SOCIAL SECURITY ADMINISTRATION

(] e

TOE 120/145/155

Form
OMB No. 0

ovad

APPLICATION FOR WIDOW'S OR WIDOWER'S INSURANCE BENEFITS*

Do not write In this spacs)

I apply for all insurance benefits for which | am efigible under Title Il (Federal Old-Age, Survivors, and
Oisability insurance) and Part A of Title XV (Hasith Insursnce for the Aged and Disabled) of the
Bocisl Sacurity Act, ss prewarrtly smended. The Information you fumish on this applicstion will

ordinerily by sufficient fac & determination on the lumnp-sum death payment.

*This may olso be considered an application for survivors benefits under the Reliroad Retirement Act
and for Velerans Adminigtration peyrents under title 368 U.8.C., Vettrans Bensfhs, Chapter 13

{which is. a8 stch, an spplicetion for other types of deeth benefits under tite 36,

H you waers regiiving benafits sa » wifa/husband at the time of your mouss's desth, you need

com

pleta only the circled itams. Al other claiments must complete tha entire form,

Q

{a} PRINT name of decessed wage earner or
sl od parson (herain
 to a5 the "deceased”)

FIRST NAME, MIDDLE INITIAL, LAST NAME

Check (X} ona for the decesssd

(] Female

{e) Enter decenssd's Socisl Security Numbar

— — ——— bk, et — p— — ——

{as] PRINT your name

FIRST NAME, MIDDLE INITIAL, LAST NAME

{b) Enter your Social Security Number

(c) Enter your name at birth if diffstemr
from item 2(a) .

FIRST NAME, MIDDLE INITIAL, LAST NAME

Enter date of birth of deceased

PART | -- INFORMATION ABOUT THE DECEASED

MONTH, DAY, YEAR

& o
1

{a) Enter date of death

MONTH, DAY, YEAR

{b} Enter place of desth CITY AND STATE
@ Enter name of the Stata or foreign country where the deceased had a
fixed, permanent home at the time of death:
6.| (a) Did the deceased ever file an application for Social Security
benefits, a period of disability under Social Security, supplemental D. Yes Dﬁ N°
security income, or hospital or medical insurance under Medicare? m:r’} answar (b) :’a' k‘:; Ly on

¥ unknown, check this block [

(b} Enter nameis) of person(s) on whose Social
?&cdumy record(s) other application was
|

FIRST NAME, MIDDLE INITIAL, LAST NAME

{¢) Enter Social Security Numbertnl of person(s) named in (b).
H unknown, check this biock [

Answer Item 7 Only if the Deceased Died Prior to Full Retirement Age or Prior to 1 Year Past Full Retirement Age,
and Within the Past 4 Months.
7
(a) Was the deceased unable to work because of ilinesses, injuries or D_ Yes D No
conditions at the time of death? T e RO

{b) Enter the date the deceasad became unable to work, —————————

MONTH, DAY, YEAR

8.| (al Was the deceased in the active military or naval service (including D - D

Reserve or National Guard active duty or active duty for training) Yes No
after September 7, 1939 and before 19687 "[-':’! "‘,’g-{;)'j““"" f‘f r;‘:’g, 95;" on

(b} Enter dates of service. i i R

FROM: TO:

lc) Has anyone {including the deceased) received, or does anyone D e D No

expect to receive, a benefit from any other Federal agency? —— -
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ANSWER ITEM 9 ONLY IF DEATH OCCURRED WITHIN THE LAST 2 YEARS.

{a) About how much did the deceased earn from employment and Amount
~ self-employment during the year of death? §
(b) About how much did the deceased earn the year before death? ——— i.mount
{a} Did the deceasaed have wages or self-employment income covered Yes D No
under Social Security in all years from 1978 through last year? —— ";;;Yﬁ; skip to F‘Lj ;~°~ answer

{b) List the years from 1978 through last year in which the deceased did
not have wages or self-employment income covered under Social Security. =

1.

