
 
Instructions to Claimants:  

Information from Private Physicians 
 

Instructions to Claimants – Pentagon and Shanksville, PA Disaster Areas 
Gathering and Submitting Information from Private Physicians 

 
The September 11th Victim Compensation Fund (“VCF”) works closely with the World Trade Center 
(“WTC”) Health Program to determine whether a claimant’s medical condition(s) can be certified as 
eligible for compensation from the VCF. For claimants who are being treated by private physicians 
outside of the WTC Health Program, the VCF gathers the claimant’s medical and exposure information 
and submits it to the WTC Health Program for review. Without information from the WTC Health 
program or a claimant’s treating physician, the VCF cannot deem a claimant eligible for 
compensation.  Please follow the instructions below and use the enclosed documents to gather the 
information the VCF needs in order to verify the claimed condition is eligible for compensation. 
 
Step 1: Review the enclosed documents to understand the type of information that is needed.  The 

documents can also be found on the www.vcf.gov website under “Forms and Resources”.  The 
website also has Frequently Asked Questions (“FAQs”) about the Private Physician process.    

 
Step 2: Review in detail the “Assessing Exposure to the September 11th, 2001 Attacks Form” and 

complete the form, being careful to use either the Responder or Non-Responder version based 
on the claimant’s specific circumstances. 
 

Step 3: Review the WTC Health Program “Diagnostic Essentials: Physical Health Conditions” 
document. The guidelines outline the specific documentation that is required in order to 
verify a condition for compensation from the VCF.  Review the required documents for the 
specific injury being claimed to confirm you will be able to provide the requested information. 

 
Step 4: Complete the 2-page “Treating Physician Information Form” using a separate form for each 

treating physician.  This form can be completed by the claimant or the physician.  Please list the 
conditions for which the claimant is being treated and the year of earliest diagnosis/symptom 
and provide relevant medical records (as outlined in the “Diagnostic Essentials” document) that 
support the diagnosis.  If the claimant completes the form, please notify the physician that the 
form has been submitted to the VCF.    

 
Step 5: Complete an “Authorization for Release of Medical Records Form” for each physician whose 

information is included in a “Treating Physician Information Form”.   Provide one original version 
of the Authorization Form to the individual physician and send a second original version to the 
VCF. It is important that you complete one Authorization for each physician and provide the 
completed, original Authorization forms to both the VCF and your physician(s). The 
Authorization Form authorizes the physician(s) to speak with the VCF about the claimant’s 
treatment.  Please note there is one version of the form for Personal Injury claimants and one 
version for those filing a claim on behalf of a Deceased Individual.   

 
Step 6: Gather the completed forms and relevant records from each physician and write the claimant’s 

name and VCF claim number on the first page of each form or document. Finally, complete the 
“Cover Sheet for Return of Completed Private Physician Forms” and upload the cover sheet 
and documents to the online claim or mail them in a single package to the VCF at: 

 
 
September 11th Victim Compensation Fund 
PO Box 34500 
Washington, DC 20043 

For overnight deliveries: 
September 11th Victim Compensation Fund 
1220 L Street NW 
Suite 100 - Box 408 
Washington, DC 20005-4018 

 
When uploading the forms to your online claim, please select “Private Physician Forms” from 
the list of document types.  Please do not upload or mail the documents separately.  It will 
speed processing if all of the documents for a single claim are uploaded at the same time or 
sent as one package to the VCF.  
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Cover Sheet for Return of  

Completed Private Physician Forms  
 
 

Cover Sheet for Return of Completed Private Physician Forms, Associated Records, 
and Assessing Exposure Worksheets 

 
 

Claimant Name: _____________________________________________ 
 
 
Claim Number: VCF __ __ __ __ __ __ __ 
 
 
Please complete this form and include it with the Private Physician forms and relevant documents that are 
uploaded to the online claim or mailed to the VCF. This form notifies the VCF that all of the applicable 
documents have been received for the claim.  For claimants who have one or more physicians who will mail 
the information directly to the VCF, this form identifies the physician(s) and notifies the VCF that the 
documents will be submitted.  
 
