PRIVATE 
SOCIAL SECURITY VERIFICATION
	Claimant Name:
	     
	Date of Birth:
	     

	Address:
	     

	SS #:
	     
	Social Security Claim #:
	     

	
	
	
	

	I hereby authorize the Social Security Administration to furnish to       information regarding the amount of the monthly payment made to me.



	Signed:
	
	Date: 3/27/2008     


Indicate information needed by checking spaces below:

	 FORMCHECKBOX 

	The gross amount of the monthly social security benefit is:
	$     

	
	The amount deducted for Medicare is:
	$     

	
	The net amount of social security check each month is:
	$     

	
	The above amount became effective (Month/Year)
	

	 FORMCHECKBOX 

	The monthly amount of the supplemental security income payment:
	$     

	
	The above amount became effective (Month/Year)
	       

	 FORMCHECKBOX 

	Other information needed -- please comment below.
	


	Complete only if you are unable to verify information requested. 

	 FORMCHECKBOX 

	Claim still pending.

	 FORMCHECKBOX 

	No record based on identifying information.

	 FORMCHECKBOX 

	Other – Please comment at bottom of form

	Comments:      


	Signature of Authorized Social Security Official:
	

	Printed Name:
	     


	Date:
	     
	Telephone No.
	     


	PLEASE RETURN FORM TO:
	     

	
	     

	
	     

	
	     


	Note: Section 1001 of Title 18 of the U.S. Code makes it a criminal offense to make willful false statement or misrepresentations to any Department or Agency of the United States as to any matter within its jurisdiction.
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