OMB Approved No. 2900-0404
Respondent Burden: 45 minutes

oA\ , VETERAN'S APPLICATION FOR INCREASED
-} Department of Veterans Affairs COMPENSATION BASED ON UNEMPLOYABILITY

NOTE: This is a claim for compensatiorbenefitsbasedon unemployability. When you completethis form you are claiming total disability becauseof a service-
connected disability(ies) which has/have prevented you from securing or following any substantially gainful occupation. Answer all questions fully and accyrately.

1. VA FILE NUMBER 2. VETERAN'S SOCIAL SECURITY NUMBER 3. DATE OF BIRTH

4. NAME OF VETERAN (First, Middle, Last) (Typeor Print) 5. ADDRESS OF CLAIMANT (No.andstreetor rural route,city or P.O.,Stateand ZIP Code)

SECTION | - DISABILITY AND MEDICAL TREATMENT

6. WHAT SERVICE-CONNECTED DISABILITY PREVENTS YOU (7. HAVE YOU BEEN UNDER A DOCTOR’S CARE 8. DATE(S) OF TREATMENT BY DOCTOR(S)
FROM SECURING OR FOLLOWING ANY SUBSTANTIALLY AND/OR HOSPITALIZED WITHIN THE PAST
GAINFUL OCCUPATION?
12 MONTHS?
9. NAME AND ADDRESS OF DOCTOR(S) 10. NAME AND ADDRESS OF HOSPITAL 11. DATE(S) OF HOSPITALIZATION

SECTION Il - EMPLOYMENT STATEMENT

12. DATE YOUR DISABILITY AFFECTED FULL TIME |13. DATE YOU LAST WORKED FULL TIME 14. DATE YOU BECAME TOO DISABLED TO WORK
EMPLOYMENT
15A. WHAT IS THE MOST YOU EVER EARNED IN 15B. WHAT YEAR? 15C. OCCUPATION DURING THAT YEAR
ONE YEAR?

16. LIST ALL YOUR EMPLOYMENT INCLUDING SELF-EMPLOYMENT FOR THE LAST FIVE YEARS YOU WORKED

B. TYPE OF | C. HOURS | D.DATES OF EMPLOYMENT | g Mg LosT | F-HIGHEST GROSS
A. NAME AND ADDRESS OF EMPLOYER EARNINGS
WORK PER WEEK FROM TO FROM ILLNESS PER MONTH
G. INDICATE YOUR TOTAL EARNED INCOME FOR THE PAST 12 MONTHS H. IF PRESENTLY EMPLOYED, INDICATE YOUR CURRENT MONTHLY EARNED
INCOME

$

17. DID YOU LEAVE YOUR LAST JOB/SELF-EMPLOYMENT 18. DO YOU RECEIVE/EXPECT TO RECEIVE 19. DO YOU RECEIVE/EXPECT TO RECEIVE
BECAUSE OF YOUR DISABILITY? DISABILITY RETIREMENT BENEFITS? WORKERS COMPENSATION BENEFITS?

D YES D NO (If "Yes," give the facts in Item 24) D YES D NO D YES D NO

20. HAVE YOU TRIED TO OBTAIN EMPLOYMENT SINCE YOU BECAME TOO DISABLED TO WORK?
DYES D NO (If "Yes," complete Items A, B, and C)

A. NAME AND ADDRESS OF EMPLOYER B. TYPE OF WORK C. DATE APPLIED
VA FORM EXISTING STOCKS OF VA FORM 21-8940, DEC 1994,
MAR 2000 21_8940 WILL BE USED.



