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                    Application for Benefits on Behalf of an 

                    Incapacitated Child of a Veteran/Member
PART A (1) - Information about the Veteran/member
Protected B when completed.
Service No.(s)/RCMP Regimental No.(s) (if applicable)
PLEASE NOTE: Any provincial social assistance payments paid on behalf of an incapacitated person may be affected by monies paid by Veterans Affairs Canada.  PART A - To be completed by applicant.
PART B - To be completed by the incapacitated person's physician.
PART A (2) - Information about the Incapacitated person 

                    Name (last name, first name, middle name)
Mailing address (No., Street, Apartment No., PO Box, RR No.)
PART A (3) - Net earned income of the incapacitated person
Please read carefully and reply fully indicating net employment income from all sources and how the income is paid (e.g., bi-weekly, monthly, etc.).   1.  Net personal earnings received through salaries, wages, commissions, stipends, supported work       environment gratuities, etc. (include deductions for retirement plans, savings plans, lunch programs,       etc.) 

                    Privacy notice

                    
                       
                    

                    Veterans Affairs Canada (VAC) takes your privacy seriously.  We are committed to protecting your personal information.  The information provided on this form is collected under the authority of the Pension Act and the Veterans Well-being Act.  We will use this information to provide benefits on behalf of an incapacitated child of a member/Veteran.  Providing your information is voluntary.  However, if you submit an incomplete form there may be delays.  Your personal information is managed based on the Privacy Act.  The Privacy Act provides you with a right of access to your personal information, and to request changes to that personal information if it contains errors.  If you are unhappy with how we handle your personal information, you can file a complaint with the Privacy Commissioner of Canada at 30 Victoria Street, Gatineau, QC, K1A 1H3.  More details on the collection, use and disclosure of personal information are described in VAC's Personal Information Banks, Disability Pensions (VAC PPU 601), Pain and Suffering Compensation (VAC PPU 717) and Death Benefit (VAC PPU 718), found on our website, veterans.gc.ca.

                    Declaration

                    
                       
                    

                    As the client, or the client's legal representative:

                    
                       
                    

                    •         I understand that it is against the law to knowingly make a false or misleading statement;

                    
                       
                    

                    •         As the legal representative of the client, I declare the client to be alive;

                    
                       
                    

                    •         I agree to notify Veterans Affairs Canada of any changes that may affect my/the client's eligibility for benefits and services as soon as these changes are in effect; 

                    
                       
                    

                    •         I declare that I have read and understand the Privacy Notice statement noted above; and 

                    
                       
                    

                    •         I declare the information I provide on this form to be true and complete, and knowing that it is of the same force and effect as if made under oath.

                    If you are completing this form on behalf of the client, please complete the following:
Telephone (Country Code, Area Code, No.)
(
)
Telephone (Country Code, No.)

                    Notice for client/legal representative:

                    
                       
                    

                    If this form is being signed by someone other than the client, and if you have not already done so, please enclose a photocopy of any document(s) that may identify you as legal representative 

                    (e.g., Power of Attorney).  Originals will not be returned.
PART B - Medical report - Incapacitated child of a Veteran/member

                      Name of incapacitated person (last name, first name)

                    Note to physician:

                    The purpose of this report is to enable a Medical Advisor of Veterans Affairs Canada to form an opinion as to the degree of the mental or physical handicap suffered by the incapacitated person of a Veteran/member of the forces.  The final assessment of the disability or disabilities will depend on the detail and clarity of your descriptions.
Diagnosis: 
Diagnosis
Please attach recent consultant reports. 

                    PART B - Medical report - Incapacitated child of a Veteran/member (continued)

                    Effects of impairment

                    Please describe the effects of the impairment relating to the following areas, where applicable.
Visual Impairment
What is your patient's visual acuity after correction?  
Does your patient have visual field loss?
Hearing Impairment
Right ear

                    Left ear
Does your patient require the use of a hearing aid/cochlear implant, etc.?
Is your patient able to hear so as to understand another person familiar with the patient, in a quiet setting, with the use of appropriate devices?
Does your patient take an inordinate amount of time** to hear so as to understand another person familiar with the patient, in a quiet setting, even with the use of appropriate devices? 
**Inordinate amount of time means significantly longer than for an average person who does not    have the impairment.
If there is a hearing impairment, please provide recent audiogram.

