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To: Applicants/ Referring Agencies 
 

From: Family Services, Inc. DBA Origin SC  
 

RE: Required Referral Information 
 
 

Thank you for your interest in our organization. Origin SC’s Representative Payee Program is 
dedicated to providing the best possible service to our clients. The following are guidelines 
that should be followed when making application and/or referrals to Origin SC, or when 
making changes to a client’s plan that is presently being serviced by our agency. Please see 
attached forms. 

 

 

REFERRAL 
 

Part I Referrals should be made in writing containing information as to why the agency is 
needed to manage the finances of an individual or family. A Physician Statement may be 
required. 

 
Part II Referrals should also include a client profile and disbursement plan. This plan 
will be adjusted only after consultation with the referral source or case manager. Clients 
calling to make changes will be referred to the case manager. 

 
Part III Referrals should include a Client/ Agency Responsibility Checklist and authorization 
for release of information. 

 
Part IV To expedite the intake process, referral should include a copy of the following 
documentation if possible: driver’s license or state issued I.D. card, social security 
card, Medicaid or Medicare card, lease agreement, recent bank statement, and 
recent household/utility bills. 

 
 

Contact Information: 
Carmen Britton 

Family Services, Inc. DBA Origin SC 
843.628.4721 

843.574.8218 (fax) 
 

PO Box 118006 
Charleston, SC 29423-8006 

 
cbritton@originsc.org  |  www.OriginSC.org 

 
 
 
 

 

   

mailto:cbritton@originsc.org
http://www.originsc.org/


      Origin SC



 
 

Y:\Form Master\Forms - Working Documents\RepPayee\Rep Payee\Rep Payee Packet_3.docx Revised 6/27/2016 2:16PM 

 

PART I REASON FOR SERVICE 
 

1.   Please give a brief explanation as to why the resources of Origin SC are 
needed in this particular situation. 

 
 
 
 
 
 
 

2.  W hat is your disability? 
 
 
 
 
 
 
 

3.  Are there family members or friends available to provide this type of service? 
 
 
 
 
 
 
 

4.  Do you have a court-appointed legal guardian? If yes, please provide name, 
address, and phone number. 

 
 
 
 
 
 
 

5.  Have you previously had a Representative Payee?  Yes No 
 
 
 

*** If NO, please have physician form completed.**** 
 
 
 
 

Client Signature    
 
 
 

Printed Signature    
 
 
 

Date    
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PART II CLIENT INFORMATION 
 

Client Name                                                                                                                                        

Client Date of Birth                                                                                                                           

Client Social Security Number                                                                                                          

*NEED CLIENT LIVING ARRANGEMENTS AND CURRENT RENT.  

SSA MANDATE: IF HOMELESS/IN HOSPITAL, PLEASE PROVIDE ADDRESS FOR SSA CONTACT. 

Client Address                                                                                                              

Amount of current rent                      Number of People in home 

How long has client lived at this address?  

Former Client Address 
 

 
Client Telephone                                  Client Email 
 
Client Race                  Client Marital Status                     # of people in home         

 
*City and State of Client’s Birth                                                                                                         

*Maiden Name of Client’s Mother                                                                                                    

**Name and relationship of all persons living with client                                                             
 
 
 
 

Referring Agency Name                                                                                                                    

Agency Address                                                                                                                                  

Case Manager Name                                                                                                                          

Case Manager Telephone #                                                                         Ext                               

Case Manager’s Email:                                                                                                                      
 
 

Next of Kin/Emergency Contact                                                                                                      

Next of Kin/Emergency Contact Address                                                                                                      

Next of Kin/Emergency Contact Phone #                                                                                                      

Next of Kin/Emergency Contact Relationship to Client                                                                                                      
 
 

Does the client receive food stamps?   Amount   
 

Medicaid/Medicare Number   
 

Life Insurance Information    
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PART III CLIENT/ AGENCY RESPONSIBILITY CHECKLIST 
 
 

Name    SSN    
 

My signature indicates the following items have been discussed with me to my satisfaction 
and any questions have been answered. 

 
Family Services, Inc. DBA Origin SC (Agency) rules have been explained: 

Services are made available to clients without regard to race, religion, creed, or origin. 

 
The Agency’s expectations of me have been explained:  

A client is expected to provide truthful, accurate information to the best of his/her 
knowledge. The client needs to notify the Agency when changes occur in health, living 
arrangements (including incarceration/hospitalization), or employment and income. 

 

My rights and responsibilities as a client have been explained: 

A client has the right to confidential treatment of information provided to any Agency  
staff member. The client’s responsibility is to provide adequate, accurate information so that 
the agency will provide efficient service to meet client needs. 

