
Exhibit A

FORM SSA-3881-BK  (QUEST!IONNAIRE  FOR CHILDREN
CLAIMING SSI BElWFI’IS)

MPARfMENT  OF HEMltl  AN0 HUMAN  SERVICES
So&l  Sacdty Mministrdon

QUESTlONNAlRE  FOR CHILDREN CLAIMING SSI BENEFlTS

pti-
OMB  No. oB60-0499

~plnt,type,ormite~utyMdrrwwcnrllit8m,to~~ofyourr#lity.  ffyounoodhetpcompbtinganypartofthisform,w
wiHMpyou.  tfyou8refilingonbduatfof Iromcbw,~,mter~Sor~r~Md~~numbetintheepa~providedMd
answer all qkJwtkm.  If  you  do not know the 8nswe1,  enter tnknown: If the question doa~ not w, enter WA.’ If you need  more
space  to an@nrer  any of the questions, pleas@  use ‘REMARKS’ and enter  tb  number of the quwtion  wxt to your  amaver.

Child’s Full Name Social Security Number

lntonnanis  Name Relationship to Child

/ /--- -- ----

Telephone Number at which you
may be contacted during the day

I ( --- 1 ---- ----

1 . Is (was) the child cared for by a baby sitter? Does (did) the child  attend any type of preschool, daycare  and/or
aftwschool  program? If so, please  specify. If more than one of the above, use the “REMARKS” section.

Name Address (Number, S&w& City, State, Z@  Cob)

I Telephone Number Dates Attended

f ) -- - e - - - w - - -
areacode

2 . a. b (was) the cht!d  in tschool? fl  OYes ON0

Address (Number, sheet,  City, State, 2&  Cod)

Telepbne  Number

I.--v 1 -- - -  w--D
mnQock

-w

Dates Attended

Last Teach&s  Name
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b. Is the child in a special education program?

If @)es,”  please provide a copy.

b. Chtsideschool

If ws,  ” in 3.a. or 3.b.)  please indicate: (fl more  than  one,  use  the “REMARKS” section.)

Type of Counseling, Tptoring

Date 6egan and Ended (# wm~ted) Frequency of Visits

Counselor’s or Tutor’s Name Telephone Number
( - - - 1 -ww- - - - -
U88code

Mcfmss  (Number and Sbwt, C& State andzip  m)

Does the chiM of family have a chiM welfare, social sewices  of
early  intervention caseworker? m 0 Yes 0 No

tf  ‘)w,  w please provide the following information: (/f  mars than one, use the WEMARKS”  section..)

Casmwkets  Name Organization

Address (Numb and Street,  City, State andtp  code) Telephone Number

( ) -- D - - - D - - - -
U8aoode

Filet  or Record  Number Date First Saw/Last  Saw CasewoWr

Page  2



Has the child ever been tested or evaluated by any of the following agencies or organizations?

tf ~“indicate  in the space provided below the agency name, address, tetephornr  number,
mord  number,  and the type and date of test or evaluation performed (e.#.,  M, htim,
@P-a physicel)*

a. Publiimunity  Health Depaftment w

b. Child WelfareSocial  Sewices  Agency m

c. wtal Evaluation Center *

d. Mental HeatthMental  Retardation Canter m

O. Special Needs/Crippled  Children Agency

1.  Speech and Hearing Center

g. Women, Infants and Children (WIG)  Program

D Yes f3 No

[z!Yes  ON0

3 Yes q No
a Yes 0 No
0 Yes @ No
3 Yes 0 No
D Yes 0 No

Use the letter designation (58,56,  etc.)  to identify the agency.

If additional space is needed, use ‘REMARKS” section.



-
6 . Do&  (did)  the child receive any special therapy (phydal,

speech and language, oazupationai),  exercises, or any other
services for his/her impairments?

!ndude  information about any therapy or oxercbe8  Uw parent,
guMian or caregiver provides the child.

b ClYes  ON0 /.

ti ~,“indicate  below the therapist’s name, the  name of the person who PRESCRIBED AND/OR  DESIGNED the
therapy piogram,  the type(s) and frequency of treatment, when treatment began and 43nded  (if  axnpktd), and
w h e r e  t r e a t m e n t  w a s  r e c e i v e d  ( e . g . ,  h o m e ,  twspital,  therepiss  o&e,  ch ic . )

Therapist% Name Telephone IUmber
( ) ------w- - - -
areacode

Addtess  (NutnberandStreet,  city,  Stat8 andZp Cod@

Person Who Prescribe&Desiined  therapy

lnformatiun  about Therapy:

TherqMs  Name Telephone Number
( ) -- v - - B - - - - -
areacode

Address (Number  and St!W, C& State tiq code)

Pensof:  Who Prescribed&signed  Therapy

form asA3ssl-aK  (142) Ploe’



7.

r”“‘,

8 .

Does (did) the Mild receive vocational rehabilitation sewicw?  - OYes  ON0

tf  “yw,“describe  servioes rseived  below the rehabilitation counseior’s
information. In&de dates and record number.

Rehabilitation Counselof’s Name Telephone Number
( - - - 1 - - - w - - -
area code

Address (Number and Street, Ciiy, State and Zp  Code)

Services received:

(If additional space is needed, use ‘REMARKS” section.)

MOTE:  PROVIDING INFORMAllO+ ABOUT THE CHILD3 INVOLVEMENT WTT’H THE COURT SYSTEM Is WTMAf

Has the chikl  ever been involved with the court system other man ic  custody
proceedings? b

If “yw,“please  explain invotvement, including testmg and evaluation:

0 Yes 0 No

Youth Development Center’s Name

Address (Number and Street,  City, s&t8  and tip  cad?)

ptobation or Parole Officer’s Name

Wress  (Numtw  and SW&,  City, State and zip &de)

Fom,  SSA-=l*K  (l-92) Page 5



I I

9. i Does (did) the child participate in any community or school I
abivities, such as choir, Special Olympics, Boy’sGirl’s  Club,
§couts, or sports? m 0 Yes 0 No

If lyes,”  describe involvement, amount of time  spent in activity, and level of participation. Pfcwide name, ddfess,
and telephone r?umber  of individual who supenrises  the activity. Include  dates of imM@ment.  If involve~~
ended, explain tiy.

10. i

I

If the child takes any medication on an ongoing basis, please indicate the following:

t MEDICATION ’ PRESCRIBED REASON FOR
DOSAGE/FREQUENCY

I - -

BY (NAME) MEDICATKIN

I

How well does the medication(s) work? P/ease  explain:

DESCRIBE ANY
SIDE EFFECTS

I *--
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REMARKS:
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of dsnjmant  or n fili cm  oJarnant”s  beh Date (Month, Day, Yw)

sonhowkngittarkesto
. ATT’N:  Flew
merit  and Budget

ED fORMS  OFi


