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education - advocacy - empowerment

3253 Route | 12, Building 10, Medford, NY 11763
Phone: 631-880-7929 e Fax: 631-946-6377 e www.siloinc.org

Family Memorandum of Understanding and Agreement

“Eligibility and Application Process for Adult Services”

Suffolk Independent Living Organization (SILO) offers a comprehensive and individualized consultant service
designed to assist families with developing documentation supporting “Eligibility and Application Process for
Adult Services”. Suffolk Independent Living Organization (SILO) will provide the following consultation service
for a flat fee payment of $295.00:

* A comprehensive review of the student’s medical/school records.

* Individualized training specific to understanding the documentation to support the “OPWDD Transmittal
for Determination of Developmental Disability”.

* Individualized training specific to develop the documentation supporting the review by the Social Security
Administration for Adult/Child Disability.

¢ Individualized training specific to develop the documentation supporting the application for
Supplemental Security Income — SSI with the Social Security Administration.

¢ Individualized training assisting families with developing “draft” input summayrizing information about
daily activities identified in a Functional Report — Adult.

¢ Individualized training assisting families with obtaining input for the “Statement of Claimant or Other
Person” form for the review by the Social Security Administration for Adult/Child Disability and the
application for Supplemental Security Income — SSI with the Social Security Administration.

e Individualized training specific to benefits for in-school youth and adults referencing the “Social Security
Red Book — A Summary Guide To Employment Support For Individuals With Disabilities Under the Social
Security Disability Insurance and Supplemental Security Income Programs”.

e Maintain follow-up e-mail and dialogue consultant services at no additional charge.

Additional services available by appointment at SILO: WAIS-IV - $750.00, ABAS or Vineland-3 - $250.00,
ADOS - Autism Diagnostic Observation Schedule, 2" edition with CARS - Childhood Autism Rating Scale, 2™
edition in an Autism Specialty Report - $750.00

Consultant and services are scheduled upon receipt of check payment addressed to “SILO” or credit card
payment with this memorandum signed, dated and forwarded to: SILO, 3253 Route 112, Bldg. 10, Medford, NY,
117563 Attn: Karina Renaldo x128

Signature Date
Print Name
SILO Chief Executive Officer or Designee Signature ' Date

Returned signed, dated with invoice to payee upon receipt of payment for services Revised 10/2/22



Form Approved
SOCIAL SECURITY ADMINISTRATION []Tec OMS No. 0960-0229

APPLICATION FOR SUPPLEMENTAL SECURITY INCONE (S50) Do Not WAte T Tii Space

Note: Social Security Administration staff or others who help people apply for
SSI will fill out this form for you.

I am/We are applying for Supplemental Security
Income and any federally administered state
supplementation under Title XVI of the Social
Security Act, for benefits under the other programs

Filing Date {month, day, year]

administered by the Social Security Administration, [] Receipt [] Protective
and where applicable, for medical assistance under '
Title XIX of the Social Security Act, [] Fs-ssaiapp ] [] FSREFERRED
Preferred Language
Writtern: Spaken:
TYPE OF CLAIM [d tndividwst [] :Qg:;g;‘;;:'s";gsse [] Coupte [J chid [ child with Parents

PART I--BASIC ELIGIBILITY-- Answer the questions below beginning with the first moment of
the filing date month.

1. {{a) First Name, Middie Inifial, Last Name Sex Birthdate Social Security Number
D Male {month, day, year)

D Female

(b) Did you ever use any other names {including maiden }
name) or any other Social Security Numbers? D YES Goto(c) D NO Goto ‘d)

[c) Other Name (3] Other Sociaf Security Number(s) Used

(d] If you are also filing for Social Security Benefits, go to #2; otherwise complete the following:

Mother's , Father's -
Maiden Name: . Name: Go to #2

2. |Applicant's Mailing Address {Number & Street, Apt. No. P.O. Box, Rural Route)

City and State 2IP Code County

3. |Clasimant's Residence Address (If different from applicant's mailing address)

City and State ZIP Code County
4] DIRECT DEPOSIT PAYMENT ADDRESS (FINANCIAL INSTITUTION)
Routing Transit Number Account Number [] Checking [ Enroll in Direct Express
[Jsavings [[] Direct Deposit Refused
Form SSA-8000-BK (071-2012) Page 1 '
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Form SSA-3373 (06-2020)
Discontinue Prior Editions
Social Security Administration

- Page 1of 10
OMB No. 0960-0681

FUNCTION REPORT - ADULT

READ ALL OF THIS INFORMATION BEFORE
YOU BEGIN COMPLETING THIS FORM

IF. YOU NEED HELP

If you need help with this form, complete as much of it as you can and call the phone
number provided on the letter sent with the form, or contact the person who asked you to
complete the form. If you need the address or phone number for the office that provided
the form, you can get it by calling Social Security at 1-800-772-1213.

