Trust Management Services
P.O. Box 601676
Sacramento, CA 95860-1676

INDEPENDENT LIVING INTAKE PACKET

Dear Service Coordinator,

Attached you will find our 4 page intake form and the required releases. Please follow the instructions
carefully. After you have completed the intake forms and gather the required signatures, all of the documents
should be mailed to the address above. We MUST HAVE the original signatures — faxes will not work. Once we
have received the required paperwork and find it to be complete we will submit a change of payee application
to Social Security.

Authorization for Payeeship: Please use ink when completing this form. Complete both the consumer’s name,
SSN and SSA Claim Number in the top right corner. (The SSA claim number is the number under which the
consumer is receiving SSA benefits) If the consumers signs with an X or a mark, there must be 2 witness
signatures at the bottom portion of this form.

TMS — Consent to Exchange Information: Please use ink when completing this form. This form was developed
so we can obtain and exchange information about the consumer for the purposes of either acting as the payee
or paying their bills. Please fill in the consumer’s name, Social Security Number and Date of Birth at the top of
this form. Review this form with the consumer explaining all types of information we may ask for and with
whom it may be shared. If the consumer objects to any item, you should place a line through that particular
item(s). Have the consumer sign and date the form. If the consumer signs with an X or a mark, 2 witness
signatures are required at the bottom of this form.

Authorization for Social Security to Obtain Personal Information: This is a Social Security form and is requested
upon intake. Please enter the Consumer’s Name and SSN on the first line. Have the consumers sign the
middle section by the arrow. IF the consumer signs with an X or a mark, 2 witness signatures are required at
the bottom of this form.

Budget Worksheet: This page is used to tell us who to pay, where to mail payment and how often money is to
be sent. We run checks each working day. We are closed all federal holidays. We will also be closed the last
working day of the month to review the next month’s budgets. If your consumer wants money sent to them
on a particular day of the month and that day falls on a weekend or holiday the check will be sent out the
working day before.

Please complete the consumer’s name and SSN as well as the SSA claim number if the consumer is receiving
SSA. When working on a budget for a consumer, you need to know how much money the consumer gets each
month. Next you should write the amount received in the income section. Please give your best estimate for
the monthly amount spent on: rent, utilities, food, etc. For food and personal spending, please advise both
how often your consumer would like these funds mailed (weekly, biweekly, monthly, semi-monthly or on a
specific day of the month).

When figuring out the amounts for food and personal spending, please calculate based on a 5 week month —
as we don’t want to run short on funds! Make sure that the total monthly expenses do not exceed the total
monthly income received.
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The consumer, with help from their ILS or SLS agency, should contact any utility company you have indicated
on this form and request the mailing address of their bill be changed to our address PO Box 601676,
Sacramento, CA 95860-1676. The support agency should remind the consumer that if they continue to receive
their bill this means TMS is not and they should again contact the utility company to request a change of
address.

TMS Independent Living Payee Intake Form: This is a 4 page form requesting biographical information about
your consumer. Please send copies of requested documents when instructed. Please fill in all areas. If any
area does not apply, draw a line through it and write N/A.

After all forms have been completed they should be mailed to TMS at the address above.
If you have any questions feel free to contact your staff at TMS:

Eric Brown, Director Payee Programs E-mail Eric@trustmgmtservices.com

Valley Mountain Regional Center:

Nancy Iseri — Consumer Last Names A-I E-Mail Nancy@trustmgmtservices.com
Fidelina Lara — Consumer Last Names J-S E-Mail Fidelina@trustmgmtservices.com
Shakira Brewer, Sr. Account Manager E-Mail Shakira@trustmgmtservices.com

Consumer Last Names T-Z

Current phone numbers can be found on our website.
Visit us at www.trustmgmtservices.com
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Advance Notification of Representative Payment

Name of Wage Earner, Self-Employed Person or Social Security Number
SSI Claimant
Name of Beneficiary (if other than above) Relationship to Wage

Earner, Self-Employed
Person or SSI Claimant

| understand and agree with the following.

Need for Representative Payee

The Social Security Administration (SSA) has decided that | need someone to manage
my benefits. Because of this, SSA will send my benefits to a representative payee. It
is the duty of the representative payee to use my benefits for my best interests.

Choice of Representative Payee

SSA has selected to be my
representative payee.

My Right to Appeal

| understand that | have the right to appeal SSA's decision. | can appeal the choice of
who will be the representative payee. In most cases, | can also appeal the decision
that | need a payee. If | appeal, | will have the right to review the evidence in file and
submit new evidence. | understand that | can have a friend, lawyer or someone else
to help me.

| understand that | must file an appeal within 60 days. If | file after the 60 day period,
| must have a good reason for not having filed this appeal on time. | have to ask for
the appeal in writing. | will contact an SSA office if | wish to appeal.

Signature Date

Witnesses are required only if this statement has been signed by mark (X) above. If
signed by mark (X), two witnesses to the signing who know the person making the
statement must sign below, giving their full addresses.