When uploading the forms to your online claim, please select “Private Physician Forms” from the list 
of document types.  This will help ensure your forms are properly categorized for faster processing.  Please 
see FAQ #4.12 on the ww.vcf.gov website for step-by-step instructions for uploading documents to your 
claim. 

 
** Claimants should submit the completed forms and relevant records in ONE package  

or upload the documents to the claim at the same time unless the physician is  
mailing the information directly to the VCF. ** 

 
 

 Check here if this package includes all information and documents the claimant expects to 
submit to the VCF regarding treatment by physicians outside of the WTC Health Program.  

 
  

Check here if this package includes all physician information and documents being 
submitted by the claimant, but additional documents will be mailed directly to the VCF by the 
physician(s).  If selecting this option, please indicate in the spaces below the names of the 
physicians who will mail documents to the VCF. 

 
  

 Check here if all information and documents will be sent to the VCF directly by the 
physicians (claimant will not submit any additional forms beyond those submitted by 
physicians). If selecting this option, please indicate in the spaces below the names of the 
physicians who will mail forms to the VCF.  
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** This form should be completed by the Claimant  ** 

Assessing Exposure to the September 11, 2001 Attacks – 
Pentagon or Shanksville, Pennsylvania 

Complete this form if you were present at the Pentagon or Shanksville, PA sites.  If you were present 
at the New York City Disaster Area, please use the version of the form specific to that site. 

For the purposes of completing this form, please use the following definitions: 
- A Responder is a worker or volunteer who provided rescue, recovery, demolition, debris 

removal, and related support services in the aftermath of the September 11, 2001 attacks on 
the Pentagon or the Shanksville, Pennsylvania site. 

- A Non-Responder is a person who was present at the Pentagon in the aftermath of the 
September 11, 2001, terrorist attacks as a result of their work, residence, or attendance at 
school, childcare, or adult daycare. 

• If the Claimant was a Responder to the Pentagon or Shanksville, Pennsylvania site, complete the
form starting on this page.

• If the Claimant was a Non-Responder at the Pentagon, complete the form starting on page 3.
*  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  * 

Claimant’s Name:   

VCF Claim Number: VCF__________  

1. Indicate the site where the Claimant was located:

  Pentagon       Shanksville, Pennsylvania Specify Location: 

2. Dates of response and recovery service (MM/DD/YYYY):

Start:    Finish: 

Comments (optional): 

3. Average hours per day:

4. Estimate of total time engaged in response and recovery work:

Weeks Months _____Days   

Comments (optional): 
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_________________________



** This form should be completed by the Claimant  ** 

5. Describe the activities that the Claimant was engaged in while responding to this event,
noting the approximate locations that these activities occurred.

6. Please describe the type of exposure hazards that you feel were encountered by the
Claimant during his/her response activities.

7. Please describe the adequacy of the Personal Protective Equipment (PPE) that was
utilized by the Claimant during his/her response activities, noting any breaches of this
PPE that may have occurred.

8. Optional – Please use this space to provide additional comments for consideration.

** End of Responder – Pentagon and Shanksville, PA Form ** 
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** This form should be completed by the Claimant  ** 

Please begin here if the Claimant was a Non-Responder at the Pentagon. 

Claimant’s Name:   

VCF Claim Number: VCF__________   

1. Immediately following the September 11, 2001 terrorist attack, where was the Claimant
located?

2. How long was the Claimant located at the site?

3. Describe circumstances surrounding the Claimant’s presence at the site:

4. Optional – Please use this space to provide additional comments for consideration

** End of Non-Responder – Pentagon Form ** 
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Treating Physician Information Form 
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Treating Physician Information Form 
 

** This form may be completed by the Physician or the Claimant ** 
Please complete a separate version of this form for each treating physician. 

 
 
Claimant Name:   _____________________________________________ 
 
VCF Claim Number:   VCF __ __ __ __ __ __ __ 
 
Physician Name:   _____________________________________________ 
 
In the below chart, list the conditions for which the claimant is currently being (or previously 
was) treated by the physician.  For each condition, provide the earliest date (month and year) of 
symptom onset and the date of first diagnosis (month and year).  
 
