





NOTE: The following information should be furnished for each period of the veteran's active service (regular or reserves) after September 7, 1939, in the


military service of the United States or service as a commissioned officer in the Public Health Service or the National Oceanic and Atmospheric


Administration or during WWII, Philippine or Filipino or Allied country military service. If additional space is needed, attach a separate sheet.





10. RELATIONSHIP OF APPLICANT TO VETERAN


	SURVIVING SPOUSE CHILD PARENT





1 1. DATE OF BIRTH OF APPLICANT





12. VA FILE NO.





CHILDREN: Show names of surviving children (including natural children, adopted children and stepchildren) or dependent grandchildren (including


stepgrandchildren) who at any time since the veteran died, were unmarried and (a) under age 18; (b) age 18 to 19 and attending secondary school; (c)


disabled or handicapped (18 or over and disability began before age 22).





I know that anyone who makes or causes to be made a false statement or representation of a material fact in an application or for use in determining a


right to payment under the Social Security Act commits a crime punishable under Federal law by fine, imprisonment, or both. I affirm that all information I


have given in this document is true.





14. DATE (Month, day, year)





15. SIGNATURE OF APPLICANT (First name, middle initial, last name) (Sign in ink)





SIGN





HERE





16. MAILING ADDRESS OF APPLICANT (No. and street orrural route, city or P.O., State and ZIP Code)





17. TELEPHONE NO. (Include Area Code)





WITNESSES REQUIRED ONLY IF SIGNATURE OF APPLICANT IS MADE BY "X" MARK ABOVE





ITEMS BELOW TO BE COMPLETED BY THE DEPARTMENT OF VETERANS AFFAIRS Use reverse for "Remarks"





20. PROOFS RECEIVED





F- DEATH





F- MARRIAGE





F- DEATH





21. PROOFS REQUESTED FROM CLAIMANT OR OTHER (Specify)


	F- MARRIAGE





F- AGE





F- AGE





(NAME)





(NAME)





F- OTHER (Specify)





F- OTHER (Specify)





(NAME)





(NAME)





(NAME)





(NAME)





22. DATE





23. NAME AND ADDRESS OF TRANSMITTING VA OFFICE
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SERVES THE FOLLOWING STATES





SERVES THE FOLLOWING STATES





Southern Region:


VA Regional Office


P. 0. Box 100022


Decatur, GA 30031-7022





Western Region:


VA Regional Office


P. 0. Box 8888


Muskogee, OK 74402-8888





SERVES THE FOLLOWING STATES





SERVES THE FOLLOWING STATES





Central Region:


VA Regional Office


P. 0. Box 66830


St. Louis, MO 63166-6830





Buffalo, NY 14240-4616





P. 0. Box 4616





VA Regional Office





Eastern Region:





If you have not selected a school or training establishment, mail the paper with your signature to the VA Regional Processing Office in


the region of your home address. Check below for the post office box address for these offices. Then, wait for VA to process your


application and notify you of our decision concerning your eligibility for educational assistance.





shown in (A), step 2, above.





If you have selected a school or training establishment, mail the paper with your signature to the VA Regional Processing Office in the


region of that school's physical address. Check below for the post office box address for these offices. Then, follow the same action as





Then do the following:





If you completed your application electronically, VA furnished you with the following: (1) a unique confirniation number for your


individual claim and (2) the address of the VA office (Education Regional Processing Office) that will process your claim. You need to


write this information down and keep it in a safe location. You need to finalize your Internet submission by sending us your signature.


(If you did not print the signature page from the electronic submission, type or print the following statement on a blank piece of paper:


''My signature on this page supports the application for education benefits that was submitted through the Internet.'' Sign and date that


piece of paper. Write your confirmation number, your Social Security Number (Item 113 on the form) and any VA file number (Item


5C) on that paper.





(CONTINUATION)





EXISTING STOCKS OF VA FORM 21-4138,


JUN 2000, WILL BE USED





AUG 2004





21-4138





VA FORM





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.





EVENING





DAYTIME





TELEPHONE NUMBERS (IncludeArea Code)





ADDRESS





DATE SIGNED





SIGNATURE





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





(CONTINUE ON REVERSE)





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





C/CSS -





VA FILE NO.





SOCIAL SECURITY NO.





FIRST NAME - MIDDLE NAME - LAST NAME OF VETERAN (Type or Print)





RESPONDENT BURDEN: We need this information to obtain evidence in support of your claim for benefits (3 8 U. S. C. 501 (a) and (b)). Title 3 8, United States Code,


allows us to ask for this information. We estimate that you will need an average of 15 minutes to review the instructions, find the information, and complete this form. VA


cannot conduct or sponsor a collection of information unless a valid OMB control number is displayed. You are not required to respond to a collection ofinformation if


this number is not displayed. Valid OMB control number can be located on the OMB Internet Page at �HYPERLINK http://www.whitehouse.gov/omb/library/ombinv.htm#va��www.whitehouse.gov/omb/library/OMBINV.htm#VA�. Ifdesired,


you can call 1-800-827-1000 to get information on where to send comments or suggestions about this form.





PRIVACY ACT INFORMATION: The VA will not disclose information collected on this form to any source other than what has been authorized under the Privacy Act


of 1974 or Title 38, Code of Federal Regulations 1.576 for routine uses (i.e., civil or criminal law enforcement, congressional communications, epidemiological or


research studies, the collection of money owed to the United States, litigation in which the United States is a party or has an interest, the administration ofVA programs


and delivery of VA benefits, verification of identity and status, and personnel administration) as identified in the VA system of records, 58VA21/22, Compensation,


Pension, Education, and Rehabilitation Records - VA, published in the Federal Register. Your obligation to respond is required to obtain or retain benefits. VA uses your


SSN to identify your claim file. Providing your SSN will help ensure that your records are properly associated with your claim file. Giving us your SSN account


information is voluntary. Refusal to provide your SSN by itself will not result in the denial of benefits. The VA will not deny an individual benefits for refusing to


provide his or her SSN unless the disclosure of the SSN is required by Federal Statute of law in effect prior to January 1, 1975, and still in effect. The requested


information is considered relevant and necessary to determine maximum benefits under the law. The responses you submit are considered confidential (38 U.S.C. 5701).


Information submitted is subject to verification through computer matching programs with other agencies.





STATEMENT IN SUPPORT OF CLAIM





 Department of Veterans Affairs





OMB A roved No. 2900-0075


Respon ent Burden: 15 minutes





HOW TO FILE A COMPLETED ELECTRONIC APPLICATION





PREVIOUS EDITION IS OBSOLETE.





DD FORM 1375, OCT 2003





a. DATE SIGNED





d. SIGNATURE OF CLAIMANT





c. ADDRESS OF PAYEE (Street, City, State and ZIP Code)





b. TAXPAYER ID NUMBER OR SSN





a. NAME OF PAYEE (Print or type)





18. STATEMENT OF CLAIMANT: I have paid or incurred expenses in the amounts entered in Items 14, 15, and/or 16.


	I desire that the amount allowable by the Government be paid to:





HEARSE





AIR





c. MODE OF SHIPMENT (X one)





b. SHIPPED TO (City and State)





a. SHIPPED FROM (City and State)





17. SHIPMENT OF REMAINS (Complete when shipping costs claimed)





$





point, delivery from preparation point to common carrier, shipping costs, removal from common carrier to receiving


funeral home, and delivery to cemetery.





Enter total amount paid or incurred for one or more of the following: Removal from place of death to preparation





AMOUNT CLAIMED





16. SHIPPING COSTS OF REMAINS (To be completed when claimant paid or incurred cost for shipment of remains.)





delivery from preparation point to common carrier, shipping costs, removal from common carrier to receiving funeral


home, and delivery to cemetery).





