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Name (Claimant) (Print or Type) Social Security Number

Wage Earner (If Different) Social Security Number

Part | APPOINTMENT OF REPRESENTATIVE
| appoint this person, William C. Bernhardi, 950-A Union Rd., Suite 240, West Seneca, NY 14224 ,

(Name and Address)

to act as my representative in connection with my claim(s) or asserted right(s) under:

X Title 1l Title XVI Title IV FMSHA Title XVIII Title VI
(RSDI) (SSI) (Black Lung) (Medicare Coverage) (SVB)

This person may, entirely in my place, make any request or give any notice; give or draw out evidence or
information; get information; and receive any notice in connection with my pending claim(s) or asserted
right(s).

| am appointing, or | now have, more than one representative. My main representative

IS
(Name of Principal Representative)
Signature (Claimant) Address
Telephone Number (with Area Code) Fax Number (with Area Code) Date
Part Il ACCEPTANCE OF APPOINTMENT
I,  William C. Bernhardi , hereby accept the above appointment. | certify that |

have not been suspended or prohibited from practice before the Social Security Administration; that |
am not disqualified from representing the claimant as a current or former officer or employee of the
United States; and that | will not charge or collect any fee for the representation, even if a third party
will pay the fee, unless it has been approved in accordance with the laws and rules referred to on the
reverse side of the representative's copy of this form. If | decide not to charge or collect a fee for the
representation, | will notify the Social Security Administration. (Completion of Part Il satisfies this
requirement.)

X | am an attorney. | am not an attorney. (Check one.)

| declare under penalty of perjury that | have examined all the information on this form, and on any
accompanying statements or forms, and it is true and correct to the best of my knowledge.

Signature (Representative) Address 950-A Union Rd., Suite 240’
West Seneca, NY 14224
Telephone Number (with Area Code) Fax Number (with Area Code) Date
(716) - 674-2424 (716) - 674-0388
Part Ill (Optional) WAIVER OF FEE

| waive my right to charge and collect a fee under sections 206 and 1631(d)(2) of the Social Security
Act. | release my client (the claimant) from any obligations, contractual or otherwise, which may be
owed to me for services | have provided in connection with my client's claim(s) or asserted right(s).

Signature (Representative) Date

Part IV (Optional) ATTORNEY'S WAIVER OF DIRECT PAYMENT

| waive only my right to direct payment of a fee from the withheld past-due retirement, survivors,
disability insurance or black lung benefits of my client (the claimant). | do not waive my right to request
fee approval and to collect a fee directly from my client or a third party.

Signature (Attorney Representative) Date
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