
Thank you for your interest in the Veterans Aid & Attendance Program.
Enclosed are the forms and information you will need to process a claim. Please
take a moment to familiarize yourself with the forms before getting started.

To initiate a claim for Aid & Attendance, you will need to submit the following
items to our office:

1. Application for Aid & Attendance (3 page form)
2. Care and Expense Statement (2 page form)
3. Physicians Report (Examination for Housebound Status) (2 page form)
4. Informal Claim (1 page form)
5. Military Discharge/Report of Separation Documentation

If you are filing a claim for a surviving spouse we will also require the veterans’
Death Certificate and Marriage Certificate.

All documents requiring a signature MUST be signed by the veteran or spouse.
The VA does not recognize Powers of Attorney; therefore an agent’s signature is
not acceptable.

Once you have the completed the attached forms return them to our office by US
Mail, or Fax at 916-780-3299.You can also scan and email the initial claim forms
to our office at Veterans@placer.ca.gov

If you have any questions please call 916-780-3290 for assistance.

PLACER COUNTY VETERANS SERVICES
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APPLICATION FOR VETERANS AID & ATTENDANCE
(PLEASE COMPLETE ALL PERTINENT INFORMATION)

SECTION I: INFORMATION ON THE VETERAN

NAME (Last, First Middle) SSN:

VA CLAIM#

DATE OF BIRTH PLACE OF BIRTH (City, State)

DATE OF DEATH PLACE OF DEATH (City, State)

DOES THE VETERAN OR WIDOW CURRENTLY RECEIVE MONEY FROM THE VA? YES NO

CURRENT MARRIAGE INFORMATION

NEVER MARRIED MARRIED DIVORCED WIDOWED # TIMES VET MARRIED # TIMES SPOUSE MARRIED

DATE OF MARRIAGE (Month, Year) PLACE OF MARRIAGE (City, State)

If either the Veteran or Spouse has been married more than once, please complete the information on page 3.

SECTION II: INFORMATION FOR SPOUSE/WIDOW

FULL MAIDEN NAME (First and Last) DATE OF BIRTH SOCIAL SECURITY NUMBER

DOES SPOUSE LIVE WITH VETERAN YES NO IF NO, WHY SEPARATED

DOES CURRENT SPOUSE REQUIRE ASSISTANCE YES NO IF SPOUSE REQUIRES ASSISTANCE PLEASE PROVIDE A
PHYSICIANS REPORT FOR SPOUSE

SECTION III: WHO TO CONTACT FOR INFORMATION AND MAIL

NAME PHONE RELATIONSHIP

ADDRESS CITY/STATE/ZIP

EMAIL ADDRESS:

SECTION IV: MILITARY INFORMATION

DATE OF ENTRY DATE OF SEPARATION

ARMY NAVY AIR FORCE MARINE COAST GUARD MERCHANT OTHER

SERIAL NUMBER IS ORIGINAL OR CERTIFIED COPY OF DISCHARGE AVAILABLE? YES NO

REMARKS
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SECTION V: ASSISTED LIVING/RESIDENTAL CARE/SKILLED NURSING INFORMATION

FACILITY NAME ADDRESS

PHONE DATE MOVED IN AMOUNT PAID MONTHLY $

INDEPENDENT LIVING ASSISTED LIVING RESIDENTIAL CARE BOARD & CARE SKILLED

SECTION VI: HOME CARE INFORMATION

NAME OF PROVIDER PHONE NUMBER

AMOUNT PAID MONTHLY $

THIS IS NOT A GUESSING GAME, PLEASE PROVIDE EXACT AMOUNTS ON THE DAY THAT
YOU COMPLETE THIS FORM

GROSS MONTHLY INCOME (Before Deductions)

