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Section 1-Continued
H. Indicate Yes or No 
whether the applicant 
can read and 
understand English. 

I. Indicate Yes or No 
whether the applicant  
can write more than 
their name in English. 

J. Indicated Yes or No 
whether the applicant 
has used any other 
names. If Yes was 
selected, write the any 
other names used.

Section 1 –
Information About 
The Disabled Person:
A. Write in the 
applicant’s name 
(preferably as it 
appears on their Social 
Security Number card).
B. Write in the 
applicant’s Social 
Security Number.
C. Write the applicant’s 
mailing address, city, 
State, Zip Postal Code, 
Country (If not USA).
D. Write  the 
applicant’s Email 
address. 
E. Write in the 
applicant’s daytime 
phone number (If 
applicant has no 
telephone number, 
write in a phone 
number where a 
message may be left).
F. Write in an 
alternative phone 
number where we may 
reach you.
G. Indicate Yes or No, 
whether the applicant 
can speak English and 

Section 2-Contacts
A. Write the name of 
someone (other than 
your doctors) that we 
can contact. B. Write in 
the relationship to 
applicant. C. Write in 
the contact person’s 
daytime phone number. 
D. Write in their mailing 
address, city, State, Zip 
code, Country (If not 
USA).E. Indicate Yes or 
No whether this person 
speaks English. 
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Section 2-Contacts 
(continued):
F. Select the 
appropriate person 
who is completing this 
report. If Someone 
else is selected, 
complete the rest of 
Section 2. G. Write in 
the name of the 
person completing this 
form. H. Write in the 
applicant’s  
relationship to this 
person completing this 
form. J. Write the 
mailing address, City, 
State, Zip code and 
Countyy, of the person  
completing this form. 

Section 3-Medical 
Conditions:  
A. Write in all the applicant’s 
physical or mental 
conditions (Including 
learning problems) that 
limits their ability to work or 
does not allow them to 
work. B. Write in the 
applicant’s height without 
shoes. C. Write in the 
applicant’s weight in pounds 
or kilograms. D. Indicate 
Yes if the applicant’s 
conditions cause them pain 
or other symptoms. 

Section 4-Work Activity 
(continued):
C. If the applicant stopped 
working, write in the date 
when they stopped. Indicate 
the reason why they stop 
working. If other reasons, 
Please Write in why the 
work ended. Write in the 
date their conditions kept 
them from working. D. 
Indicate if their conditions 
cause them to make work 
changes. If yes, write in the 
date, if No, proceed to page 
5.

Section 4- Work 
Activity:
A. Indicate if the 
applicant is currently 
working. If No, then 
move to section 4.B.or 
4.C. If Yes, move to 
section 4.F.
B.  Write in the date 
when the conditions 
kept the applicant 
from working.  
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Section 4 – Work 
Activity (continued):
E. Indicated Yes or No 
whether  the applicant’s 
gross income (Wages 
before taxes are 
deducted) is greater than 
$ 1,180. 
F. Indicate Yes or No 
whether the applicant’s  
conditions caused 
changes in their work 
activity and write in the 
date. Write in the date 
their conditions first 
bothering the applicant. 
G. Indicate Yes or No if 
their conditions first 
bothered them, and if the 
applicant earned gross 
earnings greater than 
$1,180.  

Section 5-Education 
and Training:  
A. Select the highest 
grade of school the 
applicant completed. 
Enter the date completed. 
Write in the name of the 
school, city, state and 
country. 
B. Write in the date from 
and to date when the 
applicant received special 
education, IEP or 
equivalent education. 
Select that last grade the 
applicant received special 
education. Write in the 
reason for the IEP. 
Indicated if the school is 
the same one mentioned 
in section 5.A. If is not, 
then write in the school 
name, city, state and 
country. 
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Section 6 – Job 
History:
A. Write in the most 
recent Job Title the 
applicant had prior to 
becoming disabled 
(repeat this step for all 
Job Titles held in the 
last 15 years prior to 
becoming disabled).   
Write in the type of 
business to each of the 
applicant’s Job Titles. 
Write in the dates the 
applicant began and 
ended that work. 
Write the number of 
hours per day and the 
number of days per 
week worked by the 
applicant. Write the 
amount paid and how 
often they were paid 
that amount. 

Section 5 – Education 
and Training 
(continued):
C Indicate Yes or No if 
the applicant has 
completed any type of 
specialized job training 
or vocational school. 
Also, write in the type of 
training completed,  the 
month and year when it 
was completed. 
D. Write in the written 
language the applicant 
uses every day in most 
situations. E. Indicate 
Yes or No whether the 
applicant can read a 
simple message in the 
language identified in 
5D. F. Identify Yes or 
No whether the 
applicant can write a 
simple message in the 
language identified in 
5D.    
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Describe This Job:  
Write in the applicant’s 
daily duties and job 
responsibilities in this 
Job Title.

In This Job, Did You:  
Indicate Yes or No 
whether the applicant 
completed any of the 
given tasks in this Job 
Title.

In This Job, How 
Many Total Hours:
Indicate the number of 
hours each day the 
disabled person did 
the given physical 
activities in this Job 
Title.

Lifting And Carrying:  
Write in the details 
about the applicant’s 
lifting in this Job Title 
(indicate the number of 
pounds which matches 
the heaviest weight 
lifted and the number of 
pounds most frequently 
lifted in this Job Title).

