EDCS SSA-454 Adult Screenshots

About You: Section 1: Information About You

454 AboutYou
Identification

Name: Aubrey Anna Birkhams haw
Primary telephone number: 250-448-5175

Secondary telephone number is: Q U.S. ,,_/ Foreign C' Mone

Secondary telephone number {‘EI'BB-‘BEI'B—'BBS'B}l | Ext:l |

E-mail address

Your Language Information

Can you speak and understand English?
MNOTE: i you cannot s pesk and unders tand English, we will provide an interpreter, free of charge.

(0 wes ) Mo ® Not yet answered

If HO, what language do you prEfer?I bl

Can you read and understand English?
O wes O Mo ® Mot yet answered

Can you write more than your name in English?
(2 ¥es () Mo @ Mot yet answered

Cther Names U=d

In the lagt 12 months hawe you used any other names on your medical or educational records?
Examples are maiden name, other married name, o nicknams

(0 Yes ) Mo ™ Mot yet answered



SSA- 454 Section 2 - Contacts/Person Completing Form

454 Someone we can contact

Alternate Contact Information

Is there someone (other than your doctors) we can contact who knows about your medical condition(s), and can help you with your case? Examples include a
family member, friend, or neighbor.

No (O Not yet answered

Name of Alternate Contact

“First name: Middle name: “Last name: Suffix:
John I[ | [Page IV

Relationship to Disabled Person: |Family Member ||

Address for Alternate Contact

Address is: ® U5 Foreign| Copy Address S

Street address line 1: |1487 Grim St

Street address line 3: |

|
Street address line 2: | |
|
|

Street address line 4: |

City: [Baltimore | state: [MD | zIP Code: [21227 |

Telepheone for Alternate Contact

Telephone number is: ® U.S. O Foreign C) None

Daytime phone number: (999.999-9999) [410-655-1234 | Ext] |

Preferred Language of Alternate Contact
Can this person speak and understand English?

@ Yes (O No (O Not yet answered

Person Completing the Report
“Who is providing information?
ubrey Anna Birkhamshaw

) Alternate Contact listed above
omeone else




Expanded Version- Someone Else is Completing the Form

Preferred Language of Alternate Contact

Can this person speak and understand English?
0 Yes ® No () Not yet answered

If "NO", what language is preferred? | Other

Other Language: |Language when Other selected | x |

Person Completing the Report
“Who is providing information?
() Aubrey Anna Birkhamshaw
() Alternate Contact listed above
(® Someone else

Name of Person Completing This Report

First name: Middle name: Last name:

Agency name:

Relationship to Disabled Person: |

Address for Person Completing This Report

Address is: @ U S (O Foreign| CopyAddress

Street address line 1: |

Street address line 2: |

Street address line 3: |

Street address line 4: |

City: | | state:|  V|zIP code:

Telephone for Person Completing This Report

Telephone number is: ® U S () Foreign () None

Daytime phone number: (999-999.9999) | | Ext




SSA-454 Section 3- Medical Info- Conditions

454 Medical Information - Medical Conditions

Physical and Mental Conditions

*Separately list each physical and/or mental health condition that limits your ability to work.

[N de:

¢ All physical, mental, or emotional conditions

o Ay major complications resulting from your condition

o All conditions, whether or naot v ou have been receiving treatmeant

+ [fcancer, include stage and type

Examples of conditions:

1. Back injury, 2 Arthrtis, 3. Diabetes, 4. Glaucoma, 5. Depression, 6. Blindness

E nter one condition on each line. ¥ ou will be given additional lines as needed.

*1. |High Blood Pressure |

2. |Umg Cancer |

3 | |

Check Spelling

Height and Weight

What is your height? feet inches:
What is your weight? pounds:




SSA-454 Section 3- Medical Info Sources

454 Medical Information - Medical Sources |
Comparison Point Decision Date: 11/20/2022

Doctors, Therapists, Hospital, Clinics

“Within the last 12 months, have you seen or recelved treatment from a health care provider (doctor, hospital, clinic, psychiatrists, nurse practitioners, therapists,
physical therapists, or other medical professionals|?
® Yes () Mo () Mot yel answerad

Tedl us who may have medcal records coverng the last 12 months about any of your physical or mental condition(s) (including emotional of leaming problems). This includes doctors' offices,
hespitals (including emergency room visits), clinics, and other health care laciities.

Tedl us about your next appointment, if you have one scheduled.

Include:

= Al types of providers (physicians, psychologists, optometrists, nurse practitioners, therapists, chiropractors, acupuncturists, etc.)
+ Places where you had treatments, tests, surgery, or emergency room visits.

Toadd a health care provider, choose Add DoctorHospital/Etc. To edit, select the name below.

|
DANA FABER CANCER INSTITUTE 450 BROOKLINE AVE
JEFFERSON, SHIRLEY ARLENE MD * PO BOX98

Add DoctorHospill/Ele.