Please provide copies of relevant records to support the diagnoses for the conditions listed 
below and any other information that might be relevant to the VCF, such as the effect of the 
condition(s) on the claimant. Please refer to the “Diagnostic Essentials: Physical Health 
Conditions” document for the type of information that is required in order to verify a 
condition for compensation from the VCF.   
 
If applicable, please also provide a summary of any complications of treatment (i.e., new 
diagnoses stemming from treatment) and provide applicable medical records. 
 
 
 

Condition Treated 
Earliest Date of 
Symptom Onset  

(month/year) 

Date of First 
Diagnosis 

(month/year) 
 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 
  



 
 

Treating Physician Information Form 
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Treating Physician Contact Information 
 

** This form may be completed by the Physician or the Claimant ** 
Please complete a separate version of this form for each treating physician. 

 
 
Claimant Name:   _____________________________________________ 
 
VCF Claim Number: VCF__ __ __ __ __ __ __ 
 
Physician Name:   _____________________________________________ 
  
 
Physician Address: _____________________________________________ 
 
 
    City__________________State____ Zip____________ 
 
 
Physician Phone:   (_______)_____________________________________ 
 
 
Physician Fax:  ( _______)____________________________________ 
 
 
Physician Email:   _____________________________________________ 
   
 
Please also provide the state(s) where the physician is licensed to practice medicine, 
the corresponding license number(s) and any practice specialties along with the 
corresponding AMA Physician Specialty Code. 
 
State(s) and license number(s):  
 
________________________________________________________________ 
 
________________________________________________________________ 
 
Specialties and AMA Physician Specialty Codes: 
 
________________________________________________________________ 
 
________________________________________________________________ 
 
________________________________________________________________ 



 

Diagnostic Essentials: Physical Health Conditions 
 

GUIDANCE TO THE VICTIM COMPENSATION FUND 
FROM THE WORLD TRADE CENTER HEALTH PROGRAM  

 
First Issued: 18 December 2013 

Subsequently revised: April 2 2014, September 24, 2014, October 3, 2014, October 6, 2014,  
March 1, 2015, March 28, 2015, & May 19, 2015 

 
Please note that the relevant policies pertaining to the medical professional 
determination on behalf of a claimant to the Victim Compensation Fund (VCF) may be 
found on the World Trade Center Health Program (WTCHP) website at 
http://www.cdc.gov/wtc/policies.html.  The relevant policies include:  

 Policy and Procedures to Certification of Physician Determination for Aerodigestive and Cancer 
Health Conditions 

 Time Intervals for New Onset Aerodigestive Disorders 

 Rare cancers 

 Minimum Latency & Types or Categories of Cancer 

 Making a Determination about Exposure Aggravating Pre-Existing Aerodigestive Disorders 

 Health Conditions Medically Associated with WTC-Related Health Conditions.  
 

In general, the diagnosis of a health condition depends on a combination of medical 
history, physical examination, various types of diagnostic testing, including radiographic 
and other types of imaging, spirometry, and various laboratory and pathologic analyses. 
The WTCHP has recommended that diagnostic information listed in this document be 
utilized by the VCF to substantiate the diagnosis of claimed health conditions.   
 
For each category of health conditions, a star superscript (*) is listed next to the types of 
information considered essential to support the medical professional determination of 
the underlying condition.  In some categories, the clinician has a choice of which type of 
essential information is available in the medical record. Other clinical information that is 
not listed with a star superscript (*) may support a diagnosis of a health condition.  The 
VCF will then have a licensed medical professional make a determination regarding the 
health conditions and attest to the linkage of the conditions to the individual’s 9/11 
exposures.  The determination is then submitted for a verification decision by the 
WTCHP in accordance with the policies and procedures of the WTCHP.   The VCF renders 
the final decision regarding condition eligibility and subsequent consideration for 
compensation.  
 
