Georgia Department of Human Resources

Division of Family and Children Services/Medicaid Unit

Medicaid



        VA Communicator Form

	Applicant: __________________________________________        Veteran’s Claim Number: _______________________________

AU Number: ________________________________________        Veteran’s Social Security Number: _______________________

Veteran: ____________________________________________



	To be completed by DFCS Caseworker and given to client to take to VSO

Section I       □  Apply for VA Improved Pension and Aid and Attendance        □  Apply for Widow’s Pension

                         □  Apply for Apportionment                                                            □  Apply for Dependent/Helpless Child Benefits

                         □  Other _________________________________________

Caseworker Signature: _________________________________________________        Date: _______________________________



	To be completed by VSO Counselor and Returned to DFCS

Section II        □  Applied for: _____________________________________________________________

                        □  Date of Application: ______________________________________________________

                            □  To provide the following by: _______________________________________________

1. _________________________________________________________________

2. _________________________________________________________________

3. _________________________________________________________________

                         □  Application mailed to VARO on : ___________________________________________

VSO Counselor Signature: _________________________________________________    Date: ______________________________



	To: Dept of Veteran’s Affairs

 Atlanta Regional Office

 P.O. Box 100021

 Decatur, Ga. 30031-7021 
	□ Compensation     □ Pension    □ Education


	New Improved Pension?   □ Yes  □ No



	Month Received
	Benefit Amount (Including A & A)
	Amount of A & A Only
	Amount of Housebound Allowance
	Amount of UME

	________________
	________________
	________________
	________________
	________________

	________________ 
	________________ 
	________________ 
	________________ 
	________________ 

	________________
	________________
	________________
	________________
	________________

	________________
	________________
	________________
	________________
	________________


□  Has Lump Sum Payment been issued after ________________________? □ Yes  □ No  If yes, amount $____________________
                                                                                                  Date                                                   If yes, date issued _________________

     What months does the lump sum cover? __________ thru __________.  What amount of the lump sum was for A & A? $_______

Are claimant’s medical expenses computed prospectively? □ Yes  □ No  EVR mailed on____________________________________

□  What portion of the Veteran’s augmented payment is attributable to __________________________________________________
                                                                                                                                                                     Dependent Claimant

        $ _____________________

□  If applicant elected to receive once a year retrospective payment, please give approximate date of expected payment.

     ________________Month/Year    EVR mailed or to be mailed on _______________________.

Remarks: ___________________________________________________________________________________________________

___________________________________________________________________________________________________________

_____________________________________________                                 _____________________________________________

Signature of DFCS Worker                               Date                                                       Signature – Authorized Official                              Date

Address: _____________________________________                                    

_____________________________________________                                  Title: ________________________________________

Phone Number: ________________________________                                  Phone Number: ________________________________
Form 970 (Rev. 07/05)
                                                  White Copy – VA                         
                                 Canary Copy – Case Record