Medical Sources — Doctor/Therapist Information DETAIL (no edits)

Doctor/Therapist Information

Comparison Point Decision Date: 117202027

Mame:  [ANAEABER CANCER INSTITUIE Raplacs Souce
Atention:

Address: 450 BROOKLINE AVE

Putentikibnonet: [ |

Dains
 you cant emamber the exact dabes, be a5 spocic as possible
Examples.

=m0, 200
s Ociober 2000
& Summar 1999

First visit: |
Last wisit [10:2072

Mext appoiniment: |
Condifions and Treatments
Wihat medical wene a7
Exampios
= To e my blood monitonad
& Ihad asei2ure

» | deviloped an nkclion

What treatment did you recelve for the above conditions?
Exampizs

= Physical thedagy

= Counseling

& Heal lieatmenls.

s Modcings

Tasts
List any tes this provider performed or s=nt you to within the last 12 manths, or scheduled you to take in the futune.

T b & et chooss Add Test To edit, select the name of B test bk

o — e e,
Bicpsy (nln) mmlkmn Im CkMA FABER CANCER INSTITUTE

| dd Tast



List all medicines you are row taking, or have you taken in the last 12 menths, preseribed or suggested by this provider,

T &k @ meddicing, chomse Add Madicna To edi, st the name ol the medcine bilow.
T T EEE—— T ———

| hdd Medicine

Physical and Mental Condifiens
List all physical and'or mental of leaming your abdlity to wark,

To mdd ar edi a condifion, choosa Add or Edit Conditions.

R —————_——S—M—————_§——____§_YG§§§___—@—™@§—@™—_n—n—n
High Blioca Prassune

Lung Cancer 3

Low wsmn

Anxisly

Add or Edil Condite



WViedical sources — Hospital/cinic intormation
Hesptal Cinic information

T ravparisss Print Decieos D CL 730000

Fratbern 1ef [if hravmen ]

Thates at this Faciliny

Envar gy i oll rrpet oF walie Wir mpwy ¥ it a1 reeeperngs Fon o it 0 ok e s potelibe Dby coerst inchede & et
[

= o 12002
& Ocicber 2000
& Semwre T

Dt e Dt il
Dt e L
[T Tt it

D4 o b oy Simpatiend wiiBT Vs M ® Mon pel aeveied

(14 i hawe By Simesasary boam visin !
¥ rmase thar fwee | gies the moar nacens saes
Yoo [ Mo & Nok pel snewseed

& Vil ol 5 e ot rk

T o b krass

‘Whar psaamel i pu receles lor e abos cordEond
Exnmples

® ey af e Ranas Cine

» Biood Virshsiss

= Gy

= Chamuterspy i s Oncolegy Chskc

= Silichey
Vo SFPatEN CB% BOAZE s SN AN P RoApEsl § paake |
Lingent care |3 stwbiivs. srpery 12w g - susE rapal - and cang
T

Lt vy st then poveveche pevhormed o el pou b e Gl 13 mostia, o sciertuied pou W ik it Rulre.

LG Thoain s inal] oy GHMCVASCULAN SLMGERY
EXG Hean st AR GEWCVASCULAR SURGERY
MEVCT Sean ('l ey ingery K ot GHMCVASCULAR SURGERY
Madicinsy

13 g TN G 0 BRI MRS a0 e R KIRG. 7 havE (kS 13 e L8R 17 monat, preciibesd o seggenisd by s piovias,
Te wdd i radicirm chvoren At becdome T el sarbect P rares of the remdivine beiow

genl GEMCAASCLLAS SURDERY Hawt puip
M Madicing (W07 LIST) CEMCTASEULAR SUIRGETY Raasans e
Cytesons CEMCHYASCULAR SURDERY Oy tudone
Vicedn CRMCAWARCULAR: SUIRGIEY Vimage Puin

Firpsicel amd oo Cord iiom
Lint all phrysical andior masial cond Bonp| finchuding smotiosal o learming probberma] B lind pous abiliy i wosk

Tol s o et @ condian. chasas Add of Tl Caadirons.

Tl —t-——___—___—_——————_————————§—§—§S§S—S—S$S————MMm
Kras Injry e ca acckden

Lag wengmatiticnn




SSA-454 Section 3- Medical Info-Tests

454 Medical Information - Tests Summary

Within the last 12 months, did any of the providers you listed order any medical test for you? (Include tests performed and scheduled in the future, and
the healthcare provider, or facility, that scheduled them.)

() No () Mot yet answered

List all tests that you had or will have for your condition.

To add a test, choose Add Test. To edit, select the name of the test below.