SOURCE VETERAN SPOUSE

SOCIAL SECURITY (Before Medicare Deduction) Social Security $ $

PENSION $ $

PENSION $ $

CIVIL SERVICE RETIREMENT Civil Service $ $

MILITARY RET DFAS $ $

VA DISABILITY VA $ $

INTEREST/DIVIDENDS $ $

RENTAL INCOME $ $

OTHER $ $

MEDICAL EXPENSES

SOURCE VETERAN SPOUSE

MEDICARE (Normally $96.40) Social Security $ $

HEALTH INSURANCE $ $

HEALTH INSURANCE $ $

DENTAL/VISION INSURANCE $ $

ASSETS

VETERAN SPOUSE

CHECKING $ $

SAVINGS/CD’S $ $

STOCKS/BONDS/MUTUAL FUNDS $ $

IRA’S/ANNUITY $ $

RENTAL PROPERTY $ $

OTHER ASSETS $ $
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DO NOT RETURN THIS PAGE UNLESS YOU HAVE PRIOR MARRIAGES TO REPORT

In order to complete the claim we will need the appropriate documents indicated below.

DOCUMENTATION REQUIRED

DOCUMENT VETERAN CLAIM WIDOW CLAIM

MILITARY DISCHARGE/DD 214 YES YES

MARRIAGE CERTIFICATE NO YES

VETERANS DEATH CERTIFICATE NO YES

*ASSISTED LIVING VERIFICATION YES YES

*HOME CARE INFORMATION YES YES

PHYSICIANS REPORT YES YES

PRIOR MARRIAGE INFORMATION FOR VETERAN

WHO MARRIED NAME WHY ENDED: DEATH DIVORCE

DATE OF MARRIAGE PLACE OF MARRIAGE

DATE ENDED PLACED ENDED

WHO MARRIED NAME WHY ENDED: DEATH DIVORCE

DATE OF MARRIAGE PLACE OF MARRIAGE

DATE ENDED PLACED ENDED

PRIOR MARRIAGE INFORMATION FOR SPOUSE/WIDOW

WHO MARRIED NAME WHY ENDED: DEATH DIVORCE

DATE OF MARRIAGE PLACE OF MARRIAGE

DATE ENDED PLACED ENDED

WHO MARRIED NAME WHY ENDED: DEATH DIVORCE

DATE OF MARRIAGE PLACE OF MARRIAGE

DATE ENDED PLACED ENDED

COMPLETED FORMS SHOULD BE SUBMITTED TO

MAIL: Veterans Service Office

1000 Sunset Blvd, Ste 115,

Rocklin, CA 95765

FAX: (916) 780-3290

EMAIL: Veterans@placer.ca.gov



Care Expense Statement
Section 1: General Information (To be completed by the facility administrator. Please Print.)

VA Claim Number or SSN: __________________________________

Veterans Name: ___________________________________________

Patient’s Name: ___________________________________________

Check the box which describes the patient’s care status:
In Home Care
Nursing Home Care
Other Care Facility (Foster Home, Adult Day Care, Rest Home, Group Home, Assisted Living)

Name of Facility or Care Provider: ____________________________________

Phone Number of Facility or Care Provider: ____________________________________

Address of Facility or Care Provider: ____________________________________

____________________________________

Date Entered Facility or Care Began: _____________________________________

Will the patient need this care indefinitely Yes No

If No, when will the care end? _____________________________________________

Total monthly charge for the patient $ per month:

Has the patient applied for Medi-Cal (Medicaid) Yes No

Is part of the patient's care covered by Medi-Cal
Medicare, Insurance or other source: Yes No

If Yes, please answer the following:
What is the source of payment? ______________________

What is the monthly amount covered by this source? $ per month:

When did coverage begin? ______________________

What monthly amount does the veteran or patient pay from
his/her own funds which is not reimbursed by one of the sources $ per month:
listed above?
(If the patient is receiving Medicaid, what amount does Medicaid take from the patient)

Continue on page 2
Be sure to sign and date



Section 2: In-Home Care Information
(To be completed by the care provider only if patient is being provided In-Home Care)

Do You provide any medical or nursing services for the patient? Yes No
(i.e. administering medication, physical or mental therapy, assisting with personal hygiene, dressing bathing; etc.)

