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X Fourn Afpeoved
SOCIAL SECURITY ADMBESTRATION D TEL TOE 120 OMB ND, 0885-000%

{Do not writa in this spacel * .
L
APPLICATION FOR SPECIAL AGE-72-0R-OVER
MONTHLY PAYMENTS

1 apply for specisl paymants under Sec. 226 of the Social Secwity Act, a3 smended, and for entitiement to all insuranca
banafits which may bs payvabls ta me under Tide I and part A of Tithe XVHI of that Act, as prosecdly amended.

1. | Enter Yeur Full Narow (Frat neme. middia initiad, fast name) . Entar Your Social Security Numbac
. # nons or unknown 3o ndicatel
2.

Entar youe dato of birth [Show month, day, and year) >

3. |ia) -Hava you ever fied an application for sciat security benefits fohis = -
inciudes application for hospitel insurance protection, as well as for DY& No
montidy cash banafitnlt i *Yes,” complete (b, i), and id) below.

b3 Enter name of parson on whose samings record you filed your  |fc) Enter Social Seeurity number
previous spplication(s). of porson nemed I (b)

I AU S
il Since you filed your prmvious application(s), have you been self-

amployed or worked n employment coverad by Social Security or the
Railrnad Retiwarmrt Act? > D Yes D No

4,
Have you evar engaged in work that was covered under tha soeil security D‘Y DN
systan of & country other than the United States? N o« ¢
i Yoz, " list tha countrylies): -

&,
Wers you employed or seif-employod this year ar last year? E] Yo [:I HNo

B. Hf you wers in the active milltary or navaf sarvice aftwr September 7, 19389, nm&ﬁ'ca dates of service below;

Froen fMonth, yeer) To iMonth, year)

’ Are you a resident of one of tha 50 Ststes of the United Statas, the

. | District of Columbia or Northern Madans lelands? (7o resid in » place 3 ves e
fears to make & homy thera.) . >
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{a) Am you a citizen of the United States?
{IF *Yes, " go on fo itam $) . [ vea One -
(i *No, " enswer (), fc), and (0} below.}

[ 3

() Aro you lawfully admitted for permanent residencs in the Unlv.ad
Stabag? > D Yes D Neo

Have you resided autside the United States at any tims during the last

fel five years? > [ ves D Ne
(¥ "Yes, * entar balow the informetion requestad.)

ADORESSES AT WHICH YOU RESIDEC QUTSIOE THE U.S. IN THE DATE RESIDENCE DATE RESIDENGE
LAST FIVE YEARS [Sagir with the mest recert address) BEGAN ENDED

if vou nead more space use the “Remaris ~ spece or saother sheet of paper.) HMONTH YEAR MONTH YEAR

e} Name the country ed which you are a citizan:— »

" | Are you receiving public assistance cash payments or Federal Supplameantal
Security Incorne payments? —tp D Yes D No -

10. [{a) Ars you receiving any patadic payments lpensions, annuities,
retiremant payments, etc.] from the Federdl Government, or from any
State or incal goverrenent? (This includes cash Social Secuiity benefits
and raiiroad retiremant annuities as wel as othar fadecsl, state or local
govermment paymsnts such as civil service, teachars policsan's, and D D
firamen's eanuitios, pensions, or ratirenent payments. it does not Yes No
include wewker's compensaﬂon paymants or Yetorang Mmﬂsﬂahnn
life insuranes payments.) »
{F *Yes,” answav (b}, (o], and ().)

{ff "No,” go on to lterr 11.)

b} Shew tha amoumt of your payment {before any ([c) Isyou payment made manthly?
deduction for kfe insuranca, health insurance, atc.} i "No, ™ how oftan? Twice-rmonthly, weakly, etc.|

L] DY& D No

{d) Show the name of tha agency or crgenization from which the payment Is recgived:

IIf the arganization in (d] & the Veterans Administratinn, ancwes item {ef. If not. go on to hem 11}

led Is your paymant from the Veteranz Adminigtration based upon a D Yes I:l No

service-connacted disahility or a service-cannected deeth? w5

TV 1 Have you received a lump-sum peyment in place of | penodle {monthly,

wenkdy, etc.) government payment? (Do net  mclude  worker's D D
compangion, residusi paymant from the Reffrosd Raticament Boord of Yes No
Vetarans Administration e insuraace peyrments.)

