W O R K S H E E T


W  O  R  K  S  H  E  E  T

SARPY COUNTY VETERANS SERVICES OFFICE

1261 GOLDEN GATE DRIVE, SUITE 5E
COURTHOUSE ANNEX EAST

PAPILLION, NE  68046-2884
SERVICE CONNECTED DISABILITY COMPENSATION
Please call 593-2203 if you need assistance completing this worksheet
Please have all of the following information completed, and bring all necessary documentation with you to your scheduled appointment.
The Veteran’s Information
	Full Name
	Mailing Address

	
	


	SSN
	Date of Birth 
	Place of Birth (City & State)

	
	
	


	Email Address
	Daytime Phone Number
	Evening Phone Number
	Cell Phone Number

	
	(            )                            
	(           )
	(           )


Claimed Service Connected Conditions
The most IMPORTANT part of your Application for Disability Compensation, is the listing of your current conditions, actual injuries, illnesses, diagnosed conditions, surgeries, etc., you wish to claim.  

To establish an entitlement for disability compensation the evidence must show all three things:

1. You had an injury in military service OR chronic disease (condition) diagnosed during OR was made worse (aggravated) during military service OR an event in service that caused the injury OR chronic disease (condition).

2. You have a current physical OR mental disability. Current medical evidence shows you have a persistent condition or recurring symptom(s) of a disability (Current is in the past 12 months). Bring all medical evidence with you so it can be submitted with your claim. 
3. Your medical records or doctors’ opinions need to show there is a connection between your current disability and an injury, illness, chronic disease (condition) or event in your military service.
If a civilian physician has treated you for ANY of the injuries, illnesses, diagnosed conditions and surgeries you wish to claim, please request your medical records from your private physician to submit as evidence in support of your claim and provide those records when you file your claim.

· Consider the following when completing your list of claimed conditions.  Was the condition treated, diagnosed or caused during military service?  Does current medical evidence exist of your claimed condition?  Is there a link to some event/diagnosis/exposure during your military service that caused your condition?

· This office does not review your service medical records.  It is your responsibility to conduct a thorough review of your medical records prior to your appointment and           list your claimed conditions and sources of treatment.

	List Disability(ies) 
	Date Began
	Place of Treatment

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Use additional sheet if necessary
Provide information if you have ever filed a claim for Veterans benefits, Social Security disability or workers compensation. Please indicate what disability(ies) for which you are receiving benefits.
	Type of Claim Filed
	When Filed
	Disabilities Claimed

	
	
	


Are you receiving treatment at a Department of Veterans Affairs (DVA) Medical Facility?

If so please list dates of treatment and name and address of DVA Medical Facility.
	When did disability begin
	When were you treated

From

To


	Name/Address of DVA Medical Facility

	
	
	

	
	
	


Are you claiming disabilities related to any of the following exposures? If so, please list below.
	Exposed To

	List Related Diagnosed Condition(s)/Disability(ies)

	Agent Orange
	

	Asbestos
	

	Mustard Gas
	

	Ionizing Radiation
	

	Environmental Hazard/Gulf War
	


Military Service Information

Please bring ORIGINAL or CERTIFIED copy/copies of your Separation/Discharge documents,
(DD Form 214) for submission with your application.  
ACTIVE DUTY SERVICE:

Use additional sheet if necessary
	Date Entered
	Place of Entry
	Date Discharged
	Place of Discharge
	Rank/Grade
	Branch

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


RESERVE SERVICE/NATIONAL GUARD:     

Use additional sheet if necessary
	Date Entered
	Place of Entry
	Date Discharged
	Place of Discharge
	Rank/Grade
	Branch

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


If your disability occurred during active or inactive duty for training, please provide the following information.
	National Guard Reserve Status
	Name/Address/Phone Number of Unit
	Branch

	Active

(Full Time)
	
	

	Inactive

(Training)
	
	

	Reserve

Obligation (Drills)
	
	


Spouse/Dependent Information

Provide complete marriage information concerning your PRESENT marriage.  Bring a copy of your marriage certificate (documents do not need to be originals or certified copies).

	First Name/ MI/ Last Name (Maiden) 
	SSN
	Date/Place of Birth
	Date & Place of Marriage

	
	
	Date:
	Date:

	
	
	Place:
	Place:


If either you or your spouse have been PREVIOUSLY married, complete all of the following.  Copies of ALL previous marriages and divorce decrees ARE required so please Bring them with you to your appointment (documents do not need to be originals or certified copies).  
VETERAN :



Use additional sheet if necessary
	Date and Place
of Marriage
	Who Married To
	How Marriage Ended (Death, Divorce)
	Date and Place
Where Marriage Ended

	
	
	
	Date:

	
	
	
	Place:

	
	
	
	Date:

	
	
	
	Place:

	
	
	
	Date:

	
	
	
	Place


CURRENT SPOUSE:



Use additional sheet if necessary
	Date and Place
 of Marriage
	Who Married To
	How Marriage Ended (Death, Divorce)
	Date and Place
Where Marriage Ended

	
	
	
	Date:

	
	
	
	Place:

	
	
	
	Date:

	
	
	
	Place:


Dependent Children
You may claim dependent children under age 18 OR who are in the custody of someone else and you are contributing to their monthly support OR children who are between the ages of 18-23, and attending either high school or college full time.
Provide copies of birth records, adoption papers or court orders and Social Security cards for your dependent children (documents --  do not need to be originals or certified copies).
List children who live in your household

Use additional sheet if necessary
	Child’s Full Name
	Date of Birth
	Place of Birth (City & State)
	SSN

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


List children who are in the custody of someone else (but you provide support) Use additional sheet if necessary
	Name of Child/Social Security Number
	Name of Person 
Who Has Custody
	Address of Person 
Who Has Custody
	Monthly Support Amount

	
	
	
	

	
	
	
	


Contact Information

Provide information for someone (NOT in your household) you wish to list as your nearest living relative or other person that could be contacted if necessary (parent, child, brother, sister, etc.)

	Full Name
	Mailing Address
	Telephone Number
	Relationship (to you)

	
	
	
	


Direct Deposit Information

If benefits are awarded, the DVA requires your financial institution information to process your

payments by Direct Deposit.  All requested information is required to begin Direct Deposit.
	Type of Account:    Checking (   )      Savings (   )         Account Number: _________________________
Name of financial institution:  ________________________________________________________

Routing or transit number (MUST BE 9 NUMBERS)    ______________________________

                                                                                                                                  (9 digits in lower left corner of your check)



After you have gathered all the necessary information, call 593-2203 to schedule an appointment with one of our Veterans Service Officers to complete your application and file your claim.
Remarks/Continued
REMINDER . . . bring all necessary information/documentation with you to your scheduled appointment.  This will help us help you obtain the maximum benefits for which you may be entitled from the United States Department of Veterans Affairs (DVA).
Call 593-2203 to schedule an appointment after completing this worksheet.[image: image1.png]
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