SOAR Functional Assessment Statement, Child SSI Claim


[Insert DDS Address/Examiner, if known]

Child’s Name (Applicant): 
Social Security Number (SSN):
Date of Birth (DOB):
Age:
Parent, Guardian, or Caregiver:
Dear DDS Examiner,
Introduction
· 
Developmental and Educational History

Physical Health Treatment
Diagnoses

Treatment
Treatment Provider 1

Mental Health Treatment
Diagnoses

Treatment
Treatment Provider 1

Substance Use (if applicable)
Diagnoses

Treatment
Treatment Provider 1

Materiality

Functional Information: Areas of Mental Functioning
Understand, Remember, or Apply Information
· 
Interact with Others

Concentrate, Persist, or Maintain Pace

Adapt or Manage Oneself

Functional Equivalence: Domains of Functioning
Acquiring and Using Information

Attending and Completing Tasks

Interacting and Relating with Others

Moving About and Manipulating Objects

Caring for Yourself

Health and Physical Well-Being

Summary
Due to the symptoms and limitations resulting from [Child’s name] diagnoses of [List physical and mental health diagnoses], [Child’s name] has marked and severe functional limitations that have lasted, or are expected to last, at least 12 months. [Child’s name] needs substantially more help, supervision, and structure than children the same age who do not have impairments. All records used to populate this report will also be submitted with the child’s claim. 
Please contact me for any additional information at [Your phone number].
Sincerely,
[SOAR case worker name and contact information]
[Signature of SOAR case worker]
[Acceptable Medical Source name and contact information]
[Signature of Acceptable Medical Source]	