HOW TO COMPLETE THIS FORM

The information that you give us on this form will be used by the office that makes the

disability decision on your disability claim. You can help them by completing as much of
_the form as you can. . :

It is important that you tell us about your activities and abilities.

Print or type.

DO NOT LEAVE ANSWERS BLANK. If you do not know the answer or the
answer is "none" or "does not apply,” please write "don't know" or "none" or "does
not apply.”

Do not ask a doctor or hospital to complete this form. _

Be sure to explain an answer if the question asks for an explanation, or if you think
you need to explain an answer. , -

If more space is needed to answer any questions, use the "REMARKS" section on
Page 10, and show the number of the question being answered.

REMEMBER TO GIVE US THE NAME AND ADDRESS OF THE PERSON
COMPLETING THIS FORM ON PAGE 10

WE-£/86-¥SS WI04 - JINPY - Moday uopsuny




Form SSA-3380 (06-2020)
Discontinue Prior Editions o o o o Page 1 of 10
Soctal Security Administration OMB No. 0960-0635

FUNCTION REPORT - ADULT - THIRD PARTY Form SSA-3380-BK

READ ALL OF THIS INFORMATION BEFORE
YOU BEGIN COMPLETING THIS FORM

IF YOU NEED HELP

If you need help with this form, complete as much of it as you can and call the phone
number provided on the letter sent with the form, or contact the person who asked you to
complete the form. If you need the address or phone number for the office that provided the
form, you can get it by calling Social Security at 1-800-772-1213 (TTY 1-800-325-0778).

HOW TO COMPLETE THIS FORM

The information that you give on this form will be used to make a decision on the disabled
person's claim. You can help by completmg as much of the form as you can. When a

question refers to the "disabled person,” it refers to the person who is applying for or
receiving disability benefits.

It is important that you tell us what you know about the disabled person's activities and
. abilities. o ,

DO NOT ASK THE DISABLED PERSON TO GIVEYOU ANSWERS
* Print or type.

* DO NOT LEAVE ANSWERS BLANK. If you do not know the answer or the
answer is "none" or "does not apply,” please write "don't know“ or "none" or "does
not apply." o
* Do not ask a doctor or hospital to complete this form.
* Be sure to explain an answer if the question asks for an explanatlon
+orif you think you need to explain an answer.

If you need more space to answer any questions, use the "REMARKS"
section on Page 10, and show the number of the question being answered.

ME-08£€-VSS wuog Aued payL - ynpy - Hoday uopoung

REMEMBER TO GIVE US THE NAME AND ADDRESS OF THE PERSON
COMPLETING THIS FORM ON PAGE 10



[Form Approved
OMB No. 0960-0045

‘Social Security Administration

STATEMENT OF CLAIMANT OR OTHER PERSON

Name of Wage Earner, Self-employed Person, or SSI Claimant Sacial Security Number

Name of Person Making Statement (If other than above wage eamer,  |Relationship to Wage Earner, Self-Employed
self-employed person, or SSI claimant) Persan, or SS! Claimant

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

Form §SA-795 (09-2015) ef (09-2675)
Destroy Prior Editions
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Jvse SC(-‘,,’
GG SOCIAL SECURITY ADMINISTRATION
- us —
"’y{'!!_‘f{.&‘g OFfice of Disability Adjudication and Review
$SA ODAR NHC
Suite 1400
4401 Ford Ave

Alexandria, VA 22302-1473

Date: May 9, 2017

Notice of Decision — Unfavorable

I caretully reviewed the facts of your case and made the enclosed decision. Please read this
notice and my decision.