. R =77 Y =X TVl Providier or Facility]
Xaay (legs’

*No Source®

TestInformation

“Name of Ted:
D . ;

Date of Test:

Ifyou carlt remamber the =xact dates, be as specific == possible. Examples:
= 1132002
= June 2001

Prowvider who performed, sent you to, or scheduled you to take this test.
Ifyou need to add & medical sowrce, you must return to MED SOURCES.

| v

[1 1 hawe had thistest more than once.

Physcal and Mental Conditions
Lig all phy scal and/or mental condition{s) {including emotional or learning problems) that limit your ability to worlk,

To add or edit a condition, choos e Add or Edit Conditions.

High Blood Presswe

Lung Cancer 2

Loww vision

Add or EditConditons

|QK| elam | Add Another EEI.I'BEIHHLEIP



SSA - 454 Section 3 — Medical Info — Medicines
Medicines Summary

454 Medical Information - Medicines Summary

‘Within the last 12 months, have you taken or are you now taking any prescription or non-prescription medicines?
® Yes (O No O Mol yet answered

LList all prescription and non-prescription medicines that you take for your condition.

To add a medicing, choose Add Medicine. To edit, select the medicing listed below

medcne ______|Prescrived By

Actos CONNECTICUT MENTAL HEALTH CENTER No reason provided

Medicines Detail (no edits)
Medicine Information

“Name of medicine:

Who prescribed this medicine (if prescription)?
If you need to add a medical source, you must return to MED SOURCES.

[ v

Reason for medicine:
Examples:
+ Slows down my heart rate

« Regulates my blood sugar
o Stops the pain

Physical and Mental Conditions
List all physical and/or mental condition(s) (including emotional or learning problems) that limit your ability to work.

To add or edit a condition, choose Add or Edit Conditions.
 ———
Knee injury from car accident

Leg amputation

Add or Edit Copditions




SSA - 454 Section 3 — Medical Info — Assistive Devices

Assistive Devices Summary (new)

454 Medical Information - Assistive Devices

Do you use an assistive device?

® Yes No Mot yet answered

List the assistive device(s) you use.

To add a device, choose Add Device. To edit, select the device listed below.

Eyeglasses *No Source

Canes Orthopedic Associates

Walker Orthopedic Associates
Add Device

Assistive Devices Detail (New)

454 Assistive Devices

“Name of Device
| Other w

If "other”, please describe what kind of device, when and how you use it.

Scooter - | use this in the house

How frequently do you use this device?
NOTE:: if you always use an assistive device when outside of your home, but do not always use it inside of your home,
select "always.

® Always () Sometimes () Not Yet Answered

Provider who prescribed or advised you to use the device
If you need to add a medical source, you must return to MED SOURCES.

| don't know W

List all physical and/or mental condition(s) (including emotional or learning problems) that limit your ability to work.

To add or edit a condition, choose Add or Edit Conditions_
T ———




SSA-454 Section 4- Work Information

454 Work Information

*Has Aubrey Anna Birkhamshaw worked since 11/20/20227
® Yes () No () Not yet answered

Are you still working now?
® Yes () No () Not yet answered

Select all types of work you had since your last medical disability decision.

T

Wages from Employer @® Yes (O No () Not yet answered

Self-employment ® Yes () No () Mot yet answered

5SA - 454 Section 5 — Support Services

Support Services Summary
454 Support Services

in any support services mentionad below or any other vocational rehabilitation, employment sarvices, or other support

Since 4/28/2005, have you d or are you [
services to help you return to work?

« An Individualized Education Program (IEP) through a scheol(if a student age 18-21);
An individual work plan with an employment network under the Ticket to Work Program;

-
= APlanto Achiave Self Support [PASS); or
« An individualized plan for employment with a vocational rehabilitation agency or any other organization;

® Yes () No O Nof yet answered
Ligt all plans or programs attended.

To add a plan or program, choose Add a Plan or Program. To edit, select the plan or program name below.

[Organization/Schaol I (Ham e of Counseloriinstructor

*No Drganiz ation/School name” Jones, Heather
BEHAR AT WORK Name, Counselor

TOWSON UNIVERSITY -SPPA CLINIC Prowider, Clinical

Add a Planor Pregram



Support Services Detail

Support Services
Name:  Hestor Jonss
Attention:

Address: 234 Man Streat

Dates Seen
If you can't remember the exact dates, be as spacific ac possibla.
Examples:

« June 10, 2001

« February 1998

* Summer 1985

When did you start participating in the plan or program? |
Are you still participating in the plan or program?