SECTION Il - SCHOOLING AND OTHER TRAINING

21. EDUCATION (Circle highestyearcompleted)

GRADESCHOOL 1 2 3 456 7 8 HIGHSCHOOL 1 2 3 4 COLLEGE 1 2 3 4

22A. DID YOU HAVE ANY OTHER EDUCATION AND TRAINING BEFORE YOU WERE TOO DISABLED TO WORK?
D YES D NO (If "Yes," complete Iltems 22B and 22C)

22C. DATES OF TRAINING
22B. TYPE OF EDUCATION OR TRAINING

BEGINNING COMPLETION

23A. HAVE YOU HAD ANY EDUCATION AND TRAINING SINCE YOU BECAME TOO DISABLED TO WORK?
|:| YES |:| NO (If "Yes," complete Items 23B and 23C)

23C. DATES OF TRAINING

23B. TYPE OF EDUCATION OR TRAINING
BEGINNING COMPLETION

24. REMARKS

SECTION IV - AUTHORIZATION, CERTIFICATION, AND SIGNATURE

AUTHORIZATION FORRELEASEOF MEDICAL INFORMATION: | consenthatany physician,surgeondentist,or hospitalthat hastreatedor examinedme for
any purposeor that | have consultedprofessionallymay furnish to VA any information about myself and | waive any privilege which makesthis information
confidential.

AUTHORIZATION FORRELEASEOF EMPLOYMENT INFORMATION: | consenthatany employerthathasemployedme for the pastfive yearsmay furnishto
VA any information about myself and | waive any privilege which makes this information confidential.

CERTIFICATION OF STATEMENTS: | CERTIFY THAT asa resultof my serviceconnectedlisabilities,| am unableto secureor follow any substantiallygainful
occupationand that the statementsn this applicationare true and completeto the bestof my knowledgeand belief and understandhat thesestatementswill be
considered in determining my eligibility for VA benefits based on unemployability because of service-connected disability.

| UNDERSTAND THAT IF | AM GRANTED SERVICE-CONNECTED TOTAL DISABILITY BENEFITS BASED ON MY UNEMPLOYABILITY, THAT |
MUST IMMEDIATELY INFORM VA IF | RETURN TO WORK. | ALSO UNDERSTAND THAT TOTAL DISABILITY BENEFITS PAID TO ME AFTER |
BEGIN WORK MAY BE CONSIDERED AN OVERPAYMENT REQUIRING REPAYMENT TO VA.

25. SIGNATURE OF CLAIMANT 26. DATE SIGNED 27. TELEPHONE NUMBER(S) (IncludeAreaCode)

A. DAYTIME B. NIGHTTIME

WITNESSTO SIGNATURE OF CLAIMANT IF MADE BY "X" MARK. NOTE: Signaturemadeby mark mustbe witnessedoy two personso whom the person
making the statement is personally known and the signature and address of such witnesses must be shown below.

28A. SIGNATURE OF WITNESS 28B. ADDRESS OF WITNESS

29A. SIGNATURE OF WITNESS 29B. ADDRESS OF WITNESS

PENALTY: The law providesseverepenaltieswhich includefine or imprisonmentor both for the willful submissiorof any statemenbr evidenceof a materialfact,
knowing it to be false or for the fraudulent acceptance of any payment to which you are not entitled.

PRIVACY ACT INFORMATION: Theresponsegou submitareconsiderecconfidential(38 U.S.C.5701). They may be disclosedoutsideVA only if the disclosure
is authorizedunder the Privacy Act, including the routine usesidentified in the VA systemof records,58VA21/22, CompensationPension,Educationand
RehabilitationRecords- VA, publishedin the FederalRegister. The requestednformation is consideredrelevantand necessaryto determinemaximum benefits
provided under the law. Information submitted is subject to verification through computer matching programs with other agencies.

RESPONDENTBURDEN: VA may not conductor sponsorandrespondents not requiredto respondo this collectionof informationunlessit displaysa valid OMB
Control Number. Public reporting burdenfor this collection of information is estimatedto average45 minutes per responsejncluding the time for reviewing
instructions,searchingexisting data sources gatheringand maintainingthe dataneeded.and completingand reviewing the collection of information. If you have
commentsregardingthis burdenestimateor any otheraspectof this collection of information, call 1-800-827-100Cfor mailing information on whereto sendyour
comments.