$





services, cremation and urn, clothing for deceased, cost for interment (single grave site, opening and closing grave,


burial vault, church service or clergy's fee, obituary notice, flowers, services of funeral director, including use of funeral


director's facilities, and motor service), and shipment of remains (removal from place of death to preparation point,





Enter total amount paid or incurred for one or more of the following: Casket, preservation (embalming) and related





AMOUNT CLAIMED





15. FUNERAL ARRANGEMENT COSTS (To be completed when claimant made aff arrangements.)





$





grave, burial vault, church service or clergy's fee, obituary notice, flowers, services of funeral director, including use of


funeral director's facilities, and motor service.





Enter total amount paid or incurred for one or more of the following: Cost of single grave site, opening and closing





AMOUNT CLAIMED





14. INTERMENT COSTS (To be completed when claimant arranged for interment only.)





(YYYYMMDD)





INTERMENT





b. ADDRESS (Street, City, State and ZIP Code)





a. NAME





13. DATE OF





12. CEMETERY, MAUSOLEUM OR OTHER DISPOSITION





b. ADDRESS (Street, City, State and ZIP Code)





a. NAME





10. FUNERAL HOME AND/OR NATIONAL CEMETERY





5. SERVICE NUMBER/SSN





4. PAY GRADE/RANK





3. NAME OF DECEDENT (Last, First, Middle Initial)





PART I - TO BE COMPLETED BY MILITARY AUTHORITIES





DISCLOSURE: Disclosure of requested information is voluntary; however, if not furnished, claim cannot be paid.





ROUTINE USES: None.





AUTHORITY: 10 USC Sections 1481 through 1488; ED 9397.


PRINCIPAL PURPOSE: To record amount of funeral and/or interment expenses incurred by next of kin.





PRIVACY ACT STATEMENT





PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION. RETURN COMPLETED FORM TO THE ADDRESS IN ITEM 2.





including suggestions for reducin6 the burden, to the Department of Defense, Executive Services Directorate (0704-0030). Respondents should be aware that notwithstanding anyother provision oi


law, no person shall be subject to any penalty for failing to comply with a collection of information if it does not display a currently valid OMB control number.





	10 minutes per response including the time for reviewing instructions searching existing data sources gathering


oninformation. Send oommerrts regarding this burden estimate or any oiher aspect of this collection of iAformation





The public reporting burden for this collection of information is estimated to


and maintaining the data needed and completing and reviewing the collection





May 31, 2006





OMB approval expires





REQUEST FOR PAYMENT OF FUNERAL AND/OR INTERMENT EXPENSES





OMB No. 0704-0030





assistance.





• Step 2- Wait for VA to process your application and notify you of our decision concerning your eligibility for education





post office box address for these offices.





• Step 1 - Mail the completed form to the VA Regional Processing Office in the region of your home address. Check below for the





(B) If you have not selected a school or training establishment,





• Step 3- Wait for VA to process your application and notify you of our decision concerning your eligibility for education assistance.





Iment Certi ication, or its electronic





or her to submit your attendance information using VA Form 22-1999, Enro





version.





for VA education





ap~lied





have





	the veterans certifying official at your school or training establishment that


NotifL





benefits. Ask





• Step 2 -





Processing Office in the region of that school's physical address. Check





Regional





below for the post office box address for these of





• Step 1- Mail the completed form to the VA





(A) If you have selected a school or training establishment,





Be sure to sign and date this form. Then, do the following:





HOW TO FILE A COMPLETED PAPER APPLICATION





RESPONDENT BURDEN: We need this information to determine


your eligibility for education benefits (38 U.S.C. 3513). Title 38


U.S.C. allows us to ask for this information. We estimate that you


will need an average of 45 minutes to review the instructions, find


the information, and complete this form. VA cannot conduct or


sponsor a collection of information unless a valid OMB control


number is displayed. You are not required to respond to a collection


of information if this number is not displayed. Valid ONIB control


numbers can be located on the OMB Internet Page at


�HYPERLINK http://www.whitehouse.gov/omb/library/ombinv.va.epa.htrnl#va��www.whitehouse.gov/omb/library/OMBINV.VA.EPA.htrnl#VA�. If


desired, you can call 1-888-GI-BILL-1 (1-888-442-4551) to get


information on where to send comments or suggestions about this


form.





NOTE: You will not be eligible to receive benefits for any period


for which you or the veteran or individual on whose account you are


claiming benefits has an outstanding felony warrant. Any benefits


paid to you for such a period will be an overpayment subject to


collection.





matching programs with other agencies.





PRIVACY ACT INFORMATION: VA will not disclose


information collected on this form to any source other than what has


been authorized under the Privacy Act of 1974 or Title 38, Code of


Federal Regulations 1.576 for routine uses (i.e., awards of benefits)


as identified in the VA system of records, 58VA21/22,


Compensation, Pension, Education and Rehabilitation Records - VA,


and published in the Federal Register. Your obligation to respond is


required to obtain education benefits. Giving us your SSN account


information is voluntary. Refusal to provide your SSN by itself will


not result in the denial of benefits. VA will not deny an individual


benefits for refusing to provide his or her SSN unless the disclosure


of the SSN is required by a Federal Statute of law in effect prior to


January 1, 1975, and still in effect. The requested information is


considered relevant and necessary to determine the maximum


benefits allowable under the law. While you do not have to respond,


VA cannot process your claim for benefits unless the information is


furnished as required by existing law (38 U.S.C. 3513). The


responses you submit are considered confidential (38 U.S.C. 5701).


Information submitted is subject to verification through computer





ITEMS 2OF and G. Any eligible person may receive Special


Restorative Training or Specialized Vocational Training, if a VA


counselor determines that a specialized program is needed to


overcome the effects of a physical or mental handicap. To be


eligible, the disability must prevent you from pursuing an


educational program. Examples of Special Restorative Training


include speech and voice correction, language retraining, lip reading,


auditory training, Braille reading and writing, or other similar


training. Specialized Vocational Training consists of specialized


courses leading to a vocational objective. This objective must be


suitable for you and required because of a physical or mental


handicap.





HELP: If you need help in completing this application, call VA


TOLL FREE at 1-888-GI-BILL-1 (1-888-442-4551). If you are


hearing impaired, call us toll-free at 1-800-829-4833. Our education


Internet site (www.gibilLva.gov) is available to help you.





IMPORTANT: Additional requirements set by law may prevent us


from making an advance payment.





NOTE ON CORRESPONDENCE TRAINING: Only spouses and


surviving spouses may receive benefits for correspondence training.


If you plan to enroll in a correspondence course or a combination


correspondence-residence course, be sure the field of study is


suitable to your abilities and interest before you sign a contract with


the school. Information on correspondence courses is available at the


nearest U.S. Veterans Assistance Center or VA Regional Office. The


correspondence school may require you to pay for all or the majority


of the course even though you complete only a portion of it. Unlike


other VA training programs, payments for correspondence courses


are made quarterly, after VA receives your certification showing the


number of lessons you completed during the previous quarter. You


must affirm a contract for enrollment in a correspondence course


after at least 10 days following the date you sign the contract. If you


decide not to enroll in a correspondence course after signing a


contract but before signing the affirmation, you are entitled to


receive a full refund from the school of any payment made for the


course.





NOTE: If we do not pay an advance payment, we will pay you after


each month you attend school. in some cases, VA will require you


to verify your enrollment each month before you receive payment.





• VA receives your enrollment certification at least 30 days


	before classes start





• You request advance payment by signing a request block


	on the enrollment certification your school sends to us, and





Check the ''National admission exams or national exams for credit''


block if you want VA to reimburse you for the fee you paid for


taking one or more national tests. National tests for admission to


institutions of higher teaming include the following: the Scholastic


Aptitude Test, Law School Admission Tests, Graduate Record Exam,


or the Graduate Management Admission Test. National tests


providing an opportunity for course credit at institutions of higher


teaming include the following: The Advanced Placement Exam and


the College-level Examination Program.