12. | Are you eligible for a periodic government payrmamt as defined In quastion
10(a} ido not includs the special age 72 payment) whether ar not you are
actually receiving ona? (You are d-gi:le if you could racaive @ government D D

paymant by applying for it. It you are now working, you are likowise Yos No
eligibla f you could raceive a govemment payment, upon application m
otherwise. by ratiring.)
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13 [t} Check ono of the following: t

13

i
Are you now: D MARRIED I:] WIDOWED D SINGLE DIVORCED

{If you sre now "MARFIED " or "WIDOWED”™ complate ihi snd ich.}

{b} ENTER YOLUR WIFE'S MAIDEN NAME SPOUSE'S DATE DATE OF YOUR SPOUSE'S
OR YOUH HUISBAND'S NAME COF 8IRTH & MARRIAGE SOCIAL SECLRITY NUMEER
fHarsaRer raforred 0 a2 “Spousa”! wiknown pive agel Y rins or unkrrawt, so indfcatat

i} i your spouse is decansed, enter the date of death

¥

{if you are MARRIED answer Rems 14, 18, 16, 17 sad T8, If you are NOT MARRIED go on to e 15.§°

14, [ta) |2 your spouse recaiving @y poriodic payments (pensions, annuities, retiremant payments, ete.) from the Federal
gavermnmant or from any State ar local govemment? (This includes cash Social Security benalhs and raifroad
retirement SIVRies as wall as ovhar fadersl, s1ate or lore! govinrunesTt DRYMERTS SUCh B SVl servics, taachar'y,
mbGammsandm:mm,Mnrmpaymmu it docw not inckife worker's
Compansxion peymenis or Vetersns Administration ifa Insurance paymens).

1If Yes, " answar i), fol, and fdl} [ ves 1 %o
i Mo, " go on o Rem 15.)

thy Show tha amount of your spouss payment {dafors | (c) H your spousa’s payment made monthly? ¥ Wa, *
any thaduction for Ko insurenve, kesfth insorence, how oftan? Twice-mombly, weekly, etc.}

oo D‘t"as fD Ne

]
() Show the name of the agency or arganization from which the payment is recsived:

{f the argandzation in d) It thy Vaterang Adnninisiretion, enswer ltens &), If net, go o 1o Rem 11.1
fe] g your spousa’s payment from the Veterans Administration based [:] ¥ D
upon a servick-connectad disabilty or o sorvice-connectnd deathy? mey L No

16.[Is vour spouss roceiving public assistance payments or Federdl
Supplamantal Secwrity income payments which take Jnto account your D D
needs in detetmining elgibilty for, or the amount of, such PAYI? e Yoo No

18, | Has your spouse received a lump-sum pavment In placs of a periodic
imonthly, weskly, ste} govamment peyment? Do not ncluds workes's
COITPenselion. mmmmmmwmmmﬂ

Vaterans Adsvinistration e insurance payments.} [ s 0w

17. |is veur gpouse digible for a periodic governmant paymwant 2 defined in
guestion 14{a) {including the speciol ags 72 payment], whether or not your
spouse it actually receiving one? (Your spouse is aligible ¥ your spouse
could veceive A governmant payment by applying for it. If your spouse Is D v D No
nowr working, your apouse it likewiss aligibls if your $pouse coukl receive a e

govermenent peyinent, upon applicstion or otharwise, by retifing.) e
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18,  Haw your spouse ever angaged In work that was cewered under tha Sociol D ¥ D No .
Sagxity gystom of a country other than the Uniter] StAtes? st ez .

if ~Yes," figt the countrylias); » 1

ENROLLMENT IN THE MEDICARE SUFPLEMENTARY MEDICAL INSURANCE PLAN: The madical ingurence benesfits
plan pays for most of the costs of physiciang’ and surgeons’ services, and related medical sarvicas which are not
coverad by the hozpital insurancs plan. coverage onder this SUPPLEMENTARY MEDICAL INSURANCE PLAN does not
apply to most medical expenses incurred outelde the United States. Your Social Security distiict office will be giad to
exp;ain t!;o t?i:, of the plan and give you a leaflat which axplaing what services are coversd and how payment is
rnada undsr $he plan,

