We are excited to announce that
Washington Home Of Your Own
will now be doing business as...

New name, same great service!

Please note: Other than new letterhead, no changes have been made to our
representative payee application that follows. Call us if you have questions!
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EVERETT- MAILING: PO Box 2690, Everett, WA 98213
Fhone 425-655-3010 - Fax 425-303-0483
e-mail: payeesernices@journeyhousingandpayee.org
www. fotmeyhiousingandpayee.orng

.

Thank you for your interest in Journey Housing and Payee Services Payee Program. Please fill out the
enclosed intake packet as much as possible. Some items may not pertain to you and do not need to be
filled out. In addition, please include any documentation you may have on why you need a Payee.

Once finished, you may return the intake packet in one of the following ways.

In Person:
1520 Broadway Suite 103
Everett, WA 98201

Mail:

PO BOX 2690
Everett, WA 98213

Fax:
425-303-0493

Email:
payeeservices@journeyhousingandpayee.org

Please let us know if you have any questions.

Journey Housing and Payee Services
425-655-3010

Everett Payee Office
1520 Broadway, Suite 103
(425) 655-3010 - Cffice
{4258) 303-0493 Fax




4)

5)

6)

INSTRUCTIONS FOR COMPLETING THE CLIENT INTAKE PACKET

Please complete and Client needs to sign all the forms. Incomplete packets will not be processed

If you have not been informed by Social Security that you need a payee and this is the first time
applying for a Representative Payee for Social Security benefits, be sure to have a doctor fill out
the enclosed $5A 787 form. (Medical Source Opinion of Patient’s Capability to Manage Benefits)
and include when returning forms. '

if available, submit copies of identification- such as:
e State issued driver license or identification card

¢ Social Security Card
e Veterans Administration identification card

If possible, provide a copy of insurance cards, including Medicare, Medicaid & ProviderOne.

To assist in developing an accurate budget, please provide copies of the following hills:

« Rental agreement- it is important we receive this document immediately. Without
documentation of rent/mortgage, Sccial Security benefits can be delayed

e Utilities such as electricity, gas, water, sewer and garbage

s Any other bills

o Court fees or fines

If you have a Guardian or Power of Attorney- Please provide these documents




Client intake Form

First Name: Middle Name: | Last Narne: Date:

Street Address: Mailing Address:

City: State: Zip Cotle: City: State: 2ip Code:
Phone: SSN:

Date of Birth: Place of Birth {City, State & Country}:

Mather's Maiden Name: Father’s Name:

Marital Status: Gender:

O Single [] Marded [0 Divorce [J Legally Separated [ Widowed | O Male [ Female

i Married, Indicate Spouse’s Name and Address (if different}:

Are yau a veteran?
O Yes O No

351/55A

i Yes, Which Branch of Service:

LR
Wages:

Do you receive your benefits as a dependent of another beneficiary? if so, list the beneficiary’s Name 8 SSN:

Name of Financial Resource:

Resouice Fax # and Contact #:

Please Indicate The Reason You Are Raquesting a Payee:
O Mandated by 554 O Change in Payee [ Voluntary Enrolimant

“Case Worker's Name/Agency:

How Were You Referred to Jowrney?

Last Vigit:

Address:

E-Mail Address (if Knowh):

Clty:

Gnrdian}PANae/Agency:

Fhone Number:

[T Guardian

O Power of Attorney

Address:

City: State:

Zip Code: Phone Number:

O | have no guardian. f checked, please initial,




ATION

Client Name: SSN:

Type of Rental:

O Room O Apartment O House (lBoard and Care Facility ] Adult Family Home

O Other

M [ te:

Address: . E-Mail Addreﬁs {If Applicable):

Phane Number:

" landlord / Oizatlo Name:

Address: ' E-Mail Address {If Applicabie):

City: State: Zip Code: Phone Number:
Rent Amount:

{J Rent Only O Rent & Utilities Monthly Rent $

(Initial) I umderstand that a rent check sent through the maijl cannot be guaranteed to
arrive at its destination on a certain date.

Signature of Client Cate




Assets & Bills

Client Name:

55N:

Mark all that apply. If any are checked fil! out section below.

T thecking Account

{1 savings Accoumt [ Credit Union

O ¢ar/Mctorcycle/Boat/Trailer

[ Name & Logatlon of Financal Institution:

The Rasource Iimit [s 52000 for a single person and 53000 for a martied couple, The limit apglies to 55 and DSHS Only.

