EM 97-110 NEW "WAI VER OF OVERPAYMENT" LANGUACGE FOR
BENEFI T CONTI NUATI ON ELECTI ON STATEMENTS -- ACTI ON

DATE: JULY 30, 1997

TO. ALL RCs/ ARCs/ ADs/ FOs/ BGs/ TSCs/ PSCs/ DDSs/ FDDS/ D@Bs/ OCRO
DOCs/ CDI O O O GDQ DCO TS/ OAS/ OPSOS/ DCS/ DCPP/ OO/ OPBP/
DCFAM OPLM OPI R/ DCHR/ OWA/ DHUs/ OHACO' OHARGs/ OHAHGOs/
RPAGs/ DDSPRGs/ HCFACO' HCFARGs

FROM SSA, OPP, Ofice of Disability

This tel etype provides a new format and repl acenent | anguage for
sections of the nodel benefit continuation election statenents in
Program QOperati ons Manual System (POVS) DI 12027.105, Exhibits 1
2 and 3. The new | anguage below is nore explicit about the
rights associated with waiver of overpaynent.

| have the right to ask that | not have to pay the noney
back. If | do ask, and if it is determ ned by SSA that ny
appeal was nmade in good faith and that I need ny incone and
resources for ordinary and necessary living expenses or that
other factors apply, I will not have to pay the noney back.
| al so understand that SSA will provide nme with nore

i nformati on about waiver of recovery of an overpaynent, if |
would like it.

Attached in wordperfect 5.0 format are the revised versions of
exhibits 1, 2 and 3 that can be overlaid on an SSA-795. You may
have to make sonme slight nodifications to fit this overlay on the
SSA- 795.

When providing an explanation to beneficiaries and/or
auxiliaries concerning the waiver of overpaynent resulting from
benefit continuation, (per D 12027.005B.7.), field office staff
must include the new | anguage shown above.

W will revise relevant POMS instructions as soon as possible.

Attachment s

D 12027. 105
EXHIBIT 1 - TITLE |1 BENEFI T CONTI NUATI ON ELECTI ON STATEMENT

| have been advised of my right to elect to have ny disability
benefits and Medicare, if applicable, continued to ne, pending
the outconme of ny appeal of the decision that nmy disability has
ceased. | understand that benefits can al so be continued to
everyone qualified on ny Social Security record whom | have
speci fi ed bel ow



| understand that if | |ose ny appeal, | will be asked to pay
this noney back, including all checks received after ny period of
disability ended (2 nonths after the cessation date), through the
nmont h such benefits were received if the appeal is not decided in
nmy favor.

| have the right to ask that | not have to pay the noney back

If | do ask, and if it is determ ned by SSA that ny appeal was
made in good faith and that | need ny inconme and resources for
ordi nary and necessary |iving expenses or that other factors
apply, I wll not have to pay the noney back. | also understand
that SSA wll provide ne with nore information about waiver of
recovery of an overpaynent, if | would like it.

| will not be asked to pay back any Medicare benefits | receive
while ny appeal is being decided.

If I wn ny appeal, any noney | amowed w |l be paid.

Wil e ny appeal is pending and ny benefits are being continued,
agree to report pronptly to Social Security any changes which may
affect nmy right to receive benefits, such as work activity or any
change in the status of dependents receiving benefits on ny
record.

| understand that if | turn down continued benefits during the

specified 10-day period after the initial cessation, | wll
not have the chance (if the 10-days have passed) to el ect
continued benefits again until | get the notice of the

reconsi deration decision on ny disability appeal.

| understand that if | do not elect continued benefits when
request reconsideration, but |ater request a hearing before an
adm nistrative | aw judge (ALJ) and el ect continued benefits until
an ALJ decision is nade, that continued benefits nay be paid no
earlier than the nonth of the reconsideration determ nation or
the nonth of election, whichever is |ater.

| acknow edge that | understand nmy responsibilities and that |
have been given a copy of this signed statenent of choice of
benefit continuation options:

El ecti on

| want benefits continued for nme and everyone receivVing
benefits on ny Social Security record.

________ | want only ny benefits conti nued.

| want benefits continued for nyself and the foll ow ng
eligible individuals receiving benefits on ny Soci al
Security record (specify): : , ,




| want benefits continued for everyone receivVving
benefits on nmy Social Security record, except
mysel f.

________ | do not want any benefits conti nued.

| want Medi care coverage for nyself and anyone el se
qualified on ny Social Security record, but | do not
want any disability benefit paynments. | understand
that | wll be billed directly for the Suppl enent al
Medi cal | nsurance coverage (Medicare Part B), and if
paynment is not nmade, the coverage will be term nated.

| want both Part A (hospital insurance) and Part B
Medi care coverage conti nued.

| want only Part A Medicare coverage conti nued.