• Your school has agreed to receive and process


	advance payment checks for delivery to it students, and





(5) The following (signed) statement: ''I authorize release of my test


information to VA.''





• You are enrolled on at least a half-time basis, and





ADVANCE PAYMENT - Once you have enrolled in an approved


course, you may receive an advance payment for the first month (or


part of a month) and second month of enrollment if ALL the


following conditions are met:





(3) The date they took the test


(4) The cost of the test





GENERAL INSTRUCTIONS





(2) The name and address of the organization issuing the license or


certificate (not necessarily the organization that administered the


test)





(1) The name of the test they took





ITEMS 21A and 21B. Your election to receive Survivors' and


Dependents' Educational Assistance is final and cannot be changed.


This means that payments of compensation, pension, or Dependents'


Indemnity Compensation (DIC) based on school attendance after


your 18th birthday are prohibited once you cash your first benefit


check under this chapter. If you are planning to pursue a program of


education for longer that 45 months, you may find it to your


advantage to defer benefits and continue compensation, pension, or


DIC payment for the present. If it appears that a deferral of benefits


might be to your advantage, we strongly recommend that you discuss


with a VA counselor the various options open to you. However, if it


does not appear that a deferral would be to your advantage, complete


Items 21A and 2113, indicating the date from which you wish to


receive Survivors' and Dependents' Educational Assistance.





The best way to claim the benefit is for the individual to send VA a


copy of his or her test results with a note or a VA Form 21-4138,


Statement in Support of Claim, stating that they are requesting


reimbursement. The claimant should include:





Check the ''Licensing or certification test'' block if you want


reimbursement for a licensing or certification test. A licensing test is


a test offered by a state, local, or federal agency which is required by


law to practice an occupation. A certification test is a test designed to


provide an affirmation of an individual's qualification in a specific


occupation.





	SPECIFIC INSTRUCTIONS (Continued)


ITEM 20C. Self-explanatory, except for the following items:





SUPERSEDES VA FORM 22-5490, JUN 2003,


WHICH WILL NOT BE USED.





NOV 2005





VA FORM 22-5490





	1-800-827-1000


or TDD 1-800-829-4833





death or 10 years after VA determines the veteran's death was


caused by a service-connected disability. The eligibility period is 20


years for a surviving spouse if the veteran's death was m service.


Eligibility will terminate m the event a spouse is divorced from the


veteran or m the event a surviving spouse is remarried, unless the


remarriage is both after the surviving spouse's 57th birthday and or


after January 1, 2004.





VA VOCATIONAL AND EDUCATIONAL COUNSELING


HELP AVAILABLE. If you need help planning your individual


educational and career goals, VA offers a wide range of counseling


services to help you. Services include educational and vocational


guidance and testing to help you to develop a greater understanding


of your skills, talents, and interests. For further information on VA


counseling, call VA Toll Free at:





ITEM 10C. A spouse may use educational benefits during the


10-year period after eligibility is found. A surviving spouse may use


these benefits during the 10-year period following the veteran's





ITEM 5C. VA may have assigned the veteran or individual an


eight-digit file number. if you know this number, write it in the space


provided.





ITEM 19. If you have ever held a license to practice a profession or


journeyman rating to work at a trade, state the name of the license or


journeyman rating and the state in which the license was held in the


space marked ''License or Rating.'' We only use this information if


you apply for benefits for a similar program. Examples of a license


include the following: electrician, CPA, teacher, lawyer, and


bricklayer. Use Item 22, ''Remarks,'' if you need more space.





ITEM 4. VA publishes Pamphlet 22-73-3, Summary of Educational


Benefits Under the Survivors' and Dependents' Educational


Assistance Program, Chapter 35 of Title 38, U.S.C., an information


pamphlet for this benefit. You should have received this pamphlet


with your application. If you check ''NO,'' VA will send you one.


You may also request a pamphlet from the person who furnished you


this application.





ITEM 17A. A child who is under 18 and has not completed high


school must have his or her program of education or training


approved by a VA counselor before educational assistance benefits


can be authorized. An eligible person who has not received a high


school diploma or its equivalent can pursue approved


secondary-level programs. An eligible person can also pursue


refresher, remedial, or deficiency courses needed for admission into


an education program.





The period of eligibility for a child is generally between the ages of


18 and 26 years. In certain instances, it is possible to begin training


before age 18 and to continue after age 26.





NOTE: ''Child'' includes adopted children and stepchildren who are


members of the veteran's or individual's household. Married


children are eligible for this benefit.





ITEM 15. Benefits under this program are not payable while an


eligible person is serving on active duty in the Armed Forces.





ITEMS 14A and B. If you previously applied for VA benefits as the


dependent child or spouse of a veteran who is permanently and


totally disabled due to service-connected disabilities or who died on


active duty, write the name of the person (your parent or spouse)


under whom you received these benefits in Item 14A and the VA file


number (reference number) for this person in Item 14B.





Eligibility for Survivors' and Dependents' Educational Assistance


will be terminated in the event that VA determines that the veteran


on whose account benefits are claimed is no longer totally disabled


or VA is notified that the individual is no longer listed as captured,


missing in action, or forcibly detained.





(3) the surviving spouse or child of a veteran who died of a


service-connected disability or who died while a service-connected


disability was rated permanent and total in nature.





ITEM 13 G. Check the ''None'' block if you have never previously


applied for VA education benefits.





ITEM 13F. Check the ''Other'' block if you previously applied for


VA benefits other than any of those specified in Items 13A through


13E.





(2) the spouse or child of an individual on active duty who has been


listed for a total of more than 90 days as missing in action, captured


in line of duty by a hostile force, forcibly detained or interned in line


of duty by a hostile force, or forcibly detained or interned in line of


duty by a foreign government or power, or;





(1) the spouse of child of a veteran who is permanently and totally


disabled as the result of a service-connected disability;





ITEM 13E. Check the ''Survivors' and Dependents' Educational


Assistance'' block if you have previously applied for benefits as the


dependent of a veteran other than the veteran or individual on whose


account you are currently claiming benefits.





Assistance you must be either:





ITEM 3A. To qualify for Survivors' and Dependents' Educational





ITEM 131). Check the ''Vocational Rehabilitation Benefits'' block if


you applied for VA education benefits as a disabled veteran.





�HYPERLINK http://va��http://va� �HYPERLINK http://benefits.vba.va.gov/vonapp/main.asp��benefits.vba.va.gov/vonapp/main.asp� for the Veterans


On-Line Application for this form. These forms are also available at


your nearest VA regional office and may be available where you


received this application.





Vocational Rehabilitation benefits. See





ITEM 13C. If you received education benefits under a law VA


administers, such as the Montgomery GI Bill Educational Assistance


Program, the Montgomery GI Bill Selected Reserve Educational


Assistance Program, the Reserve Educational Assistance Program,


Vietnam Era GI Bill (chapter 34), WMI, or Korean GI Bills, specify


which benefit in this block.





DO NOT USE THIS FORM TO APPLY FOR VETERANS'


EDUCATION ASSISTANCE (chapters 30, 32, 1606, or 1607) or


VOCATIONAL REHABILITATION BENEFITS (chapter 3 1).


These benefits require different application forms. Use VA Form


22-1990 to apply for Veterans' Education Assistance. This form is


available at �HYPERLINK http://www.gibdl.va.gov��www.gibdl.va.gov�. Use VA Form 28-1900 to apply for





NOTE: A surviving spouse who terminates a remarriage may


re-establish eligibility, but will not qualify for an extension of the


ten-year or twenty-year eligibility period.





NOTE: The number on the instructions match the item numbers


on this application. Items not mentioned are self-explanatory.





