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SOCIAL SECURITY ADMINISTRATION
STATEMENT OF CLAIMANT OR OTHER PERSON

	NAME OF WAGE EARNER, SELF-EMPLOYED PERSON, OR SSI CLAIMANT
	SOCIAL SECURITY NUMBER



	NAME OF PERSON MAKING STATEMENT (if other than above wage earner, self-employed person, or SSI claimant)


	RELATIONSHIP TO WAGE EARNER, SELF-EMPLOYED PERSON, OR SSI CLAIMANT
Householder


Understanding that this statement is for the use of the Social Security Administration, I hereby certify that – 

Do you hold ______ responsible for payment of rent?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If so how much rent do you charge? ______

Is ______ renting a room?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Is ​​​______ paying a flat fee for room and board?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Do you consider yourself and ______ members of the  FORMCHECKBOX 
 same household or  FORMCHECKBOX 
 separate    households?

Do you and ______ make joint decisions regarding home repairs, improvements, and other         aspects of daily  activities such as food purchases, cable TV service, or phone service?    FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No

Is ​​______ responsible for any bills connected with the operation of your home?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Are any of the bills in ______ name?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Do you and ______ pool money for any household expenses?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Do you charge rent ( or a flat fee for food and shelter) based on the current market value?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Would you ask ______ to move out if he/she stopped paying rent?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Would you hold ______ responsible for back rent if he/she stopped paying rent?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Does ​​​______ purchase his/her food separately from the rest of the household?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Does ______ store food separately from the rest of the household?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Does ______ prepare or eat meals separately from the rest of the household?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Does ______ have access to only part of the residence?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Does ______ have a bedroom, cooking facilities, or a bathroom for his/her exclusive use?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If related to ______ as parent or child please answer the following two questions:

If someone other than ______ rented the room (or room and board), how much would you charge? ______

If the amount is less than what you charge ______, why do you charge less rent? ______

We may also use the information you give us when we match records by computer, matching programs compare our records with those of the Federal, State, or local government agencies.  Many agencies may use matching programs to find or prove that a person qualifies for benefits paid by the Federal government.  The law allows us to do this even if you do not agree to it.
SOCIAL SECURITY ADMINISTRATION

STATEMENT OF CLAIMANT OR OTHER PERSON

Explanations about these and other reasons why information you provide us may be used or given out are available in Social security Offices.  If you Want to learn more about this, contact and Social Security Office.

The Paperwork Reduction Act of 1995 requires us to notify you that this information collection is in accordance with the clearance       requirements of section 3507 of the Paperwork Reduction Act of 1995.  We may not conduct or sponsor, and you are not required to respond to a collection of information unless it displays a valid OMB control number.
TIME IT TAKES TO COMPLETE THIS FORM
We estimate that it will take you 15 minutes to complete this form. This includes that time it will take to read the Instructions, gather the necessary facts and fill out the form.  If you have comments or suggestions on this estimate, write to the Social Security Administration, ATTN.: Reports Clearance Officer, I-A-21 Operations Bldg., Baltimore, MD 21235-0001.  Send only comments relating to our  “time it takes” estimate ______________________________________________________________________________________________________________________

I know that any one who makes or causes to be made a false statement of representation of material fact in an application or for use in determining a right to payment under the Social Security Act commits a crime punishable under Federal law and/or State law, I affirm that all information I have given in this document is true.

SIGNATURE OF PERSON MAKING STATEMENT
	Signature (First name, Middle initial, last name) (Write in ink)

	Date (Month, day, Year)


	
	Telephone Number (include Area Code)


	Mailing Address (Number and street, Apt. No., P.O.Box, Rural Route)


	City and State
	Zip Code




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 individual must sign below, giving their full address.
	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)
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