 
Hours of service availability have been explained to me: 

Agency hours are Monday – Friday, 8:00 a.m. – 5:00 p.m. Generally, services are not 
available after 5:00 p.m., on weekends, or scheduled holidays.  
In office conferences are done by appointment. 

 

The Grievance procedure, to follow when a violation of a client’s rights has occurred, has 
been explained. 

Stage 1: Within 30 days of incident of complaint, there should be an informal discussion with 
the service staff directly involved. 
Stage 2: Within 14 days of stage 1, a written complaint should be submitted to Origin SC, 
Attention: Director of Financial Management Representative Payee Program. A response from 
the Program director will be given within 14 working days of complaint.  
Stage 3: A formal appeal to Origin SC addressed to Executive Director must be filed within 
14 days of completing stage 2. The Executive Director will give a response within 14 
days. 

 
I agree to release any information from Origin SC to any agency who is acting in 
an advocacy role to work for the benefit of my finances. I agree to have all 
sources of income and bills directed to Family Services, Inc. DBA Origin SC. 

 

Client Signature _________________________ _______ Date    
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NEW CLIENT BUDGET WORKSHEET 
 

To expedite the application process, please complete and submit with completed 

application form. Please list all persons currently living in the household. Please 

provide an answer to all the questions listed. Write N/A for any information that does 

not apply to your situation.  
 
CLIENT NAME:  

NUMBER LIVING IN HOUSEHOLD:    DATE:  

Monthly Income  

VA Benefit  $                   -    

SSDI  $                   -    

SSI  $                   -    

Other monthly income  $                   -    

TOTAL ESTIMATED INCOME  $                   -    
 

Monthly Expenses  

Origin SC Fee   $                   -  

Rent/Mortgage  $                   -    

Electric/Gas  $                   -    

Water  $                   -    

Phone  $                   -    

Cable  $                   -    

Insurance  $                   -    

Other:                                             $                   -    

Other:                                             $                   -    

Other:                                             $                   -    

Other:                                             $                   -    

Total Expenses $                   -                   

Income over (under) expenses $                   -                  

 

**FOR ALL BILLS, PLEASE HAVE BILLING ADDRESS UPDATED TO ADDRESS BELOW** 

Origin SC 

PO Box 118006 
Charleston, SC 29423-8006
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 BUDGET ACKNOWLEDGEMENT 

 

I understand my budget will be set up based on my funds and bills to be paid by my 

representative payee counselor. 
 
 

Alterations to this approved budget because of changes in assets or bills will be 

discussed with me in a timely manner. 
 
 

My budget will be updated yearly as result in Social Security increases and placed in my 

file. The updated budget will also be sent to me. 
 
 

Any issues that arise pertaining to my budget may be discussed with the 

representative payee counselor. 

 
 
 
 
 

Date Client Signature 
 
 
 
 

Client Printed Name
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AUTHORIZE TO RELEASE INFORMATION 
 
 
I am currently working with the Representative Payee Department, Family Services, Inc. DBA Origin 

SC.  I hereby authorize you to release any and all information concerning my financial 

information, verbally, written and otherwise, to Origin SC at the counselors’ request. 

 I give Origin SC permission to share my personal and financial information with outside 
resources that the counselor feels would be helpful in improving my financial situation: 
including but not limited to – DSS/Dept. of Mental Health caseworkers, landlord/property 
managers, Social Security offices, caretakers, etc. I understand that I am not obligated to use 
any of the services offered to me. 
 

Fraud Policy 

Family Services, Inc. DBA Origin SC (the Company) is committed to preventing, identifying, and 

reporting any fraudulent activity related to the Company’s services, activities and administration of 

grants. Fraud may include but is not limited to false statements provided by or to staff, contractors, 

clients, beneficiaries and stakeholders. Fraudulent activities may include but are not limited to 

knowingly misrepresenting income or expenses, assisting or counseling anyone to misrepresent facts 

or circumstances related to eligibility for programs or benefits, bribery, kickbacks, theft or 

embezzlement, forgery or alteration of documents, destruction or concealment of records, profiting 

from insider knowledge, or a conflict of interest. The Company will investigate any reports of fraud.  

The Company reserves the right to involve law enforcement authorities in its investigation. Any 

documented fraudulent activity may result in administrative or criminal action being taken against 

those involved including termination from any program sponsored by the Company or termination 

from employment by the Company. The Company will not retaliate against any party who reports 

fraud, criminal activities or other program irregularities. Any suspected fraudulent activity should be 

reported to the Company’s currently appointed Risk Manager with sufficient specificity to facilitate an 

investigation.   

