Veteran Integration Program For Agency Use Only:

Approved date:

Staff Approval:

HOSWWA received
Date:
Time:
By:
Input#

Housing Opportunities of Southwest Washington does not discriminate on the basis of race, color, national origin,
religion, sex, physical or mental disability, or familial status.

1. HEAD OF HOUSEHOLD (please print):

2. PHONE:
3. MAILING ADDRESS: CITY:
STATE: ZIP:

4, HOUSEHOLD COMPOSITION: (List ALL family members who will reside with Head of
Household).

Name (First, Middle Initial,  [Relationship | Birth City, State, County Se | Social Security #
Last) date of Birth X

Self

5. FAMILY STATUS: [IYour response to this question is VOLUNTARY . Per HUD Regulations,
elderly, disabled and displaced families with up to two members will be given a preference over
all “other single” applicants regardless of Local preference status. “Other Singles” denotes a
one-person household in which the individual member is not elderly, disabled or displaced by
government action. Please answer the following questions by circling the correct response:
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1. Is the Head of Household or Spouse 62 years of age or older? Yes No

2. Is the Head of Household or Spouse Disabled or Handicapped? Yes No

6. INCOME: (List all sources of income for all family members who will reside with head of
household while assisted i.e. full or part time employment, welfare (TANF or General
Assistance), social security, SSI, disability, pensions, unemployment, babysitting, alimony, child
support, loans, scholarships, grants, etc.) Attach additional sheet if necessary.

Income Source Total Monthly
7. ASSETS: Please list all bank accounts (checking, savings, IRA's, Keough Accounts, Certificates of
Deposit), stocks, bonds, real estate (land, residence, or rental property) or Real Estate
Contracts:
Type of Asset Name of Bank Account# | Value
¢ Do you own real estate? Yes no
¢ Do you own, or are you purchasing a mobile home, manufactured home or any other
form of Real Estate? Yes no

If yes, please list

Emergency Notification:

Name Relationship

Address Phone #

Military Service:

Branch MOS/Job Type of Discharge

Length of Service yrs. mos. From / / To: / /
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Service Era (circle): WWII Pre-Korean Korean
12/41-12/46 1/47 - 6/50 7/50 —1/55
Post-Korean Vietnam Post-Vietnam Persian Gulf
2/55-7/64 8/64 —4/75 5/75—7/90 8/90 - Present
Race (circle): Asian Asian/White Black Black/White White/Hispanic
Hispanic American Indian/Alaskan Native Indian/Alaskan & White
Multiple Races Hawaiian/Pacific

Homelessness:

Have you ever been homeless? Yes No

# of Times
Length of Homelessness (circle): 1- 30 days 31-180 days 6 mo-1yr

1 yr-2yrs more than 2 yrs Not Homeless

Legal:
Ever been arrested? Yes No # of Times Convicted? Yes No
# of Misdemeanors _ Charges
# of Felonies  Charges
Currently on Probation/Parole? es o Where?
Community Custody Officer Name & Address
Outstanding fines and/or fees? Yes No Amount Owed $
Do you have outstanding Warrants? Yes No Describe
Will background check results verify your answers? Yes No
Restraining Orders? es o State From whom?
Child Support? Yes No Monthly Payment $ Back Amount Owed $
Drivers License? Yes No State License #
Vehicle in your possession? Yes o Type Insurance? Yes No
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Employment:

Most recent job

Employed from: / / to: / /

Mental Health:

Have you been diagnosed with a mental illness? Yes No (If yes, please explain below)

Currently being treated for
By

Type of treatment (circle):  Individual Counseling Group Therapy Medications

If not currently being treated, would you like to participate in any counseling or therapy?

Physical Health:

Do you have any PhysicalMedical Canditions that could impair you from working or complying with
program requirements? Yes No (If yes, please explain below)

When was the last time that you checked into a hospital?

What was the nature of the visit?

