Georgia Department of Human Resources


SSI Status Change












_________________













Date

TO: 
____Social Security Administration______

RE:
_______________________________










              Social Security Number

____________________________________


_______________________________
           Street or P.O. Box Address                                                                                        Name of SSI Recipient


_____________________________________


_______________________________

                       City                                             State                Zip                                                            Street or RFD Address










_______________________________










       City                                    State              Zip


________________________________                                        ________________________________



             DFCS AU #





          Phone Number

PLEASE ACCEPT THE CHANGE(S) SHOWN BELOW FOR THE ABOVE NAMED SSI RECIPIENT

ٱ   Special Needs Reduction – Amount - $__________- Date of Change ______________________       _______

For the Reason Checked Below:





Month 
 
                 Year




ٱ   Paying Less For Personal Care

ٱ   No Longer Pays For Personal Care Attendant

ٱ   Not Furnishing Food For Personal Care Attendant

ٱ   Payments For Personal Care Attendant Could Not Be Verified

ٱ   Needs Of Ineligible Spouse Removed From Recipient’s Budget
ٱ   Recipient Institutionalized

ٱ   Title XIX Institution

ٱ   Other Institution
       Entered
__________________________________________




Name of Nursing Home or Other Institution



__________________________________________

___________________




         Street or P.O. Box Address



      Month  -   Day  -   Year











      Date Entered Institution




________________________________________________________




City                                               State                  Zip

ٱ   Change of Address

Old Address _______________________________________________________________________

ٱ   Beneficiary Deceased  
Date of Death _______________________

ٱ   Change in Income or Resources (Specify New Income or New Resources and Date of Change, If Known)
       ____________________________________________________________________________________

       ____________________________________________________________________________________

       ____________________________________________________________________________________

Remarks: ________________________________________________________________________________

                ________________________________________________________________________________

                ________________________________________________________________________________
FROM: ________________________  County


___________________________________

                 Dept. of Family & Children Services




Signature-Authorized Official


_________________________



___________________________________


       Street or P.O. Box Address






Title


__________________________



_____________________________

         
   City                State               Zip



                        Phone Number
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