1. Signature of Witness 2. Signature of Witness

Address (Number and Street, City, State and ZIP Code) |[Address (Number and Street, City, State and ZIP Code)

Form SSA-4164 (9-1994) (EF 8-2000)
Destroy prior editions



Authorization for Payeeship
Advance Notification of Representative Payment

Client Name SSN

SSA Claim #
AUTHORIZATION FOR PAYEESHIP

| hereby authorize Trust Management Services (TMS) to file an application
for payeeship and to become payee for any SSI/SSA benefits | may be eligible to receive. | understand these benefits will be
administered by Trust Management Services.

I hereby consent and authorize Trust Management Services and the Social Security Administration to disclose benefits eligibility
payment information about me for use in applying for Social Security benefits, Supplemental Security benefits, Railroad benefits,
Veterans benefits, Civil Service Annuity benefits, and Black Lung benefits | may be eligible to receive as well as for planning and
providing services for me. This authorization will remain in effect for the duration of time for which Trust Management Services is
my representative payee.

NEED FOR REPRESENTATIVE PAYEE
The Social Security Administration (SSA) had decided that | need someone to manage my benefits. Because of this, SSA will send
my benefits to a representative payee. It is the duty of the representative payee to use my benefits for my best interest.

CHOICE OF REPRESENTATIVE PAYEE
SSA has selected Trust Management Services to be my representative payee.

MY RIGHT TO APPEAL

I have the right to appeal SSA’s decision. | can appeal the choice of who will be the representative payee. In most cases, | also
have the right to appeal the decision that | need a payee. If | appeal, | will have the right to review the evidence in the file and
submit new evidence.

I understand that | must file an appeal within 60 days. If | file after the 60 day period, | must have a good reason for not having
filed this appeal on time. | have to ask for the appeal in writing. 1 will contact an SSA office if | wish to appeal.

Client Signature Date

Legal Representative Signature Date

Witnesses are required only if this statement has been signed by an (X) above. If signed by mark (X), two witnesses to the signing who know the person
making the statement must sign below, giving their full address.

1.) Signature of Witness 2.) Signature of Witness

Address (Number and Street, City, State, Zip Code) Address (Number and Street, City, State, Zip Code)

TMS-001 (rev. 03/2014)



Trust Management Services
PO Box 601676, Sacramento, CA 95860-1676

Consent to Exchange Information
I, the Consumer/Parent/Guardian or Conservator of:

CONSUMER Name:

SSN:

Date of Birth:

Authorize TMS, and its employees to obtain the following type of information/records:

O Educational O Social O Wage Information
0 Medical/Dental 0 Vocational O Psychological
O Individual Program Plan O Utility Bills O Other (Specify)

This information shall be used for the purposes indicated below:

O Social Security Eligibility O Paying my bills
O Social Security Re-determination O Social Security CDR
O Other (Specify)

This authorization shall be valid for a period of one year from the date signed, until :
or until revoked in writing.

Consumer signer:

Date:

Witnesses are required only if this statement has been signed by an (X) above. If signed by mark (X), two witnesses to the signing who know the
person making the statement must sign below, giving their full address.

1.) Signature of Witness 2.) Signature of Witness

Address (Number and Street, City, State, Zip Code) Address (Number and Street, City, State, Zip Code)

TMS-005-Release of Information (rev.03/14)



SOCIAL SECURITY ADMINISTRATION

AUTHORIZATION FOR THE SOCIAL SECURITY ADMINISTRATION
TO OBTAIN PERSONAL INFORMATION

Authorizing Person (Person about whom information is being requested) Social Security Number

Claimant/Beneficiary (If other than authorizing person) Claimant's/Beneficiary's Social Security Number

| authorize any public or private custodian of records to disclose to the Social Security Administration any records or information about me.
In the case of a minor or incapable person, |, as guardian or representative, authorize the same disclosure of records about the person | represent.

Authorizing Person's Signature Date
SIGN

HERE

Mailing Address City and State ZIP Code

Your authorization does not ordinarily have to be witnessed. However, if you have signed by mark (X), two witnesses to the
signing who know you must sign below giving their full addresses.

