PUBLIC BENEFIT REVIEW

Name of Disabled Person:
Date of Birth: Age SS#:
Name of Person Filling Out This Form:
Date:

If the disabled person is receiving social security monthly income of any kind, please provide the
name of the SSA representative payee (if any):

Fromwhich public programs is the disabled person receiving help? Please check below and
attach verification of the benefit or eligibility if available.

SSretirement - Amount: $ /month

SSdisability - Amount: $ /month

$ _ onparent’s account as a disabled child before age 22?
(DAC —children’s SSB OAR 461-135-0830)
$  onbeneficiary’s own work quarters (work history of child)
Pickle Amendment — SSB cost of living raises takes out of SS|
SSI (up to $552/month in 2003)
Medicare
Medicaid - long term care program? Mental health? Other?
Oregon Health Plan (not regular M edicaid)
Long term care services - nursing, foster, group homes
Mental Health Services - where?
State Hospital? _ Statutory Claim Amount: $
Psychiatric Security Review Board Ordered?

Community Mental Health Provider?

Parent’s Health
Coverage + SSI, If
parents poor SS| at age 18 — parents
(income deemed), income not counted, may
SSB if parent dead live in home or institution;
or retired SSD on own earnings? Terminate
Disabled Adult Child SSB?
SNT
Deatf
Age0-18 22 65
| | |
) | | | >
School services
Stability of home? Intense Self Settled SNT
need for Services! Hedlth not possible after
coverage may be SSI — age 65, except to
linked Medicaid or private pooled trust in
(parent’s). Guardian Need? some states
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