SPECIFIC INSTRUCTIONS





If you submit your application electronically, VA will automatically transfer your application to the Regional Processing Office that handles your


claim. See HOW TO FILE YOUR CLAIM for additional information on sending any supporting documentation and where to mail your completed


paper application.





This form is available on the Internet. We suggest that you file your application by going to �HYPERLINK http://www.gibill.va.gov��www.gibill.va.gov� and submitting your application


electronically. Select ''Electronic Application Form.''





INFORMATION AND INSTRUCTIONS FOR COMPLETING THE APPLICATION


FOR SURVIVORS'AND DEPENDENTS'EDUCATIONAL ASSISTANCE





(Please detach at perforation and retain this information for future reference)





IN INK











SIGN HERE





25B. DATE SIGNED





25A. SIGNATURE OF (Check one) (DONOTPRIN7)











24B. TELEPHONE NUMBER AND MAIL ADDRESS OF PARENT, GUARDIAN,


	OR CUSTODIAN (include Area Code),





24A. NAME OF PARENT, GUARDIAN, OR CUSTODIAN (Type orprint)





PART IX - SIGNATURE OF PARENT, GUARDIAN, OR CUSTODIAN


(This section must be completed if you are a minor child)











IN INK





SIGN HERE





23B. DATE SIGNED











23A. SIGNATURE OF APPLICANT (Do NOTPilno





22. REMARKS (Use this space to provide information that does not fit elsewhere on this form or that will help VA process your claim. Refer to the item numbers


	on this form to help us match your answers to the correct questions. ff more space is needed, please attach separate sheets ofpaper. Be sure to place your


	name and Social Security Number on each additional page)





21 B. DATE OF ELECTION





DAILY STAFF JOURNAL OR DUTY OFFICER'S LOG


For use of this form, see AR 220-15: the proponent agency


is Office of The Deputy Chief of Staff for Operations & Plans





21A. I CERTIFY THAT I understand the effects of an election to receive DEA


benefits and that I elect to receive such benefits from the following date:





NAME AND ADDRESS OF SCHOOL OR TRAINING ESTABLISHMENT


(Number and street or rural route, city or P. O., State and ZIP Code)





you have selected a school check ''YES " and specify its complete name


and mailing address. If you , have not sel4cted a school check'NO. If you


are only applying for reimbursement of test fees, skip t6 Item 2 1.





20D. HAVE YOU SELECTED YOUR SCHOOL OR TRAINING ESTABLISHMENT? (if





20C. EDUCATION OR TRAINING WILL BE BY: (Check more than one ffnecessary)





20B. HAVE YOU SELECTED A SPECIFIC PROGRAM OF EDUCATION? (if "YES," list below


	each diploma, vocational course job training program, or test you need to reach the


	goal specified in Item 20A. If "N6,'' leave blank)





19. EMPLOYMENT





PAGE NO.





COMPLETED





COURSE OF STUDY





RECEIVED





NO. OF PAGES





OR CLOCK HOURS





TO





FROM





(City and State)





SCHOOL





GENERAL INFORMATION SHEET





MAJOR FIELD OR





OR CE14TIFICATE





OFSCHOOL





DEGREE DIPLOMA,





SEMESTER,QUARTER,





TYPE OF





NUMBER OF





DATES OF TRAINING





NAME AND LOCATION





18. EDUCATION (include all apprenticeships and on-the-job training)





17B. DATE





17A. CHECK THE APPROPRIATE BOX AND ENTER THE DATE IN ITEM 17B





PART V - PREVIOUS EDUCATION, TRAINING, AND EMPLOYMENT





SUPERSEDES VA FORM 22-5490, JUN 2003,


WHICH WILL NOT BE USED.





NOV 2005 22-5490





VAFORM





14B. VETERAN'S FILE NUMBER





14A. NAME OF VETERAN ON WHOSE ACCOUNT YOU PREVIOUSLY CLAIMED BENEFITS





Complete Item 14 only if you check Item 13E





G.





F.





E.





D.





C.





B.





A.





13. HAVE YOU EVER APPLIED FOR ANY OF THE FOLLOWING VA BENEFITS? (Check applicable box(es)





12B. SOURCE OF EDUCATIONAL ASSISTANCE FROM GOVERNMENT


	EMPLOYMENT





THE SAME COURSE FOR WHICH YOU EXPECT TO RECEIVE VA EDUCATIONAL


ASSISTANCE? (if you check ''Yes,'' show the source of these funds in Item 12B)





12A. DO YOU EXPECT TO RECEIVE FUNDS FROM YOUR AGENCY OR DEPARTMENT FOR





NOTE - COMPLETE ITEM 12 ONLY IF YOU ARE A CIVILIAN EMPLOYEE OF THE U.S. GOVERNMENT





1 1 B. SURVIVING SPOUSE's AGE AT TIME OF REMARRIAGE





1 1A. IF YOU ARE THE SURVIVING SPOUSE OF A DECEASED VETERAN, HAVE YOU


	REMARRIED SINCE HIS OR HER DEATH 9





9. DATE OF DEATH OR DATE LISTED


	AS MISSING IN ACTION OR P.O.W.





8. SERVICE NUMBER





7. BRANCH OF SERVICE





6. DATE OF BIRTH





5C. VA FILE NUMBER (If known)





5B. SOCIAL SECURITY NUMBER





(For VA Use Only)





VA DATE STAMP





3C. MAILING ADDRESS OF APPLICANT (Number and street or rural route, city or P.O., State and ZIP Code)





EVENING





DAY





3B. APPLICANTS TELEPHONE NUMBER (including Area Code)





3A. RELATIONSHIP OF APPLICANT TO VETERAN





2B. APPLICANT's E-MAIL ADDRESS





2A. SEX OF APPLICANT





1 C. DATE OF BIRTH OF APPLICANT





1 B. SOCIAL SECURITY NUMBER OF APPLICANT





1A. NAME OF APPLICANT (FIRST-MIDDLE-LAST)





APPLICATION FOR SURVIVORS'AND DEPENDENTS' EDUCATIONAL ASSISTANCE


(Under Provisions of Chapter 35, Title 38,U.S.C.)


See attached Information and Instructions





OMB Approved No. 2900-0098


Respondent Burden: 45 minutes





n Department of Veterans Affairs





)





(





)





(





APPLICATION FOR STANDARD GOVERNMENT HEADSTONE OR MARKER


FOR INSTALLATION IN A PRIVATE CEMETERY OR A STATE VETERANS' CEMETERY





RESPONDENT BURDEN - Public reporting burden for this collection of information is estimated to average one-fourth hour per response, including the


time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of


information. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this


burden to the VA Clearance Officer (005E3), 810 Vermont Avenue, NW, Washington, DC 20420. Please DO NOT send applications for benefits to this


address.





BENEFIT PROVIDED





a. HEADSTONE OR MARKER





	For deaths occurring on or after September 11, 2001 - Furnished upon application for the grave of any eligible deceased veteran. Will be


provided regardless of whether or not the grave is already marked with a privately purchased headstone or marker. Applicant may be anyone


having knowledge of the deceased.





	For deaths occurring before September 11, 2001 - Furnished upon application for the UNMARKED GRAVE of any eligible deceased


veteran. The individual must certify the grave is unmarked and a Government headstone or marker is preferred to a privately purchased


headstone or marker. A grave is considered marked if a monument displays the decedent's name and date of birth and/or death, even


though the veteran's military data is not shown. Applicant may be anyone having knowledge of the deceased.





b. MEMORIAL HEADSTONE OR MARKER - Furnished upon application for installation in a cemetery only to commemorate any eligible


veteran whose remains have not been recovered or identified, were buried at sea, donated to science, or cremated and the remains scattered; may


not be used as a memento. Check box in block 28 and explain in block 27. Applicant may be anyone having knowledge of the deceased.