 

http://www.cdc.gov/wtc/policies.html


 

 

Health Condition 
Category1 

 

Diagnostic Information 
Needed for Physician 

Determination 

Reference Guidelines Supporting the 
Medical Basis for Diagnostic Information 

by Type of Condition 
Interstitial Lung 
Disease2 

 
Pulmonary disease: 

 History (Symptoms) & Physical 
Exam Findings  

 PFTs/Spirometry 

 Radiographic/Imaging Evidence 
for lung findings*  

 
 
 
 

 American Thoracic Society(ATS)/European 
Respiratory Society International 
Multidisciplinary Consensus Classification of 
the Idiopathic Interstitial Pneumonias (2002)  

    
http://www.thoracic.org/statements/resour
ces/ interstitial-lung-disease/idio02.pdf 

 

 An Official American Thoracic 
Society(ATS)/European Respiratory Society 
Statement: Update of the International 
Multidisciplinary Classification of the 
Idiopathic Interstitial Pneumonias (2013) 

    
http://www.thoracic.org/statements/resour
ces/  interstitial-lung-disease/classification-
of-IIPs.pdf 
 

 ATS Statement on Sarcoidosis (1999) 
http://www.thoracic.org/statements/resour
ces/interstitial-lung-disease/sarcoid1-20.pdf 
 

 Vij R, Strek MA. Diagnosis and Treatment of 
Connective Tissue Disease-Associated 
Interstitial Lung Disease. CHEST 2013; 
143(3):814–824. 
 

 Casian A, Jayne D. Current modalities in the 
diagnosis of pulmonary vasculitis. Expert 
Opin Med Diagn 2012; 6(6):499-516. 

 

                                                           
1The general categories of health conditions that are listed in this Table have been drawn from the List of Health Conditions 
for Responders found at 42 U.S.C. §§ 300mm-22(a)(3)(A) and 300mm—32(b)(1).  
 
2Interstitial lung disease (ILD) is a term used to describe the pulmonary manifestation of more than 100 health conditions. 
ILD is characterized by inflammation and/or fibrosis of the lungs. Some of the health conditions manifesting ILD may 
include, but are not limited to, idiopathic pulmonary fibrosis, hypersensitivity pneumonitis, sarcoidosis, eosinophilic 
granuloma, bronchiolitis obliterans, pneumoconioses and certain systemic autoimmune diseases such as the connective 
tissue diseases (CTD), and small vessel vasculitides.  
 

http://www.thoracic.org/statements/resources/%20interstitial-lung-disease/idio02.pdf
http://www.thoracic.org/statements/resources/%20interstitial-lung-disease/idio02.pdf
http://www.thoracic.org/statements/resources/%20%20interstitial-lung-disease/classification-of-IIPs.pdf
http://www.thoracic.org/statements/resources/%20%20interstitial-lung-disease/classification-of-IIPs.pdf
http://www.thoracic.org/statements/resources/%20%20interstitial-lung-disease/classification-of-IIPs.pdf
http://www.thoracic.org/statements/resources/interstitial-lung-disease/sarcoid1-20.pdf
http://www.thoracic.org/statements/resources/interstitial-lung-disease/sarcoid1-20.pdf


 

Obstructive airways 
disease, excluding 
asthma and reactive 
airways disease3  

 History (Symptoms) & Physical 
Exam Findings* and/or 

 PFTs/Spirometry* 

 Radiographic/imaging 
(required to support diagnosis of 
bronchiectasis4) 
 
Note:  For WTC-exacerbated 
Chronic Obstructive Pulmonary 
Disease (COPD), there must be 
evidence that COPD was present 
prior to September 11, 2001 and 
worsened after exposure.5 

 

 Standards for the diagnosis and treatment 
of patients with COPD: a summary of the 
ATS/ERS position paper (2004) 
http://www.thoracic.org/statements/resou
rces/copd/copdexecsum.pdf 

 

 Diagnosis and Management of Stable 
Chronic Obstructive Pulmonary Disease: A 
Clinical Practice Guideline from the 
American College of Physicians, American 
College of Chest Physicians, American 
Thoracic Society, and European Respiratory 
Society (2011) 
http://www.thoracic.org/statements/resou
rces /copd/179full.pdf  

 
 

Obstructive airways 
disease—asthma and 
reactive airways 
disease only 

 History (Symptoms) & Physical 
Exam Findings* and/or 

 PFTs/Spirometry* 
 

 NIH National Heart, Lung and Blood 
Institute (NHLBI) Guidelines for the 
Diagnosis and Management of Asthma 
(National Asthma Education and Program 
(NAEPP)Expert Panel Report(EPR)-3, in 
2007) 

     http://www.nhlbi.nih.gov/health-
pro/guidelines/current/asthma-guidelines 

                                                           
3 Obstructive airways disease (OAD) is a broad category of respiratory diseases which are characterized by varying degrees 
of reversible and irreversible airways obstruction and include chronic respiratory disorder (fumes/vapors), chronic cough 
syndrome, WTC-exacerbated chronic obstructive pulmonary disease, asthma, and reactive airways dysfunction syndrome 
(RADS). 
 