If You Disagree With My Decision

I you disagree witl; my decision, you may file an appeal with the Appeals Council.

How Tq File An Appeal

To file an appeal you or your representative muast ask in writing that the Appeals Council review
mydecision. You may use our Request tor Réview form (HA-520) or write a [étter. The form is
available at ‘Www.socialsecurity.gov. Please put the Social Security number shown above on any
appeal you file. If you need help, you mity file in person at any Social Security or hearing office.

Please send your request to:
~Appeals Council
Office of Disability Adjudication and Review

5107 Lecsburg Pike S
‘Falls Chuach, VA 22041-3255

Time Lini¢ To File An Appeat

You must file your written appeal within 60 days of the date you get this notice, The Appeals
Council assumes you got this notice 5 days after the date of the notice unless you show you did
not get it within the 5-day period.

The Appeals Council will dismiss a late request unless you show you had a good reason tor not
filing it on tiye.
Form HA-L76-OP2 ((3-2010)
Suspect Social Security Fraud?
Please visit http://oig.ssa.govir or call the Inspector General's Fraud Hotline
at 1-800-269-0271 (TTY 1-866-501-2101).

See Next Puge

muntmumLmaanmmmm )llﬂdmu!‘H‘HVd0'dd'VdIO'!KJ&VJ.ON-”LHUW&!SBO“-



Form SSA-3441-BK (08-2020) UF
Discontinue Prior Editions
Social Security Administration

Page 1 of 10
OMB No. 0960-0144

DISABILITY REPORT - APPEAL

PLEASE READ THIS INFORMATION BEFORE COMPLETING THIS REPORT

This report is used to update your information for your disability appeal. Completing this report accurately
helps us process your claim. Please complete as much of this report as you can.

IF YOU NEED HELP

Please do not ask your health care provider to complete this report. You can get help from other people,
such as a friend or family member. If you cannot complete this report, a Social Security representative can
assist you. If you make an appointment with us, please complete as much of this report as you can and
have it with you for your appointment.

HOW TO COMPLETE THIS REPORT

If you have Internet access, you may be able to complete this report online at

www.ssa.gov/disability/appeal.

If you complete this report on paper:
* Print or write clearly.

* Include a ZIP or postal code with each address.

* Provide complete phone numbers, including area code. If a phone number is outside the United States,
also provide International Direct Dialing (IDD) code and country code.

* If you cannot remember the names and addresses of your health care providers, you may be able to get
that information from the telephone book, Internet, medical bills, prescriptions, or prescription medicine -

containers.

~ ANSWER EVERY QUESTION, unless the report indicates otherwise. You can write "don't know," or
"none," or "does not apply" if you need to.

- If you need more space to answer any question, please use the REMARKS section on the last page,
SECTION 10. Include the number of the question you are answering.

YOUR MEDICAL RECORDS

If you have any medical records that you have not given to us, send or bring them to our office with this
completed report. Please tell us if you want us to return them to you. If you are having an interview in our
office, bring your medical records, your prescription medicine containers (if available), and this completed

report with you.

YOU DO NOT NEED TO ASK DOCTORS OR HOSPITALS FOR ANY MEDICAL RECORDS THAT YOU
DO NOT ALREADY HAVE. With your permission, we will request your records. The information that you
give us on this report tells us where to request your medical and other records.




A NEIGHBORHOOD
E % LEGAL SERVICES INC.

FQUAL JTUSTICE FOR ALL

Roomer-Lodger Agreements

Different SSI Payment Rates: The SSI program has different monthly benefit rates for different living
arrangements. In New York State, SSI payments are usually based on three rates. For 2021, those rates are:

¢ Living alone - $881 (includes $87 state supplement)
¢ Living with others and paying fair share of household expenses - $817 (includes $23 state supplement)

+ Living in the household of another - $552.34 (includes $23 state supplement)

A person is considered living alone when he or she has set expenses and is independent of anyone else. A
person is living with others when they share expenses, such as food, utilities, rent, or mortgage. SSA usually
assumes that people living together share certain costs related to food and shelter.

Persons getting the lowest SSI rate: If a person cannot pay the fair share of household expenses (one-half
of expenses in a household of two, one-third of expenses in a household of three, etc.), they cannot be
considered “living with others.” For example, an SSI recipient whose fair share in a parent's home would be
$1,000 per month could not possibly pay the appropriate share of expenses out of an SSI payment. Unless
the SSI recipient can establish a separate living unit, he or she would be considered “living in the household of
another” and get paid at the lowest SSI rate.

