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SOCIAL SECURITY ADMINISTRATION

STATEMENT OF CLAIMANT OR OTHER PERSON

NAME OF WAGE EARNER, SELF-EMPLOYED PERSON, OR SSI CLAIMANT SOCIAL SECURITY NUMBER
NAME OF PERSON MAKING STATEMENT (if other than above wage earner, self-employed person, or SSI RELATIONSHIP TO WAGE EARNER, SELF-EMPLOYED
claimant) PERSON, OR SSI CLAIMANT

Understanding that this statement is for the use of the Social Security Administration, | hereby certify that -
1. Iresided in the United States for the following one full calendar month:
I entered and Departed:

I resided at the following address:
The following two persons know that | spent the above month in the US:

1. I have the following proofs:

X Passport
X Statements
X Boarding passes

3. lappeared at the SSA office at:
4. 1did not leave the US at any time during the above period.

REMARKS: NONE

We may also use the information you give us when we match records by computer. Matching programs compare our records with those of other
Federal, State, or local government agencies. Many agencies may use matching programs to find or prove that a person qualifies for benefits paid
by the Federal government. The law allows us to do this even if you do not agree to it.

Explanations about these and other reasons why information you provide us may be used or given out are available in Social security Offices. If
you want to learn more about this, contact any Social Security Office.

The Paperwork Reduction Act of 1995 requires us to notify you that this information collection is in accordance with the clearance
requirements of section 3507 of the Paperwork Reduction Act of 1995. We may not conduct or sponsor, and you are not required to respond to, a
collection of information unless it displays a valid OMB control number.

TIME IT TAKES TO COMPLETE THIS FORM

We estimate that it will take you about 15 minutes to complete this form. This includes the time it will take to read the instructions, gather the
necessary facts and fill out the form. If you have comments or suggestions on this estimate, write to the Social Security Administration, ATTN.:
Reports Clearance Officer, 1-A-21 Operations Bldg., Baltimore, MD 21235-0001.Send only comments relating to our *‘time it takes"
estimate

| know that any one who makes or causes to be made a false statement or representation. of material fact in an application or for use in
determining a right to payment under the Social Security Act commits a crime punishable under Federal law and/or State law. | affirm
that all information | have given in this document is true.

SIGNATURE OF PERSON MAKING STATEMENT

Signature (First name, Middle initial, last name) (Write in Ink) Date (Month, day, Year)
Sign Telephone Number (include Area Code)
Here )

Mailing Address (Number and street, Apt. No., P.O. Box, Rural Route)

City and State Zip Code
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