+ | Gnce you are enrollad in this plan, you will have 1o pay 2 monthly pramitm to coviw part of the oost of your medical
insurance protection. The Faderal Government contributes an equal amount or mors toward the oot of yowr
ingurence, Premiums will be deducted from sny monthly Social Security, roifrosd ratiremant, or civil sarvice banetit
ehecks you tecaive, if you do not receive such banefits, you will bo notifisi sbout when, where, and how to pay your
praemiums. If you do not enroll at this time, you may kave to pay a hightr premium and your coverage will be delayed.

19, | Do you wish ta ennall in the MEDICAL SUPPLEMENTARY MEDICAL INSURANCE PLANZ D Yeos D Ne

The events Jisted below may affact monthly payments under the special wge-72-or-over provision. You will find an
explaration of bow they affact payrosnts in the “Rights and Responsibilities™ booklet which you will recsiva. If any
one of thass eventz oocurs, you must notity the Social Sscurity Administration prompify.

(8} You or your spouse becorns ELIGIBLE FOR PERIODIC GOVERNMENTAL PAYMENTS OR THE AMOUNT OF
PRESENT PAYMENT CHANGES {pensions, snouities, rativsrment peyinents, etc.), whethar from the Fedaral
governmsnt or fram the State or local government.

b} You or your spouse recsive PLIBLIC ASEISTANCE cash payments or Federal SUPPLEMENTAL SECURITY INCOME
payTnents.

{=)  Your MARRY or are DIVORCED. .

{8 You reside outside the 50 states of the U s end tha Divtrict of Columbla,

1 agree to notity the Social Security Administration if any of tha abova avents occur, and o retem aromptly any benefite
check ! receiva to which { am not efigible.

{lnow that enyone who makes or causes ta bs made u false statement or raprassntation of meterial fact in an application
or for uss in dutermining & right to payment undae the Social Seaxity Ast commits a ciima pmichable wnder Federal lay by
fins, lmpmtumlmmmMn 1 havs given in this dovument Is frus.

%mnﬁummmwmjmmm Date iManth. day, vesr)

SIEN Telephone Nowies

HERE T

FOR Dirsct Deposit Payment Addmss (Fnencip! insthotion)

OFACIAL Rossting Tramsit Mombar C18 | Depositor Accourrt Numbar Ll 1O Accourt

USE ONLY Divect Depasit Refused

Applicant's Msling Address Number and strsst, Apt. No., P.G. 8ox, or Rursl Rows] (Entar Ragidfonice Address in *Ravacks,” i different )

City and Stans . ZiF Code County & any) in wiich you now five

Wimesses are requited ONLY ¥ this appiication hag beon signed by mark (X) abave. i signed by mark (X), two witteesus to the signing
wha knowe the spplicant must sign balow, giving theic full addresses. Alsa, phint thw apphcant’s nama in Signature block,

1. Signatiwe of Witnaes 2. Slgnature of Withess
Adtreas (Number and Strest, Ty, Stete snd 2P Codal Address Nuvder and Stroat, Chy, State and 2P Codej
Form S5A-18 F6 (7-85) Pape d {Over)
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RKECEIPT FOR YOUR CLAIM FOR SPECIAL AGE-72-OR-OVER MONTHLY PAYMENTS -
gm; HUMBER TO CALL BEFORE YOU RECEIVE A NOTICE &5A OFRICE DATE CLAIM HEC?ED
TELERHONE NISMBER TG CALL AFTER YOL) AECEIVE A NOTICE OF
AWARD

Your application for Social Secufity banofits hax beon i3 vorne other chenge that moy atfect your olaim, youw—or

received and will b procassad as quickly as possibla. 2omdone for you—should rapant the change. The changes
) 1o be raported ara listed balow.
You showdd hoar from ug within deys after  Alwoys give us yow cleim number whan writing or

you have givan ue sl the information we requested. Some  talephoning about your claim.
claims may tain longer if additionad information i neaded.