Chemical Dependency:

Are you now or have you ever been addicted to any drug or alcohol? Yes No
(If yes, please explain)

Drug(s) of Choice: How Long

Times in treatment _ Longest Sobriety Sobriety Date / /
PETS:

How many: Type of pet(s):

Is this pet a service/companion animal? Yes No
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Questions:

Why do you want to enter the Veteran Integration Program?

If you could only accomplish one thing while on this program, what would that be and why?

A criminal background check may be performed on each adult expected to participate in any rent
assistance program. Federal Regulations prevent Longview Housing Authority from providing rent
assistance to any person that are subject to a lifetime sex offender registration requirement are
prohibited from receiving rent assistance or who have been evicted in a court of law with in the last 3
years while on a Federally funded housing assistance. | have read and understand | may be subject to
a criminal background check prior to receiving any rent assistance with the Longview Housing
Authority. (please initial)

| CERTIFY AND AFFIRM, UNDER PENALTY OF PERJURY UNDER THE LAWS OF THE STATE OF
WASHINGTON, THAT THE FORGOING STATEMENTS AND INFORMATION ARE TRUE AND CORRECT.

Applicant Signature Date

Revised 6/2021



Addendum (A) to Application for Tenancy

LETTER OF AUTHORIZATION
Revised 9/2017

To Whom It May Concern:

In compliance with the Fair Credit Reporting Act, State and Federal laws, this is to inform you and your houschold members
that an investigation involving the statements made on this application for tenancy are being initiated by ORCA Information,
Inc., PO Box 277, Anacortes, Washington 98221, 360-588-1633. I certify that to the best of my knowledge all statements are
“true and complete”. | further authorize ORCA Information, Inc. to obtain Credit Reports, Employment References
(including verifying salary), Court Records and Character References, Mode of Living, and Rental References as needed to
verify all information put forth on this application and otherwise available regarding all applicants identified on this applica-
tion.

Furthermore 1 warrant the accuracy of all information contained on this rental application, including that relating to the other
intended occupants of the subject property. ] understand and agree that if subsequently a determination is made that I provid-
ed false or inaccurate information on the rental application it is a breach of the terms of any rental agreement signed based on
that information and Owner and/or his/her agent may take legal action to terminate said Agreement.

In addition, | confirm receipt of the Tenant Selection Policy (per WA State Fair Tenant Screening Act, 2012) from this land-
lord/property management BEFORE submitting this completed rental application and that I read, and understand my rights
as described therein,

] also understand Orca Information’s role is to provide background information to landlord/property manager.
Orca Information does not make the decision to lease/rent or take any adverse action. Decision to lease/rent re-
mains with the property manager/landlord.

Applicant’s Name (please print)

Applicant’s Signature

Date of Authorization

Manager’s/Assistant Manager's Signature

List All Juvenile Age Occupants 12yrs-17yrs:

Full Legal Name Nickname(s) Date of Birth
Full Legal Name Nickname(s) Date of Birth
Full Legal Name Nickname(s) Date of Birth

© ORCA Information, Inc 2017 all rights reserved



CREDIT REPORT AUTHORIZATION

THE FOLLOWING MUST BE COMPLETED IN FULL

ADDRESS INFORMATION
Applicant’s Last Name First M.I. Social Security Number | Date of Birth
Present Address City State Zip Code
Day Phone ( ) Fax ( )
Night Phone ( ) Email:

In compliance with the Fair Credit Reporting Act, we are informing you that information as to your
CREDIT REPORT will be retrieved. | certify that the facts set forth in this application are true and
complete. | agree that a complete investigation of all information on this application will not
constitute invasion of privacy. | authori@ddgRCA INFORMATION, INC., PO Box 277, Anacor-

tes, WA 98221, 360-588-1633 to obtain &CREDIT REPORT, as necessary for application of ten-
ancy.