CHECK IF APPLICABLE:

D urderstend that these sernings will be
henefits wili be paid with full retroactivity.

I am a0t submitting evidence of the deceaged’s samings that are not yet on his/her esar :
included sutomatioally within 24 monthe, and sny Inoraase in my

record. |

12

Enter below the information requested about each marriage of the deceased

. including the marriage to you.

To whom married Whaen (Month, Dw; and Year) |Where (Enter name of City and State)
How marriage ended When (Month, Day, mé Year) |Where (Enter mm- of City and State)
Last Marriage performed by: Spousa's date of birth I apouu deceased, give date of death
marriage
of the [J Clergyman or public official
deceased |[J Other tExplain in Remarks)
Spouse's Social Security Number (If none or unknown,
so indicate) . e Y ey
To whom maied When (Month, Day, and Yaar? {Whera [Entar name of City and Stwte)
How marriage ended When (Month, Day, and Yea:) |Where (Enter name of City and State)
Pravious
marriage _ -
of the Marriage performed by: qsmnm's dete of birth if spdnies decensed. give date of daath
deceased
(IF NONE, |C] Clergyman or public official
WRITE 1 Other (Exptain in Remarks)
“NONE.")
Spouse's Social Sscurity Number (/f none or unknown,
s0 indicate) P S ——

USE "REMARKS" SPACE ON BACK PAGE FOR INFORMATION ABOUT ANY OTHER PREVIOUS MARRIAGE

Is there a surviving parent (or parents) who was receiving support from the
deceased at the time of death or at the time the deceased became disabled
under Social Security Law? -

(] Yes

D No
{lf "Yes, "~ enter the name
and address in "Remarks. *)

14,

PART Il - INFORMATION ABOUT YOURSELF

{a) Enter name of State or foreign country where you were born, ————

bafore you ware aga 6, go on to item 16.

If you have already presented, or if you are now presenting, s public or religious racord of your birth established

{b} Was a public record of yoeur birth made before
age B7

[:| Yeos [:I No [:I Unknown

tel \:I:: g?raﬁgiouc record of your birth mede befors

1 ves [[] 8o (] Unknown

Fonn SBA-108K (01-2006)
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Enter below information about each of your marriages, Indicate your marriage to the deceased by entering
deceased’s name [if you are applying for widower's benefits, enter the maiden name of the deceased); it is not
necessary to repeat other information sbout this marriage you have slready given in item 12, Enter complete
information on all other marriages, whether before or after you married the deceased.

To whom married

When Month, Day, and Year)

Where (Enter name of City and State)

How marriage ended

‘When (Month, Day, and Year)

Where (Enter name of City and State)

Your : .

ourrent Marriage performed by: Spouse's date of birth |l spouse deceased, give date of death
or last [J Clergyman or public official

marriage | L] Other /Explain in Remarks)

S0 indicate)

Spouse's Social Security Number (/f nong or unknown,

To whom married

When {Month, Day, and Year)

Where (Enter name of City snd State)

e e e

How marriage ended When (Month, Day, and Yeer] |Where (Enter name of City and State)
Your
previous = -
marriage Marriage performed by: Spouse's date of birth If spouse deceased, give date of death
(IF NONE |[J Clergyman or public official
WRITE | Other (Explain in Remarks)
NONE®) Spouse's Social Security Number (If none or unknown,
180 indicate) —

" p— — — e s p— —

UBE "REMARKS" SPACE FOR INFORMATION ANY OTHER
IF YOU ARE APPLYING FOR SURVIVING DIVORCED SPOUSE'S BENEFITS, OMIT 18 AND GO ON TO ITEM 17.

) [ ves [ Ne

7 "Vou, " sk 10 ¥ “Mo, "
m 17.) snawar B).)

{o) uammmﬂnm_\mwimmmwmmmmmmm.