                    PART B - Medical report - Incapacitated child of a Veteran/member (continued)
Speaking Impairment
Is your patient able to speak so as to be understood by another person familiar with the patient, in a quiet setting and with appropriate therapy, medication, and/or devices (such as a tracheoesophageal prosthesis, vocal amplification device, etc.)?
Does your patient take an inordinate amount of time** to speak so as to be understood by a person familiar with patient in a quiet setting, even with appropriate therapy, medication and devices? 
**Inordinate amount of time means significantly longer than for an average person who does not have the impairment.
Impairment of Elimination (bowel or bladder function) 
Is your patient able to personally manage his/her bowel or bladder function with the use of appropriate therapy, medication and devices such as catheters, ostomy appliances, etc.?
Does your patient take an inordinate amount of time** to personally manage bowel or bladder functions, even with appropriate therapy, medication and devices?
**Inordinate amount of time means significantly longer than for an average person who does not have the impairment.

                    PART B - Medical report - Incapacitated child of a Veteran/member (continued)
Feeding Impairment
Is your patient able to feed himself or herself with the use of appropriate therapy, medication and devices such as modified utensils?
Does your patient take an inordinate amount of time** to feed himself or herself, even with appropriate therapy, medication and devices?
**Inordinate amount of time means significantly longer than for an average person who does not have the impairment.
Dressing Impairment
Is your patient able to dress himself or herself with the use of appropriate therapy, medication and devices such as button hooks, grab rails, safety pulls, etc.?
Does your patient take an inordinate amount of time** to dress himself or herself, even with appropriate therapy, medication  and devices?
**Inordinate amount of time means significantly longer than for an average person who does not have the impairment.

                    PART B - Medical report - Incapacitated child of a Veteran/member (continued)
Impairment of Mobility
Does your patient use any special mobility device, such as a wheelchair, walker, cane, etc.?
Is your patient independent with indoor mobility, with the use of appropriate therapy, medication and devices? 
Is your patient independent with outdoor mobility with the use of appropriate therapy, medication and devices? 
Does your patient take an inordinate amount of time** with independent mobilization even with appropriate therapy, medication and devices?
**Inordinate amount of time means significantly longer than for an average person who does not have the impairment.
Impairment in Perceiving, Thinking and Remembering
Is your patient able to perform the mental functions necessary for everyday life (including memory functions, problem solving, goal setting, making appropriate decisions and judgements, adaptation skills, health and safety decisions, social skills and completion of common, simple transactions) by himself or herself, with the appropriate therapy, medication and devices such as memory aids, adaptive aids, etc.?
Does your patient take an inordinate amount of time** to perform the mental functions necessary for everyday life, by himself or herself, even with appropriate therapy, medication and devices? 
**Inordinate amount of time means significantly longer than for an average person who does not have the impairment.

                    PART B - Medical report - Incapacitated child of a Veteran/member (continued)
Levels of Independence
Levels of Independence - No impairment
Does your patient require constant supervision?
Is your patient capable of living independently in a non-supervised environment?
Is your patient capable of living independently in a supervised environment?
Educational Experience

                    PART B - Medical report - Incapacitated child of a Veteran/member (continued)
Duration of Impairment
Has your patient's impairment lasted, or is it expected to last, for a continuous period of at least 12 months?

                    If yes, is the impairment likely to significantly improve? 
Attachments will be accepted.
Telephone (Country Code, Area Code, No.)
(
)
Telephone (Country Code, No.)
Mailing address (No., Street, Apartment No., PO Box, RR No.)
For Veterans Affairs Head Office Use Only
Assessment
Apparently permanent
Condition manifested itself at age 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