Signature of Applicant Date



REQUEST FOR AND AUTHORIZATION TO

Q‘a‘ Depariment of Veterans Affairs RELEASE HEALTH INFORMATION

FEIVACY ACT AND PAPER WORK REDUCTION ACT INDORMATION: The Paperwork Feducton Act of 1895 requires us to notify vou that this
informaton collscton is in accordance with the clearance requirsments of saction 3507 of the Act. We may ot condwct or sponsor, and vou are ot required to
respond o, a collection of information wmisss is displays a valid OME pomber. We anticipate that the time expended by all individuals whe most complete this farm
will average 2 minuies. This inchudes the tiee i will take to read the instroctions, gather the necessary facts and 80 out this form. The execution of this form does
ot authonize the releass of mformation other than that specifically descmibed below.

The information requested en this form is solicited under Title 38 T.5.C. The form authorizes release of information in accordance with the Health Inamance
Pormbility and Accomnability Act, 45 CFR Parts 160 and 164; 5 U.S.C. 532a; and 38 U.5.C. 5701 and 7332 that you specify. Your disclosure of the information
requested on this form is velumtary. Howeser, if information needed to locate records for releass i not formished completaly and accurately, VA will be unable to
comply with the request. The Veterans Health Administration may not condition the provision of weatment, payment. enrollment i the VA Health Care Program, ar
eligibility for bensfits on the signing of an authorization, except for ressarch-related tr=atment whers an muthorization for the uss or disclosure of individually-
identifiable health mformation for such research i required WA may dizclose the mmformation that voo put oo the form as permitted by law. VA may maks a
“routine wse” disclosure of the information as omlined in the Privacy Act system of records notices idemtified as 24VA10AT "Patient Madical Recard - VA",
(EVADS "Emploves Madical File Syst=m Fecords (Title 38-VA" and in accordance with the Notice of Provacy Practices. VA may also uss this information to
identify Veterans and person claiming or receiving VA benefits and their records, and for other purpeses authorized or required by Law.

TO: DEPARTMENT OF VETERANS AFFAIRS (Name and dddress of V4 Health Care Facility)
Portland VA Health Care System

3710 SW U_S. Veterans Hospital Rd., Portland, OR 97239
(503) 220-8262

LAST NAME- FIRST NAME- MIDDLE NAME DATE OF BIRTH fmmidd 5p0m)

PATIENTS MAILING ADDRESS (including Crity. State and Zip Code)

MAME AND ADDRESS OF ORGANIZATION, INDIVIDUAL, OR TITLE OF INDIVIDUAL TO WHOM INFORMATION IS5 TO BE RELEASED

Veteran Integration Program
1207 Commerce Ave Longview, VWA 98632

PURPOSE(S) OR MEED: Informiation s to be usad by the requestor for:
[] TREATMENT [ ] BEMEFTS [ | LEGAL [ | EMPLOYMENT [7] OTHER (Plagse spaciy) = 0 Poesmentstenton n bousig

INFORMATION REQUESTED: Check applicable box{es) and state the extent or natwre of information to be provided:
HEALTH SUMMARY (Prior 2 Toears)

INFATIENT DNSCHARGE SUMMARY (Dases):

PROGRESS NOTES:

|:| SPECIFIC CUNICS (Name & Dade Range):

[ ] sPECIFIC PROVIDERS (Wame & Dare Range):

DATE RANGE:

OPERATIVE/CLINICAL PROCEDURES (Name & Dvel:

LAB RESULTS:

SPECIFIC TESTS (Name & Dharal:

DATE RANGE:

RADIOLOGY REFPORTS (Mame & Dhate):

LIST OF ACTIVE MEDICATIONS:

FLU VACCINATION fDase, Lor Number, Date & Locarion);

. Teo-aay verbalfsriien communicatons-indudes Vebsran's 1D informaton for purposes relaied 1o Velsrans' reeds and assistan
OTHER (Dascribe): ! un = : B

