Page 1 of 2
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F504.482.6153 www.miskolaw.com
———e LAW OFFICES OF

BENJAMIN MISKO ..

Service: Mailing:
1100 Poydras St., Ste. 2900 #150 PO Box 19390
New Orleans LA 70163 New Orleans, Louisiana 70179

Phone: (504) 483-9102
Fax: (504) 482-6253

FEE AGREEMENT
SOCIAL SECUIRTY DISABILITY/SSI

ATTORNEYS’ FEE: I hereby employ The Law Offices of Benjamin Misko, L.L.C., its Contract
Attorneys, and office assistants to represent me before the Social Security Administration (SSA)
in my Social Security Disability case, Supplemental Security Income (SSI) case, or both. If I
win, I agree that my attorney’s fee will be twenty-five percent (25%) of all past-due benefits
awarded me and my family, or the maximum fee established by the Social Security
Administration (currently $6,000.00); whichever is less. | understand that the attorneys’ fee
depends on winning my case. If I do not win benefits, then the attorneys get no fee.

PAYMENT OF ATTORNEYS® FEE: | understand that the SSA will hold out 25% of past-due
Social Security Disability Benefits and Supplemental Security Income (SSI) and pay my
attorneys for their work on the social security disability part of the case. If I receive both social
security disability and SSI benefits, | agree that the attorney fee will be the lesser of 25% of all
past-due benefits awarded to my family and me, or the dollar amount established by 42 U.S.C.

406 § (a)(2)(A), which is currently $6,000.00, but which may be increased from time to time by
the Commissioner of Social Security.

I understand that Social Security past-due benefits are the total amount of money to which I and
any auxiliary beneficiaries, such as my minor children, become entitled through the month
before the month SSA effectuates a favorable administrative determination or decision on my
claim.

OTHER EXPENSES: 1 agree to reimburse The Law Offices of Benjamin Misko, L.L.C. for any
costs incurred for obtaining my records and for tax on attorney fee, if any. The Law Offices of
Benjamin Misko, L.L.C. reserves the right to request all costs and expenses for me, the client.
Any expenses over $50.00, individually, will be incurred only with my permission. I agree to pay
expenses whether we win or lose.

I HAVE NOT BEEN PROMISED THAT I WILL WIN. My attorneys promised that they will
do their best to help me get approved for benefits. They did not promise me that I will win. The
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attorney has the right to withdraw as representative at any level in the claim for any reason
including, but not limited to, lack of client cooperation or conflict of interest.

SCOPE OF AGREEMENT: The Law Offices of Benjamin Misko, L.L.C. represents you only in
your Social Security disability and/or SSI claim.

LAW GOVERNING AGREEMENT: The laws of the United States and the rules and regulations

of the SSA apply to and govern the construction, performance and interpretation of this
agreement.

I accept and approve this agreement:

This agreement is executed by me, the undersigned client, on this day of
52013,

Client Signature

Client- Print Name

This agreement is hereby accepted on this day of s 2013,

FOR: The Law Offices of Benjamin Misko, L.L..C.




Social Security Administration

A . . & ; Farm Approved
Please read the instructions before completing this form. OMB No. 0960-0527
Name {Claimant) (Print or Type) Social Security Number
Wage Earner (If Different) Social Security Number
Part| . APPOINTMENT OF REP ENTATIVE “
| appoint this person, LC\LJO L e O e,m'\&m\n ]\N SEo

(Name and Address)N
to act as my representative in connection with my claim(s) or asserted right(s) under:
g Title 1l £ Title XVI R4 Title XVl ] Title VIl
(RSDI) (Ssl) (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).
P4 I authorize the Social Security Administration to release information about my pending claim(s) or asserted

right(s) to designated associates who perform administrative duties (e.g. clerks), partners, and/or parties

under contractual arrangements (e.g. copying services) for or with my representative.
{11 appoint, 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
( ) = 3 -

Part Il // ACCEPTANCE OF APPOINTMENT
l, Bﬂ.ﬂiqn.’n Aiske , hereby accept the above appointment. | certify that |

have®htt been suspended‘or prohibited from practice before the Social Security Administration; that 1 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 lIl satisfies this requirement.)

Check one: E I aman attorney.  [_] | am a non-attorney eligible for direct payment under SSA law.

[Jlama non-attorney not eligible for direct payment.

| am now or have previously been disbarred or suspended from a court or bar to which | was previously

admitted to practice as an attomey. [JYES [¥|NO

| am now or have previously been disqualified from participating in or appearing before a Federal program or agency.
[1YES NO

| 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
_ PO Box 192320 New Ocieans L A 7oN794
Telephone Number (with Area Code) Fax Numbear (with Area Code) Date
(Bo4)48% -Q\01. (B4R ~(0)5 D
Part lI FEE ARRANGEMENT

(Select an option, sign and date this section.}

@ Charging a fee and requesting direct payment of the fee from withheld past-due benefits. (SSA must authorize the fee
unless a regulatory exception applies.)

] Charging a fee but waiving direct payment of the fee from withheld past-due benefits —| do not qualify for or do not
request direct payment. (SSA must authorize the fee unless a regulatory exception applies.)

M Waiving fees and expenses from the claimant and any auxiliary beneficiaries —By checking this block | certify that
my fee will be paid by a third-party, and that the claimant and any auxiliary beneficiaries are free of all liability, directy or
indirectly, in whole or in part, to pay any fee or expenses to m= or anyone as a result of their claim(s) or asseried right(s).
(SSA does not need to authorize the fee if = third-party entify or a govemment agency will pay from its funds the fee and any expenses for
this appointment. Do not check this block i @ third-party individual will pay ihe fee.)

:] Waiving fees from any source —I am waiving my right to charge and collect any fes, under sections 206 and 1631(d)(2}
of the Social Security Act. | relsase my client and any auxiliary beneficiaries from any cbligations, contractual or otherwise,
which may be owed o me for senvices provided in connection with their claim(s) or asserted right(s).

Signature (Representative) Date

|

CLAIMANT COPY

Form SSA-1696-U4 (03-2011) =7 (03-2011)
Destroy Prior Editions