4 Bronchiectasis is certifiable as WTC-related chronic respiratory disorder (fumes/vapors) and/or as a medically associated 
health condition to a certifiable WTC-related health condition under certain lung disease categories. 
 
5 Evidence supporting a diagnosis of WTC-exacerbated COPD consists of one or more of the following: (1) a record of 
physician diagnosis of COPD made prior to the individual’s 9/11 exposure; (2) history of symptoms of chronic cough, 
sputum production and/or dyspnea experienced prior to the individual’s 9/11 exposure; (3) a history of recurrent 
bronchopulmonary infections experienced prior to the individual’s 9/11 exposure; (4) a record of pulmonary function tests 
showing chronic airways obstruction existing prior to the individual’s 9/11 exposure; and/or (5) a record of imaging studies 
consistent with COPD existing prior to the individual’s 9/11 exposure. 
 

http://www.thoracic.org/statements/resources/copd/copdexecsum.pdf
http://www.thoracic.org/statements/resources/copd/copdexecsum.pdf
http://www.thoracic.org/statements/resources/copd/179full.pdf
http://www.thoracic.org/statements/resources/copd/179full.pdf
http://www.nhlbi.nih.gov/health-pro/guidelines/current/asthma-guidelines
http://www.nhlbi.nih.gov/health-pro/guidelines/current/asthma-guidelines


 

Upper Airway 
Inflammatory 
Disorders6    

 History (Symptoms) & Physical 
Exam Findings* 

 Radiographic/imaging (CT of 
the sinuses) 

 

 American Association of Family Physicians  
     Diagnosing Rhinitis: Allergic vs. Nonallergic 

(2006) 
http://www.aafp.org/afp/2006/0501/p158
3.html 

 

 American Academy of Otolaryngology/Head 
and Neck Surgery. Clinical Practice 
Guidelines on Adult Sinusitis(2007) 

     
http://oto.sagepub.com/content/137/3/36
5.full 

Gastroesophageal 
Reflux Disorder  

 History (Symptoms) & Physical 
Findings* and/or 

 Response to therapy* and/or 

 Endoscopic evidence of 
esophagitis, stricture or 
Barrett’s metaplasia* 

 

 American Gastroenterological Association 
(AGA) Medical Position Statement on the 
Management of Gastroesophageal Reflux 
Disease(2008) 
http://www.gastrojournal.org/article/S0016-
5085(08)01606-5/fulltext 

Sleep Apnea 
(Obstructive Sleep 
Apnea) "exacerbated 
by, or related to, a 
health condition" in 
Diagnostic Essentials, --
-excluding MSD and 
Malignant Neoplasms. 
 

 History (Symptoms) & Physical 
Findings 

 Interpretation of a 
polysomnogram  or sleep study 
by a sleep medicine specialist 
or pulmonologist, showing 
evidence of Obstructive Sleep 
Apnea* 

 

 American Academy of Sleep 
Medicine(AASM) Clinical Guideline for the 
Evaluation, Management and Long-term 
Care of Obstructive Sleep Apnea in Adults 
(2009) 

     http://www.aasmnet.org/Resources/clinical 
guidelines/OSA_Adults.pdf 

 

Musculoskeletal 
Disorders (MSDs)—
Heavy Lifting or 
Repetitive Strain7    

 History (Symptoms) & Physical 
Findings* and/or 

 Radiographic/Imaging 
Evidence* and/or 

 Electrodiagnostic testing (e.g., 
Electromyography and Nerve 
Conduction Velocity study) 

 
 
 

•   American Academy of Orthopedic Surgeons 
(AAOS) Endorsed Guideline - American Pain 
Society Clinical Guideline for the Evaluation 
and Management of Low Back Pain 
(Diagnosis and Treatment of Low Back Pain: 
A Joint Clinical Practice Guideline from the 
American College of Physicians and the 
American Pain Society)(2007)  
http://annals.org/article.aspx?article     
id=736814 

 

                                                           
6Upper airway inflammatory disorders is a broad category of health conditions; however, for the purpose of verification for 
VCF claims, the category is limited to include only the following conditions: chronic rhinosinusitis or chronic rhinitis (either 
irritant or allergic), chronic nasopharyngitis, chronic laryngitis, and upper airway hyperactivity.  
 

