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SOCIAL SECURITY ADMINISTRATION TOE 250 OMB No. 0960-0014
FOR SSA USE ONLY FOR SSA USE ONLY
Bl;l::?ess:n' Pragram D;it;hof Type | Gdn. | Cus. | Inst Nam.
REQUEST TO
BE SELECTED
AS PAYEE
DISTRICT OFFICE CODE
STATE AND COUNTY CODE:
PRINT IN INK:

The name of the NUMBER HOLDER SOCIAL SECURITY NUMBER

Jane Doe | 1a3- 45 -6 1739

The name of the PERSON(S) (if different from above) for whom you are filing {the |[SOCIAL SECURITY NUMBER(S)

"claimant(s)")

Answer item 1 ONLY if you are the claimant and want your benefits paid directly to you.

1.] |request that | be paid directly.

CHECK HERE D and answer only items 3, 5, 6, and 8 before signing the form on page 4.

| REQUEST THAT THE SOCIAL SECURITY, SUPPLEMENTAL SECURITY INCOME, BLACK LUNG OR SPECIAL VETERANS
BENEFITS FOR THE CLAIMANT(S) NAMED ABOVE BE PAID TO ME AS REPRESENTATIVE PAYEE.

2.| Explain why you think the claimant is not able to handie his/her own benefits.

(In yourfinswer,ad;scnbe how he/slh(e/;nas any oney he _}?‘z;elvz;td doe5 N 0+ hq U& ‘I’A@
dﬁc il 4o hers m oney

laimant is a minor Chlld

vidiig services

A{)laln why you would be the best repr sentatlle payge. {Use Remarks if you need more space.)

15 a—‘-e

If you are appointed payee, how will you know about the claimant's needs?

l:l Live with me or in the institution | represent.

I:] Daily visits.
I:] Visits at least once a week. « ot
g By other means. Explain: T@le p hon@ QOI\'fnC'l' . &Mar‘*"@lr’ l/ [/ls IAB.

( 5.>Does the claimant have a court-appointed legal guardian? D YES D NO

IF YES, enter the legal guardian's:

NAME

ADDRESS
PHONE NUMBER

TITLE

DATE OF APPOINTMENT

Explain the circumstances of the appointment. (Use remarks if you need more space.)
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Destroy Prior Editions Page 1



(a) JWhere does the claimant live?

n

Alone
In my home (Go to (b).) H

With a relative (Go to (b).)

in a public institution (Go to (c).}
In a private institution (Go to lc).)

With someone eise {Go to (b}.) In a nursing home (Go to (c}.}

In a board and care faciiity (Go to (b}.) In the institution | represent {Go to (c}.)

{b) Enter the names and relationships of any other people who live with the claimant.

NWE RELATIONSHIP

(mairfan cont ldEmLuz[jf;z of other clierts

@nter the claimant’s residence and mailing addresses (if different from yours).

Residence: Mailing: Telephone Number:

=

@Do you expect the claimant's living arrangements to change in the next year?
YES NO if YES, explain what changes are expected and when they will occur. (Use Remarks if you need more

space.)

If you are applying on behalf of minor child{ren) and you are not the parent, A h 6 U_)@(\ 0 ] }"?" w’\ém
IS ou\ao age [8.

(] ves NO

Does the child{ren) have a living natural or adoptive parent?

If YES, enter: (a) Name of parent

{b) Address of parent

{c) Telephone number
{d) Does the parent show interest in the child? l:l YES D NO

Please explain.

“JList the names and relationship of any (other) relatives or close friends who have provided support and/or show active interest
with the claimant. Describe the type and amount of support and/or how interest is displayed.

NAME ADDRESS/PHONE NO. RELATIONSHIP DESCRIBE SUPPORT/INTEREST

Chack the block that describes your relationship to the claimant.
(a)JgOfﬁcial of bank, agency or institution with responsibility for the person. Enter below which you represent:

D Bank
Social Agency
% Public Official
D Institution:
I:I Federal

I:I State/Local

E Private non-profit
[:l Private proprietary institution, Is the institution licensed under State law? D YES

IF {(a) ABOVE CHECKED, COMPLETE ONLY QUESTIONS 10 AND 11 AND SIGN THE FORM ON PAGE 4.

