PLEASE ALLOW UP TO TWO WEEKS FOR US TO COMPLETE YOUR CLAIM.
TEXT 270-317-3512, YOU NAME AND EMAIL ADDRESS WHEN YOU EMAIL US PAPERWORK 

 										DATE:___________________________
NAME:___________________________________________    OTHER NAME IF ANY:______________________
SSN:________________________ BIRTHDAY:________________________ 
ADDRESS:______________________________________ CITY:_______________________________________
STATE:______________ ZIP CODE:________________ PHONE NUMBER: ______________________________
EMAIL ADDRESS:_________________________________  LAST DUTY STATION:_________________________
BRANCH OF SERVICE:  ARMY (  ) MARINE (  ) AIR FORCE (  ) NAVY (  ) COAST GUARD (  ) 
ACTIVE DUTY (  ) NATIONAL GUARD (  ) RESERVES (  ) RETIRED (  ) ETS (  ) MEB (  )
ENTRY DATE: __________________ EXIT DATE:___________________ JOB IN SERVICE:___________________
DID YOU: ETS (  )  RETIRE (  ) TDRL (  ) PDRL (  )  ARE YOU GOING THROUGH MED BOARD: YES (  ) NO (  )
WHAT GENDER DO YOU IDENTIFY WITH:  MALE (  )  FEMALE (  )   OTHER (  )
DID YOU DEPLOY TO A COMBAT ZONE:  YES (  ) NO (  ) TO WHERE:____________________ DATE:___________
ADDITIONAL DEPLOYMENT INFORMATION: _______________________________________________________
DO YOU HAVE A VA DISABILITY RATING: YES (  ) NO (  )   IF YES, WHAT IS YOUR PERCENTAGE: ______________
LIST YOUR VA DISABILITIES AND PERCENTAGE THAT YOU HAVE FOR EACH, EVEN IF IT’S A ZERO OR DENIED:
1.___________________________________________  11.__________________________________________
2.____________________________________________12.__________________________________________
3.____________________________________________13.__________________________________________
4.____________________________________________14.__________________________________________
5.____________________________________________15.__________________________________________
6.____________________________________________16.__________________________________________
7.____________________________________________17.__________________________________________
8.____________________________________________18.__________________________________________
9.____________________________________________19.__________________________________________
10.___________________________________________20.__________________________________________
IF ANY ITEMS WERE DENIED, IF YOU CAN, WRITE THE DATE THAT IT WAS DENIED. 
I AM ATTACHING A “CONDITION” LIST. IT WILL NOT HAVE EVERYTHING ON IT BUT IT WILL BE ITEMS THAT MOST OF THE VETERANS CAN CLAIM DUE TO THEIR MOS AND THE AREA OF OPERATION.
IF YOU HAVE YOUR MEDICAL CD THAT WOULD HAVE BEEN GIVEN TO YOU PRIOR TO GETTING OUT, PLEASE SEND IT AS AN ATTACHMENT. 
CONDITIONS THAT YOU WOULD LIKE TO ADD:
1.___________________________________________11._________________________________________
2.___________________________________________12._________________________________________
3.___________________________________________13._________________________________________
4.___________________________________________14._________________________________________
5.___________________________________________15._________________________________________
6.___________________________________________16._________________________________________
7.___________________________________________17._________________________________________
8.___________________________________________18._________________________________________
9.___________________________________________19._________________________________________
10.__________________________________________20._________________________________________

VA HOSPITALS THAT YOU WERE SEEN AT AND DATES
1.____________________________________________________________________________________
2.____________________________________________________________________________________
3.____________________________________________________________________________________
4.____________________________________________________________________________________

IF THIS IS THE INITIAL CLAIM, PLEASE PROVIDE BANKING INFORMATION FOR DIRECT DEPOSIT:
NAME OF BANK:_______________________________________________________________
ROUTING NUMBER:____________________________________________________________
ACCOUNT NUMBER:____________________________________________________________
CHECKING: (  )    SAVINGS: (  )