7In the case of a WTC responder only (i.e., not in the case of a survivor) who received any treatment for a WTC-related musculoskeletal 
disorder on or before September 11, 2003, the list of health conditions that can be verified includes: (1) low back pain; (2) carpal tunnel 
syndrome (CTS); and (3) other musculoskeletal disorders. The term ‘WTC-related musculoskeletal disorder’ means a chronic or recurrent 
disorder of the musculoskeletal system caused by heavy lifting or repetitive strain on the joints or musculoskeletal system occurring 
during rescue or recovery efforts in the New York City disaster area in the aftermath of the September 11, 2001, terrorist attacks. See 42 
U.S.C. § 300mm-22(a)(4). 
 

http://www.aafp.org/afp/2006/0501/p1583.html
http://www.aafp.org/afp/2006/0501/p1583.html
http://oto.sagepub.com/content/137/3/365.full
http://oto.sagepub.com/content/137/3/365.full
http://www.gastrojournal.org/article/S0016-5085(08)01606-5/fulltext
http://www.gastrojournal.org/article/S0016-5085(08)01606-5/fulltext
http://www.aasmnet.org/Resources/clinical%20guidelines/OSA_Adults.pdf
http://www.aasmnet.org/Resources/clinical%20guidelines/OSA_Adults.pdf
http://annals.org/article.aspx?article%20%20%20%20%20id=736814
http://annals.org/article.aspx?article%20%20%20%20%20id=736814


 

• American Academy of Orthopedic 
Surgeons(AAOS) Clinical Practice Guideline  
on the Diagnosis of Carpal Tunnel Syndrome 
(2007) http://www.aaos.org/                        
research/guidelines/CTS_guideline.pdf 

 

Malignant Neoplasm: 
General 

 History (Symptoms) & Physical 
Findings 

 Radiographic/Imaging evidence 

 Chemistry Laboratory  

 Tissue biopsy or pathology 
report* 

Exception: Tissue biopsy is not 
required for certain neoplasms. 
See NCCN guidelines for 
information about these 
neoplasms. 

 

 National Comprehensive Cancer Network 
(NCCN) guidelines  
http://www.nccn.org/professionals/ 
physician_gls/f_guidelines.asp 
 

 National Cancer Institute (NCI) 
http://www.cancer. gov/ 
cancertopics/factsheet/detection/pathology
-reports   
 

  Borowitz M, Westra W, Cooley LD, et al. 
Pathology and laboratory medicine. In: 
Abeloff MD, Armitage JO, Niederhuber JE, 
Kastan MB, McKenna WG, editors. Clinical 
Oncology. 3rd ed. London: Churchill 
Livingstone, 2004. 

Malignant Neoplasm: 
In-Situ Neoplasm 

 History (Symptoms) & Physical 
Findings 

 Radiographic/Imaging evidence 

 Chemistry Laboratory  

 Tissue biopsy or pathology 
report* 

 
All malignant in-situ neoplasms 
are eligible for certification except 
the following: (1) lobular 
carcinoma in-situ of the breast 
(except pleomorphic lobular 
carcinoma); (2) in-situ carcinoma 
of the gallbladder; (3) colorectal 
adenomatous polyp with area of 
in-situ carcinoma; and (4) in-situ 
carcinoma of the cervix.  

