CMB Conirol Mo, 2900-0001
Respondent Burden: 15 minutes

\/‘\ ) VA DATE STAMP
\'&} Department of Veterans Affairs * DO NOT WRITE IN THIS SPACE

VETERAN'S SUPPLEMENTAL CLAIM FOR COMPENSATION

IMPORTANT: PLEASE READ THE PRIVACY ACT NOTICE AND RESPONDENT BURDEN INFORMATION
BELOW BEFORE COMPLETING THIS FORM.

PART | - VETERAN'S IDENTIFYING INFORMATION

1, NAME OF VETERAN (First, Middis, Last)
Gulf War Veteran

7. VETERAN'S SOCIAL SECURITY NUMBER 3. VA FILE NUMBER

4, VETERAN'S ADDRESS (NMumber, streat or rural raute, Ciiy or £.0., State and ZIP Godk)

5. TELEPHONE NUMBER(S) 8. E-MAIL ADDRESS ({f applicabie)
A DAYTIME (inciude Arss Code) | B. EVENING {Inciude Area Code)

PART Il - INFORMATION ABOUT CLAIM

7. I WOULD LIKE TO FILE A CLAIM FOR: (Check all that apply)

INCREASED EVALUATION OF THE DISABILITY(IES) FOR WHICH | AM ALREADY SERVICE CONNECTED
{Provida the name of the disability{les))

Migraine, 8inusitis

E(j SERVICE CONNECTION FOR NEW DISABILITY{IES) (List your new disability{ies))
Undiagnosed symptom of muscle pains as per CFR 38 section 3.317
Undiagnosed symptom of diarrhea as per CFR 38 Section 3.317

D REOPENING CF PREVIOUSLY DENIED DISABILITY{IES) (List your previously denied disability(ies})

D DISABILITY({IES} SEGONDARY TC MY EXISTING SERVICE CONMNECTED DISABILITY(IES)
{Provide the rame of the disability(ies) and your service connected condition{s}}

BA. NAME AND LOCATION QF VA MEDICAL CENTER THAT HAS MY 8B. NAME AND ADDRESS OF MILITARY FACILITY THAT HAS MY RELEVANT
RELEVANT TREATMENT RECORDS TREATMENT RECORDS

8C. DO YOU HAVE PRIVATE TREATMENT RECORDS?

{f “Yes," please attach the treatment records to this form. If you would like to have VA request your private treatment records, please attach a
@ YES D NG VA Form 21-4142, Authorization and Consent to Release Information to the Department of Veterans Affairs, for each private treatment provider.

The form ls available at www.va.govivaforms. )

9, | WOLLD LIKE TO FILE A CLAIM FOR OTHER VA BENEFITS (Check appropriate bax)
7] Al AND ATTENDANCE ] OTHER ¢Specify benefin
[ AuTOMOBILE ALLOWANCE

10, | WOULD LIKE TO FILE A CLAIM FOR ADDITIONAL BENEFITS A BPOUSE'S MAME B. SPOUSE'S SOCIAL SECURITY NO.
BECAUSE MY SPOUSE |$ SERIQUSLY DISABLED
{Measa provide spouge's name and sacial sacurity number in
Items 10A & 10B)

114, VETERAN'S SIBNATURE (Do NOT print) T1B. DATE SIGNED

PRIVACY ACT NOTICE: The VA will not disclose information collected on this form 1o any sousce other than what has been authorized under the Privacy Act of 1974 oF Tite 38, Cods of Faderal
Regulations 1.578 for routine uses {L.e. civil or criminal [aw enforcemert, congressional communicat| pled ial or h studies, the collection of meney owed to the United States, lidgation In
which the Untted States iz a party or has an intetest, the administration of VA programs ant delivery of VA benefits, verification of idetity and status, and personnel administiation) as identified In the VA
system of records, S8VA21/22/28 Compensation, Penslon, Education apd Vecational Rehablliation and Employment Records - VA, published in the Federal Reglster. Your obligation to respond is
reglired to obtaln of retain benefits. Giving us your SSN actount information is mandatory. Applicants are requlred to provide thelr 88N under Thie 38 USGC 5401 (€} {1). The VA will not deny an frdividual
benefils for rekueing to provide his or her SSN univss the disclosure of the SSN la required by Faderst Statute of law In effect prior to January 1, 1975, and still In effect. The requested information is
conaldered relavant and r Y o determi ' benefita under tha taw. The respanses you submit are considersd confidential (38 U.5.C. 5701). tnformation that you furmish may ba utiized in
compiter matching programs with other Federal or state agencles for the purpose of determining your eligibility to receive WA banefits, as wall as to collect 2ny amount owed o the United States by virue
of your participation n any benefit program aciministered by the Depariment of Veterans Atfairs.

RESPONDENT BURDEN: Wa rieed this Information to make an eligibility detarmination for veterans' fiing supplemental compensation claims {38 U.S.C. 5101}, Titke 38, United States Code, aliows us to
agk for this information. We estimate that you will need an average of 15 minutes to review the instructivns, find the Infarmation, and complete this form, VA cannot conduct of sponsor a collection of
IMbartation Uniesy a valid OMB contio! number |s displayed. You are not required to respond to a eollection of information i this number is not displayed. Valid OMS control numbers can be locatad an the
GMB Inbarnet Page at www whitaho PA iE/A, It deslied, you can call 1-800-527-1000 to get Information on where to send comments or suggestions about this form.

35 A NimbEA

VAFORM g po SUPERSEDES VA FORM 21-5268, JUL 2009,
MaY 2010 21- 526D WHIGH WILL NOT BE USED.