WHO IS ELIGIBLE - Any deceased veteran discharged under conditions other than dishonorable. A copy of the deceased veteran's discharge certificate


(DD Form 214 or equivalent) or a copy of other official document(s) establishing military service must be attached. Do not send original documents; they


will not be returned. Service after September 7, 1980, must be for a minimum of 24 months continuous active duty or be completed under special


circumstances, e.g., death on active duty. Persons who have only limited active duty service for training while in the National Guard or Reserves are not


eligible unless there are special circumstances, e.g., death while on active duty, or as a result of training. Reservists and National Guard members who, at


time of death, were entitled to retired pay, or would have been entitled, but for being under the age of 60, are eligible; a copy of the Reserve Retirement


Eligibility Benefits Letter must accompany the application. Reservists called to active duty and National Guard members who are Federalized and who


serve for the period called are eligible. Service prior to World War I requires detailed documentation, e.g., muster rolls, extracts from State files, military or


State organization where served, pension or land warrant, etc.





HOW TO APPLY





FAX applications and supporting documents to 1-800-455-7143.





MAIL applications to: Memorial Programs Service (41A1)





IMPORTANT: If faxing more than one application - fax each





application package (application plus supporting documents) individually i.e.,


disconnect the call and redial for each submission.





Department of Veterans Affairs


5109 Russell Road


Quantico, VA 22134-3903





.4 Government headstone or marker may be furnished only upon receipt of a fully completed and signed application with required supporting


documentation.





SIGNATURES REQUIRED - The person responsible for the information on this form signs in block 17; the person agreeing to accept delivery


(consignee) in block 22, and the cemetery or other responsible official in block 24. If there is no official on duty at the cemetery, the signature of the person


responsible for the property listed in block 21 is required. Entries of "None," "Not Applicable," or "NA" cannot be accepted. State Veterans' Cemeteries are


not required to complete blocks 17, 18, 22 and 23.





ASSISTANCE NEEDED - If assistance is needed to complete this application, contact the nearest VA Regional Office, national cemetery, or a local


veterans' organization. No fee should be paid in connection with the preparation of this application. Use block 27 for any clarification or other information


you wish to provide. Should you have questions when filling out this form, you may contact our Applicant Assistance Unit toll free at: 1-800-697-6947, or


via e-mail at �HYPERLINK mailto:mps.headstones@va.gov��mps.headstones@va.gov� For more information regarding headstones and markers visit our website at �HYPERLINK http://www��www�. �HYPERLINK http://cem.va.gov.��cem.va.gov.�





INSTALLATION - The Government is not responsible for costs to install the headstone or marker in private cemeteries.





TRANSPORTATION AND DELIVERY OF MARKER - The headstone or marker is shipped without charge to the consignee designated in block 19 of


the application. The delivery will not be made to a Post Office box. The consignee should be a business with full delivery address and telephone number.


If the consignee is not a business explain fully in block 27. For delivery to a Rural Route address, you must include a daytime telephone number including


area code in block 20. If you fail to include the required address and telephone number information, we cannot deliver the marker.





CA UTION - To avoid delays in the production and delivery of the headstone or marker, please check carefully to be sure you have accuratelyfurnished all


required information beforefaxing or mailing the application. Mistakes cannot be corrected after a headstone or marker has been ordered. Headstones or


markers furnished remain the property of the United States Government and may not be used for any purpose other than to honor the memory of the


decedentfor whom the headstone or marker is issued.





DETACH AND RETAIN THIS GENERAL INFORMATION SHEET FOR YOUR RECORDS.





VAFORM





AUG 2005 (RS) 40-1 330





Adobe Designer





ILLUSTRATIONS OF STANDARD GOVERNMENT HEADSTONES AND MARKERS





FLAT MARKERS
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BRONZE NICHE





BRONZE





RORFRT C WILLIAMSON





C~b


.





I , Pl- ~S MARINE CORPS





I





1897 0 J944





ROBERT C





WILLIAMSON





SF I





US N"Y





LM 3i





us CO&W





This niche marker is 8-1/2 inches long,


5-1/2 inches wide, with 7/16 inch rise.


Weight is approximately 3 pounds;


mounting bolts and washers are


furnished with the marker. For use if


entombment is in a columbarium or


mausoleum, or to supplement a private


monument, for deaths occurring on or


after September 11, 2001.
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This grave marker is 24 inches long, 12 inches wide, with 3/4 inch


rise. Weight is approximately 18 pounds. Anchor bolts, nuts and


washers for fastening to a base are furnished with the marker. The


base is not furnished by the Government.
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This headstone is 42 inches long, 13 inches wide


and 4 inches thick. Weight is approximately 230


pounds. Variations may occur in stone color, and


the marble may contain light to moderate veining.
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This grave marker is 24 inches long, 12 inches wide, and 4 inches


thick. Weight is approximately 130 pounds. Variations may occur


in stone color; the marble may contain light to moderate veining.





NOTE: Civil War Era headstones - In addition to the headstone and markers pictured, two special styles of upright headstones are available for those who


served with Union Forces during the Civil War or for those who served in the Spanish-American War, and another for those who served with the


Confederate States of America during the Civil War. Requests for these special styles should be made in block 27 of the application. It is necessary to


submit detailed documentation that supports eligibility.





INSCRIPTION INFORMATION





(WAAC), Women's Air Force Service Pilots (WASP), U.S. Public Health Service (USPHS), and National Oceanic & Atmospheric Administration (NOAA).


Different examples of inscription formats are illustrated above. More than one branch of service is permitted, subject to space availability.





MANDATORY ITEMS of inscription at Government expense are: Legal Name, Branch of Service, Year of Birth, and Year of Death. Branches of


Service are: U.S. Army (USA), U.S. Navy (USN), U.S. Air Force (USAF), U.S. Marine Corps (USMC), U.S. Coast Guard (USCG), and by exception, U.S.


Army Air Forces (USAAF), and other parent organizations authorized for certain periods of time and special units such as Women's Army Auxiliary Corps





OPTIONAL ITEMS are identified on the application in boxes with bold outlines. These items may be included at Government expense if desired.


Optional items include month and day of birth in block 5A, month and day of death in block 5B, highest rank attained in block 7, awards in block 9, war


service in block 10, and emblem of belief in block 12. War service includes active duty service during a recognized period of war and the individual does


not have to serve in the actual place of war, i.e. Vietnam may be inscribed if the veteran served during the Vietnam War period, even though the individual


never served in Vietnam itself. Supporting documentation must be included with the application if you wish to include the highest rank and/or awards.





RESERVED SPACE for future inscriptions at private expense, such as spousal or dependent data, is allowed if requested in block 27 and if space is


available. Only two lines of space may be reserved on flat markers due to space limitations. Reserved space is unnecessary on upright marble or granite


headstones as the reverse side is available for future inscriptions.





MEMORIAL HEADSTONES AND MARKERS (remains are not buried). The words "In Memory Of" are mandatory and precede the authorized


inscription data. The words "In Memory Of" are not inscribed when remains are buried.





ADDITIONAL ITEMS may be inscribed at government expense if they are requested on the initial application and space is available. Examples of


acceptable items include terms of endearment, nicknames (in expressions such as "OUR BELOVED POPPY"), military or civilian credentials or


accomplishments such as DOCTOR, REVEREND, etc., and special unit designations such as WOMEN'S ARMY CORPS, ARMY AIR CORPS, ARMY


NURSE CORPS or SEABEES. All requests for additional inscription items should be stated in block 27, and are subject to VA approval. No graphics,


emblems or pictures are permitted except VA approved emblems of belief, the Medal of Honor, and the Southern Cross of Honor for Civil War Confederate


Veterans.