{b) I:] Parent
{c) I:I Spouse

[ ] no

{d) D Other Relative - Specify
{e) I:I Legal Representative
f) |:| Board and Care Home Operator

@) I:] Other Individual - Specify
IF (b}, {c), (d}, or (e) ABOVE CHECKED, GO ON TO QUESTION 12

Form SSA-11-BK {5-2003) EF (5-2003)
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(@

INFORMATION ABOUT INSTITUTIONS, AGENCIES AND BANKS APPLYING TO BE REPRESENTATIVE PAYEE

10.| (a) Enter the name of the institution
(b) Enter the EIN of the institution
11.| Is the claimant indebted to your institution for past care and maintenance? D YES D NO \_)
If YES, give the amount of the debt, the date(s) the dsbt was incurred and the description OE the debt. /
INFORMATION ABOUT INDIVIDUALS APPLYING TO BE REPRESENTATIVE PAYEE
12.] Enter: YOUR NAME
DATE OF BIRTH
SOCIAL SECURITY NUMBER
ANY OTHER NAME YOU HAVE USED
OTHER SSN'S YOU HAVE USED
13.| How long have you known the claimant?
14.| Does the claimant owe you any money now or will he/she owe you money in the future? D YES D NO
If YES, enter the amount he/she owes you, the date(s) the debt was/will be incurred and describe why the debt was/will be
incurred.
15.| If the claimant lives with you, who takes care of the claimant when work or other activity takes you away from home? What is
his/her relationship to the claimant?
16.| {a) Main source of your incoms
EI Employed {answer (b} below)
D Self-employed (Type of Business )
D Social Security or Black Lung benefits {Claim Number )
D Pension (describe
D Supplemental Security Income payments (Claim Number )
D AFDC [County & State )
D Other Welfare {(describe
I:l Other (describe )
{b) Enter your employer’'s name and address:
How long have you been employed by this employer?
(If less than 1 year, enter name and address of previous employer in Remarks.)
17.] Have you ever been convicted of a feiony? ES I_E&)
if YES: What was the crime?
On what date were you convicted?
What was your sentence?
If imprisoned, when were you released?
If probation ordered, when did/will your probation end?
|
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)

How long have you lived at your current address? (Give Date MM/YY)
{if tess than 1 year, enter previous address in Remarks.,)

REMARKS: (This space may be used for explaining any answers to the questions. If you need more space, attach a separate sheet.)

18.

PLEASE READ THE FOLLOWING INFORMATION CAREFULLY BEFORE SIGNING THIS FORM

I/my organization:
s Must use all payments made to me/my organization as the reprasentative payee for the claimant's current needs or {if not currently

needed) save them for his/her future needs.
» May be held liable for repayment if I/my organization misuse the payments or if {/my organization am/is at fault for any overpayment

of benefits.
« May be punished under Federal law by fine, imprisonment or both if I/my organization am/is found guilty of misuse of Social Security

or SSI benefits.

I/my organization will:
* Use the payments for the claimant’s current needs and save any currently unneeded benefits for future use.

e File an accounting report on how the payments were used, and make all supporting records available for review if requested by the

Social Security Administration.
* Reimburse the amount of any loss suffered by any claimant due to misuse of Social Security or SSI funds by me/my organization.

* Notify the Social Security Administration when the claimant dies, leaves my/my organization's custody or otherwise changes his/her

living arrangements or he/she is no longer my/my organization's responsibility.
* Comply with the conditions for reporting certain events (listed on the attached sheets(s) which |/my organization will keep for my/my

organization's records) and for returning checks the claimant is not due.

* File an annual report of earnings if required.
e Notify the Social Security Administration as soon as I/my organization can no longer act as representative payee or the claimant no

longer needs a payee.

| 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.

