
CLA!M NUMBERDEPARTM ENT OF

H EALTH,EDUCAT!ON,AND WELFARE           340‐ o9‐2064,A

SOC:AL SECURITY ADMIN:STRAT10N

DATE:1。
/8/7■

THIS IS TO CERTIFY THAT THE PERSON(S)NAMED BELOW BECAME ENTITLED TO THE INSURANCE BENEFITS SHOWN

PAYABLE UNDER TITLES 1l AND XV‖ 1 0F THE SOCIAL SECURITY ACT

AMouNr oF FIRSr cnrCx:$ *

Your hospltal ancl medlcal insurance coverage under tltle XIIIII of
the Soclal Seeurlty Act begtns October, L97L.

You vtll reeeive 3rour ftrst prentum biII vlthln l0 days and there-
after quarterly. Each notiee v111 shov the months eovered, amount
and clate lnynent ls clue. Pleage 1ny promptly ulnn recelpt of
notiee.

The right to receive social security benefits carries with it certain responsibilities. They are
explained in the booklet furnished you. Read this booklet carefully. Be sure that you understand
clearly what you can expect by way ol benefits, and what is to be expected of you. lf you have
any questions or wish additional information about your benefits, please get in touch with any
social security office. Most questions can be handled by telephone or mail. lf you visit an office,
however, please take this Certificate with you.

NAME AND ADDRESS OF PAYEE AS THE CLAIMANT

OR AS REPRESENTATIVE OF THE CLA:MANT

James Co Sheehan
219 HomeStead Rd.
LaCrange Park, IL 6o525

NOTICE: ll you believe that this determination is not correct, you may request
thatyour claim be reexamined. lf you want this reconsideration, you must request
it not later than 6 months from the date of this notice. You may make your
request through any social security office. lf additional evidence is available,
you should submit it with your request.

FORM SSA_30(171)

242

TYPE OF           DATE OF      MONTHLY
BENEFIT         ENTITLEM ENT     BENEFIT

Retirement   ■0/7■  1213・■0

あ りZ2
ROBERT M BALL

COM M:SSiONER OF SOCIAL SECURITY

ミ    、

KEEP AS A PERMANENT RECORD‐ DO NOT DESTROY

iEl trnsurgilcr AruErD



NAM E AND ADDRESS OF PAYEE AS THE CLAIMANT

OR AS REPRESENTATIVE OF THE CLAIMANT

Grace Co sheehan
2■9 HbmeStead Rde
LaCrange Park, IL 6o525

DEPARTM ENT OF

H EALTH,EDUCAT10N,AND WELFARE
SOC!AL SECURITY ADMIN:STRAT:ON

TYPE OF

BENEFIT

Wife

CLAIM NUMBER

34o― o9‐2064_B

DATE OF      MoNTHLY
ENTITLEM ENT    BENEFIT

10/7■  $■06.6o

DATE: ■0/8/71
TH!S IS TO CERTIFY THAT THE PERSON(S)NAMED BELOW BECAME ENT:TLED TO THE :NSURANCE BENEFITS SHOWN

PAYABLE UNDER TITLES i:AND XV‖ 1 0F THE SOC:AL SECURITY ACT

AMoUNT oF FIRST cxrcx: $ 
- *

Your hospltal and necllcal Lnsurance coverage under
the SoclaL SecurLty Act beglns October, L97t.

You viLl reeelve your first premlum blll within J0after quarterly. Eaeh nottce vlll shol, the rmnths
and date payment ls due. Please 1ny promptly ulnn
notlce.

NorlcE: lf you believe that this determrnation is not correct, you may request
thatyour claim be reexamined. lf you want this reconsideration, you must request
it not later than 6 months from the date of this notice. you may make your
request through any social security office. lf additional evidence is available,
you should submit it with your request.

Title MII Of

days and there_
covered, amOunt
receipt of

The right to receive social security benefits carries with it certain responsibilities. They are
explained in the booklet lurnished you. Read this booklet carefully. Be sure that you understand
clearly what you can expect by way of benefits, and what is to be expected of you. lf you have
any questions or wish additional information about your benefits, please get in touch with any
social security office. Most questions can be handled by telephone or mail. lf you visit an office,
however, please take this Certificate with you.
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ROBERT M BALL
COMMiSS10NER OF SOC:AL SECUR!TY
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