Supervisor/Lead 
Worker:  Indicate 
whether the applicant 
was a supervisor and/or 
a lead worker in this 
Job Title.
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Section 7 –
Medicines: 
Indicate Yes or No 
whether the applicant is 
taking medicines. If 
yes, write in the name 
of medicine(s), the 
name of the doctor who 
prescribed it and the 
reason for taking the 
medicine (s). 

Section 8 – Medical 
Treatment: 
A. Indicate Yes or No 
whether the applicant 
is seen for any 
physical condition(s). 
B. Indicate Yes or No 
whether the applicant 
is seen for any Mental  
condition(s) (Including 
emotional or learning 
problems. 
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Write in the applicant’s 
medical conditions that 
they were treaded or 
evaluated. 

Write in the names of the 
treatments the applicant 
received. 

Section 8-Medical 
Treatment 
(continued):
C. Write in the name 
of the facility or 
medical office that 
has the applicant’s 
medical records. 
Write in the name of 
the healthcare 
provider who treated 
that applicant, the 
mailing address, city, 
state and country (if 
not USA). Write in 
the  first and last 
date that the 
applicant visited, and 
the next appointment 
date. Write in the 
emergency room 
dates in and date 
out. Select the treatments the 

applicant received or has 
scheduled and write in 
the dates of the tests.
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Section 8-Medical 
Treatment 
(continued):
C. Write in the name 
of facility or medical 
office that has the 
applicant’s medical 
records. Write in the 
name of the 
healthcare provider 
who treated that 
applicant, the mailing 
address, city, state 
and country (if not 
USA). Write in the  
first and last date v 
the applicant visited 
and the next 
appointment date. 
Write in the 
emergency room 
dates in and date 
out. 

Write in the applicant’s 
medical conditions that 
they are treaded or 
evaluated. 

Write in the names of the 
treatments the applicant 
received. 

Select the treatments the 
applicant received or has 
scheduled and write in 
the dates of the tests.
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Section 8-Medical 
Treatment 
(continued):
C. Write in the name 
of facility or medical 
office that has the 
applicant’s medical 
records. Write in the 
name of the 
healthcare provider 
who treated that 
applicant, the mailing 
address, city, state 
and country (if not 
USA). Write in the  
first and last date v 
the applicant visited 
and the next 
appointment date. 
Write in the 
emergency room 
dates in and date 
out. 

Write in the applicant’s 
medical conditions that 
they are treaded or 
evaluated. 

Write in the names of the 
treatments the applicant 
received. 

Select the treatments the 
applicant received or has 
scheduled and write in 
the dates of the tests.
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Section 8-Medical 
Treatment 
(continued):
C. Write in the name 
of facility or medical 
office that has the 
applicant’s medical 
records. Write in the 
name of the 
healthcare provider 
who treated that 
applicant, the mailing 
address, city, state 
and country (if not 
USA). Write in the  
first and last date v 
the applicant visited 
and the next 
appointment date. 
Write in the 
emergency room 
dates in and date 
out. 

Write in the applicant’s 
medical conditions that 
they are treaded or 
evaluated. 

Write in the names of 
the treatments the 
applicant received. 

Select the treatments the 
applicant received or has 
scheduled and write in 
the dates of the tests.
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Section 8-Medical 
Treatment 
(continued):
C. Write in the name 
of facility or medical 
office that has the 
applicant’s medical 
records. Write in the 
name of the 
healthcare provider 
who treated that 
applicant, the mailing 
address, city, state 
and country (if not 
USA). Write in the  
first and last date v 
the applicant visited 
and the next 
appointment date. 
Write in the 
emergency room 
dates in and date 
out. 

Write in the applicant’s 
medical conditions that 
they are treaded or 
evaluated. 

Write in the names of the 
treatments the applicant 
received. 

Select the treatments the 
applicant received or has 
scheduled and write in 
the dates of the tests.
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Section 9 – Other 
Medical 
Information:
Indicate Yes or No if 
anyone else have the 
applicant’s  medical 
records. 

Write in the name of 
the organization, 
phone number, city, 
state, country, name 
of the contact 
person, the date the 
applicant first  and 
last had contact. 

Write in the next 
contact date and the 
reason for the 
contact. 

COMPLETE THIS 
SECTION ONLY IF 
APPLICANT IS 
ALREADY
RECEIVING SSI.

Section 10: 
A. Indicate Yes or No 
whether the applicant 
participated or is 
participating in any 
services listed. 
B. Write in the Name 
of the organization or 
school, name of 
counselor, instructor, 
or coach, phone 
number, mailing 
address, city, state, zip 
code and country.
C. Write in the date the 
applicant started 
participating. 
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Date:  Write in the date 
the form was completed.

E. Write in the type of 
services, test or 
evaluations that the 
applicant received.

Section 10 (continued)
D. Indicate Yes or No 
whether the applicant is 
participating in the plan 
or program.  If Yes, 
Write in the date the 
applicant is scheduled 
to complete the plan or 
program. 
If no, write in the date 
the applicant completed 
the plan or program or 
write in the date the 
applicant stopped 
participated in the plan 
or program. 

Section 11-Remarks:Write 
in any additional 
information that the 
applicant did not provide in 
other parts of this report. 
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