OME Control No. 2500-0001
Reapondent Burden: 15 minutas

‘\/'\ . VA DATE STAMP
\_‘_ Department of Veterans Affairs BO NOT WRITE IN THIS SPACE

VETERAN'S SUPPLEMENTAL CLAIM FOR COMPENSATION

fMPORTANT: PLEASE READ THE PRIVACY ACT NOTICE AND RESPONDENT BURDEN INFORMATION
BELOW BEFORE COMPLETING THIS FORM.

PART | - VETERAN'S IDENTIFYING INFORMATION

T NAME OF VETERAN (First, Midcle, Lash
Gulf War Veteran

2. VETERAN'S SOCIAL SECURITY NUMBER 3. VA FILE NUMBER

4. VETERAN'S ADDRESS (Number, streef or ruraf raute, City or P.O., State and ZIF Cods)

5. TELEPHONE NUMBER(3) 6. E-MAIL ADDRESS (I applicabls)
A DAYTIME {inchele Area Code} B. EVENING (tnclide Area Coda)

PART || - INFORMATION ABOUT CLAIM

7. 1WOULD LIKE TO FILE A CLAIM FOR: {Check all that appiy)

INCREASED EVALUATION OF THE DISABILITY(IES) FOR WHICH | AM ALREADY SERVICE CONNECTED
(Frovide the name of the disability(ies))
Migraine, Sinusitis

[X] SERVICE CONNECTION FOR NEW DISABILITY(ES} (List your new disability(ies))
Undiagnosed symptom of muscle pains as per CFR 38 section 3.317
Undiagnosed symptom of diarrhea as per CFR 38 Section 3.317

[T] REOPENING OF PREVIOUSLY DENIED DISABILITY(IES) (List your previously denied disabilty(ies))

D RISABILITY{IES) SECONDARY TO MY EXISTING SERVICE CONNECTED DISABILITY(IES)
{Provide the mame of the disability(ies) and your service connected condition(s)

&A, NAME AND LOCATION OF VA MEDICAL CENTER THAT HAS MY 8B. NAME AND ADDRESS OF MILITARY FACILITY THAT HAS MY RELEVANT
RELEVANT TREATMENT RECORDS TREATMENT RECORDS
5. Pete, 410th EVAC

8C. BO YOU HAVE PRIVATE TREATMENT RECORDS?

(If "Yes," ploase attach the treatment records to this form. If you would like to have VA request your private treatment records, please attacha
EI YES D NO VA Form 21-4142, Authorization and Consent o Release information to the Department of Veterans Affairs, for each private treatment pravider,

The form is available at www va qovivaforms.)

8. | WOULD LIKE TO FILE A CLAIM FOR OTHER VA BENEFITS (Check appropriate box)

[ Al AND ATTENDANCE [] OTHER (Specify bengsiy
] AUTOMOBILE ALLOWANCE
0. IWOULD LIKE TQ FILE A CLAIM FOR ADDITIONAL BENEFITS | A SPOUSE'S NAME B. SPOUSE'S SOCIAL SECURITY NG,

BECAUSE MY SPOUSE IS SERIOUSLY DISABLED
{Fledse provide spouse's name and sacial security number in
items 10A & 10B} D

114, VETERAN'S SIGNATURE (Do NOT print) 11B. DATE SIGNED

PRIVACY ACT NOTICE: The VA will not ¢iciose information collectad on this form to any source other than what has been authorized under the Privacy Act of 1974 or Tite 38, Cose of Federat
Reguiations 1578 for routine uses (Le, sivil or criminaf law enforcamant, congressiomal it pidemiclogical or research studles, the caliection of money owed o the Unitad States, itigation (n
which the United States s 2 party ¢r has an interest, the administration of VA programs and delivery of VA benefits, vasification of identity and status, and personne! administration} as identified |n the VA
systam of records, 5avA21/22/28 Comy P ! for and Vocational Rehablitation and Employment Records - VA, publisied in the Federat Reglster. Your obligation to respond i3
renglired to obtaln or retaln benafits. Giving us your S5N account i tion is tatory. Appli are required to provida thelr SSM under Tike 38 USC 5101 () (). The VA wilt mat deny an individual
benedila for refusing to provide his or her SSN inleas the disclosure of the SSN is required by Federal Statite of law in effect prior ta January 1, 1975, and stil In effect. The requasted Information is
considared refevant and necessary to determing meximum benefits under the {aw. The responses you submit are considered confidential (38 U.S.C. 5701). information that your hurnish may be utilized in
computer matehing programs with other Federal or state agencies for the purpose of determining your eliglbility to receive VA benefits, as well as to collect any ameunt owed! 1o the Unkted States by virue
of your participation In any benefit program administered by the Depanment of Veterans Affgirs,

RESPONDENT BURDEN: We meed this infermation to make an eligiility determination for veterans' filing supplsmental compensation claims (38 U.5.C. 5104). Title 38, United States Code, allows us to
abk tor this information, We estimate that you will need an avarage of 15 minutes to review the instructons, fing the Information, and complete this form. VA cannot contduct or sponsor a collaction of
Irformation unless a valid OMB control number i displayed. You ame not required to reapond to a colisction of information if this rumber is not digplayed. Vaid OMB control numbers can be kcated on the

OMB Imternet Page at wwwwhitahouge rary/OMEINY VA EPA himlth. | desired, you can call 1-800-827-1000 to get Information on where to send comme s or suggestions about this farm.
VA FORM 21 52Bb SUPERSEDES VA FORM 21.5288, JUL 2008,
May 2010 - WHICH WILL NOT BE USED,