Who waa sway? [[] bacessed [ ] Surviving spouss
Reason you were apart at time of death:

{a) Werg you and the dessased living together at the same address
when the decsased dlad? -

Data last st home: Reseon sbasnce began:

If separated because of iliness, enter nature of iliness or disabling condition.

17.| (a) Have you (or has someone on your behalf) ever filed an
application for Social Security benefits, a period of disability
under Social Security, supplemental security income, or hospital
or medical insurance under Medicare?
{b) Enter name of person on whose Social

Security record you filed other application

D No
{if "No, " go on

fb) and ic).) to irem 18.)

{c) Enter Social Security Number of person named in (b).
it unknown, so indicate)

[Over)

Form SSA-10-BK (01-2006) EF (D1-20061 Page 3



DO NOT ANSWER QUESTION 18 IF YOU ARE FULL RETIREMENT AGE OR OLDER. GO ON TO QUESTION 19.

18. No
{a) Are you, or during the past 14 fvlonths havg you been, unable to lﬂj;:‘. — %;'Na," —
work because of ilinesses, injuries or conditions? ) .) to itam 19.}
(b} Enter the deta you became unable to work. (Month, day, year)

12. lwere you in the sctive military or naval service (including Reserve or
National Guard active duty or active duty for training] sfter D Yos [ No
Septembar 7, 1930 and before 10887

20, Ni)ld you or the daceased work in the relirosd mdustry for 5 years or [____] Yes Q No
more? |
21.| (a} Did you or tha deceased have Sacial Security credits ffor [ ves {1 No
sxampls, bagsed on work or residenca) undsr sngther country’s {if "Yas,” i "Ma, “ go on to
Social Security System? snswer (bh) itam 22.)

b} If "Yaa,"” list the country(ies).
22.| {a) Have vou quelified for, or do you expect te qualify for, a

ponsion or anmiity {or o lump sum ln.plece of a pension or (] Yes ] No
annwity) based on your own smgloyimant and eamings for the (If "Yas, " check {if "No, ™ go
Federal Government of the United Sistas, or one of its States which of the items  on to item 23.)
or local subdivisions? (Social Security benefits are not in item (b) appiies
government pensions.) fo you.) B
(b) D | receive a government pension or annuity. D | have not applied for but | expect
to begin receiving my pension or
D i received a lump sum in place of a government annuity:
pension or annuity.
D | applied for and am awaiting a decision on my {Month, year)
mnaion or |ump sum. {If the date is not known, enter “Unknown *.}
’ MEDICARE INFORMATION

If this olaim i epproved and you are still entitled to benefits at BB, you will sutomatically recelve Madicare Part
A [(Hospital Insurence)] and Madicera Part B (Madicsl Insurance) coverags st age 85. If you ere not eligible for
automatic enroflment in Medicere Part B, this application may ba used for vblutitary enrollment.

COMPLETE ITEM 23 ONLY IF YOU ARE WITHIN 3 MONTHS OF AGE 65 OR OLDER

In most cases. Medicare doss rity for health care while travaiing outside the United Siates. Your local
SociM Sacurity Offied will be giad top‘&plah more m%

Enroiltnent In Medicare Part B (Medical Insurance): Medicare Part B helps cover doctor's services and outpatient care.
It afso covers some other services that Medicare Part A doasn't cover. Once you are enrolied in Medicare Part B, you
will have to pay 8 monthly permium. The date your Medicare Part B 'beglna and the amount of the premium you must

pay depande on the month you filed this application with the Socia urity Administration. Your premiums will be
dszuct.d from any monthlvaochl SecuritE.pRailruad Retirement, ar Of 'tzf Personnel M;rmpomfm benefit check
e

you receive, if do not receive such benefits, you will be notified how to pay your premiums. You will get
advance notice if there is any change in your premium amount.
K you dé not envoll in Madicare Pert B now, you oan enroll later a specified snroliment period. if you
enroll later, your coverage may ba delayed and you may ?mw: 10 pay 8 M PFOTHUM.
23, g "

Do you want to anroll in the Medicare Part B (Medical

insurance)? [ ves [J no

Form $5A-10-BK {01-20081 EF (01 2006) Page 4



ANSWER ITEM 24 ONLY IF THE DECEASED DIED BEFORE THIS YEAR.

