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Somal Secunty Admmsstranon f _TEL TOE 120!145;155 oMB No 0960 0003

o _ . (Do not write in this space)

APPLICATION FOR MOTHER S OR FATHER S INSURANCE BENEFITS*

J— R — VP — -

With this application. you are applying for all insurance benefits for which you are eligible .
under Title || {Federal Old-Age, Survivors, and Disability insurance) and Part A of Title XVIII:
{Health Insurance for the Aged and Drsabled) of the Social Security Acl, as presently '
amended. The information you furnish on this application will ordinarily be sufficient for a
determination on the lump-sum death payment.

*This may also be considered an application for survivors benefits under the Railroad
Retirement Act and for Veterans Administration payments under Title 38 U.S.C., Veterans
Benefits, Chapter 13 {which 1s, as such, an applicalion for other types of death benefits
under Title 38).

1. (a) PRINT name of deceased wage earner or sefi.employed  FIRST NAME, MIDDLE INITIAL, LAST NAME
person (herein referred to as the “deceased™).
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(b} Check {X) one for the deceased. C T Male ~ Female

(c) Enter deceased's Social Security Number.

‘2. (2) PRINT your name. ST TRIRST NAME  MIDDLE INITIAL, LAST NAME

() Enter your Social Security Number.
o e e —

3. Enter your name at birth if different from item 2{a).

7 (aj i yourdateofbmh e e e s e +MONTHDAYYEAR .

(b) Enter name of State or foreign country where
you were born.

PLEASE READ CAREFULLY BEFORE ANSWERING lTEM 5

You may receive a mother's or a father's benefit for any month in which you have in your care the deceased's child or
dependent grandchild who is entilled to a child's benefit if the child is:

- under age 16,

» or disabled or handicapped (age 16 or over and disability began before age 22).
If you are fiting as a surviving divorced mother or father, the child must be your son. daughter, or legally adopted child who
is entitied to child's benefits on the deceased's earnings record.
Mother's or father's benefits are not payable {f the only child in your care is & child age 16 or over who is not disabled.

5. Has an unmartied child or dependent grandchltd of the deceased, who is under age 16 or disabled. lived with you any
time from the month of death through the present month? (This includes adopted child, stepchitd, and stepgrandchild )
(Iif "Yes," enter the information requested below.) = Yes :No

Months and Year child tived with you (!f all. write "ALL"}

Name of child

B
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8. (a)Have you {or has someone on your behalf) ever filed an application for “Ne
Social Security benefits, a period of disability under Social Security. ? !fY . ffN .
Supplemental Security Income, or hospital or medical insurance under {If "Yes."answer  (if "No." go on o
Medicare? L (B)andic)) itern 7.}

(b) Enter name of person{s) on whose Soc lal Securlty record FIRST NAME, MIDDLE INITIAL. LAST NAME
you filegd other apphcatuon :
(c) Enter Social Security Number of person named in {b}.
(if unknown, so indicate.) :
7. (a) Are you, or during the past 14 months nave you been, unable (o work ; T Yes T e
because of iinesses, injuries or conditions? ”f "Yes." (1 "No." go on
; answer (b).) toiem 8)
i
e ; _ .
{b) Enter the date you became unable to waork. MONTH, DAY, YEAR
8. Did you work in the railroad mdustry for 5 years ar more? S Yes No
(a) Do you have Social Security credns'(for example, based on work or _J'r . . JZ‘INO .
residence) under another country's Social Security system? : ”f "Yes “(!f""No. " G0 o
| answer (b)) fo jtem 10.)
(b} If "Yes," tist the country(ies).
0. Ts there a surviving parent (or parents) of the deceased who was receiving I Yes LN; A
support from the deceased at the time of death or at the time the deceased '
became disabled? (!f ‘Yes,” enter the name and address of
ithe parent(s} in "Remarks” on page §.)
11, INFORMATION ON YOUR MARRIAGE(S] T -

{(a) Enter information about your marriage to the deceasead.

Spouse s Name (1ncludmg maiden r name) ' | When (Monrh Day Year) \}'\}‘héré”'(méﬁﬁéb% Cffy"'a'n—d'§{éiéi""” o
How Marriage Ended ' When {Manth. Day, Year) :Where (Mame of Cily and State)

Marnage performed by Spouse s date of birth (or age) : Date of death
~Clergyman or public official ! :

Other {(Explain in Remarks }

(b) If you remarried after the marnage shown in 11, (=), enter information about the Jast marnage
(If none, write "NONE".)

