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SOCIAL SECURITY ADMINISTRATION e

'Supplemutal Saecunty Innnme C L .
Claim Infnrmaﬂt-n E ) 3 ' ~ ' Z
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N oxt Office Address:

Telephonre Mumber:
{onwact Person:
_ Date:

Social Security Number:

We ar writing to let you know that yoi may be able 1o recsive & benefit Brom the organization
shown at the bottom of this pagé. We need o know if you can receive benefits {rom this
organization so that we can make a. demsmn about your Supplementd Securnity Income (SSI)
PayImengs.

You most apply for and takea.n}r action needed 15 ra:mve benefits from  this ﬂrganizaﬁ_eun
bf,l' j . . . .. .
If you' do not wke action by this date:

* You will pot be e]jgib]f: for §SL

* You will have to pay back any 531 y—::-u may hmre m:ewed hesinning

« We will seud}rmannﬂlﬂlﬁtﬁrﬂmmp!mnsﬂmdemmmandwhat}mucaudulf:,ruu
ﬂunkwearewmngbefmﬂfetakemiy&u:hﬂaﬁﬁhnmyuurclaun

Hmmmrmwﬂﬂlpaﬂnmm?ﬂummtapplyfmmyhmefmymmgmm In some cases,
you can get a lower benefit if you apply wow but ahigher bevefit if you apply later. You have to take
whauvﬁﬁm&ﬁlthenrgmwﬂmmmmmmﬁ

Pleass take or mail the enclosed form to the erganization shown below right away. When the organization
retmnsthefurmtnm,wemﬂmak&mdmmmnahmumﬂﬂlmmts

If you ha,veanyquﬁuﬂns,pkasegetmtnuchmth ih:&malﬂammyufﬁceshuwnabme

Manager_

Orgemization Name and Address

-FORM SEA-LEB0G0-UR (12-91)