SIGNATURE OF APPLICANT [DATE (Month, day, year)

Signature (First name, middle initigl, last namg) (Write ig ink) Telephone number(s) at Which You
k s r May Be Contacted During the Day

Leaje bra”
Rene P> ac;cmcml»wg ‘

Print Your Name & Title (if a representative or employee of an institution/organization)
Mailing Address (Number and street, Apt. No., P.O. Box, or Rural Route)

City and State Zip Code Name of County
Residence Address (Number and street, Apt. No., P.O. Box, or Rural Route)
City and State ‘IZip Code _lName of County

Witnesses are only required if this application has been signed by mark (X} above. If signed by mark (X}, two witnesses
to the signing who know the applicant making the request 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)
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Advance Notification of Representative Payment

Name of Wage Earner, Self-Employed Person or Social Security Number
SSI Claimant

Name of Beneficiary (if other than above) Relationship to Wage
Earner, Self-Employed
Person or SSI Claimant

I understand and agree with the following.
Need for Representative Payee
The Social Security Administration (SSA) has decided that I need someone to manage my

benefits. Because of this, SSA will send my benefits to a representative payee. It is the duty of
the representative payee to use my benefits for my best interests.

Choice of Representative Payee

SSA has selected to be my
representative payee.

My Right to Appeal

I understand that I have the right to appeal SSA's decision. I can appeal the choice of who will
be the representative payee. In most cases, I can also appeal the decision that I need a payee.
If 1 appeal, I will have the right to review the evidence in file and submit new evidence. 1
understand that I can have a friend, lawyer or someone else to help me.

I understand that I must file an appeal within 60 days. If1 file after the 60 day period, I must
have a good reason for not having filed this appeal on time. I have to ask for the appeal in
writing. I will contact an SSA office if I wish to appeal.

Signature Date

Witnesses are required only if this statement has been signed by mark (X) above. If signed by
mark (X), two witnesses to the signing who know the person making the statement 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)

Form SSA-4164 (9-94) *U.S. Government Printing Office; 1994 — 300-946/00180
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— SAmMPLE -

Advance Notification of Representative Payment

Name of Wage Earner, Self-Employed Person or Social Security Number

SSI Claimant :
¢ (Covsumer Name ) a

Name of Beneficiary (if other than above) Relationship to Wage
Earner, Self-Employed
Person or SSI Claimant

I understand and agree with the following.

Need for Representative Payee
The Social Security Administration (SSA) has decided that I need someone to manage my

benefits. Because of this, SSA will send my benefits to a representative payee. It is the duty of
the representative payee to use my benefits for my best interests.

Choice of Representative Payee

SSA has selected NORTHBAY REGIONAL CENTER to be my
representative payee. P.0. BOX 3360

10 EXECUTIVE CT. SUITE-A
My Right to Appeal NAPA, CA 94558

I understand that I have the right to appeal SSA's decision. I can appeal the choice of who will
be the representative payee. In most cases, I can also appeal the decision that I need a payee.
If I appeal, I will have the right to review the evidence in file and submit new evidence. I
understand that I can have a friend, lawyer or someone else to help me.

I understand that I must file an appeal within 60 days. IfI file after the 60 day period, I must
have a good reason for not having filed this appeal on time. I have to ask for the appeal in

writing. I will contact an SSA office if I wish to appeal BK
m weth e 554

Na‘lE‘ Sulbmets
¢ 4’7“3 /%p&daég/ 2wl W e flyee Chopge.

y /

Signature Date

C Currend pluLft a'l Cm&a merip Qo pa,ua)
Witnesses are required only if this statement has Peen signed by Ynark (X) above. If signed by
mark (X), two witnesses to the signing who know the person making the statement 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)

Form SSA-4164 (9-94) “U.S. Government Printing Office: 1994 — 300-346/00180
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SOCIAL SECURITY ADMINISTRATION TOE 250

Form Approved
OMB No0.0960-0024

PHYSICIAN'S/MEDICAL OFFICER'S STATEMENT OF PATIENT'S CAPABILITY TO MANAGE BENEFITS

PAPERWORK REDUCTION ACT: This information collection meets the clearance
requirements of 44 U.S.C. §3507, as amended by section 2 of the Paperwork Reduction
Act of 1995. You are not required to answer these questions unless we display a valid
Office of Management and Budget control number. We estimate that it will take you
about 10 minutes to read the instructions, gather the necessary facts, and answer the
questions.

In replying, use this address:
SOCIAL SECURITY ADMINISTRATION

TELEPHONE NUMBER (Include Area Code)

DATE

ISSA CONTACT

This report is authorized by sections 205(a) and 205(j) of the Social Security Act, as
amended (42 U.S.C. 405(a) and 405(j). While you are not required to respond, your
cooperation will help us decide whether any Social Security benefits that may be due
should be paid directly to the patient or to someone else on the patient's behalf. Your
cooperation in completing and returning this statement will be appreciated.