Spouse's Name (inciuding maiden name) When (Month. Day. Yeary  [Where (Name of City and State)
How Marriage Ended When (Month, Day, Year) EWhere {Name of City and State)
Marnage performed by, T ?éb"ouse's date of biﬂﬁ(or a‘é‘é}” o f"if'ép'aaée'd'eéééééd;”'gi@é'da'ié‘é"f"aéath”

Clergyman ar publlc oﬁlmal

(c) |f you had cother marriages, and the marriage lasted at 1east 10 years or ended due to death of 1he Spouse (whether
before or after you married the deceased), enter the information below. If you divorced then remarried the same
individual within the year immediately following the year of the divorce, and the combined period of marriage totaled
10 years or more, include the marriage (I none, write "NONE".)
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Spouse's Name (including maiden rame)

How Marriage Ended

[When (Month, Day. Year) ||

“Vihan Woniy By, Vesr

" TWhere (Name of City and State]

"Where (Name of City and State)

Mamage performed by:
‘Clergyman or public official

._JOlher {Explain in "Remarks")

Spoﬁse's date of birth (or age)

|
- If spouse deceased, give date of death

Spouse's Social Security Number {If none or unknown, so indicate)

USE "REMARKS" SPACE ON PAGE 5 FOR !NFORMAT!ON ABOUT ANY OTHER MARRIAGES

12.

INFORMATION ABOUT THE DECEASED'S MARRIAGE(S)

Answer this item ONLY if the deceased had other marriages.
(a} If the deceased married after his or her marriage to you, enter the information on the last marnage.

(If none, write "NONE". )

[ep

Spouse's Name (including marden name)

?When (Month. Day. Year)

%w'ﬁﬁﬂé?fi_ége Ended

Where#(Name of Cff}'ggcfg?aufe)mm

|
' When (Mon?ﬁ:_ﬁéy.m\’earj

T'Where (Name of City and State)

Marriage performed by':_"w
[ Clergyman or public official

L]O[her {Explain in "Remarks"} _L

Speuse's Social Securrty Number (if

II Spoese's date of birth (or age)

none or unknown, so indicale)

if spousende'eeasea.mdi;_ew date of death

{b) Enter rnformatlon aboul any other marnage the deceased may have had that Iasted at Feast 10 years (see |tem
11. {c} for counting cansecufive multiple marriages to the same ndividual) or ended due to death of the spouse
{whether before or after you married the deceased). Do not include the marriage to you.

{if none, write "NONE".)

Spouse's Name (including maiden name)

When (Month, Day. Year)

- Where (Name of City and State]

How Marrage Ended

Marriage performed by:
.__Clergyman or public official
 "Other {Explain in "Remarks")

Spouse's Social Security Number (If

i

1

"When (Month. Day. Year)

"Where (Name of City and State)

Spoese's date of birtth {Ie_r"age)

Date of death

none or Unknown, so mdlcale)

IF YOU ARE APPLYING FOR SURVIVING DIVORCED SPOUSE'S BENEFITS. SKIP ITEM 13 AND GO ON TO {TEM 14,

13. {a) Were you and the deceased living together at the same address when the

deceased died?

“Yes 3 No
Hf "Yes," skip to (!f ‘No.”
answer (b).)

Citem 14.)

(b} If either you or the deceased were au;ey from home {whether or not temporarily) when the deceased died,

give the following:

Who was away?

Reason absence began

Date Iast at home

Form SSA-5-BK (05-2015) UF (05-2015)
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~ Reason you were apart at lime of death

if separated because of iliness, enter nature of 1Hneés br
disabling condition

ANSWER ITEM 14 ONLY IF THE DECEASED DIED BEFORE THIS YEAR. OTHERWISE, GO ON TO ITEM 15.

14. {a) How much were your total earnings lasl year? §

NONE ALL

(b) Place an "X" in each block for EACH MONTH of fast year in which you did not
earm more than *§ in wages, and did not perform substantial services

in self-employment. These months are exempt months. If no months were exempt JAN FER :' MAR _' APR
months, place an "X" in "NONE". If all months were exempt months, place an "X" L co