O Burtal Palley O tife Insurance

Account Number(s):

Account Holder’s Name:

Na Lcatl,on of Compa:

Account Number(s):

Aecount Balance:

R PR

Account Holder's Name:

Nameof Company:

Account Balance:

Account Number:

Aceount Holder’s Nama:

am of umpany:

c:ount Number:

Average Moenthly Amount:

Accaunt Holder’s Name:

Name of Company!

Average Monthly Amount:

Accaunt Number:

Actount Holder's Name:

Name of Company:

Average Monthly Amount:

Account Number:

Account Holder's Name:

Name of Company:

Average Monthly Amount:

Account Number:

Account Holder's Name:

Average Montkly Amount:




Planning Sheet and Next of Kin Information

The Journey Representative Payee Program will use the information provided below in the event of the client’s death to
administer any fundsremaining in his/her account and to assist the next of kin with getting pertinent information for end

of life needs. Funds will be disbursed subject to Washington StateLaw and RCW 11.28.120.
Client Name: ‘ SSN:

Do You Have l?
T Yes [ No [3 {have no Next of Kin (sign)

R FA 1t IR

‘ Does ur Next of Kin Know Yur Wishes?(.., Ca?ti

Do You Have a Burlal/Cremation Iy

o vs urial]
OvYes [ONe {1Yes [No
Which Company Is it With? Current Face Value: Are You Still Making Paymeants?

" Name:

ReEat:onhlp:
Home Phone: Work Phone: E-Mail Address:
Address:
City: State: Zip Code:

[ ame: N Relationship:
Home Phone: Work Phone: E-Mail Address:
Address:
Clty: . State: Zip Code:

NOTE: The next of kin s a persan's closest living blood relative. If there is no will, the estate will pass to the next
of kin, if there is no surviving spouse, with entitlements passed in the following arder: (a) Child or children;
{b) father or mother; {c) brathers or sisters; (d} grandchildren; (e} nephews gr nieces.

Please inform Journey Payee Services of any changes to the information provided herein, including changes to
the contact information for your Next of Kin.

Client Signature Date




Disability Typa

Cognitive: Usually developmental — trouble with the mental processing in»;cﬂved in gaining knowledge and
comprehension. These pracesses include thinking, knowing, remembering, judging, and problem solving, These are
higher-level functions of the brain and encompass fanguage, imagination, perception and planning.

nteflectual Disability, Autism Spectrum Disorder, Prader Willi, Learning Disorders, Down’s Syndrome, Etc.

Vental/Emotional Disorder: Apy mental iilnass or emational impairment that has substantial adverse effects on an
individual’s functions. Mantal lliness — any of the various forms of psychasis or severe neurasis. Emotional
disturbance — major disturbance of emations.

Mood Disorders, Schizophrenia, Anxiety Disorders, Personality DGisorders, Sleep/Sexual/Gender/Eating Disorders,
WDHE/ADD, Substance Abuse Disorders

Physical; A physical impalrment, a problem in body functien or structure that substantially |lm|t5 one or more of life’s
daily activities, .

Cerebral Palsy, CoPD, Degenerative Disc Disease, Diabetes, GERD, Bypothyroidism, Migraines, Seizure
Disorder/Epilepsy

Hearing Impairment: A permanent hearing impairment or deafness, loss or decrease in hearing that is so significant
that it negatively affects communication and function.

Deafness, Hearing Loss

\Visual Impairment: A permanent or progressive condition characterized by a lack of or significant decrease of vision
which negatively affects daily function and activities. NOT COMPLETE BLINDNESS, This categorizes as Blind.

Retinal Detachment, Cataracts, Glaucoma

Blind: Complete, total or statutery blindness

O oco,ojg]o)d

Dual Diagnosis: Cognitive disability and a mental illness combination as primary diagnosis. NOT JUST TWO
DIFFERENT DISABILITIES

intellectual Disobility and Obsessive-Compulsive Disorder; Autism and Anxiety Disarder; Dermentia and Depression




"y Journey Housing
' & Payee Services

Your pathway to stoblity

SSA

FINANCIAL SERVICE AGREEVIENT
Tnis Financial Services agreement is made effective as of by and between

Journey Housing and Payee Services and

Beginning on Journey will provide the foliowing services.

]

Meet regularly with the baneficiary,

Establish a budget and involve him/her with the financlal declsions.

Assist beneficiary fill out applications for other services, ‘

Act as advacate between beneficiary and S5A to ensure he/she received correct benefit amount.
lourney will pay the following monthly bills on my behalf:

Rent

Utilities

Food

Medical

Credit Cards

Loan Payments .

