INTAKE

Death Claim Appointment Verification Information

	Veteran’s Information

	First Name     

           
	Middle
	Last Name
	SSN/Claim#:



	DOB:
	Place of Birth:


	DOD:
	Place of Death:

	Funeral Home:


	Cemetery Name & City:



	Cause(s) of Death:


	Date of Burial:

	

	Did Death occur at a VA Medical Facility/one contracted by VA, enroute to one, or at a VA Nursing home/one contracted by VA?
   (   No      (  Yes -  If yes -list Facility Name:

	Service Information/VA Claim Status

	Branch of Service:
 (   Army                   (  Navy                        (  Air Force      

                   (   Marine Corps             (  Coast Guard    
(   NOAA                                ( USPHS    
	Component/status:    
 (   Active         (   Reserve        (   National Guard

Retired:      ( Yes                 (  No

	Is there SBP w/DFAS:
        ( Yes       (  No
	VA notified:         ( Yes       ( No
DFAS notified:   ( Yes       (  No
	Service # if different from SSN

	Rank:

	Combat Service:   (  WWII     (  Korea     (  Vietnam     (  Gulf War     (  OIF/OEF     (  Other:

	Circle One:

   S/C Disability @          %            Non S/C Pension                None/Unknown


	Scan to VetraSpec today: 
(   Death Cert        (   Funeral Receipt        

(   DD214             (   Marriage Cert

(  Dep. Childs birth certs (if applicable)

	Claimant’s Information

	First Name     


	Middle
	Last Name
	SSN:



	Relationship:      

 (   Surviving Spouse  (   Other:


	DOB:
	Date Of Marriage:
	Place of Marriage:
	Married on the DOD?

        ( Yes     ( No

	Veteran Previously Married:    (   Yes**      (  No
	Spouse Previously Married:     (   Yes**      (  No

	Dependent Children:      (  No         ( Yes (list names/ages):



	Mailing Address:


	City:
	State
	Zip

	Daytime phone:

(          )
	Evening phone:

(          )
	Email Address:

	Notes

	