T poe e

in "ALL." MAY . JUN : JUL & AUG
*Enter the appropriate monthly limit after reading the instructions. "How Your Ir CEPT . A * oy e
____Earmings Affecl Your Benefits”  SEPT OCT | Nov bee
15. (a) How much do you expect your total eamnings to be thisyear? &
{b) Place an "X" in each block for EACH MONTH of this year in which you did not or NONE ; ALL
will not earn more than *$ in wages, and did not or will not perform - B R
substantial services in self-employment. These months are exempt months, Ifno JAN ¢ FEB | MAR  APR
months are or will be exempt months, place an "X" in "NONE". If all months are or F
will be exempt months, place an "X"in "ALL". . MAY i JUN & UL . AUG
| B
|

*Enter the appropriate monthiy limit after reading the instructions, "How Your . ._ ‘,
Earnings Affect Your Benefits”. - SEPT, OCT : NOV . DEC

ANSWER ITEM 16 ONLY IF YOU ARE NOW IN THE LAST 4 MONTHS OF YOUR TAXABLE YEAR (SEPT., OCT., NOV.,
AND DEC,, IF YOUR TAXABLE YEAR IS A CALENDAR YEAR). OTHERWISE, GO ON TO ITEM 17.

16. (a) How much do you expect to earn next year? $

[P L L T TER I R

{b) Place an "X" in each block for EACH MONTH of next year in which you do not i MNONE ALL
expectto earn morethan 5. inwages, and do not expect to perform e e
1

substantial services in self-employment. These months will be exempt months. if JAN FEB | MAR @ APR
na months are expected to be exempt months, place an "X" in "NONE". If all e i P
months are expected to be exempt months, place an "X" in "ALL". MAY JUN | JUL © AUG

OCT = NOV - DEC

“Enter the appropriate monthly limit after reading the instructions, "How Your

Earnings Aftect Your Benefits”. - SEPT

If you use a fiscal year, that is, & taxabie year that does not end December 31
{with income {ax return due April 15), enter here the month your fiscal year ends,

17. (&) Have you qualified for, or do you expect to qualify for, a pension or P
annuity (or a lump sum in place of a pension or annuity) based on (If "Yes, " check (if "No." go on. to
your own employment and earnings for the Federal Government of the box initem {(b) item 18.)
the United States, or one of its States or local subdivisions? (Social " that apples.)

Security benefils are not government pensions). ;

‘Yes “No

(o)l receive a government pension or annuity.

"= I'have not applied for but | expectio

E " begin receiving my pension or
~lreceived a lump sum in place of a government pension tannuity: (If the date is not known,
© 7 or annuity. . enter "Unknown.")

"Month | Year

i I applied for and am awaiting a decision on my pensicn or lump sum.

1
1
'
ey P

18. Check if applicable:

Tl am not submitting evidence of the deceased's earnings that are not yet on his/her earnings record. | undersland
T~ that these earnings will be included automatically within 24 months. and any increase in my benefits will be paid
with full retroactivity.

(Tum to .F-’age 5



REMARKS (You may use this space for any explanations. If you need more space, attach a separate sheet.)

Direct Deposit Payment Address (Financial Institution)
Routing Transit Number | Account Number

‘ | Checking || Enroll in Direct Express
[ |— Savings [ ﬂl Direct Deposit Refused

I 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 statement about a material fact in this information, or causes someone else to do S0,
commits a crime and may be subject to a fine or imprisonment.

Date (Month. Day, Year)
SIGNATURE OF APPLICANT

Signature (First Name, Middle Initial, Last Name) (Write in ink) Telephone number(s) at whi_é_h_y&.i-ﬁ?ay be
contacted during the day

SIGN

HERE AREA CODE

Applicant's Mailing Address (Number and street, Apt No., P.O. Box, or Rural Route) (Enter Residence Address in
"Remarks" on page 5, if different.)

City and State ZIP Code County (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), two
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 Witness 2. Signature of Witness

Address (Number and Street, City, State and ZIP Code) Address (Number and Street, City. State and ZIP Code)

Form SSA-5-BK (05-2015) UF (05-2015) Page 5



RECEIPT FOR YOUR CLAIM FOR SOCIAL SECURITY MOTHER'S OR FATHER'S INSURANCE BENEFlTS

BEFORE YOU RECEIVE | SSA OFFICE

TELEPHONE A NOTICE OF AWARD

NUMBER(S) TO | i

gi\L/}E YoYU |(AREAcODE)
AFTER YOU RECEIVE

JUESTION OR | A NOTICE OF AWARD

SOMETHING TO

REPORT

(AREA CODE)

Your application for Social Security benefits has been
received and will be processed as quickly as possible.

You should hear from us within

have given us all the information we requested. Some

DATE CLAIM RECEIVED

to be reported are listed below.

days after you

claims may take longer if additional information is needed.  about your claim.