An SSI recipient can obtain the “living alone rate” by working out a business relationship under a
roomer-lodger agreement:

+ This agreement is based on the idea that the adult with a disability pays a flat fee amount per month for
shelter costs to the homeowner or lessee (i.e., the primary tenant who rents from a landlord).

¢+ The homeowner/lessee could be the parent, another relative (other than spouse), or a friend.

¢ The amount paid is what the homeowner/lessee would charge anyone else for the room and lodging
being provided. They do not “share” household costs. The roomer/lodger’'s name does not appear on
any of the household bills (e.g., electric or gas).

+ This type of living arrangement is only possible if the homeowner/lessee offers this arrangement to the
individual. There may be financial circumstances, such as income tax considerations, when such an
agreement may not be in the homeowner/lessee’s financial best interest.

An SSI recipient can change living arrangements at any time. If an individual wishes to establish a roomer-
lodger status, he or she should submit a statement from the homeowner/lessee to the Social Security
Administration indicating how much the SSI recipient is charged as a flat fee per month for room and lodging.
The SSI program should accept the agreement and adjust the individual's SSI benefit accordingly. The SSI
recipient is then entitled to New York’s “living alone” status. The monthly SSI payment would then be based on
the $881 living alone rate (minus any countable income).

Note: This document is produced, printed, and disseminated at U.S taxpayer expense. One hundred percent of the
funding for this document is through a Social Security cooperative agreement that funds our Western NY Work Incentives
Planning and Assistance (WIPA) Project. Although Social Security reviewed this document for accuracy, it does not
constitute an official Social Security communication.

© 2021 Neighhorhood Legal Services Inc., Disability Law Unit January 2021 Pagetef1
237Main Street, Suite 400 o  Buffalo,NY14203 < 7168470650 « 888-224-3272(tolifree] o www.nis.org



Affidavit

In the matter of the application of

SSH

For Supplemental Security Income Benefits

..........................................................................

State of :
County of :SS
City of :
I being duly sworn, deposes and says:
1. | reside at
2, 1 provide room and lodging for my adult disabled - ; - .
(Relationship) (Name of Disabled Adult)
at the above address each month for a flat fee pursuant to an oral business agreement.
3. | charge S per month for room and lodging pursuant to .
(Name of Disabled Adult)
that oral agreement.
4. | charge the same amount, § ‘ per month for any nonrelatives who l took in as a
roomer-lodgers under a similar business arrangement.
5. | has no equity of property interest in my home.
(Name of Disabled Adult)
6. ' ’ does not share in the insurance, maintenance, repair, furnishing,
(Name of Disabled Adult)
decorating, utilities, or any other operational cost of my home.
7. does not participate in any decisions regarding home repairs,
(Name of Disabled Adult)
improvements, or other aspects of daily activities.
8. We do not “pooal” our funds for any household expenses.
9. does not contribute to, nor does his name appear on any bill as a

(Name of Disabled Adult)
Responsible party for my actual expenses of operating the house on a per expense or pro-rata

basis because he is a roomer-lodger in my home.



RED BOOK

A SUMMARY GUIDE TO EMPLOYMENT SUPPORTS
FOR PEOPLE WITH DISABILITIES UNDER THE

SOCIAL SECURITY DISABILITY INSURANCE (SSDI) AND
SUPPLEMENTAL SECURITY INCOME (SS1) PROGRAMS



Links

Application for SSI:
https://www.ssa.gov/legislation/Attachment%20for%20SSA%20T
estimony%207 25 12%20Human%20Resources%20Sub%20Heari
ng.pdf ‘ '
Functional Report: https://www.ssa.gov/forms/ssa-3373-bk.pdf
Functional Report Third Party: https://www.ssa.gov/forms/ssa-
3380.pdf

Statement Of Claimant Or Other Person:
https://www.ssa.gov/forms/ssa-795.pdf

SSA Disability Report — Appeal: https://www.ssa.gov/forms/ssa-
3441.html

SSA -Red Book https://www.ssa.gov/redbook/