WA FORM

DEC 2020 10-5345 Page 1 of 2



LAST MAME- FIRST MAME- MIDDLE NAME DATE OF BIRTH (mmidd 40)

SENSITIVE DIAGNOSES: REVIEW AND, IF APPROPRIATE, COMPLETE WHEN RELEASE 15 FOR ANY PURPOSE
OTHER THAN TREATMENT.

| request and authorize Department of Veterans Affars to release the information pertaining to the condition|s) below for the non-treatment purposs(s)
listed in this authorization.

|:| DRUG ABUSE |:| ALCOHOLISM OR ALCOHOL ABUSE |:| SICKELE CELL AMNEMIA

|:| HUMAN IMMUNODEFICIENCY VIRUS (HITF)

| understand that information on these sensitive diagnoses may be released for treatment purposes without me checking the above boxes, and will be

released even if the boxes are unchecked unless | indicate by checking the box below that | do not want this information released for this specific

disclosure.

El | do not want sensitive diagnoses released for treatment purposes under this specific authonzation. | realize this does not impact
other future requests unrelated to this authorization.

AUTHOBRIZATION: I certify that this request has been made fresly, voluntanly and without coercion and that the information given above is
accurate and complete to the best of my knowledze. I understand that I will receive a copy of this form after I sign it. I may revoke this
awthorization in wridng, at aoy fime except to the extent that action has already been taken o comply with it. Written revocation is effective upon
recaipt by the Eelease of Information Tnit at the facility housing records. Any disclosure of information carries with it the potential for
unsuthorized redisclosure, and the mformation may not be protected by federal confidenfiality rales.

I understand that the WA health care provider's opinions apd stafements are not official VA decisions regarding whether I will receive other VA
benefits o1, if I receive VA benefits, their amount. They may, however, be considered with other evidence when these decisions are mads ata VA
Fegional Office that specializes in benefit decisions.

EXPIRATION: Without my express revocation, the authonzation will automatically expire (select one af the followmg):
|:| AFTER OME-TIME DISCLOSURE. IF ALL NEEDS ARE SATISFIED

|:| OM immdd i) fenter a fiture date aother than date signed by patient)

UNDER THE FOLLOWING CONDITION(Z)  one year from date of signature

PATIENT SIGNATURE (Sign in ink) DATE (mmvdd i)
LEGAL REPRESENTATIVE SIGNATURE (jf applicable) (Sign in ink) DATE (mmvdd gy
PRINT NAME OF LEGAL REPRESENTATIVE RELATIONSHIP TO PATIENT

FOR VA USE ONLY

TYPE AND EXTENT OF MATERIAL RELEASED

DATE RELEASED fmmiddiany) RELEASED BY:

VA FORM 10-5345, DEC 2020 Paoge 2 of 2



Ertimaied Rurden Avg. 30 min
Erpiravion Dase §20300000

\\"I\ Department of Veterans Affairs APPLICATION FOR HEALTH BENEFITS

SECTION | - GENERAL INFORMATION

Federal law provides criminal penalties, includimg a fine and'or imprisooment for up to 5 vears, for concealing a matenal fact or making a materially
falze statement. (See 18 UN5.C. 10017