In the meantime, if you change your address, or if

help you.

there is s'cTrﬁe—oiHmﬁét_@éﬁe_cfﬁur cié'im_.'y-o'u_
or someone for you - should report the change. The changes

Always give us your claim number when writing or calling

If you have any questions about your claim, we will be glad to

CLAIMAINT

DECEASED'S SURNAME IF DIFFERENT

FROM CLAIMANT'S

Sactions 202, 2405, and 223 of\the Social
infgrmation you

We rayely use the information you\supply for ahy purpose pther than far making a eterminatio

SOCIAL SECURITY
CLAIM NUMBER

Privacy Act Statement [See Revised Privacy Act Statement Attached

curity Act,

s amendedq, authorize \us to collect Yhis informatjon. We will Use the
rovide to detarmine eligib\ity of you ok a dependeit for Social\Security be

revent us fram
benefit

relating to your entitlemént

or a dgpendent's entilement to Sotial Security\benefit payients. How§ver, we may use it for the administration and
may aso disclose\information\to another person or to dnother agency in

integrity of Social Sedurity programis. We

accordance with apprqved routine Uses, which include but ate not limitel to the folldwing:

2. To gomply with Federal laws requiring the réjease of infqrmation frofn Social Segurity records (e.g., to th
and Depantment of Ve :

Gove&rnment Accoyntability Offi

local I&vel; and,

4. To faciltate statistical\research, auljit, or investigative activi{ies necess3ry to assur

the integrity\and improveément of

Social Security programns (e.g.. to the Bureau of\the Census\and private\concerns ufder contract\to Social Sécurity).

We may also uge the informafjon you provifje in computer matching\programs.
records ket by other Fedgral, State, of local goveryment agendies. Information from these matching programs dan be
to establish or verify a petson's eligibilly for Federa|ly-funded o} administered benefit ptograms and\for repaymant of
paymyents or delifyquent debts under these p

wit
use

A conplete list of foutine uses fdr this information is available in Systein of Recor
itional information regard\ng this for
w.socialsefurity.gov or\at your loca\ Social Secyrity office.

, 60-0090. Yhis notice, ad
, are available on-line at

Recor
syste

display a Valid Office ¢f Management and Budget
0960-0003. We estimgte that it will thke 15 minutas to read th
Send only\comments relating to our time estimate above to: SSA, 6401 Security

See Revised PRA
Statement Attached

—
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177717
Line

177717
Line

177717
Line

177717
Line

177717
Line

177717
Line

177717
Line
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Line

177717
Line

177717
Line

177717
Line

177717
Text Box
See Revised Privacy Act Statement Attached

177717
Text Box
See Revised PRA Statement Attached


CHANGES TO BE REPORTED AND HOW TO REPORT

FAILURE TO REPORT MAY RESULT IN OVERPAYMENTS THAT MUST
BE REFAID, AND IN POSSIBLE MONETARY PENALTIES

You change your mailing address for checks or G? Yotrviolated fof-mere than-30-cortrtous-days-a-conditien

residence. (To avoid delay in receipt of checks you -

OUAE
= PHHooahe SH—PcH e = ot cH—or

should ALSO file a regular change of address notice with [y oy begin to receive a retirement or disability

your post office.) . .
government pension or annuity (from the Federal

Your citizenship or immigration status changes. government or any State or any political subdivision

You go outside the U.S.A. for 30 consecutive days thereof) or your pension or annuity amount changes.

or longer. WORK AND EARNINGS

Any beneficiary dies or becomes unable to For those under full retirement age, the law requires that a

handle benefits, report of earnings be filed with SSA within 3 months and 15
days after the end of any taxable year in which you earn more

Work Changes - On your application you told us you than the annual exempt amount. You may contact SSA to file

expect total earnings for ~ tobe$ . a report. Otherwise, SSA will use the earnings reported by

your employer(s) and your self-employment tax return (if
You |_l(are) [ | (are not) earning wages of more than  applicable) as the report of earnings. It is your responsibility tc
S amonth. ensure that the information you give concerning your earnings
is correct. You must furnish additional information as needed
when your benefit adjustment is not correct based on the

You D(alre) ] (are not) self-employed rendering ,
earnings on your record.

substantial services in your trade or business.

(Report AT ONCE if this work pattern changes.) HOW TO REPORT

You can make your reports by telephone, mail, or in person,
whichever you prefer.