 National Comprehensive Cancer Network 

(NCCN) guidelines 

http://www.nccn.org/professionals/physicia

n_gls/f_guidelines.asp 

 

 National Cancer Institute (NCI) 
http://www.cancer.gov/cancertopics/factsh
eet/detection/pathology-reports   

 

 

Malignant Neoplasm: 
Unknown primary 

 History (Symptoms) & Physical 
Findings 

 Radiographic/Imaging evidence 

 Chemistry Laboratory  

 Tissue biopsy or pathology 
report* 

When the diagnosis under review 
is a metastatic neoplasm of an 
unknown primary, a diagnostic 
work-up summary is required to 
demonstrate that an appropriate 

 Ettinger DS, Agulnik M, Cates JM, Cristea M, 
Denlinger CS, Eaton KD, et al. Occult Primary. 
Clinical Practice Guidelines in Oncology. J 
Natl Compr Canc Netw. 2011;9(12):1358-95. 

http://www.aaos.org/%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20research/guidelines/CTS_guideline.pdf
http://www.aaos.org/%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20%20research/guidelines/CTS_guideline.pdf
http://www.nccn.org/professionals/%20physician_gls/f_guidelines.asp
http://www.nccn.org/professionals/%20physician_gls/f_guidelines.asp
http://www.nccn.org/professionals/physician_gls/f_guidelines.asp
http://www.nccn.org/professionals/physician_gls/f_guidelines.asp


 

search for the primary malignancy 
was done.  
 
When the diagnostic work-up 
does not reveal a primary site, the 
neoplasm shall be classified as a 
neoplasm of the metastatic site. 
 
When the diagnostic work-up 
does reveal a primary site, the 
neoplasm shall be classified as a 
neoplasm of the primary site.  
 
To ensure clarity about the 
condition for which verification is 
requested, the medical 
determination should only state 
the final diagnosis and the date of 
this diagnosis. 
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Authorization for Release of Medical Records

September 11th Victim Compensation Fund
Exhibit A to the Eligibility Form For Personal Injury Claimants

Authorization for Release of Medical Records

Instructions for Claimant - Please list all doctors and health care providers who were involved in
diagnosing and treating your injury, as well as any other entities (e.g., insurance companies, workers'
compensation programs, pension programs) that may have medical information in Section 1. Then, please
print your name and address and sign in the block in Section 2.  Once you have completed and signed this
authorization, please make a copy of your signed form and maintain it with your personal records.

When you sign this document, you give permission to your doctors, health care providers or other
entities listed below to disclose your health information to the September 11th Victim
Compensation Fund (VCF), the United States Department of Justice (DOJ), and the World Trade
Center (WTC) Health Program administered by the National Institute for Occupational Safety and
Health (NIOSH) for purposes of evaluating your claim for compensation to the VCF.  By signing
this document, you also give permission to the VCF to disclose your health information to the
WTC Health Program and to the WTC Health Program to disclose your health information to the
VCF for the purpose of evaluating your claim for compensation under the VCF.

Please note that you may revoke this Authorization at any time, except to the extent that the VCF, WTC
Health Program, or the providers listed below have already acted based on this Authorization. To revoke
this authorization, you must write to the providers or entities listed below and to the VCF at the address at
the bottom of page 3 of this form.  This authorization is valid for six (6) years from the date signed or upon
your written termination, whichever is sooner.

Your doctors and medical providers may not condition treatment, payment, enrollment or eligibility for
benefits on whether you sign this Authorization. However, the VCF may not be able to evaluate your claim
if you do not authorize the release of your medical records.  Your decision to sign or not sign this
authorization also has no impact on your eligibility for enrollment, monitoring, treatment, or other WTC
Health Program benefits.

Your providers and certain other entities are required by the Privacy Rule under HIPAA to protect your
health information. When they provide the information to the VCF it will not be protected by this same
Privacy Rule. However, the VCF and  DOJ will continue to protect the confidentiality of your medical
records to the extent they are permitted to do so under another Federal law, the Privacy Act.  The VCF will
not disclose your identifiable health information that it receives under this Authorization without your
written consent except where authorized to do so by law.