Any remaining funds will go 1o the beneficiary dishursed either daily, weekly, biweekly,
or monthly.

A N N N NN

Please Initial each line after you read it,

~__lunderstand that | am only to conduct business with lourney during postad business hours.

Junderstand that Journey is not liable for debts of the client in excess of the beneficiary ability to
pay. The beneficiary s solely liable for debts incurred,

[ give Journey permission to apen and sort through any maii that gets forwarded to tham on my

"behalf.

| understand that | am required to provide receipts and documentation far any single purchase
over 5100, or as otherwise requested by my payee. :

{ understand that | am not allowed to have a parsonal savings/checking bank account,

[ nnderstand that If | am employed, it is my responsibility te turn in my paystubs to my payee,

Revised Novemnber 10, 2021




CONDUCT

tunderstand that | am only to conduct business with Journey during posted business hours.
__ lunderstand that [ must be clean and sober while conducting business at Journey offices.

__ lunderstand-that | am expected to treat staff with courtesy and respect. Journey staff is expected
to treat tha beneficiary with the same courtesy and respect shawn to them,

| understand that | am limited to call 2 times per day.

I understand that if | fail to comply with these rules, Journey Housing and Payee Servicas has the
right to terminate Representative Payee services.

This agreement shali remain in force until services have been terminated.

Client Signature ' Printed Name ' Date
Legal Guardian/POA Signature Printed Name Date
Represe‘ntative Payee Signature Printed Name Date
Witness Signature Printed Name Date

Revised November 10, 2021




 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. [t is the
duty of the representative payee to use my benefits for my best interests. :

Choice of Representative Payee

SSA has selecteg  Joumey Housing and Payee Services 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 Withess 2. Signature of Witness

Address (Numbar and Sireet, City, State and ZIP Code) Address (Number and Street, Gity, State and ZIP Code)

Form SSA-4164 (9-1994) ef (5-2005)
Desfroy Prior Editions




Form SSA-787 (12-2018) UF ) .
Discontinue Prlor Edltions . ) ' : Page 1 of 4
Scdlat Security Administration : . OMB No. 0950-0024

Medical Source Opinion of Patlent's Capablllty to Manage Baneflts

in replying, use this address:
SOCIAL SECURITY ADMINISTRATION
3809 BROADWAY

EVERETT, WA 98201

TELEFHONE NUMBER (inluding Area Cade)

DATE

| SSA CONTACT

TDENTIFYING INFORMATION (SSA Ony)

If different from patient

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

PATIENTS NAME

PATIENT'S SQCIAL SECUR!TY NUMBER " | PATIENT'S DATE OF BIRTH--

. PATIENT'S ADDRESS (Number and Street, City, State, and ZIP Coda} -

YOUR HELP IS NEEDED

The patient shown above has filed for oris receiving Social Security or Suppiemantal Security Income benefits. We nsad
you to complete the bagk of this form and return i to us in the enclosed snvelope to help us decide f we should pay this
person ditectly or if he or she neads & representativa payee to manage the Social Security Administration (SSA) benefits an
his or her behalf. ;

Please Note: This detarmination affects how benefits are paid and has no bearing on disability determinations.
Unfortunately, SSA cafnot compensate you for the time it takes to provide this information. Thank you for your help.

WHAT IS A REPRESENTATIVE PAYEE

A representative payee is someaoha who managea the patlent's SSA benefits to make sure the patiant's basic needs are
met. The payee has a sttong ang contmumg interest in the pahent's well-being and is usually a family member or
close friend.

WHO NEEDS A REPRESENTATIVE PAYEE

Some individuals age 18 and older who have mental ar physical impairments are not capable of managing their $SA
beriefits or directing ofhers ta manage them to meet thelr basic needs, so we select a representative payee to réceive their
benefits on their behaif. Examples of impairments that may cause incapability are dementia, brain damage or ¢hronic
schizophrenia. However, a person's need for some assistance with financial tasks such as bill paying, etc., does not

~ necessarily mean he or she ¢annot make decisions concerning basic needs and is incapable of managing his or har ownh

benefits. if tha indlwdual is able to direct thg managament of his or her own beneﬂts then we will consider the individual ©
capable. )

PLEASE COMPLETE THE INFORMATION ON THE REVERSE OF THIS FORM




Form S8A-TB7 (12-2018) UF ‘ ‘ Page 20t 4
PATIENT'S NAME ‘ ' .