INCOMPLETE OR INACCURATE INFORMATION ON THE APPLICATION MAY RESULT IN ITS RETURN TO THE APPLICANT, A DELAY IN RECEIPT


OF THE HEADSTONE OR MARKER, OR AN INCORRECT INSCRIPTION.





Form approved, OMB No. 2900-0222


Respondent Burden: 15 minutes





%ZL$ Department of Veterans Affairs





1. TYPE OF REQUEST


	F-j INITIAL (First time) REQUEST





IMPORTANT: Please read the General Information Sheet before completing this form. Type or


print clearly all information except for signatures. Illegible printing could result in an incorrect


headstone or marker or delivery. Blocks outlined in bold are optional inscription items. Unless


indicated otherwise all other blocks must be completed. MILITARY DISCHARGE DOCUMENTS


OR RELATED SERVICE INFORMATION IS REQUIRED.





2. NAME OF DECEASED TO BE INSCRIBED ON HEADSTONE OR MARKER (NONICKNAMESOR TITLESPERMITTED)





3. GRAVE IS:





FIRST (OrInitial)





MIDDLE (OrInitial)





LAST





SUFFIX





(withprivatelypurchased marker)





F- NOT MARKED





VETERAN'S SERVICE AND IDENTIFYING INFORMATION (Use numbers only, e.g., 05-15-1941)





4. VETERAN'S SOCIAL SECURITY NO. OR SERVICE NO. (Failure to complete


	willdelayprocessing.)





PERIODS OF ACTIVE MILITARY DUTY (For additional space use Block 27)





6A. DATE(S) ENTERED





6B. DATE(S) SEPARATED





5A. DATE OF BIRTH





5B. DATE OF DEATH





MONTH





DAY





YEAR





MONTH





DAY





YEAR





7. HIGHEST RANK ATTAINED (No paygrades)





8. BRANCH OF SERVICE (Check applicable box(es) - must be consistent with rank in Box 7)





MARINE COAST





ARMY





MERCHANT OTHER





ARMY NAVY CORPS





GUARD AIRFORCE AIRFORCES MARINE





(Specify)





F





F





F





F





F





F





F





F





9. VALOR OR PURPLE HEART AWARD(S) (Documentation must beprovided)





10. WAR SERVICE (Check applicable box(es))





BRONZE





MEDALOF DSTSVC NAVY AIRFORCE SILVER STAR PURPLE OTHER


HONOR CROSS CROSS CROSS





WORLD





PERSIAN OTHER





STAR MEDAL HEART





)





WARII KOREA VIETNAM GULF





)





1 1. TYPE OF HEADSTONE OR MARKER REQUESTED (Checkone)





12. DESIRED EMBLEM OF BELIEF





FLAT





FLAT





UPRIGHT FLAT





BRONZE





UPRIGHT





EMBLEM NUMBER





BRONZE GRANITE MARBLE MARBLE NICHE





GRANITE





NONE





(Specify)(See reverse side ofthisformfor authorized emblems)





F U





F





13A. NAME AND MAILING ADDRESS (No., Street, City, State, and





16. ARE YOU:





ZIP Code) OF PERSON TO CONTACT FOR ADDITIONAL


INFORMATION





VETERANS





r- SERVICE





OFFICER





DIRECTOR





OFFICIAL





r- CEMETERY





15. FAX NO. (Optional)





CERTIFICATION: By signing below I certify the headstone or marker will be installed in the cemetery listed in block 21 at no expense to the


Government and all information entered on this form is true and correct to the best of my knowledge.





17. SIGNATURE OF PERSON WHOSE NAME APPEARS IN BLOCK 13A





18. DATE (MM/DD/YYYY)





19. NAME AND DELIVERY ADDRESS OF BUSINESS (CONSIGNEE) THAT WILL





20. DAYTIME PHONE NO.


(Include Area Code)





ACCEPT PREPAID DELIVERY (No., Street, City, State and ZIP Code); P.O. BOX


ISNOTACCEPTABLE





21. NAME AND ADDRESS OF CEMETERY WHERE


	GRAVE IS LOCATED (No., Street, City, State and


	ZIP Code)





CERTIFICATION: By signing below I agree to accept prepaid delivery of the headstone or marker.





22. PRINTED NAME AND SIGNATURE OF PERSON REPRESENTING BUSINESS (CONSIGNEE) NAMED IN BLOCK 19





23. DATE (MM/DD/YYYY)





CERTIFICATION: By signing below I certify the type of headstone or marker checked in block 11 is permitted in the cemetery named in block 21.





24. PRINTED NAME AND SIGNATURE OF CEMETERY OR OTHER RESPONSIBLE





25. DAYTIME PHONE NO. (IncludeArea Code)





26. DATE (MM/DD/YYYY)





OFFICIAL





27. REMARKS (Optional inscription space will vary in size according to the type ofmarker)





28. CHECK BOX BELOW IF REMAINS ARE





	NOT BURIED AND EXPLAIN IN


	BLOCK 27 (e.g., lost at sea, remains


scattered, etc.)





F] REMAINS NOT BURIED





STATE VETERANS'CEMETERY AND GRAVE LOCATION (Cemetery Use Only)





29. ID CODE





30. SECTION





31. GRAVE NO.





VAFORM





VAFAUG 2005 (RS) 40-1330





APPLICATION FOR STANDARD GOVERNMENT HEADSTONE OR MARKER





AUTHORIZED EMBLEMS (See block 12)





(1)





(2)





(3)





(4)





t





(5)





CHRISTIAN





BUDDHIST





HEBREW





PRESBYTERIAN CROSS





f





RUSSIAN ORTHODOX CROSS





(Star of David)





t





,





(6)





(7)





(8)





(9)





C





(10)





t





LUTHERAN CROSS





EPISCOPAL CROSS





UNITARIAN CHURCH





UNITED METHODIST CHURCH





AARONIC ORDER CHURCH





(Flaming Chalice)





t





+





(1 1)





(12)





(13)





(14)





(17)





li~





MORMON-ANGEL MORONI





NATIVE AMERICAN CHURCH


OF NORTH AMERICA





SERBIAN ORTHODOX





GREEK CROSS





MUSLIM





CRESCENT AND STAR





y





t-+d





-





kdr





(20)





(21)





(27)





(29)





(





1





)





ia


3





COMMUNITY OF CHRIST





SUFISM REORIENTED





UNITED MORAVIAN CHURCH





CHRISTIAN CHURCH





UNITED CHURCH OF CHRIST





EMBLEMS OF BELIEF AVAILABLE:





CHRISTIAN CROSS (01)


BUDDHIST (Wheel of Righteousness) (02)


HEBREW (Star of David) (03)


PRESBYTERIAN CROSS (04)


RUSSIAN ORTHODOX CROSS (05)


LUTHERAN CROSS (06)





COMMUNITY OF CHRIST (20)


SUFISM REORIENTED (21)


TENRIKYO CHURCH (22)





SIECHO-NO-IE (23)





EPISCOPAL CROSS (07)





UNITARIAN CHURCH (Flaming Chalice) (08)


UNITED METHODIST CHURCH (09)


AARONIC ORDER CHURCH (10)





THE CHURCH OF WORLD MESSIANITY (lzunome) (24)


UNITED CHURCH OF RELIGIOUS SCIENCE (25)


CHRISTIAN REFORMED CHURCH (26)


UNITED MORAVIAN CHURCH (27)





ECKANKAR (28)





MORMON (Angel Moroni) (1 1)





NATIVE AMERICAN CHURCH OF NORTH AMERICA (12)


SERBIAN ORTHODOX (13)


GREEK CROSS (14)


BAHAI (9 Pointed Star) (1 5)





CHRISTIAN CHURCH (29)


CHRISTIAN & MISSIONARY ALLIANCE (30)


UNITED CHURCH OF CHRIST (3 1)


HUMANIST EMBLEM OF SPIRIT (32)





PRESBYTERIAN CHURCH (USA) (33)





ATHEIST (16)





IZUMO TAISHAKYO MISSION OF HAWAII (34)


SOKA GAKKAI INTERNATIONAL - USA (35)





MUSLIM (Crescent and Star) (1 7)





SIKH (KHANDA) (36)





HINDU (1 8)





KONKO-KYO FAITH (19)





CHRISTIAN SCIENCE (Cross & Crown) (97)


MUSLIM (Islamic 5 Pointed Star) (98)





Please visit our website at �HYPERLINK http://www.cem.va.gov��www.cem.va.gov� to view all currently available Emblems of Belief. You may also request copies of this list


by contacting our Applicant Assistance unit toll free at 1-800-697-6947, or via e-mail at: �HYPERLINK mailto:mps.headstones@va.gov��mps.headstones@va.gov� .