{a} How much ware your total earnings last year? s

{b) Place an "X" in each block for aach month of last year in which
you did not earn more than *$ in wages, and did not NONE ALL
perform substantial services in sslf-employment. These ‘months

are exempl months. If no months were exempt months, place an
X" in "NONE." |f all months were exempt months, place an "X" Jan. Feb. Mar. Apr.
in "ALL."

May Jun. Jul, Aug.

*Enter the appropriate monthly limit after reading the instructions,
"How Your Earnings Affect Your Benefits.” Sept. Qct. Nov. Dec.

(a) How much do you expect your total earnings to be this year? —= | §

(b} Place an “X" in each block for @ach month of this year in which
you did not or will not earm more then *§ in wages, and NONE ALL
did not or will not perform substantial services in

seif-amployment. These months are exempt months. If no 3
months are or will be exempt months, place an *X" in "NONE." If Jan. Feb. Mar. Apr.

all months are or will be exempt months, place an "X" in "ALL.”
May Jun, Jul. Aug.

Enmhwopﬁemmnﬂivmmmw

Auswmrrmznomvarvoummnmusumnmeowounmmm'm.. ocT.,
NOV., AND DEC.. IF YOUR TAXABLE YEAR IS A CALENDAR YEAR).

(a) How much do you expect to earn next year? I s

b} Piace an "X" in each block for sech month of next year in which
you do pot sxpect 1o s more than 4 in wages, and NONE ALL
siibitamisl services in self-emgloymant.

do not sxpect to perfafm
Thass monthe will be axmript monthe. W no monthe are axpacted
to ba sxempt months, pisce sn "X" In *NONE.* f s montia e Jon.

sxpectad to be exempt months, place an *X" in "ALL."
Jub.

§
2|5|#
£l8|%

*Enter  the Wom mntlw Bonsly aftar ruﬁno the
instructlons, * prt Your Bene

@Ifyoum a fiscal year, that is, o texsble yeer that does not end [Month
Decomber 31 (with income tax return due April 15}, anter hera
the month yous fiscal vear ends.

IF YOU ARE FULL RETIREMENT AGE OR OLDER, GO ON TO PAGE 6. OTHERWIGE, PLEASE READ CAREFULLY THE
INFORMATION ON PAGE 8 AND ANSWER ONE OF THE FOLLOWING [TEMS.

(a) | want benefits beginning with the earliest possible month that will be the most advantageous. ——— f:|

{b) I am full retirement age (or will be within 4 months) and | want benefits beginning with the earliest
possible month that will be the most advantageous, providing that there is no permanent reduction in
my ongoing monthly benefits. D

{c} 1 want benefits baeginning with i urnderatand that sither a higher initia) paymaent or a
higher continuing monthiy bomftumountnmybopoodbla but | choose not to take K.

O

ANSWER QUESTION 20 ONLY IF YOU ARE NOW AT LEAST AGE 61 YEAHS 8 MONTHS.

’Q-mywmwammzummwwmmm [ ves Clw
ratirernent benefits on your own eamings record? °

Form SSA. 108K (01 2008)  EF (01.2000) Poge B {Over)



30.1po you have any unsatisfied felony warrants for [:l Yes L__\ No

your arrest?

31. Ipo you have any unsatisfied Federal or State warrants for your
arrest for violating the conditions of your probation or parole? D Yes |:| No

REMARKS (You may use thiz spsce for sny explerations. If you need momn ipécs, sttich a separste sieel )

| declare under penalty of perjury that | have examined all the information on this form, and on any accompanying
statements or forms, and it is true and correct to the best of my knowledge. | understand that anyone who
knowingly gives a false or misleading statement about a material fact in this information, or causes someone else to
do so, commits a ctime and may be sent to prison, or may face other penalties, or both.

