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Participation in this SSA/OPM Test Project is Voluntary.

To be Completed by Employee

___________________   ___   ____________________________     (_____)_______________
   First Name           Middle Last Name            Home Telephone Number

          Initial

__________________________________________________________________________________
Home Address, City, State, Zip Code

____________________________________________________           (______)___________________
Name/Location of Agency Work Telephone Number

________/________/_______     ____________________________     ________/________/________
Date of Birth                 Social Security Number  Alleged Onset Date OR Date
                Application Submitted to Agency

ADVANTAGES OF FEDMER
•  One-stop shopping--begin the application process for Social Security Disability  while

filing for FERS disability benefits at your agency.
•  The U.S. Office of Personnel Management (OPM) and Social Security will share

medical evidence so you don’t have to obtain duplicate information.
•  SSA will send OPM a copy of  its decision letter. If you qualify for Social Security

disability benefits, OPM can adjust your FERS annuity immediately.  This will reduce
the chance of an overpayment.

•  OPM and SSA can make their decisions faster.
•  Find more details about FEDMER on the FEDMER Participation Fact Sheet or visit

www.opm.gov/benefits/fedmer/fedmer.htm

By agreeing to participate in the SSA/OPM FEDMER Test Project, I authorize OPM and SSA to share
information related to my claim for disability benefits.  I have read the description of the Test Project and
understand that I am not waiving any of my rights under the SSA and OPM disability programs by
participating in this test.  I also understand that all medical records and other information related to my
claim will be kept confidential according to the applicable Privacy Act regulations.

I understand SSA will give to OPM an estimate of my Social Security disability amount once I have applied
for FERS disability benefits.  I also understand that SSA will send to OPM a copy of my Social Security
notice of award or disallowance, and notify OPM if/when I file an appeal of my Social Security disability
claim.  I am the individual to whom the information/record applies.  I know if I make any representation
that I know is false to obtain information from Social Security records, I could be punished by a fine or
imprisonment or both.

� I want to participate in FEDMER.

__________________________________________ _______/_______/_______
Employee Signature                                   Date

� I understand the advantages of FEDMER, and I do not want to participate.

______________________________________________ ________/________/________
                                  Employee Signature                                   Date
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To be Completed by Agency Representative

This certifies that ____________________________________________________________________
Employee Name/SSN

has completed the FEDMER package and we are forwarding it to OPM on ____/___/____.
                                                    Date

The employee’s work status currently is:
________________________________________________________________________

(.e.g, LWOP, sick leave, regular work, etc.)

_____________________________________     ________/________/________
Agency Representative Date

Agency Representative:
After you complete the first page of this form, please fax BOTH pages of this form to the
servicing SSA Field Office. Put the original form in the FEDMER package you send to
OPM.  See http://www.ssa.gov/phila/fedmr1.htm for Social Security fax numbers and other
information about Social Security Disability claims under FEDMER.

FEDMER BENEFIT VERIFICATION/LEAD
To Servicing SSA Field Office:
___________________________
_

Street Address
___________________________
_

             City/State/Zip

Fax  Number:___________________________

From:
_________________________________

Name/Agency

Phone Number: __________________
Fax
Number:____________________

Additional Comments:
_______________________________________________________________________

_______________________________________________________________________

To be completed by the servicing Social Security field office
Social Security Disability Benefit Amount Verification

Based on the “Alleged Onset Date or Date Application Submitted to OPM” (see the last
entry in “To Be Completed by Employee” box on the first page of this form), the
claimant’s estimated SSA Disability benefit amount is:  $_______________ per month.

____________________________________________      (_______)_____________________________
Signature of Field Office Employee/Title           Phone Number

After completing this section, please fax this page to OPM at (202) 606-4052.
See RC Memorandum 27-99 for instructions regarding lead/appointment actions to be
taken now, subsequent receipt of the FEDMER package, and coding the NOT1 screen on
MCS.  If you have any questions, please contact the Disability Procedures Team at (215)
597-7490.

http://www.ssa.gov/phila/fedmr1.htm
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