FEDERATED STATES OF MICRONESIA
SOCIAL SECURITY ADMINISTRATION

Headquarters: P.O. Box L
Kolonia, Pohnpei State FM 96941
e-mail: fsmssa@mail.fm

APPLICATION FOR SOCIAL SECURITY INSURANCE BENEFITS

FSSS1000 LUMP SUM PAYMENT - SURVIVORS
Revised 8/2005
FOR OFFICE USE ONLY 1. HAVE YOUEVERFILED 2. IFYES, WHAT KIND
AN APPLICATION FOR OF APPLICATION
ctamnumeer | | [P LT T T SOCIAL SECURITY DID YOU FILE?
DATE FILED (AT BRANCH) BENEFITS? CIRETIREMENT
OoisasiLy

DATE RECEIVEDAT H

Q Oves Ono [survivor

| hereby apply for all insurance benefits payable to me and the children named below under the Social Security Act,
amended.

1. Enter the deceased worker’s social security number| [ | | [ | | | [ |

First Middle Last
2. Print the deceased worker’s full name

Month Day Year
3. Enter the deceased worker's sex: Male Female 4. Enter the worker’s date of birth

Month Day Year
5. Enter the deceased worker’s date of death / 6. Enter the place of death

7. Enter the cause of death. Primary Secondary

8. Was the deceased receiving social security benefits at the time of death? YBI

9. If yes, what kind of benefits? Disability ~ Retirement____  Survivor___

10. Were the deceased and the surviving spouse living together at the time of death?

Yes No . If no, state reason why not.
11. Was the deceased survived by any living children? Yes Na
If yes, enter the following information: Total Number of Children___
DATE OF

NAME BIRTH RELATIONSHIP TO DECEASED




12. Is there a surviving parent(s)? Yes Na

If yes, enter Name of Mother:

Name of Father:

Do they live in the same household? Yekla

13. List all employers for whom the deceased worked during the last five (5) years.
Name andhddress of Employer Work Began (month/year) = Work Ended (month/year)

APPLICANT INFORMATION

14. Enter your Social Security Number | | | | | [ | | |
First Middle Last

15. Print your full name

16. Enter your relationship to deceased.

Signature: | authorize investigation of all statements contained in this application as may be necessary in determining a ri
to benefit payment.
| understand that false or misleading information given in my application or interview(s) constitutes a crime punis
able by fine, imprisonment or both.

I, the claimant, hereby sign below to signify that | fully understand and accept that once this lump su’ﬁ

payment is made, credit for all quarters of coverage earned by the deceased shall be nullified.

SIGN

HERE: DATE:
Address: Phone:
City and State: ZIP:
Residence:

Witnesses: Required ONLY if this application has been signed by (X). If signed by mark (X), two witnesses to the signin
who know the applicant must sign below, giving their full addresses.

Sign Sign
Here Here
Address: Address:

INFO: This is a one-time benefit payment to survivors of the deceased worker who died with less than the minimum required quarter
coverage for monthly benefits (or to the next of kin of the deceased worker who died with no eligible survivors to reddivbenefits).

The claim will be paid in the following order: (1) Surviving Spouse (2) Children in equal shares (3) Parents in equal slzubs&p)
pointed legal representative of the deceased (5) If none of the above, the person or persons entitled under laws anrddarfaheust

last domicile of the deceased.

NOTE:

If you are a spouse of the deceased, attach with this form a copy of (A) Your Marriage Certificate and (B) Death Certificate

If you are not the spouse of the deceased, you must establish your right to the Lump-Sum Payment as the survivor, suoviggigthei

The following documents must accompany your claim (A) Death Certificate (B) List of surviving heirs showing their relatathehip
deceased, sworn to before a person authorized to administer oaths.