1A, VETERAN'S NAME (Lasr, Frrst, Middle Name) 15. PREFERRED MAME 2. MOTHER'S MAIDEN NAMIE
3A. BIRTH SEX | 38. SELF-IDENTIFIED 4. ARE ¥ OU SPANISH, 5. WHAT IS YOUR RACET (Tou may check m TRaM G, 6. ZOCIAL SECURITY NO.
GEMDER IDENTITY HISPANIC, DR LATING? Information it required for staistical popoeser ondy. )
MALE MALE TES E ASLAN AMERICAM INDLAN OR_ALASKA NATIVE
BLACK OR AFRICAN AMERICAN WHITE
FEMALE FEMALE RO
HATIVE HAWAINAN OR OTHER PACIFIC ISLANDER
7. VA CLAIM HUMEER 8A. DATE OF BIRTH fmm/ddazpy) | 8B. PLACE OF BIRTH (T and State) 5. RELIGICHM
10A. PERMANENT ADDRESS [iomear) 10B. CITY 10C. STATE 100 ZIP CODE 10E.COUNTY
10F. HOME TELEPHOME NO. (oprional) 105, MOBILE TELEPHOME MNO. {optionai) 10H. E-MAIL ADDRESS (aptionall
Tncinde draa Code) iTnclude draa Code)
114 RESIDENTIAL ADDRESS (Sroat) 11B. CITY 116 STATE 110 ZIP CODE T1E.COUNTY
12. TYPE OF BEMEFIT|S) APPLYING FOR 13. CURRENT MARTIAL STATUS
{You may check more than ong)
EMROLLMENT/HEALTH SERVICES DENTAL MARRIED NEVER MARRIED SEPARATED WIDOWED DINORC ED:
144, NEXT OF KIN MAME 148. NEXT OF KIN ADDRESS 14C. NEXT OF KIN RELATIONSHIP

140, NEXT OF KIN TELEPRONE NC. | 12E. MEXT OF KIN WORK TELEPHONE NO. | 15. DESIGMEE - INDIVIDUAL TO RECEINE POSSESSION OF YOUR PERSOMAL
incinde drex Code) Tecinde Arex Code) PROPERTY LEFT OMN PREMISES UNDER VA CONTROL AFTER YOUR
DEPARTURE OR AT THE TIME OF DEATH (Noste: This does mot conztifuie a

will or mrangfer of tife)

16. | AM EMROLLING TO OBTAIN MINIMUM 17. WHICH V& MEDICAL CENTER R OUTPATIENT CLINIC DD YOU PREFER? 18, WOULD YOU LIKE FOR VA TO
ESSENTIAL COVERAGE LUINDER THE I:Iﬁ};r ‘I'I-':;!fﬂg Elfm_ll:_lrl'.ﬁ-: ]'l_;_lrmmm CONTACT YOU TO SCHEDULE
AFFORDABLE CARE ACT - YOUR FIRST APPOINTMENT?

[]¥Es [ we YES NO

SECTION Il - MILITARY SERVICE INFORMATION

1A, LAST BRANCH OF SERVICE 1B. LAST ENTRY DATE 1C. FUTURE DIZCHARGE DATE 1D. LAST DISCHARGE DATE
1E. ISCHARGE TYPE 1F. MILITARY SERVICE HUMBER
2. MILITARY HISTORY (Check yes or noj YES | NWO YES | WO
A. ARE YOU A PURPLE HEART AWARD RECIPIENT? G. DO YOU HAVE A WA SERVICE-CONNECTED RATING?
B. ARE YOU A FORMER PRISONER OF WAR? IF *YES", WHAT IS YOUR RATED PERCENTAGE %
C. DID YOU SERVE IN & COMBAT THEATER OF OPERATIONS AFTER H. DID Y'OU SERVE IN VIETHAM BETWEEN JANUARY 3, 1962 ||
1111119357 AND MAY T, 19757
0. WERE YOU DISCHARGED OR RETIRED FROM MILITARY FOR & I. WERE YU EXPOSED TO RADIATICHN WHILE W THE
DISABIUTY INCURRED IN THE LINE OF DUTY? MILITARY?
E. ARE YOU RECEIVING DISABILITY RETIREMENT PAY INSTEAD OF J. OID YOU RECEINE NOSE AND THROAT RADILM
VA DOMPEMNSATION? TREATMENTS WHILE IN THE MILITARY?
i o = o N ]
F. DID YOU SERVE IN ZW ASIA DURING THE GULF WAR EETWEEN K. DD vod “'leul:— O ACTIVE EJW .'A'T{EA"JT 3E,:Mr¢ AT
— CAMP LEJEUNE FROM AUGUST 1, 1853 THROUGH
AUGUST 2, 1990 AND NMOVEMEER 11, 19967 DECEMEER 31 15677