VA FORM 40-1330, AUG 2005 (RS)





(





)





OMB Approved No. 2900-0055


Respondent Burden: 15 minutes





N;V Department of Veterans Affairs





REQUEST FOR DETERMINATION OF LOAN GUARANTY


	ELIGIBILITY - UNMARRIED SURVIVING SPOUSES





PRIVACY ACT INFORMATION: These agencies will not disclose information collected on this form to any source other than what has been authorized under the Privacy Act of


1974 or Title 38 CFR 1.526 for regular uses (for example: authorized release of information to Congress when requested for statistical purposes) identified in the VA system of


records, 55VA2;, Loan Guaranty Home, Condominium and Manufactured Home Loan Applicant Records, Specially Adapted Housing Applicant Records, and Vendee Loan


Applicant Records - VA, published in the Federal Register. Your obligation to respond is required in order to determine the surviving spouse's qualifications for a loan.





RESPONDENT BURDEN: This information is needed to help determine a surviving spouse's qualifications for a VA guaranteed home loan.. Title 38, USC, section 3702


authorizes collection of this information. We estimate that you will need an average of 15 minutes to review the instructions, find the information, and complete this form. VA


cannot conduct or sponsor a collection of information unless a valid OMB control number is displayed. You are not required to respond to a collection of information if this


number is not displayed. Valid OMB control numbers can be located on the OMB Internet Page at: �HYPERLINK http://www.whitehouse.gov/library/omb/ombinvc.htnil#va��www.whitehouse.gov/library/omb/OMBINVC.htnil#VA�. Ifdesired, you can


call 1-800-827-1 000 to get information on where to send comments or suggestions about this form.





IMPORTANT: Do not complete this form if you are requesting


restoration of previously used entitlement. Instead, complete VA


Form 26-1880, Request for a Certificate of Eligibility for VA


Home Loan Benefits.





Department of Veterans Affairs





TO





PART I - (To be completed in triplicate by the applicant)





1A. NAME AND ADDRESS OF APPLICANT (Unmarried surviving spouse)





4. FIRST, MIDDLE, LAST NAME OF VETERAN





5. VA FILE NO.





6. LOCATION OF VA CLAIMS FILE (Ifknown)





XC-





1 B. APPLICANT'S DAYTIME TELEPHONE NO. (Including Area Code)





7. VETERAN'S SERVICE NO.





8. VETERAN'S BRANCH OF SERVICE





3A. BRANCH OF SERVICE





3B. SERVICE NUMBER





3C. PERIODS OF SERVICE





1 1A. HAVE YOU PREVIOUSLY APPLIED FOR DETERMINATION OF YOUR ELIGIBILITY FOR


	LOAN GUARANTY BENEFITS?





CERTTFICATION: I CERTTFY TTIAT the above information is true and accurate to the best of my knowledge and belief.





14. SIGNATURE OF APPLICANT (Unmarried surviving spouse)





15. DATE





Adjudication Officer


Department of Veteran Affairs


Regional Office/Center





RETURN





Loan





Department





Veterans Affairs





TO





TO





Regional Office/Center





(Complete





(Aft-





address)





completion of





Section B)





The foregoing request for determination of eligibility


is forwarded to you for appropriate action and


completion of Section B.





16. SIGNATURE OF LOAN GUARANTY OFFICER OR DESIGNEE





17.DATE





SECTION B





1 8A. CHECK APPROPRIATE BOX(ES)





18B. REASON APPLICANT NOT ELIGIBLE





AS DEFINED IN 38 U.S.C. 101 (21) AND SERVED DURING A PERIOD OF


SERVICE SPECIFIED IN 38 U.S.C. 3702 AND IT HAS BEEN DETERMINED


THAT DEATH WAS FROM A SERVICE-CONNECTED DISABILITY. THE


ABOVE NAMED APPLICANT IS RECOGNIZED AS THE UNMARRIED


SURVIVING SPOUSE





19. SIGNATURE





20. TITLE





21. DATE





VA FORM





NOV 2004 26-1817





EXIST NG STOCK OF VA FORM 26-1817, FEB 2000,





WHICH WILL BE USED.





RE:





Name of Decedent





Statement of Supervisor, Commanding Officer


or Military Casualty Assistance Officer





2. Decedent's position or assignment at time of death or at time of injury resulting in death:





5. Statement of circumstances resulting in or events causing the death of a Law Enforcement Officer, Civil Defense Worker,


	Civil Air Patrol Member, Paramedic, Firefighter, Chaplain, State Employee or Armed Forces member:





Signature





Printed by authority of the State of Illinois - March 2005 - 500 - CC-92





Springfield, IL 62756





630 S. College St.





Illinois Court of Claims





2. Be sure the Application for Benefits is signed and notarized.


3. Be sure to include Claimant's Social Security Number.


4. Be sure the application is filled out completely.





claim, to the address below. Copies may be Xeroxed.





1. Return original and five copies of Application for Death Benefits and this form, and other materials to substantiate the





or intoxication:





If yes, state circumstance(s) and Name(s) and Address(es) of witnesses or persons having knowledge of willful misconduct





No





Yes





of the decedent?





7. Is there any indication, inference or evidence that the death or injury resulted from the willful misconduct or intoxication





Report of Casualty (DD Form 1300), death certificate), which explain the circumstances involved in decedent's death.





6. Attach copies of all documents (e.g., incident or investigation reports, statements, newspaper articles, obituaries, Military





3. Time decedent began duty or assignment on date of death or on date of injury resulting in death:





Telephone Number:





1. Supervisor's Commanding Officer's or Casualty Assistance Officer's Name, Employer, Rank or Title, Address and





Date of Birth





Application for Death Benefits, pursuant to provisions of the Line of Duty Compensation Act relative to the death of:





TO: Court of Claims, State of Illinois


	630 S. College St., Springfield, IL 62756





Address:





)





Applicant's Signature





day





Notary Public





Printed by authority of the State of Illinois - March 2005 - 500 - CC-92





,2





Subscribed and sworn to





completed by, or at the direction of, the undersigned and that matters stated therein are true and correct.





on oath, states that the information in the foregoing application was





)





)





Applicant Information





17. (If applicable) Name(s), Address(es), Phone Number(s), Social Security Number(s) and Birthdates of decedent's children:





No





Yes





16. Did decedent have children?





DD FORM 1351-2 (BACK), JUL 2004





b. ALL UNUSED TICKETS (including identification of unused "e-tickets") MUST BE TURNED IN TO THE T/O OR CTO.





a. INDICATE DATES ON WHICH LEAVE WAS TAKEN:





29. REMARKS





or without charge incident to an official assignment by sources


other than a government mess (see JFTR, par. U4125-A3g and


JTR, par. C4554-B for definition of deductible meals). Meals


furnished on commercial aircraft or by private individuals are not


considered deductible meals.