‘We may also use the information you give us when we match records by computer.
Matching programs compare our records with those of other Federal, State, or local
government agencies. Many agencies may use matching programs to find or prove that a
person qualifies for benefits paid by the Federal government. The law allows us to do this
even if you do not agree to it. Explanations about these and other reasons why

information you provide may be used or given out are available in Social Security Offlces
If you want to learn more about this, contact any Social Security Office.

IDENTIFYING INFORMATION (SSA Only}
If different from patient

NAME OF WAGE EARNER OR SELF-
EMPLOYED PERSON

SOCIAL SECURITY NUMBER

—

PATIENT'S NAME PATIENT'S ADDRESS (N
Code)

PATIENT'S DATE OF
BIRTH

PATIENT'S SOCIAL SECURITY NUMBER

/

umber and Street, City, State, and ZIP

YOUR HELP IS NEEDED

The patient shown above has filed for or is receiving Social Security

or Supplemental Security

Income payments. We need you to complete the back of this form and return it to us in the
enclosed envelope to help us decide if we should pay this person directly or if he or she needs a
representative payee to handle the funds. Please Note: This determination affects how benefits are
paid and has no bearing on disability determinations. Thank you for your help.

WHO IS A REPRESENTATIVE PAYEE

A representative payee is someone who manages the patient's money to make sure the patient's
needs are met. The payee has a strong and contlnumg interest in the patient’s weII being and is

usually a family member or close friend.

WHO NEEDS A REPRESENTATIVE PAYEE

Some individuals age 18 and older who have mental or physical impairments are not capable of
handling their funds or directing others how to handle them to meet their basic needs, so we

select a representative payee to receive their payments. Examples of

impairments which may

cause incapability are senility, severe brain damage or chronic schizophrenia. However, even
though a person may need some assistance with such things as bill paying, etc., does not
necessarily mean he/she cannot make deCIS|ons concerning basic needs and is mcapable of

managing his/her own money.

PLEASE COMPLETE THE INFORMATION ON THE REVERSE OF THIS FORM

Form SSA-787 (7-92) Use Until Stock Is Exhausted EF {4-99)



1. Date you last examined the patient

2. Do you beleive the patient is capable of managing or directing the management of benefits in his or her own best interest? ‘

By capable we mean thévt'the patient:

. @ _|s able to understand and act on the ordinary affairs of life, such as providing for own adequate food,
housing, clothing, etc., and

® |s able, in spite of physical impairments, to manage funds or direct others how to manage them.

[ Yes | |___| No |___| Unsure

‘If "Yes"; please omit . If "No", please provide a brief summary If "unsure",
question 3, but be sure to of the findings that led to this conclusion. please explain.
sign and date the form. Also, complete question 3.

3. Do you expect the patient to be able to manage funds in the future (for example, the patient is temporarily unconcious)?

[] Yes [] No

If yes, please explain.

I HEREBY CERTIFY THAT THE ABOVE STATEMENTS AND ANSWERS ARE TRUE TO THE BEST OF MY KNOWLEDGE.

NAME OF PHYSICIAN/MEDICAL OFFICER (Please print.) TITLE
ADDRESS (Number and street, City, State, and ZIP Code) TELEPHONE NUMBER (/nclude Area Code) .
SIGNATURE OF PHYSICIAN/MEDICAL OFFICER DATE

Form SSA-787 (7-92) EF (4-99) - *U.8. Govemment Printing Office: 2001 — 472-692/20812



Helping the NBRC CPC manage the responsibilities of being
Representative Payee

According to the Social Security Administration, the most important duty of a
representative payee is to know the needs of the beneficiary and to use the
benefits in the best interests of the beneficiary. At NBRC, the CPC
Representative Payee will work in conjunction with the Revenue Coordinators in
the fiscal services unit.

e A Representative Payee must use the beneficiary’s Social Security and/or
SSI benefits to pay for their current basic needs for food, clothing and
shelter.

e A Representative Payee must provide a simple accounting (usually on an
annual basis) to the Social Security Administration and to the beneficiary
of how they spent the money.

e A Representative Payee should respond to any requests for action or
information to the Social Security Administration. Common requests
include the SSI Redetermination of eligibility or request for a continuing
disability review.

e A representative payee is responsible for reporting to Social Security any
changes in the beneficiary’s circumstances that could affect eligibility for
benefits, e.g. income, type of living arrangement, address, wages, work
status, resources, etc.