VA FORM 10-10EZ. JAN 2020 FREVIOUS EDITIONS OF THIS FORM ARE NOT TO BE USED SAGE 3 OF S



APPLICATION FOR HEALTH BENEFITS VETERANS NAME (Lasr, First, Middis) SOCIAL SECURITY NUMEBER
Continued

SECTION Il - INSURAMCE INFORMATION (Use a separate sheet for additional information)

1. ENTER YOUR HEALTH INSURANCE COMPANY MAME, ADDRESS AND TELEPHOME NUMBER (Inciude coverage thiroush spouse or other person)

2. NAME OF POLICY HOLDER 3. POLICY NUMBER 4. GROUP CODE 5. ARE YOU 6A ARE YOU EMROLLED IN MEDICARE
ELIGIELE FOR HOSPITAL INSURAMNCE PART A7
MEDICAID?
YES MO
YES O
58. EFFECTIVE DATE
(mmdd iyl
SECTION IV - DEPENDENT INFORMATION (Use a separate sheet for additional dependents)
1. SPOUSES MAME (Last, Firzt, Muddle Nama) 2. CHILD'S MAME (Last, Frrst Middie Name)
1A, SPOUSE'S SDCIAL SECURITY NUMBER 24 CHILD'S DATE OF BIRTH (mmdd v 2B. CHILD'S SOCIAL SECURITY MO
16. SPOUSE'S DATE OF BIRTH 1C. SPOUSE SELF-IDENTIFIED 2C. DATE CHILD BECAME YOUR DEPENDENT fmmdd a0
{mm/dd ) GEMDER IDENTITY
MALE FEMALE

10. DATE OF MARRIAGE (mmddann) 20, CHILD'S RELATIONSHIP TO YOU (Chack o)

SON DAJGHTER STEPSON STEPDAUGHTER
1E. SPOUSE'S ADDRESS AND TELEPHONE NUMBER (Srreer, Oity, Stare, ZIP ZE. WAS CHILD PERMAMENTLY AND TOTALLY DIGAELED BEFORE THE

if differant from Fateran'’s) BGE OF 152
YES O
ZF. IF CHILD 15 BETWEEN 15 AND 23 YEARS OF AGE, DID CHILD ATTEND SCHOOL
| AST CALENDAR YEART

YES O

3. IF YOUR 3POUSE OR DEPENDENT CHILD DND ROT LIVE WITH YOU LAST 2. EXPENSES PAID BY YOUR DEPENDENT CHILD FOR COLLEGE, WCCATIOMNAL
YEAR, DID YOU PROVIDE SUPPORTT REHABILITATION OR TRAIMING (2.2, mition, books, marerials)
YES HO

SECTION V - EMPLOYMENT INFORMATION

1A. VETERANS EMPLOYMENT STATUS (Chack ong). 18. DATE OF RETIREMENT
FULL TIME PART TIME NOT EMPLOYED RETIRED
1C. COMPANY MAME. 1D. COMPANY ADDRESS 1E. COMPANY PHOMNE NUMBER
{Complere [ empicyed or retred) (Complede if emplayed or retired - Street, Cify, State, ZIP ) (Complete [f empioyed or refired)

{Tnclide area coda)

SECTION V1 - PREVIOUS CALENDAR YEAR GROSS ANNUAL INCOME OF VETERAMN, SPOUSE AND DEPENDENT CHILDREN
(Use a separate sheer for additional dependents)

1. GROSS ANNUAL INCOME FROM EMPLOYMENT (wages, bomuses, fips, VETERAN SPOUSE CHILD 1
atr.) EXCLUDING INCOME FROM YOUR FARM, RANCH, PROPERTY CR ;
BUSINESS 5 5

