
Veterans Medical Disability Claim Form
Personal Information

Full Name: 

Date of Birth: 

Social Security Number: 

Address: 

Phone Number: 

Email Address: 

Service Information

Branch of Service: 

Service Dates (From - To): 

Service Number: 

Disability Information
Description of Disability:

Date of Onset: 

Medical Evidence Attached? 

Authorization and Signature

Signature: 

Date: 

Submit Claim
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