D 12027. 105
EXH BIT 2 - AUXI LI ARY BENEFI T CONTI NUATI ON ELECTI ON STATEMENT

| have been advised of ny right to have the Social Security
benefits | receive because of 's disability continued
pendi ng the outconme of the appeal regardi ng the decision that

di sability has ceased. | have al so been advised that ny benefits
cannot be continued unless requests benefit continuation

on ny behalf. |If benefit continuation on ny behalf is requested,
my choice of options is indicated bel ow

| understand that dependi ng upon the outcone of the appeal,
w Il be asked to pay this noney back, including all checks

received after __ 's period of disability ended (2 nonths
after the cessation date), through the nonth such benefits were
received if the appeal is not decided in ‘s favor.

| have the right to ask that | not have to pay the noney back

If | do ask, and if it is determ ned by SSA that ny appeal was
made in good faith and that | need ny inconme and resources for
ordi nary and necessary |iving expenses or that other factors
apply, I wll not have to pay the noney back. | also understand
that SSA wll provide ne with nore information about waiver of
recovery of an overpaynent, if | would like it.

| will not be asked to pay back any Medi care benefits | received
during the appeal.

| f the appeal is won, any noney | amowed w |l be paid.

During this benefit continuation period and while the appeal is



pending, | agree to pronptly report to Social Security any
changes which may affect ny right to receive benefits, such as
work activity, marriage, change of address, student status, etc.

| understand that if | turn down continued benefits during the

specified 10-day period after the initial cessation, | wll
not have the chance (if the 10-days have passed) to el ect
continued benefits again until | get the notice of the

reconsi deration decision on the disability appeal.

| acknow edge that | understand nmy responsibilities and that |
have been given a copy of this signed statenent regarding ny
choi ce of benefit continuation options:

ELECTI ON

| want ny benefits conti nued.

________ | do not want benefits conti nued.

| want ny Medicare coverage, but | do not want any
disability paynents. | understand that | wll be
billed directly for the Suppl enmental Medical |nsurance
(Medi care Part B) coverage, and if paynent is not nade,
the coverage will be term nated.

| want both Part A (hospital insurance) and Part B
Medi care coverage conti nued.

| want only Part A Medicare coverage conti nued.

D 12027. 105
EXH BIT 3 - TITLE XVI AND CONCURRENT TITLE |1/ TITLE XVI -
BENEFI T CONTI NUATI ON ELECTI ON STATEMENT

| have been advised of ny right to have ny SSI

di sability/blindness benefits and Medicaid coverage (if
appl i cable) continued to ne pending the outcone of the appeal
regarding the decision that ny disability has ceased.

| understand that, if | lose ny appeal, | will be asked to pay
this noney back, including all checks received after ny period of
disability ended (2 nonths after the cessation date), through the
nmont h such benefits were received if the appeal is not decided in
nmy favor.

| have the right to ask that | not have to pay the noney back

If | do ask, and if it is determ ned by SSA that ny appeal was
made in good faith and that | need ny inconme and resources for
ordi nary and necessary |iving expenses or that other factors
apply, I wll not have to pay the noney back. | also understand



that SSA wll provide ne with nore information about waiver of
recovery of an overpaynent, if | would like it.

| will not be asked to pay back any Medicaid benefits | received
while |I was appealing.

If I wn ny appeal, any noney | amowed w |l be paid.

During this benefit continuation period and while ny appeal is
pending, | agree to pronptly report to Social Security any
changes which may affect ny right to receive benefits, such as
work activity, changes in ny incone and resources, and |iving
arrangenents.

| understand that if | turn down continued benefits during the

specified 10-day period after the initial cessation, | wll
not have the chance (if the 10-days have passed) to el ect
continued benefits again until | get the notice of

reconsi deration decision on ny disability appeal.

| understand that if | do not elect continued benefits when
request reconsideration, but |ater request a hearing before an
adm nistrative | aw judge (ALJ) and el ect continued benefits until
an ALJ decision is nade, that continued benefits nay be paid no
earlier than the nonth of the reconsideration determ nation or
the nonth of election, whichever is l|ater.

| acknow edge that | understand nmy responsibilities and that |
have been given a copy of this signed statenent regarding ny
choi ce of benefit continuation options:

ELECTI ON

Yes, | want all benefits conti nued.

| want only these benefits continued (specify): title
|1 , title XVi

No, | do not want any benefits conti nued.