Notes:

A Representative Payee’s authority is limited to matters between Social Security
and the beneficiary. A Representative Payee is not the same as a power of
attorney and has no authority to enter into any binding contracts on behalf of
the beneficiary.

At any time, either the beneficiary or Representative Payee may request that
Social Security change or terminate the payee arrangement. It is usually
assumed that Social Security will investigate the situation and make a
determination. But this is not always the case. It is important to understand
that SSA has not contacted us on many occasions when a client has applied to
be their own payee. This can be a problem if our consumer’s are unable to
manage their funds.
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“What changes need to be reported and how do you notify the Social
Security Administration of these Changes”

It is VERY important to remember that the CPC will need to notify Social Security
about any changes that may affect benefit payments. For example, the Social
Security Administration needs to be notified if:

**The beneficiary moves;

** The beneficiary starts or stops working, no matter how little the amount of
earnings;

** A disabled beneficiary’s medical condition improves;

**The beneficiary starts receiving another government benefit, or the amount of
a benefit changes;

** The beneficiary will be out of the United States for more than 30 days;

** The beneficiary is imprisoned for a crime that carries a sentence of more than
one month;

** The beneficiary is committed to an institution by court order for a crime
committed because of mental impairment;

** Custody of a child beneficiary changes or a child is adopted,;

** The beneficiary is a stepchild and the parents divorce;

** The beneficiary gets married;

** The beneficiary moves to or from a hospital, nursing home, correctional
facility or other institution;

** A married beneficiary separates from his or her spouse, or they begin living
together again after a separation;

** Someone moves into or out of the beneficiary’s household;

** The beneficiary or the spouse has a change in income or resources;

** The beneficiary no longer needs a payee; or

** The beneficiary dies.

A Representative Payee must also notify the Social Security Administration if:
** The payee is no longer responsible for the beneficiary;

** The payee moves;

** The payee no longer wishes to be the payee;

** The payee is convicted of a felony; or

** The payee is violating a condition of probation or parole imposed under
federal or state law.

The Social Security Administration also notes that the payee must notify the
Social Security Administration if the payee or the beneficiary has an outstanding
warrant for a crime that is a felony under the laws of the state in which you or
the beneficiary live; or a crime punishable by death or imprisonment for more
than one year in states that do not classify crimes as felonies.
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As a payee, if you fail to report any of the above changes to Social Security, it
may result in the beneficiary being paid too much money (overpayment). A
beneficiary may have to return the money that was overpaid, and the payments
may stop. If Social Security determines that the payee intentionally withheld
information in order to continue to receive payments, the payee may be
criminally prosecuted. Penalties can include fines and imprisonment.

At NBRC we use internal form NB-37 to communicate changes to the Social
Security Administration. It can be faxed to Social Security at (707) 643-3418.

**** Please refer to the Procedure Memo 2502 (appendix A at the end of this
guide). All changes must be reported to NBRC revenue coordinator immediately.
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How to verify and report wages

Ensuring that the beneficiary’s wages are reported to Social Security monthly is a
key responsibility of a Representative Payee. Wages may or may not have an
impact on eligibility for SSI payments depending on the amount of the wages.

In our service system, wages may be reported as follows:

The consumer or Representative Payee may send wage stubs, not
copies, to Social Security monthly. Social Security will return the
stubs to the sender.

The consumer or Representative Payee may designate someone
else, e.g. a job coach, to send in the wage stubs. This must be
written into the IPP.

If the consumer is paid by a day program or rehabilitation program,
the Representative Payee may verify that wages are being reported
by the payroll department to the Social Security Administration
monthly.

It is essential that the Representative Payee ensure that wages are being
reported properly as a consumer changes jobs, especially when moving to
employment in which wages are paid directly by the employer (not to the day
program which supports the consumer.)

When there are occasions requiring the Representative Payee to verify the
consumer’s wages, that information may be verified as follows:

Ask to see the consumer’s check stubs.

With the consumer, ask the employer to print out payroll
information for a period of time.

With NBRC's vendored programs, the Representative Payee may
phone or fax the payroll department of the day program for a
printout of wages.
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