2. NET INCOME FROM YOUR FARM, RANCH, PROPERTY ORBUSINESS | § $ g

3. LIST OTHER INCOME AMOUNTS (e.g., Social Securnly, compemsaiion,
pansion interess, dividends) EXCLUDING WELFARE. 5 % &

SECTHON VIl - PREVIOUS CALENDAR YEAR DEDUCTIBLE EXPENSES

=y

. TOTAL NON-REIMBURSED MEDICAL EXPENSES PAID BY YOU OR YOUR SPOUSE (eg., poyments for decrors, dentists, medications, %
Modicare, health msurance, hagpital and rursing home) F4 wil calcnieie a deducible and the ner medical expenses you may claim.

2. AMOUNT YOU PAID LAST CALENDAR YEAR FOR FUMERAL AND BURIAL EXPENSES (INCLUDING PREPAID BURIAL EXPEMNSES) $
FOR YOUR DECEASED SPOUSE OR DEPENDENT CHILD (450 ender spouse or child’s mjbrmarion in Section FT)

3. AMOUNT YOU PAID LAST CALENDAR YEAR FOR YOUR COLLEGE OR VOCATIONAL EDUCATIOMAL EXPENSES (e, mition, boaks, $
Joez, mareriais) DO NOT LIST YOUR DEPENDENTS' EDUCATIONAL EXPENSES.

WA FORM 10-10EZ, JAN 2020 PAGE4OF 5



APPLICATION FOR HEALTH BENEFITS VETERANS MAME (Lass, First, Middle) SOCIAL SECURITY MUMBER
Continued

SECTION VIl - CONSENT TO COPAYS AND TO RECEIVE COMMUNICATIONS

By submitting thiz application, you are agreeing fo pay the applicable VA copayments for care or services (ncluding urgent care) as required by law. Yoo ako
agree to receive communications from VA to voor supphed email home phone sumber, or mobile number. However, providing youor email, bome phone sumber,
or mobile number is volantary.

ASSIGHNMENT OF BEMEFITS

T understand that pursuant o 38 T5.C. Section 1729 and 42 U.S.C. 2651, the Department of Veterans Affams (VA) 15 authonzed to recover or collact from my health plan
(HF} ar any other lagally responsible thind party for the reasonable charges of nonservice-connected VA medical care or services fumished or provided to me_ I bereby
autherize payment directly w0 VA from any HE under which I am covered (mcluding coverage provided under my spouse's HF) that is responsible for payment of the
charges for nry medical care, mcluding benefits atherwise payable to me or my spouse. Funthermoers, I hereby assizn to the VA any claim I may have against any person or
entity who is or may be legally responsible for the payment of the cost of medical services provided to me by the VA T understand that this assigrment shall not linvif or
prejodics oy right to recover for my own benefit any amount in excess of the cost of medical service: provided to me by the VA or any other amount to which I may be
enfitled I hereby appoint the Attomey General of the United States and the Secretary of Veterans” Affairs and their desipnees as my Aftemeys-in-fact to take all necessary
and approprate actions in erder to recover and receive all or part of the amvount herein assigned. I hereby muthorize the VA to disclose, to my attorney and to any third panty
or adminiztrative agency who may be responsible for pavment of the cost of medical service: provided to me, mformation from my medical records as pecessary to venify
my clamn. Farther, Thereby authonize amy swch third party ar adminiztrative agency to disclose to the VA any information regarding my claim.

ALL APPLICANTS MUST S5IGN AND DATE THIS FORM. REFER TO INSTRUCTIONS WHICH DEFINE WHO CAN 5IGN ONM BEHALF OF THE VETERAMN.

SIGNATURE OF APPLICANT

(Sigm in ik} DATE

WA FORM 10-10EZ, JAN 2020 PAGESOF 5
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