PATIEN'I;'S SQCIAL SECURITY NUMBER | PATIENT'S DATE OF BIRTH

PATIENT'S ADDRESS (Number and Strest, City, State, and ZIP Code)

1. Date you first saw the patient

2. Data you last saw the patiant

3. How many times have you seen this patisnt?

4. Are you able to assess tha patfent's ability to manage or diract the Enanagement offunds? [JYes [ JNo

- if no, please skip the remaining questions and sign and date the form,

5. What is the basis for your assessmerit (2.9. observation, medical records, diagnostic tests, patient's self-report, family
member's raport)? . .

Note: Plaase keeF Int mind in responding fo the following questions that fﬁe actual performance of the patiant, when knawn,
i usually the best indicator of the patient's abilities,

6..Doas the patient:

+ Have a genarai undarstanding of his or her finances (j.e., income, assets, expanses)? [] Yes [ No [ Unkriown
+ Have sufficient abiiity to handle a checking/savings atcount? ' ' [ 1Y¥ss [} No [] Unknown

» Have sufficiant ability to pay bills in a fimsly menner? [1Yes [7] Na [J] Unknown

7. Can the patient successfully manage or direct the management of funds t6 meat basic needs (e.9. food, clothing,
shelter)? ’

[1Yes 1 Ne ' £ ] Unsure
If "Yes," pleasa provide a brief ff “No," please provide a belef "Unsure," pleage axplain and
surminary of the findings that led to summary of the findings that led to sign and date tha form. ;
this conclusion, and complste this conclusion, and complete N .
guestion 8. Pleass also sign and guestion 8. Please alsa sign and
date the form. : ate the form.




Farm SSA-T87 (12-2018) UF | " Pagedof4

8. Do you expect the patient to be able o manage o dirsct the managemeant of his or her benefits in the future {e.g. the
patient is temporarily unconscious)? . . -

[(Jyes [INe

Pleass axplain your answer.

NAME OF MEDICAL SOURGE {Please print.) TTLE

ADDRESS {Nurmber and Street, City, State, and ZIP Code)' : .| FELEPHONE NUMBER {/nclude Area Codg)

t eclare under penalty of perjury that | have examined afl the information on this form, and on any accompanying
statements or forms, and it is true and correct to the best of my knowledge. | understand that anyone who .
knowingly gives a faise statement about a material fact in this information, or causes someche else to do so;
commits a crime and may be subject to a fine or imprisonment. o

SIGNATURE OF MEDICAL SOURCE _ - {DATE




Form $SA-787 (12-2018) UF _ ‘ B | Page 4 of 4

Privacy Act Statement
Collection and Usa of Personal information
Sections 205 807, and 1631(a) of the Social Security Act, as amended, allow us o collect this
information. Furnishing us this information Is voluntary, However, failing to provide all or part of tha
information may prevent us from making a determination regarding the beneficiary’s capabmty or
inability to handle his or her own benefits.

" We will use the information ta determine fhe beneficiary’s need for a representative payee We may
also share your information for the following purposes, called routine uses:

» To Federal, State, or !ocal agencies for admmfstermg cash or non~cash income mamtenance
or health mainfenance programs; and

* To contractors and other Federal agenczes as necessary, for the purpose of assisting the
Social Security Administration in the efficient administration of its programs.

I addition, we may share this information in accordance with the Privacy Act and other Federal 'aws.
. For example, where authorized, we may use and disclose this information in computer matc:hmg

programs, imwhich our records are compared with other records to establish or verify a person’s-
eligibility for Federal benefit programs and for repayment of mcarract or definguent ciebts under these
programs.

A list of additionai routine uses is available in our Privacy Act System of Records Notices (SORN)
80-0089, entitled Clairms Folders Systems, as published in the Federal Reglster {FR} on April 1, 2003,
at 88 FR 15784, and 60-0222, entitied Master Representative Payee File, as published in the FR on
April-22, 2013, at 78 FR 23811, Addrtlonal information, and a full Ilstmg of all our SORN, is available
on our website at 2% :

Paperwork Reduction Act Statement - This information collection meets the requirements of

44 U.S.C. § 3507, as amended by section 2 of the Papsrwork Reduction Act of 1995, You de not need
to answer these questions unless we display a valid Office of Management and Budget control
-number. We estimate that it will take about 20 minutes to read the instructions, gather the facts, and
answer the guestions. SEND OR BRING THE COMPLETED FORM TO YOUR LOCAL SOCIAL
SECURITY OFFICE. You can find your local Social Sacurity office through SSA’s website at
S . Offices are also listed under U.S. Government agencies in your
telephone dlrectory or you may call Social Security at 1-800-772-1213 (TTY 1-800-325.0778).
You may send comments on our time estimate above to: SSA, 8401 Security Bivd, Baltimore, MD
21235-6401. Send only comments relating to our time estimate to this address, nof the

completed form.




