SOCIAL SECURITY  CASE CONTROL FORM

DATE: ______________________

NEW CLIENT _______________________








REGULAR CLIENT/NEW CASE

CLIENT’S FULL NAME:
___________________________________

SPOUSE:

_______________________________________________

ADDRESS:

____________________________________ 

CITY:____________________STATE: ___________ ZIP CODE________

PHONE:_________________ 
PHONE:__________________________

Email:__________________________

SOCIAL SECURITY #: _________________

DATE OF BIRTH ____________ AGE____SEX ____________ S M D W
REFERRED TO OFFICE BY:________________________________


Have you ever applied for Social Security before? _______   

Did you apply for  _______SSI           _______SSD        

When were you last denied? ________



Request for Reconsideration ________


Request for Hearing 
          ________

Are you currently working? Yes_____ No________  

If yes, how many hours do you work per week? ______

What is your pay scale? __________

If no, what is the approximate date you last worked? __________
What were the average hours you worked per week? ___________

What type of work were you doing?__________________________________

What is the reason you can’t work now? (Medical and Mental Conditions)_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________

Describe how the conditions that limit your work ability? ________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently receiving or have you received Unemployment Compensations during the time period you are seeking disability benefits? _____________
If yes, what is the amount of each payment you are currently receiving or did receive? $______________

How long have you been receiving or did you receive payments for?_______________ 

Are you currently receiving or have you received Workers Compensation during the time period you are seeking disability benefits? _____________

If yes what is the amount of each payment you are currently receiving or did receive? $______________

How long have you been receiving or did you receive payments for?_______________
Do you owe child support/alimony, if so how much do you owe?__________________
Have you ever served in the Military:  Yes     /      No

Place of Birth:___________________________________

Mother’s Maiden Name:____________________________

Father’s Maiden Name:_____________________________

Please list the Physician’s and/or Facilities you have received treatment.
Name: ________________________________________________________________

Address: ______________________________________________________________

Phone: _______________________________
Fax: ____________________________

Specialty: _____________________________________________________________

Medications: ___________________________________________________________

______________________________________________________________________

Name: ________________________________________________________________

Address: ______________________________________________________________

Phone: _______________________________
Fax: ____________________________

Specialty: _____________________________________________________________

Medications: ___________________________________________________________

______________________________________________________________________

Name: ________________________________________________________________

Address: ______________________________________________________________

Phone: _______________________________
Fax: ____________________________

Specialty: _____________________________________________________________

Medications: ___________________________________________________________

______________________________________________________________________

Name: ________________________________________________________________

Address: ______________________________________________________________

Phone: _______________________________
Fax: ____________________________

Specialty: _____________________________________________________________

Medications: ___________________________________________________________

______________________________________________________________________

Name: ________________________________________________________________

Address: ______________________________________________________________

Phone: _______________________________
Fax: ____________________________

Specialty: _____________________________________________________________

Medications: ___________________________________________________________

What are these Doctor’s telling you about your medical/mental condition?

__________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you had an MRI or CT Scan?    Yes     /     No       
If yes, which test and when?_______________________________________________ 
Do you have a copy of the report? Yes  /   No _________________________________
Do you suffer from Depression?    Yes     /     No

List all medications you are taking.

____________________________________________________________________________________________________________________________________________

How did you hear about our office:__________________________________________
I understand if the Law Office of Doris Bunnell, P.A. represents me with my Social Security Disability Claim, I am responsible for any office expenses incurred with my claim.  I further agree and give permission that any documentation pertaining to my claim within sixty (60) days of the Judge’s Final Decision will be destroyed, if I do not make arrangement to pick them up within thirty (30) days of the Judge’s Final Decision.

_____________________________

________________________

Signature





Date

__________________________

Print Name