6. Other attachments will be as directed.





amount of $75.00 or more.





5. Hotel/motel receipts and any item of expense claimed in an





4. Copy of GTR, MTA or ticket used.





Meals consumed by a member/employee when furnished with





ITEM 19 - DEDUCTIBLE MEALS





2. Two copies of dependent travel authorization if issued.


3. Copies of secretarial approval of travel if claim concerns


parents who either did not reside in your household before their


travel and/or will not reside in your household after travel.





amendments, as applicable.





ITEM 15e. LODGING COST


	Enter the total cost for lodging.





1. Original and/or copies of all travel orde rs/a uthorizat ions and





REQUIRED ATTACHMENTS





- HD





Leave En Route - LV


Mission Complete - MC


Temporary Duty - TD


Voluntary Return - VR





- HA





Hospital Admittance


Hospital Discharge





Awaiting Transportation - AT





- AR





Authorized Return





- AD





Authorized Delay





15d. REASON FOR STOP





Note: Transportation tickets purchased with a CBA must not


be claimed in Item 1 8 as a reimbursable expense.





- V





Vessel





- P





Conveyance (POC)





- R





Rail





Privately Owned





- P





Plane





- C





(Own expense)





- B





Bus





Commercial Transportation





Motorcycle - M





Automobile -A





GTR/TKT or CBA (See Note) - T


Government Transportation - G





ITEM 15 - ITINERARY - SYMBOLS


15c. MEANS/MODE OF TRAVEL (Use two letters)





	Member must be on electronic funds (EFT) to participate in split


disbursement. Split disbursement is a payment method by which


you may elect to pay your official travel card bill and forward the


remaining settlement dollars to your predesignated account. For


example, $250.00 in the "Amount to Government Travel Charge


Card" block means that $250.00 of your travel settlement will be


electronically sent to the charge card company. Any dollars


remaining on this settlement will automatically be sent to your


predesignated account. Should you elect to send more dollars


than you are entitled, "all" of the settlement will be forwarded to


the charge card company. Notification: you will receive your


regular monthly billing statement from the Government Travel


Charge Card contractor; it will state: paid by Government,


$250.00, 0 due. If you forwarded less dollars than you owe, the


statement will read as: paid by Government, $250.00, $15.00


now due. Payment by check is made to travelers only when EFT


payment is not directed.





ITEM 1 - PAYMENT





INSTRUCTIONS





There are severe criminal and civil penalties for knowingly submitting a false, fictitious, or fraudulent claim (U.S. Code, Title 18, Sections


287 and 1001 and Title 31, Section 3729).





PENALTY STATEMENT





DISCLOSURE: Voluntary; however, failure to furnish the information requested may result in total or partial denial of the amount claimed.





ROUTINE USE(S): Disclosures are permitted under 5 U.S.C. 552a(b), Privacy Act of 1974, as amended. In addition, information may be


disclosed to the Internal Revenue Service for travel allowances, which are subject to Federal income taxes, and for any DoD "Blanket Routine


Use" as published in the Federal Register.





PRINCIPAL PURPOSE(S): This record is used for reviewing, approving, accounting, and disbursing money for claims submitted by Department


of Defense (DoD) travelers for official Government travel. The Social Security number (SSN) is used to maintain a numerical identification


filing system for filing and retrieving individual claims.





	PRIVACY ACT STATEMENT


AUTHORITY: 5 U.S.C. Section 5701, 37 U.S.C. Sections 404 - 427, 5 U.S.C. Section 301, DoDFMR 7000.14-R, Vol. 9, and E.O. 9397.





Exception to SF 101 2 approved by


	GSA/IRMS 12-91.





PREVIOUS EDITIONS ARE OBSOLETE.





DD FORM 1351-2, JUL 2004





AUTHORIZATION POSTED BY





28. AMOUNT PAID





27. RECEIVED (Payee Signature and Date or Check No.)





26. TRAVEL ORDER/





25. AUDITED BY





24. COMPUTED BY





b. DATE





21.a. APPROVING OFFICER SIGNATURE





d. DATE





c. SUPERVISOR SIGNATURE





b. DATE





20.a. CLAIMANT SIGNATURE





19. GOVERNMENT/DEDUCTIBLE MEALS





(1 0) Amount Due





MORE THAN 24 HOURS





BUT 24 HOURS OR LESS





MORETHAN 12 HOURS





12 HOURS OR LESS





18. REIMBURSABLE EXPENSES





17. DURATION OF TDY TRAVEL





PASSENGER





OWN/OPERATE





16. POC TRAVEL (X one)





(3) Mileage





ARR





DEP





MILES





COST





STOP





TRAVEL





FOR





MODEOF





b. PLACE (Home, Office, Base, Activity~ City and State;


	City and Country~ etc.)





a. DATE





of decedent's surviving parents:





19. (If decedent left no surviving spouse or children) Name(s), Address(es), Phone Number(s) and Social Security Number(s)





Assistance Officer assigned to assist with matters relating to decedent's death:





22. Attach copies of any other documents that may be relevant or useful in consideration of this claim.


23. (If decedent was on active duty as an Armed Forces member) Name, Address and Phone Number of the Military Casualty





that explain the circumstances involved in the decedent's death.





21. Attach copies of any other documents (e.g., incident or investigation reports, statements, newspaper articles, obituaries)





Printed by authority of the State of Illinois - March 2005 - 500 - CC-92





of decedent's supervisor at time of decedent's death:





24. (If decedent was not on active duty as an Armed Forces member) Name, Title, Employer, Address and Phone Number





Number(s) of decedent's next-of-kin and relationship to decedent:





20. (If decedent left no surviving spouse, children or parents) Name(s), Address(es), Phone Number(s) and Social Security





17:





18. Name(s), Address(es), Phone Number(s) and Social Security Number(s) of other parent(s) of child or children listed in





15. (If applicable) Name, Address, Phone Number and Social Security Number of decedent's surviving spouse:





-





I





%





/





Application for Death Benefits Pursuant to Line of Duty Compensation Act





3. Address at Time of Entry into the U.S. Armed Forces (if on active duty as an Armed Forces member):





9. Rank and Title of Position or assignment in which decedent was serving at time of death or at time of injury resulting in death:





13. Attach copies of any other form(s) on which decedent designated beneficiaries for receipt of death benefits.


	Provide Social Security Number of each beneficiary designated.





Servicemember’s Group Life Insurance Election and Certificate (SGLV8222)





D.





Record of Emergency Data (DD Form 93)





C.





Report of Casualty (DD Form 1300)


Certificate of Death (DD form 2064)





B.





A.





Defense documents (if available):





12. For claims on deaths of Armed Forces members on active duty, attach copies of the following Department of





Printed by authority of the State of Illinois - March 2005 - 500 - CC-92





$ amount or % share





Social Security Number





Address





Name





Compensation Act Designation of Beneficiary Form for receipt of benefits:





11. Name(s), Address(es) and Social Security Number(s) of all beneficiaries designated by decedent on Line of Duty





8. Employer and Employer’s Address (if not an Armed Forces member):





Pursuant to provisions of the Line of Duty Compensation Act, application is hereby made for payment of benefits





Illinois Court of Claims, 630 S. College St., Springfield, IL 62756





Secretary of State





Illinois Court of Claims





-





ORGANIZATION OR INSTALLATION





LOCATION





PERIOD COVERED





FROM





TO





HOUR





DATE





HOUR





DATE





ITEM





TIME





NO.





INCIDENTS, MESSAGES, ORDERS, ETC.





ACTION TAKEN





INL





IN





OUT





TYPED NAME AND GRADE OF OFFICER OR OFFICIAL ON DUTY





SIGNATURE





DA FORM 1594, NOV 62





PREVIOUS EDITION OF THIS FORM IS OBSOLETE.





USAPPC V3.00