H you have sy questiong about vour daim, we will be

In the meantime, if you changs your addrass, or If thare | giad to heip you.

CLANWANT SO0UIAL SECURITY CLAIM NUMBER

CHANGES TO BE REPORTED

[

>

yYY vy

>

You change your mailing address for chacks or rasidence, To avokd delay in receipt of checks you
shouid ALSQ file s regular chenge of address notice with youwr post office.

-
You go outside the 1).5.A. for 30 congecutive days or longer.
Any beneficiary diez or bacomes unable 10 handle benefits,

Custody Change-—Report I a person for whom you are filing or who iz in your care dies, leaves
your care or custody, of changes address. .

Change of Marital Status—Merriags, divivcs, anmdment of mardage.

You or your spouse begin 10 recsive monay paymants from a public assistance or weifare sgancy:
or Federal Supplemental Sacurity incoms.

Your or your spouse bacome eligible for a pension, annuity or retirement pay under any
governmental program, of amount of present payment changes.

HOW TO REPORT

You gan make your reports by telephone, mail, or in person, whichever you prefar.

WHEN A CHANGE OCCURS AFTER YOU RECEIVE A NOTICE OF AWARD, YOU SHOULD REPORT BY
CALLING THE TELEPHONE NUMBER SHOWN NEAR THE TOP OF THIS PAGE.

Form SSA18 F6 [7-89) Fage 5 tOver)
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COLLECTION AND USE OF INFORMATION FROM YOUR APPUCATION—
PRIVACY ACT/PAPERWORK ACT NOTICE

See Revised
Privacy Act
Statement

See Revised Paperwork
Reduction Act

Form SS2-18 F6 (7-89) Page 8 {Over}
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Thefollowing revised Privacy Act Statement will beinserted into theform asits
next scheduled reprinting.

Privacy Act Statement
Collection and Use of Personal Information

Sections 228(a), 205(a), and 1872 of the Social Security Act, as amended, authorize usto
collect this information. The information you provide will be used to determine if you
and your spouse are entitled to insurance coverage and/or monthly benefits.

The information you furnish on thisform is voluntary. However, failure to provide the
requested information could prevent an accurate or timely decision on your claim, and
could result in the loss of some benefits or insurance coverage.

We rarely use the information you supply for any purpose other than for determining
eligibility. However, we may useit for the administration and integrity of Social Security
programs. We may also disclose information to another person or to another agency in
accordance with approved routine uses, which include but are not limited to the
following:

1. Toenableathird party or an agency to assist Social Security in establishing
rights to Social Security benefits and/or coverage;

2. To comply with Federal laws requiring the release of information from Social
Security records (e.g., to the Government Accountability Office and
Department of Veterans Affairs);

3. To make determinations for ligibility in similar health and income
maintenance programs at the Federal, state and local level; and

4. Tofacilitate statistical research, audit or investigative activities necessary to
assure the integrity of Social Security programs.

We may also use the information you provide in computer matching programs. Matching
programs compare our records with records kept by other Federal, state or local
government agencies. Information from these matching programs can be used to establish
or verify aperson’s eligibility for Federally funded or administered benefit programs and
for repayment of payments or delinquent debts under these programs.

Additional information regarding this form, routine uses of information, and our
programs and systems, is available on-line at www.ssa.gov or at your local Social
Security office.



Thefollowing revised PRA Statement will be inserted into the form at its
next scheduled reprinting:

Paperwork Reduction Act Statement - Thisinformation collection meets the
requirements of 44 U.S.C. § 3507, as amended by section 2 of the Paperwork Reduction
Act of 1995. Y ou do not need to answer these questions unless we display avalid Office
of Management and Budget control number. We estimate that it will take about 10
minutes to read the instructions, gather the facts, and answer the questions. SEND OR
BRING THE COMPLETED FORM TO YOUR LOCAL SOCIAL SECURITY
OFFICE. Theofficeislisted under U. S. Government agenciesin your telephone
directory or you may call Social Security at 1-800-772-1213 (TTY 1-800-325-0778).
You may send comments on our time estimate above to: SSA, 6401 Security Blvd,
Baltimore, MD 21235-6401. Send only commentsrelating to our time estimate to this
address, not the completed form.
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