IDENTIFICATION & SOCIAL SECURITY CARDS

Client Name: Date:

State/Tribe Issue Identification Card or Driver’s License

Social Security Card

VA Card or Other ID




Journey Housin
Payee Services

Your pothwoy to stobiiity

AUTHORIZATION FOR RELEASE/DISCLOSURE OF INFORMATION

Client Name: SSN: Date of Birth:

Organization/Person Name: Relationship to Client:

As evidenced by signature below, this authorization will allow Journey Housing & Péyee Services (Journey) to act in all matters
on my behalf, including, but not limited to, banking, financial, health care, employment, insurance, burial, trust, social
services, utilities & housing. | give my consent for your organization to release any and all information regarding me to
Journey as my Social Security appointed, or self-selected, Representative Payee. Further, | give consent for Journey to obtain
and/or exchange information, negotiate, discuss, and in any other way, communicate with your organization.

If my medical records contain information regarding diagnosis, treatment, vocational rehabilitation records, or referral for
mental illness, drug/alcohol abuse, HIV/AIDS or other sexually transmitted diseases, | give my specific autharization for these
records to be released to Journey and understand that the federal or state law prohibits re-disclosure, without specific
authorization.

[J Any and all financial records pertaining to the client and any accounts(s) referenced above
[0 Any and all medical records pertaining to client {i.e., hospitalizations, medications, doctor’s visits, case narratives, etc.)
[ Any and all employee records pertaining to the client (i.e., paystubs, employment dates, wages, etc.)

O Any and all other client related records, including client assets (i.e., banking, insurance, burial, trust, etc.)

0

A copy of this authorization shall have the same force and effect as the signed original.

S e . Durationof Authorization. . ¢ e
| authorize the periodic use/disclosure as often as necessary to fulfill the purpose identified in this document. This
authorization will remain in effect for as long as | am a client with Journey or until revoked by me in writing. The
cancellation will not affect any information that was already disclosed. | am signing this authorization of my own free will.

Signature of Cient Date

Signature of Legal Guardian/POA Date




m Wirhigles 0asn Washfrlgion sm
e Authorized Representative Health CareAtthori
Transfonming et
An Authorized Representative is someone you designate to represent you when you apply for or receive benefits with the
Department of Social and Health Services (DSHS) or Health Care Autharity (HCA). This individual or organization is
autherized to act on your behalf for eligibility purposes. Having an authorized reprasentative is optional; DSHS or HCA
cannot withhold henefits if you do not sign this form

PHONE NUMBER {AREA CODE)

5

CRGANIZATION AND DEPARTMENT (IF APFLICABLE

JOURNEY HOUSING & PAYEE SERVICES|REPRESENTATIVE PAYEE - 1425-212-4230
MAILING ADDRESS CITY STATE ZIP CODE
WA 98213

PO BOX 2690 ' - EVERETT

Which program(s) do you want your authorized representative to act on in your behalf? Check all that apply.
Cash Benefits Basic Food Benefits Health Care Coverage Long—term Care Coverage

How long do you want your authorized representstive to act on your behalf?
[1 80 days w;nd of certfication period (usually one year)

You may withdraw or revoke your request for an authorized representative at any time, verbally or in writing, without any
impact on benefits.

Please check the level of information or benefits you want your authorized reprasentative to racaive.

For Cash, Basic Food, Heaith Care Coverage or Long-Term Care '

{check only one of the four boxes beiow} :
1 Discuss my eligibility for benefits with a DSHS/HCA representative and nat receive letters. ... - _
[(J Receive DSHS/HCA letters and discuss my eligibility for benefits. ..o
7] Receive DSHS/HCA letters, renewal forms and discuss my eligibility for Denefits..........c..cococvvrceees

Receive DSHS/HCA fefters, renewal forms, payments, ProviderOne cards and discuss my
— @ligibility fOr BENEIIS ... .cuiier e s e e e

For Health Care Coverage Onf

PRINT NAME

THORIZED BY {CLIENT SIGNATURE) DATE SIGNED

NOTE: HIPAA restrictions pravent us from discussing the client's individual health information with the authorized
representative unless the representative has power of attarney for the client or the client has signed a

DSHS 14-012, Consent form. This includes disclosure of mental health information, HIV/AIDS and STD test
rasults, or treatment and chemical dependency services.

carco el LT

1463