Date (Month, day, year)
SIGNATURE OF APPLICANT e B

Signature st nsme, middle initial, fost nama) (Wekte i ikl Talephone numberls) st which you
may be contectad dusing the day

SIGN

HERE AREA CODE

IR | Direct Deposit Payment Address (Financial Institution)

= : :
OFFICIAL Routing Transit Number C/8 |Depositor Account Numbaer D No Aoeount
USE ONLY [ birect Depcait Refused

Applicants Mailing Address (Muriber s strest, Apt. No., F.O. Box, or Mxsf Raurte) [Enter Paeicance Aduvess in “Remwks, * if different.}

City and State ZIP Code Caountry {if any) in which you now live

Witnesses are required ONLY if this application has been signed by mark (X) above. If signed by mark (X), w0 witnesses to the
signing who know the applicant must sign below, giving their full addresses. Also, print the applicant's name in the Signature
block.

1. Signature of Witnass 2. Signature of Witness

Addcess (Number and steet, City, State endd aip Code} Addirsss Number s sirewt, City, Stste sndf op Cocs)

Forn KSA-10-8K (01-3000) EF 01-5“! Fauga 8




RECEIPT FOR YOUR CLAIM FOR SOCIAL SECURITY WIDOW'S OR WIDOWER'S INSURANCE BENEFITS

BEFORE YOU RECEIVE A S8A OFFICE DATE GLAIM RECEIVED
NOTICE OF AWARD
TELEPHONE NUMBER(S)
TO CALL IF YOU HAVE A
o REpoRT | OMETRING 2 FTER YOU RECEIVE A
NOTICE OF AWARD
Your application for Social Security benefite haa been in the meantime, if you change your address, of if
received and wiil be processed as gquickly as possible. thers is othwe change that may nifect your

You should hear from ug within daya atter
you hava givers us all the informstion we requested.
Some claims may take ionger If additional information

mcsl Always give us your cleim number when
writing or telephoning about your claim,

is nesdod.
if you have any questions about your claim, we will
be glad to belf you.

CLAIMANT DECEASED'S SURNAME IF SOCIAL SECURITY CLAIM

DIFFERENT FROM CLAIMANT'S

NUMBER

Collection and Use of Information From Your Application - Privacy Act Notice/Paperwork Act Notice

requested information, Howewer, if you do not provide
the information, we will be unabis 10 make an acourate
and timely decision concerning yowr sntitiement or &
dependent's entitiement 10 bankfit payments,

the Departmant of Justice for use in represanting the
Federal governmaent.

g
§
§
g
g
3
]
2
g
2
g

be used of givan out ars
ffices. f you want to
this, contect any Sogisl Becurity

Paperwork Reduction Act Statement - This information collection meets the requirements of 44 U.S.C. § 3607, as amended
by Section 2 of the Paperwork Reduction Act of 1996, You do not need to answer these questions unless we display a valid
Otfice of Management and Budget control number. We estimate that it will take about 16 minutes 1o read the instructions, gather
the facts, and answer the questions. SEND OR BRING THE COMPLETED FORM TO YOUR LOCAL SOCIAL SECURITY OFFICE.
The office is listed under U. §. Government agencies in your telephone directory or you may call Social Security at
1-800-772-1213. You may send comments on our time estimato above to: SSA, 6401 Security Bivd., Baltimore, MD
21235-6401. Send gnly comments relating to our time estimate to this address, not the compioted form.

Form S5A 10-BK 101-2006) EF 101-2008)

{Over}




CHANGES TO BE REPORTED AND HOW TO REPORT
FAILURE TO REPORT MAY RESULT IN OVERPAYMENTS THAT MUST BE REPAID, AND IN POSSIBLE MONETARY PENALTIES

» You changs your mailing address for checka or
rasidence. (To avoid delay in recaipt of chevks you
should ALSO file » reguiar change of sddrass notice
with your post offica.}

» You have an unsatisfled warrant for your arrest for
u crime or attempted crime thet is e falony (or, in
Jurisdictions that do not define crimes as felonies, &
crime that s punishable by death or impiisonmant

for a tarm exceeding 1 year.)

