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STATEMENT OF CLAIMANT OR OTHER I"ERS(J|

NANE OF WAGE EARMNER. HELF-FUSLOYFD PEREON, OR SS1 CLAIMANT SOTIAL SCOLRTY b apena
. s bttt
A RIS O EA Tkl < eae et ADOVE wGE carnar, geifemployet RELA e .. e e - S2OYED PERSON,
perscn. or S8! gpimany OR SSI CLAIMANT

Understanding that this statement is for use by the Social Security Administration, | hereby
certify that-

[ have been advised of my right to elect 10 have my disability benefits and Medicare, if appliczizl:;lo::, continued
to me, pending the outcome of my appeal of the decision that my disability bas ceased. | undérstand that
bencfits can also be continucd to everyone qualified on my Social Security record whom | have sbcciﬁed
below.

1 understand that if 1 losc my appeal, 1 will be asked to pay this money back, including all checks|received
after my period of disability ended (2 months after the cessation date), through the month such bcncﬁts were
reeeived if the appeal is not decided in my favor. I

I have the right to ask that 1 not have to pay the money back, if'I do ask, and if it is determined Fy SSA that
my appeal was made in good faith and that [ need my income and resources for ordinary and necéssary living
expenscs or that other factors apply, 1 will not have 1o pay the money back. 1 also understand at SSA will
provide me with more information about waiver of recovery of an overpayment, if I would like jt,

1 will not be asked to pay back any Medicare benefits [ receive while my appeal is being decidégi.
If | win my appeal, any money ! am owed will be paid, '

y
While my appeal is pending und my benefits arc being continued, 1 agree to report promptly to S?Clﬂl Security
eny changes which may affect my right to receive benefits, such as work activity or any change in the status of
dependents receiving benefits on my recotd.

{ understand that if [ wm down continued benefits during the specified 10-day period after the .ilmtial

cessation, ] will not bave the chance (if the 10-days have passed) to elect continued benefits a};’ain until I get
the notice of the reconsideration decision on my disability appeal. :

I understand that if ] do not elcet continued benefits when I request reconsideration, but later request a hearing
before an administrative law judge (ALJ) and elect continued benefits unti] an ALJ decision is made that
continued benefits may be patd no earlier than the month of the reconsideration determinationl or !the month of
election, whichever is later, {

Elec_tiam 5 :

I want bencfits continued for me and everyone rceciving benefits on my Social Security irecord.

D I want only my benefits continued.

D 1 want benefits continued for myself and the following eligible individuals receiving be
Social Security record (specily): J !

!
[}  1do not want any benefits continucd. i
|
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D T want Medica.z.“e coverage for mysclt and anyone elsc qualified on my Social Security c«;:m:l, but [ do
not want any dxsabflity benefit payments. I understand that I will be billed directly for the
Supplemental Medical Insurance coverage (Mcdicare Part B), and if payment is not made, the
coverage will be terminated. 'l

@/ 1 want both Part A (hospital insurance) and Part B Medicarc coverage continued. %

n |

T want only Part A Medicare coverage continued.

We may alsc use the informalion you give us when we match rscards by compulet. Matchin i
‘ ( suler. programs ¢ompare qur records with those of ether
Fegeral, State, or local government agencias, Many agencies may use matching programs t% find or ifims
, . roves that @ 1 i
by the Federal governmant. The law allows s to do this even if you do nat sgree (o ng p person qualifies 191 banefs pald

Explanations about these and other reasans why information you provide to us may be used of glven oy i : ; .
an out ar I Social Sac

you want to ieam mars about this, contact any Social Securlty Office. d 9 ate available in Social "?B‘E'”“b’ Offioes. Hf
|

The Paperwork Reduction At of 1888 requirss us to notify you that this information callection is in & i AH i

| i crordance with the clearames requiternents of
section 3507 of the Paperwork Reduction Act of 1935, We may not ¢onduct or spansor, and yau ame n i
Information uniess it displays & valid OMB control number. P ' ¥e ot requlied fo respand to, & ?’oﬂecﬂon of

TIME IT TAKES TO COMPLETE THIS FORM

We estimate that it will take you about 15 minutas to complete this form. This indudas ths time it will take to read the insiruct) :

R iong, pather
necessary fac':ls: and fill out the form. If you have commants or suggastions on this estimate, or on any other aspact of this form, Wy
Segurity Mmmtsm:ﬂon, ATTM: Repons Clearance Qfficer, 1-A-21 Operations Bidg., Baltimore, MD 212350001, Sand only com
xr ;uﬂ:tn; it mke;s e:;gmait? ;a lh::!;ﬂouig Histed above. All requests for Soclal Sutcurity cards and other tlaims-miated ink on should

your focal Soclal Secu o, whose addiress Is listed undor Soclz! Security Administration i fatnmptit
of your toraoone irestony ty Admin o in the U.S. Go'\Te section

| declare undser penalty of perjury that [ have exémined 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 so, commits a crime and

may be subject to a fine or imprisonment.
SIGNATURE OF PERSON MAKING STATEMENT
Date (Month, day, year)

Signature (First name, middle initial, last name) (Write in ink)

Telephone Number (include Area Code )

Mailing Address (Number and street, Apt. No.,P.QO.Box, Rural Route)

City and State ZIP Code

Withesses are required ONLY if this statement has been signed by mark (X) above. If signed by mark (X}, two withesses

to the signing who know the individual must sign below, giving their full addresses.
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)