Describe the services you provide:_________________________________________________

Are you a licensed health professional? (RN, LVN or LPN) Yes No
If Yes, provide your license number: ________________________________________

Section 3: Nursing Home Information
(To be completed by the facility administrator only if the patient is in a nursing home.)

Is your facility licensed by the State? Yes No

Is your facility Medicaid (Medi-Cal) approved? Yes No

Is the patient in your nursing home because of a physical or mental disability? Yes No

Do you provide either skilled or intermediate level nursing care to the patient? Yes No

What was the admitting diagnosis? _______________________________________________

Section 4: Other Care Facility Information
( To be completed by the facility administrator only if the patient is in a foster home, adult day care, rest home,

group home or assisted living)

Indicate type of facility Assisted Living
Adult Day Care

Rest Home
Group Home

Foster Home
Other _____________

Do you provide any medical or nursing services for the patient? Yes No
(i.e. administering medication, physical or mental therapy, assisting with personal hygiene, dressing bathing; etc.)

Describe the services you provide: ________________________________________________

If the patient receives medical or nursing services, are the services Yes No
provided or supervised by a licensed health professional (RN, LVN, LPN)

We must have the monthly charge broken down into the following categories:
1. Base Rate (includes room, meals, laundry, housekeeping): $ per month:
2. Medical and Nursing Services: $ per month:

Section 5: Signatures (To be completed by the facility administrator/care provider and veteran/widow)

I certify that the above statements are true and correct to the best of my knowledge and belief.

___________________________________________________ __________________________________

Signature of facility administrator or care provider Date

I certify that the above statements are true and correct to the best of my knowledge and belief. I am paying
$_______ per month for my care from my own funds.

___________________________________________________ __________________________________
Signature of Veteran or Beneficiary Date







VA  FORM
JUN 2000 21-4138 

OMB Approved No. 2900-0075
Respondent Burden: 15 minutes

EXISTING STOCKS OF  VA FORM 21-4138, 
APR 1994, WILL BE USED

 SOCIAL SECURITY NO.

STATEMENT IN SUPPORT OF CLAIM

 VA FILE NO.

C/CSS -

FIRST NAME - MIDDLE NAME - LAST NAME OF VETERAN (Typeor print)

The following statement is made in connection with a claim for benefits in the case of the above-named veteran:

I CERTIFY THAT the statements on this form are true and correct to the best of my knowledge and belief.

 SIGNATURE  DATE SIGNED

 ADDRESS

 DAYTIME  EVENING

TELEPHONE NUMBERS (IncludeAreaCode)

(CONTINUE ON REVERSE)

PENALITY: The law provides severe penalties which include fine or inprisonment, or both, for the willful submission of any statement or evidence of a material fact,
knowing it to be false.

PRIVACY ACT INFORMATION: The law authorizesus to requestthe information we are askingyou to provide on this form (38 U.S.C. 501(a)and (b)). The
responsesyou submitareconsideredconfidential(38 U.S.C.5701).They may be disclosedoutsidethe Departmentof VeteransAffairs (VA) only if the disclosureis
authorizedunderthePrivacyAct, includingtheroutineusesidentifiedin theVA systemof records,58VA21/22,Compensation,Pension,EducationandRehabilitation
Records- VA, publishedin the FederalRegister. The requestedinformation is consideredrelevantand necessaryto determinemaximumbenefitsunder the law.
Information submitted is subject to verification through computer matching programs with other agencies.

RESPONDENTBURDEN: VA maynot conductor sponsor,andrespondentis not requiredto respondto this collectionof informationunlessit displaysa valid OMB
Control Number. Public reporting burden for this collection of information is estimatedto average15 minutesper response,including the time for reviewing
instructions,searchingexisting datasources,gatheringand maintainingthe dataneeded,and completingand reviewing the collection of information. If you have
commentsregardingthis burdenestimateor any otheraspectof this collectionof information,call 1-800-827-1000for mailing information on whereto sendyour
comments.
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