» You heve an uneatisfisd warrant for a violation of
probation os pargle under Federal or Stats law.

* Your citizenship or immigration status changes.

You go outside the U.5.A, for 30 consecutive days

or longer. Disability Applicants
» Any beneficiary dies or beobmes unable 1o handle
benetits. 1. You retumn to work {as sn employae or self-

employed) regardiess of amount of earnings.
Work Changes — On your appllcation you told us

;nu sxpect total saninga for te be 2. Your condition improves.
T HOW TO REPORT
:;::‘:1 gU tere) LJ :‘:0:?;} L T You can make your raporis by telephone, mail, or in
S — : person, whichevar you prefer.
H you sre awarded benefits, and one or more of tha
You (] {are) [] {are not) self-smployed rendering above changels) oceur, you should repart by:

substantlal services in your trade or business.

* Calling us TOLL FREE at 1-800-772-1213;

» |f you are deaf or hearing impaired, calling us TOLL
FREE at TTY 1-800-325-0778; or

» Calling, visiting or writing your local Social Security
office shown on your claim receipt.

For general information about Social Security, visit our

web site at www.socialsecurity.gov.

{Raport AT ONCE if this work pattem changes.)

» Change of Marital Status - Marrisge, divorce,
anrilment of marrisge. You must report
aeven if you belisve thal an axception apples.

You #ré confinad to jeil, prison, penal institution or
corrgctional facility for conviction of & crime or you
wre confined 1o a public institution by court order in
connaction with & crime.

For thoss under full retirement age. the law requires
that 8 repert of eamings be filed with S8A within 3
months and 15 days after tha end of eny taxabls yaer
in which you eam more than the annual sxampt
amount. You may contact SSA 1o fils a report.
Otherwise, 85A will use the eafnings reported by your
smployeris) snd your seff-empiloymant tax retum (it
applicable) as the report of sernings required by lew
snd adjust benefits under the sarmings test. It is your
responaibliiity to snsure that the information you give
CONOSINING your eamings s correct, You must furnigh

sdditionsl Informetion as needed when your benefit
adiuutmmt i not correct bassd on the earnings on
your record.

Custody Change - Rapart if a person for whom you
are filing, or who is in your care dies, leaves your
care or gustody, or changes address.

* You begin to recesive 8 governmant pension or
annuity {from the Federsl govemment or any State
or any pefitical subdivision thareof) or your pansion
or annuity amount changes.

FIGURING YOUR ANNUAL EARNINGS

To figure your total yearly earnings, count all gross wages (before deductions) and net eamings from self-employment which you
earn during the entire year. This includes earnings both before and after retirement, and applies to all earned income whether or
not covered by Social Security.

In figuring your total yesrly earnings, however, DO NOT COUNT ANY AMOUNTS EARNED BEGINNING WITH THE MONTH YOU
ATTAIN FULL RETIREMENT AGE. Count only amounts sarned before the month you attain full retirement age.

Benefits may be payable for some months prior to the month in which you file this claim (but not for any month before you reach
age 60 {unless you are disabled)) if;

= YOU Wit EARN OVER THE EXEMPT AMCUNT THIS YEAR.

{For the sppropriate oxemnpt amount, see "How Your Eamings Affect Your Benefits.™)

If your first month of entitiemant is prior to full retirement age, your benefit rate will be reduced. However, if you do not actually
receive your full benefit amount for one or more months bafore full retirement age because benefits are withheld due to your
earnings, your benefit will be increased at full retirament age to give credit for this withholding. Thus, your benafit amount at full

retirement age will be reduced only if you receive one or more full benefit payments prior to the month you attain full retirement
age.
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