() ¥es. Scheduled to be completed on:

() No. | completed the plan or program on:

() No. | stopped participating iin the plan or program before completing it because:
(®) Not Yet Answered

Types of Services
What types of services, tests, or evaluations were provided?
Select all that apply:
PsychologicalllQ Test: () Yes () No @ Nol yet answered
Vision Test: (O Yes O No ® Not yet answered
Hearing Test: () Yes () No @ Not yet answered
Work Classes: (0 Yes O No ® Not yel answered
Work Evaluation: () Yes () No (® Not yet answered
Other: O Yes O No (® Not yet answeded

Physical and Mental Conditions
List all physical andfor mental condition(s) (including emotional or leaming problems) that limit your ability to work.

To add or edit a condition, choose Add or Edit Conditions.

e |
High Blood Pressure

Lung Cancer

[  AddorEditCopdsons |

@| Delete || Add Another Plan or Program || Cancel “ﬂeb




SSA-454Section 6- Other Medical Information

454 Other Medical Information

Does anyone else have medical information about your physical or menfal condition(s) (including emofional and leaming problems) covering the last 12 months,
or are you scheduled to see anyone else?
Ex amples:
* Workers' Compensation
Insurance companies who have paid you disability benefits
Prisons
Case Workers
Attomeys
Welfare or social sewice agency

5 () No () Not yet answered

To add a medical source, choose Add Source. To edit, select the name below.

fome ———————— ———— [ e ]
JOMES, DAVID MCLESTER *  BB30 CHESTNUT ST

SMITH, ALVA D * 410 GLENN AVE SU1

Add Source



SSA - 454 Section 7 — Education, Training and Literacy
454 Education, Training and Literacy
Education

Have you received any education since 11/20020227
® Yes () No O Not yet answered

Mame of school: | School Name

Addressis: ® .S Forsign
Street address line 1: :Atlclless Line 1

Street address line 2: |Address Line 2

Street address line 3: Address Line 3

Street address line 4:  Address Line 4

City:|City | state:|MD ~| 2P Code:|12345

“Type of program or degree:

The type of program of degree lext box

Date(s) of attendance (MMIYYYY): from |09/2019 | T to |0512021 i)
Date completed (or scheduled to be complated) (MM/YYYY): |05/2021 ] &=

Job Training or Vocational School
Have you received any type of specialized job, trade, or vocational training since 11/20/20227

@ Yes () No O Mot yet answered

Name of training facility: | Traning Facility
Addressis:

U5 ) Faraign

Street address line 1: | Address Line 1
Street address line 2; :Addless Line 2

Street address line 3: Address Line 3

Street address line 4: .AEIEllBSS Line 4

City: | City | state:[MD | P code: 12345

Telephone number is: ®
Telephons number is: (999-999.9999) 900.000.0000 | Ext] |

1.8, O Foreign ) None

“Type of P

Type of program for training faciity goes hare

Date completed (or scheduled to be completed) (MMIYYYY): |05/2023 | E

Language Information

What written language do you use every day in most situations (at home, work, school, in cor ity, etc.)? | Other

If the: language is not listed, please select 'Other’ and provide the language below. If 'Other’ 5 selected, please specify language.

Other Language: Braile

READING - In the language you identified above, can you read a simple message, such asa shopping list or shert and simple notes?
® Yes () No O Not yet answered

WRITING - In the language you Identified above, can you write a simple message, such as a shopping list or short and simple notes?
® Yes () No O Not yet answered



SSA - 454 Section 8 — Daily Activities

O Yes ® No ) Not yet answered
) Yes ® No () Mot yet answered
® Yes () No () Mot yst answered
Can't lift arms above my shoulder

454 Daily Activities
Do you ever have difficulty doing any of the following:
Dressing:
Bathing:
Caring for hair:
Please explain:

Taking medicines
Preparing meals:

Please explain:

Feeding self:

Doing chores (insidefoutside house):
Driving or using public transportation:
Shopping:

Please explain:

Managing money:
Walking:
Standing:

Lifting objects:

Please explain:

Using arms

Using hands or fingers:

Sitting:

Seeing, hearing, or speaking:
Concentrating:

Remembering:

Understanding or following directions:
Getting along with people:

O Yes @ No (O Not yet answared
® Yes O No O Not yet answered

Cannot rsach in cabinels

) Yes (@ No () Not yet answered
) Yes ® No (U Not yet answered
) Yes @ No () Not yet answered
® Yes () No () Not yet answered

cannol reach for #ems on shelves, cannot it

O Yes
O Yes
O Yes
® Yes

® No O Mot yst answered
® No () Not yet answered
® No O Not yet answered
O No ) Not yet answered

cannot lik ower 5 Ibs.

O Yes
O Yes
O Yes
O Yes
O Yes
O Yes
O Yes
O Yes

® No () Mot yet answared
® No () Not yet answered
® No () Mot yet answered
® No () Not yet answered
® No ) Not yel answared
® No () Not yet answered
® No ) Not yel answared
® No () Not yet answered

SSA - 454 Section 9 — Remarks

454 Remarks

Please provide any addifional infermation you did net give in earlier parts of this report