__________________________     ________________________     _____________ 
Client’s Signature                           Print Name                 Last 4 of Social  
 
______________ 
Date 

 
__________________________     ________________________     _____________ 
Origin SC Counselor Signature                    Print Name                          Date  
 

 



NEED HELP WITH YOUR APPLICATION? Visit SCDHHS.gov or call us at 1-888-549-0820. Para obtener una copia de este formulario 
en Español, llame 1-888-549-0820. If you need help in a language other than English, call 1-888-549-0820 and tell the customer service 
representative the language you need. We’ll get you help at no cost to you. TTY users should call 1-888-842-3620.
DHHS Form 1282 - Authorized Representative (May 2016) Page 1 of 1Member Verification

Medicaid applicant/member’s signature                                                     Date (mm/dd/yyyy)

If signing with an “X,” please have two people sign below as witnesses.

Witness: 	 	 Witness:                                                                                                  

  Member is incapacitated and unable to sign. SCDHHS reserves the right to verify member’s inability to sign. Provide reason:

Authorization for Release of Information and
Appointment of Authorized Representative

for Medicaid Applications/Reviews and Appeals
Name of Medicaid applicant/member	   Social Security Number

 Appointing an Authorized Representative

Mail your signed form to: SCDHHS - Central Mail, PO Box 100101, Columbia, SC  29202-3101 Fax: (888) 820-1204

 Is there anyone that you would like us to share information with about your application? 
By completing this section, you can give permission for the following person to receive information about your application/
case, but they won’t have the ability to act on your behalf like an authorized representative. You also give SCDHHS permission to 
release information about this application to this additional person or organization. 
Name of person/organization								           Phone

Address							                     City			      State 	                  ZIP

Unit (if applicable)						      ID Number (if applicable)	

 OR
 Permission to Release Information 

Name of Authorized Representative (First name, Middle name, Last name)   

Authorized Representative’s address (Leave blank if you don’t have one.)                                            Apartment or suite number

City                                                                                                   State                         ZIP code

Authorized Representative’s phone number                            Other phone number

Authorized Representative’s email address

Organization name (if applicable)                                                                       Unit* (if applicable)         ID number (if applicable)

 New    Change    Addition 
 Remove this person or organization 

     as my authorized representative

*It is best to identify a specific unit for large organizations. 

Would you like to allow someone to represent you on all matters related to your case? 
You can give a trusted person or an organization permission to talk about your application with us, see your information, and act 
for you on matters related to your application, including getting information about your application and signing your application 
on your behalf. This person can also act for you on other matters, including reviews, appeals and managed care processes. 
This person is called an “authorized representative.” The Medicaid eligibility worker can release any information regarding your 
application/review and status to your authorized representative or any member of the organization indicated on this form. More 
than one person or organization can serve as your authorized representative. 
You can appoint, withdraw or change an authorized representative at any time. If you ever need to change your authorized 
representative, contact Healthy Connections. If you are a legally appointed representative for someone on this application, you 
do not need to complete this section.
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Discontinue Prior Editions 
Social Security Administration

Page 1 of 4 
OMB No. 0960-0024

Medical Source Opinion of Patient's Capability to Manage Benefits

In replying, use this address: 
SOCIAL SECURITY ADMINISTRATION

TELEPHONE NUMBER (Including Area Code)

DATE

SSA CONTACT

IDENTIFYING INFORMATION (SSA Only) 
If different from patient

NAME OF WAGE EARNER OR SELF-EMPLOYED PERSON SOCIAL SECURITY NUMBER

PATIENT'S NAME

PATIENT'S SOCIAL SECURITY NUMBER

PATIENT'S ADDRESS (Number and Street, City, State, and ZIP Code)

PATIENT'S DATE OF BIRTH

YOUR HELP IS NEEDED

The patient shown above has filed for or is receiving Social Security or Supplemental Security Income benefits. We need 
you to complete the back of this form and return it to us in the enclosed envelope to help us decide if we should pay this 
person directly or if he or she needs a representative payee to manage the Social Security Administration (SSA) benefits on 
his or her behalf.  
  
Please Note: This determination affects how benefits are paid and has no bearing on disability determinations. 
Unfortunately, SSA cannot compensate you for the time it takes to provide this information. Thank you for your help.

WHAT IS A REPRESENTATIVE PAYEE

A representative payee is someone who manages the patient's SSA benefits to make sure the patient's basic needs are 
met. The payee has a strong and continuing interest in the patient's well-being and is usually a family member or           
close friend.

Some individuals age 18 and older who have mental or physical impairments are not capable of managing their SSA 
benefits or directing others to manage them to meet their basic needs, so we select a representative payee to receive their 
benefits on their behalf. Examples of impairments that may cause incapability are dementia, brain damage or chronic 
schizophrenia. However, a person's need for some assistance with financial tasks such as bill paying, etc., does   not 
necessarily mean he or she cannot make decisions concerning basic needs and is incapable of managing his or her own 
benefits. If the individual is able to direct the management of his or her own benefits, then we will consider the individual 
capable. 