Information to be disclosed by your health care providers (or other entities listed below)  to the
Victim Compensation Fund includes, but is not limited to, application or enrollment information,
eligibility information, claims records, claim status, pension records and files, entire patient
medical records, patient histories, office notes (except psychotherapy notes), test results,
radiology studies, films, referrals, consults, billing records, insurance records, and records sent to
your doctors and medical care providers by other health care providers.  Your health care

  For the purposes of this document, all references to the WTC Health Program also include NIOSH to the
extent it administers the WTC Health Program.
  If you wish to revoke this authorization because you do not want the VCF and WTC Health Program to
exchange your health information for purposes of evaluating your claim for compensation under the VCF,
then you only need to write to the VCF.
  The WTC Health Program will protect your health information pursuant to HIPAA and/or any other
relevant laws and regulations.

Claimant's SSN or National ID Number

- -
OMB 1105-0092

September 11th Victim Compensation Fund
Exhibit A to the Eligibility Form For Personal Injury Claimants

Authorization for Release of Medical Records

3

2

1

3

2

1

Claimant's SSN or National ID Number

- -

1992579934
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September 11th Victim Compensation Fund
Exhibit A to the Eligibility Form For Personal Injury Claimants

Authorization for Release of Medical Records

I hereby authorize the person, carrier or other entity listed below to disclose confidential information about the
claimant listed below to the VCF, the DOJ and NIOSH:

Section 1 -  Name, telephone number and email address for doctors, health care providers or other entities.

Physician/Other Entity or Program:

By initialing, I acknowledge that the information described above may include mental health
information and I authorize the release of such information. Initial here:

Doctor/Provider/Entity Name

Doctor/Provider/Entity Address

Doctor/Provider/Entity Address continued Suite Number

City

State/Province Zip/Postal Code     Telephone Number

( ) -

Email Address

providers and/or the VCF may also disclose this information to the WTC Health Program for the purpose of
evaluating your claim for benefits under the VCF.  In addition, the WTC Health Program may disclose
information to the VCF for purposes of evaluating your VCF claim.  This information includes, but is not limited
to, whether you are a member of the WTC Health Program, and if so, where you receive your WTC Health
Program health care benefits; whether you have been certified for treatment under the WTC Health Program;
the number of and specific conditions for which you have been certified for treatment under the WTC Health
Program; and information relating to payment of claims for treatment and pharmaceuticals received under the
WTC Health Program.

Disclosure requested will include otherwise confidential information. If records include claims or
other information pertaining to chronic diseases, behavioral health conditions, including alcohol or
substance abuse, communicable diseases, including HIV/AIDS, and/or genetic marker information, these
records will be included in the information made available to the VCF.

I understand that this authorization is voluntary. However, if you refuse to sign this authorization, the
VCF will not be able to process your claim for compensation.

Claimant's SSN or National ID Number

- -

3791579933
V 2.1.02
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Authorization for Release of Medical Records

Section 2 - Claimant information and signature.

This information shall be sent to:

September 11th Victim Compensation Fund
P.O. Box 34500
Washington, DC 20043

Claimant's Last Name

First Name Middle Name

Mailing Address

Mailing Address continued Apartment/Suite Number

City

State/Province Zip/Postal Code Social Security or National ID Number

- -

 Date of Birth (mm/dd/yyyy)

/ /
 Telephone Number (Home)

( ) -

 Telephone Number (Work)

( ) -
 Telephone Number (Mobile)

( ) -

Email Address

Claimant's SSN or National ID Number

- -

1712579934
V 2.1.03
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September 11th Victim Compensation Fund
Exhibit A to the Eligibility Form For Personal Injury Claimants

Authorization for Release of Medical Records

Section 2 - Claimant information and signature continued.

I Certify that I am the person named below (Claimant to the Victim Compensation Fund or Authorized Representative of the
Claimant) and I authorize the release of information listed above, including disclosure of information by the WTC Health
Program to the VCF, for the purposes of evaluating my claim for compensation under the VCF.  I understand that the
knowing and willful request for or acquisition of a record pertaining to an individual under false pretenses is a criminal offense
subject to a $5,000 fine.

Signature of Claimant or Authorized Representative(s)

Print Name Relationship to Claimant

Type of coverage to which this authorization applies (the doctor, health care provider or other entity will indicate all that apply)

Date (mm/dd/yyyy)

/ /

Medical

Disability

Pharmacy

Long Term Care

Other.  Please specify/describe.

Claimant's SSN or National ID Number

- -

5210579931
V 2.1.04
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