If you are awarded benefits, and one or more of the above
change(s) occur, you should report by:

Change of Marital Status - Marriage, divorce, annulment
of marriage. You must report a change in marital status
even if you believe that an exception applies.

Custod;f/ Chahnge pid Disabfi}li}y ImprO\r/‘es_- Report if a -, Visiting the section "What You Can Do Online" at our
person for whom you are filing, or who is in your care wih Sl 3t www.sHCialSectrTty.gov.

dies, leaves your care or custody, changes address, or if . Calling us TOLL FREE at 1-800-772-1213;

FHEEAL TR iAot RTipaias. + If you are deaf or hearing impaired, calling us TOLL
f .- e FREE at TTY 1-800-325-0778; or

Yourae confingd 1o Jail, prison, panal inshiution or - Calling, visiting or writing your local Social Security

correctional facility for more than 30 continuous days for a office at the phone number and address shown on

conviction of a crime or you are confined for more than 30
continuous days to a public institution by a court in
connection with a crime. For general information about Social Security, visit our web
site at www.socialsecurity.gov.

your claim receipt.

You have an unsatisfied felony or arrest warrant for
more than 30 continuous days for flight to avoid
prosecution or confinement, escape from custody,
or flight escape.
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Cross-Out

868865
Text Box
•  You begin to receive a retirement or disability government pension or annuity (from the Federal government or any State or any political subdivision thereof) or your pension or annuity amount changes.

868865
Inserted Text
	

177717
Text Box
You have an unsatisfied felony or arrest warrant for more than 30 continuous days for flight to avoid prosecution or confinement, escape from custody, or flight escape.



SSA will insert the following revised Privacy Act and PRA Statements into the form as soon as
possible:
Privacy Act Statement
Collection and Use of Personal Information

Sections 202, 205, 223, 226, and 806 of the Social Security Act, as amended, allow us to collect
this information. Furnishing us this information is voluntary. However, failing to provide all or
part of the information may prevent us from making an accurate and timely decision on your
entitlement or a dependent’s entitlement to Social Security benefit payments.

We will use the information to determine your or a dependent’s eligibility for Social Security
benefits. We may also share your information for the following purposes, called routine uses:

1. To Federal, State, or local agencies (or agents on their behalf) for administering income
maintenance or health maintenance programs (including programs under the Social
Security Act). Such disclosures include, but are not limited to, release of information to:
Railroad Retirement Board for administering provisions of the Railroad Retirement Act
relating to railroad employment; for administering the Railroad Unemployment Insurance
Act and for administering provisions of the Social Security Act relating to railroad
employment; and Department of Veterans Affairs for administering 38 U.S.C. 1312, and
upon request, for determining eligibility for, or amount of, veterans benefits or verifying
other information with respect thereto pursuant to 38 U.S.C. 5106; and

2. To contractors and other Federal agencies, as necessary, for the purpose of assisting the
Social Security Administration (SSA) in the efficient administration of its programs. We
will disclose information under the routine use only in situations in which SSA may enter
into a contractual or similar agreement with a third party to assist in accomplishing an
agency function relating to this system of records.

In addition, we may share this information in accordance with the Privacy Act and other Federal
laws. For example, where authorized, we may use and disclose this information in computer
matching programs, in which our records are compared with other records to establish or verify a
person’s eligibility for Federal benefit programs and for repayment of incorrect or delinquent
debts under these programs.

A list of additional routine uses is available in our Privacy Act System of Records Notices
(SORN) 60-0059, Earnings Recording and Self-Employment Income System, 60-0089, entitled
Claims Folders Systems, 60-0090, entitled Master Beneficiary Record, and 60-0321, entitled
Medicare Database. Additional information and a full listing of all our SORNs are available on
our website at www.ssa.gov/privacy/sorn.html.

Paperwork Reduction Act Statement - This information collection meets the requirements of
44 U.S.C. 8 3507, as amended by section 2 of the Paperwork Reduction Act of 1995. You do not
need to answer these questions unless we display a valid Office of Management and Budget
control number. We estimate that it will take about 15 minutes to read the instructions, gather



http://www.ssa.gov/privacy/sorn.html

the facts, and answer the questions. SEND OR BRING THE COMPLETED FORM TO
YOUR LOCAL SOCIAL SECURITY OFFICE. You can find your local Social Security
office through SSA’s website at www.socialsecurity.gov. Offices are also listed under U. S.
Government agencies in 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 comments relating to our time
estimate to this address, not the completed form.



http://www.socialsecurity.gov/