1. Signature of Witness 2. Signature of Witness

Address (Number, Street, City, State, ZIP Code) Address (Number, Street, City, State, ZIP Code)

Form SSA-8510 (9-87)



TMS Independent Living Payee Intake Form

First Name Last Name

SSN:

SSA Claim #:

UCI#:

Sex: DOB: Place of Birth State

Legally Blind: (Yes/No) Circle One Deaf: (Yes/No) Circle One
Is consumer conserved? (Yes/No) Circle One

If consumer is conserved, please attach copy of conservatorship papers and fill in below:

Name: Phone: ( )

Living Arrangements

Address:

City: St:

Phone: (
Description of Living Arrangements

(Check one)

O Alone in own apt/home
O Sharing apt/home with roommates

Date Moved In:

(molyr)

Landlord name:

City:

Phone: (

1of4



Roommate Information

1% Roommate Name: DOB or SSN:

Is roommate on SSI? (Yes/No) (Circle One)

2" Roommate Name: DOB or SSN:

Is roommate on SSI1? (Yes/No) (Circle One)

3" Roommate Name: DOB or SSN:

Is roommate on SSI1? (Yes/No) (Circle One)

If additional space is required, use back of

Employment Information

Employer Name: Date Started Working

Employer Mailing Address:

City: St: Zip:

Phone: ( ) Fax: ( -

Contact Name:

How often paid: Weekly / Every 2 Weeks / Twice a Month / Monthly / Piece Work (Circle Once)

Last Date Paid: (mo/day/year)
Paid by the: Hour / Piece (Circle One)
Rate of Pay: $ Average Check: $

Resources: Cash on Hand

Cash on Hand: as of (mo/day/yr)
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Resources: Checking Account

Bank Name:

Acct. # Balance: $ as of date

Interest Bearing: Monthly / Quarterly / None (circle one)

Please attach copy of current bank statement

Resources: Savings Account

Bank Name:

Acct. # Balance: $ as of date

Interest Bearing: Monthly / Quarterly / None (circle one)

Please attach copy of current bank statement

Resources: Special Needs Trust

Trustee Name:

Address:

City:

Phone: (

Please attach copy of Trust document

Resources: Burial Account

Where:

Amount/Balance: $ Revocable / Irrevocable (circle one)

Address:

City:

Phone: (

Please attach copy of Burial document
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ILS /SLS Agency Involved with Consumer

Agency Name:

Support Staff’s Name:

Address:

City:

Phone: (

Email:

Service Coordinator Involved with Consumer

Name:

Office Location:

Address:

City:

Phone: (

Email:
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Income :
SSI

SSA
Other

Total iIncome
Expenses:

Rent

Utilities
Gas

Utilities
Elsctric

Utilities
Phone

Utilities
Cable TV

Food

Personal

Spending

Other

Other

Total Expenses

FF

BUDGET SHEET

Consumer Name:

SSN:

SSA Claim #:

Benefit Name and Claim number

Who is paid, Address & Phone #

Detailed Description: inculde account #

i

I

|

)

j




SOCIAL SECURITY ADMINISTBATION

STATEMENT OF CLAIMANT OR OTHER PERSON

RAME OF WAGE EARNER, SELF-EMPLOYED PEREON, OR 551 CLAMANT B0GIAL SECUAITY RUMBER
NAME OF PERSON MAKING STATEMENT /I sthyr than above Wags sanir, seiemployed person, RELATIONSHI? TO WAGE EARNER, SELF-EMPLOYED
or &34 elslmans] FEASQN, OR 55 CLAIMANT

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

_PERMISSTON TQ.CONTACT FINANGIAL INSTITUTIONS: YES N

Paperwork Reduction Aot Starement - ‘This fsfonuation coliection meets the requirements of 44 ¥1.8.C. §3507, as amended by Section 2 of
the Paperwork Reduetion Act of 1993, You do ot need w answer these questions unless we display a valid Office of Menagement and
Budget control mumber, We estimate that it will wke abour 13 minwtes to read the instruerions, pather the facts, and answer the questions.
SEND TEE COMPLETED FORM TO YOUR LOCAL SOCIAL SEQURITY OFFICE, The office is Hsted puder U, 8, Govermment
agencies in your telaphom directory or you may call Social Securfty &y 1800:772-1213. You may send comments oh our (iee estimate
ahove to;} SS‘:iAE 1338 Annex Building, Baltimore, MD 21233-0001. Send ovly comments relating to our tme estimate 0 his address, not
the completed form,

| declare under penaity of perjury that | have examined all the information on this form, and on any accompanying
statements or forms, and it Is true and cortect to the best of my knowledge. | understand that anyone who knowingly
gives a falze or misleading statement about a matorial fact in this informaton, or causes someohe glse to do =, commus &
orime and may be seni to prison, or may face other penalties, or both,

SIGNATUHE OF PERSON MAKING STATEMENT

Signature (First name, middle inirial, last name} (Wilte in ink) Oste (Mond, day, year)
SIGN > Talephone NUMBEE (nclude Ares Codaj
HERE

Mailing Address (Numbsr and swest, Aps No., B.0. Box, Rural Route)

City and Siate ZIP Code

Witniessas are raqulred ONLY if this statement has been signed by mark (X) above. I signed by mark (), two
witnasses 1o the signing who know the individual must sign below, giving thair full addrassas,

1. Bignature of Witness 2. Signewre of Withess

Address (Number and strest, Cley, Swte, and ZIP Code) Address (Number and streer, Clry, State, and 218 Codey

Formn BBA-T79E (12-2002) §F (12-2002) Destroy Prior Editions .
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