WHO NEEDS A REPRESENTATIVE PAYEE

PLEASE COMPLETE THE INFORMATION ON THE REVERSE OF THIS FORM



1. Date you first saw the patient

2. Date you last saw the patient

6. Does the patient:

PATIENT'S NAME

PATIENT'S SOCIAL SECURITY NUMBER

PATIENT'S ADDRESS (Number and Street, City, State, and ZIP Code)

PATIENT'S DATE OF BIRTH

3. How many times have you seen this patient?

4. Are you able to assess the patient's ability to manage or direct the management of funds? 
  
    If no, please skip the remaining questions and sign and date the form. 

NoYes

5. What is the basis for your assessment (e.g. observation, medical records, diagnostic tests, patient's self-report, family 
member's report)?

Note: Please keep in mind in responding to the following questions that the actual performance of the patient, when known, 
is usually the best indicator of the patient's abilities.

• Have a general understanding of his or her finances (i.e., income, assets, expenses)? Yes No Unknown

• Have sufficient ability to handle a checking/savings account? Yes No Unknown

• Have sufficient ability to pay bills in a timely manner? Yes No Unknown

7. Can the patient successfully manage or direct the management of funds to meet basic needs (e.g. food, clothing, 
shelter)?

UnsureNoYes
If "Yes," please provide a brief 
summary of the findings that led to 
this conclusion, and complete 
question 8. Please also sign and 
date the form.

If "No," please provide a brief 
summary of the findings that led to 
this conclusion, and complete 
question 8. Please also sign and 
date the form.

"Unsure," please explain and 
sign and date the form.

Form SSA-787 (12-2018) UF Page 2 of 4



TITLENAME OF MEDICAL SOURCE (Please print.)

TELEPHONE NUMBER (Include Area Code)ADDRESS (Number and Street, City, State, and ZIP Code)

I declare under penalty of perjury that I 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. I understand that anyone who 
knowingly gives a false statement about a material fact in this information, or causes someone else to do so, 
commits a crime and may be subject to a fine or imprisonment.

SIGNATURE OF MEDICAL SOURCE DATE

Page 3 of 4Form SSA-787 (12-2018) UF

8. Do you expect the patient to be able to manage or direct the management of his or her benefits in the future (e.g. the 
patient is temporarily unconscious)?

NoYes

Please explain your answer.



Privacy Act Statement 

Collection and Use of Personal Information

Sections 205, 807, and 1631(a) of the Social Security Act, as amended, allow us to collect this 
information. Furnishing us this information is voluntary. However, failing to provide all or part of the 
information may prevent us from making a determination regarding the beneficiary’s capability or 
inability to handle his or her own benefits. 
  
We will use the information to determine the beneficiary’s need for a representative payee. We may 
also share your information for the following purposes, called routine uses: 
  
 • To Federal, State, or local agencies for administering cash or non-cash income maintenance 

or health maintenance programs; and 
  
 • To contractors and other Federal agencies, as necessary, for the purpose of assisting the 

Social Security Administration in the efficient administration of its programs. 
  
In addition, we may share this information in accordance with the Privacy Act and other Federal laws. 
For example, where authorized, we may use and disclose this information in computer matching 
programs, in which our records are compared with other records to establish or verify a person’s 
eligibility for Federal benefit programs and for repayment of incorrect or delinquent debts under these 
programs. 
  
A list of additional routine uses is available in our Privacy Act System of Records Notices (SORN) 
60-0089, entitled Claims Folders Systems, as published in the Federal Register (FR) on April 1, 2003, 
at 68 FR 15784, and 60-0222, entitled Master Representative Payee File, as published in the FR on 
April 22, 2013, at 78 FR 23811. Additional information, and a full listing of all our SORNs, is available 
on our website at www.ssa.gov/privacy.

                                                                 This information collection meets the requirements of           
44 U.S.C. § 3507, as amended by section 2 of the Paperwork Reduction Act of 1995. You do not need 
to answer these questions unless we display a valid Office of Management and Budget control 
number. We estimate that it will take about 20 minutes to read the instructions, gather the facts, and 
answer the questions. SEND OR BRING THE COMPLETED FORM TO YOUR LOCAL SOCIAL 

SECURITY OFFICE. You can find your local Social Security office through SSA’s website at        

www.socialsecurity.gov. Offices are also listed under U.S. Government agencies in your 

telephone directory or you may call Social Security at 1-800-772-1213 (TTY 1-800-325-0778).  

You may send comments on our time estimate above to: SSA, 6401 Security Blvd, Baltimore, MD 
21235-6401. Send only comments relating to our time estimate to this address, not the 
completed form.

Paperwork Reduction Act Statement - 

Page 4 of 4Form SSA-787 (12-2018) UF
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