3

V.

For the best experience, open this PDF portfolio in
Acrobat X or Adobe Reader X, or later.

Get Adobe Reader Now!



http://www.adobe.com/go/reader


From: Communications, VCF (CIV)

To: Communications, VCF (CIV)

Subject: Online Claims System Enhancements — coming Monday, August 17
Date: Friday, August 14, 2026 10:49:40 AM

Attachments: Online Claims System Enhancements August 2026.pdf

ExhibitA-Personal-Injury Revised SAMPLE.pdf
ExhibitA-Deceased Revised SAMPLE.pdf
SignaturePage SAMPLE.pdf

*This email is sent from an unattended mailbox.*

Good morning,

As noted in our August 11, 2026 communication, the VCF is implementing
several enhancements to the online claims system.

The attached “Online Claims System Enhancements — August 2026" has
detailed information about the updates. Note that links in this document will
pe active on Monday. Also attached are samples of the updated Exhibit A
and Signature Page referenced in the attachment. All members of your staff
should review the attachments in detail.

The online system will be unavailable beginning 7:00 p.m. Friday, August 14
through 7:00 a.m. Monday, August 17.

As always, we welcome your feedback and appreciate your continued
collaboration with our team.

September 11th Victim Compensation Fund

U.S. Department of Justice

VCF Helpline: 1-855-885-1555

Website: www.vef.gov

Information for Law Firms: www.vcf.gov/lawfirms

Please do not reply to this email. This email was sent from a mailbox that is
not monitored.
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VCF Forms and Online Claims System - August 2026 Enhancements

The form updates and claim system enhancements listed below will be available in
the online claims system beginning on Monday, August 17, 2026.

General Form Updates:

The following forms have been updated and as of August 17, 2026, will only be available
through the claimant portal.

1)

2)

Exhibit A - Authorization for Release of Information and Medical Records
(previously titled Exhibit A - Authorization for Release of Medical Records):

Major updates include:
Removed the language requiring the completed form be mailed to the VCF

Eliminated the “Physician/Other Entity or Program” portion of the form (formerly
Section 1)

o Claimants need not list all doctors and health care providers who were
involved in diagnosing and treating an injury

Reformatted the form fields for easier completion
Added a new field for the WTC Health Program ID number, if known
Revised instructions include:

o Clear handwritten signature requirements

o Details to clarify that the VCF does not receive medical records directly from
the World Trade Center Health Program

o Steps to complete and upload the form to the on-line claim

Claim Form Signature Page: Added instructions to clarify that claimants must
print the form, then initial and sign the form by hand.

Claims System Updates:

1)

*NEW System-generated* Exhibit A and Claim Form Signature Page: The online
system will now generate a partially pre-populated PDF version of these forms,
similar to the Client Authorization form. The pre-populated data is pulled directly
from the claim, so if you identify information on the form that is incorrect, it must
be corrected in the claims system.

Instructions for both forms have been updated and are included with each form
you generate from the system. Sample blank forms with instructions were
provided in the email notifying you of the system enhancements, and all members
of your team should review the instructions in detail.

When using the system-generated forms, the same rules apply regarding law firm
verification of the accuracy of the data, the requirement for a wet signature and
signature date, and the need for the firm to maintain a copy of the original
document. The forms must be generated, completed, printed, executed, and
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uploaded to the claim. Review the Instructions for Accessing Pre-Populated Forms
to learn more.

If the VCF deems a previously submitted Exhibit A or Signature Page insufficient,
you must download the new version of the form from the claim system. You cannot
use a saved blank version of either form.

The PDF versions of the forms have been removed from our website. You must
begin using the pre-populated versions of the forms from the online system for any
claim for which you have not already prepared the forms. If the pre-populated
information in either form is incorrect, you must complete and submit a Claim
Information Resolution Form to correct the information. Once corrected in the
system, you must generate a new form with the corrected information.

We will continue to accept previous versions of the forms that were already
completed and are sufficient to process the claim.

Downloadable Forms dropdown now includes the following forms:
¢ All Claims - Signature Page

e Personal Injury Exhibit A

e Deceased Victim Exhibit A

e Law Firm Payment Authorization (previously labeled “Client Authorization
Form”)

Functionality Enhancements:

¢ Amendment Rules: To align with longstanding VCFE policy, functionality has
been added that prevents the submission of “Add New Condition”
amendments without a corresponding compensation amendment for claims
that are approved and have received an award determination. With this update,
the “Add New Condition” button on the Amendments page will be disabled
until a “Compensation Change” amendment is submitted. The “Add New
Condition” button becomes active after the compensation amendment is
submitted and the user returns to the Amendments page. Both amendments
must be submitted before the VCF will begin reviewing the new information.

e Additional Action Buttons: Action buttons such as “Submit Registration” and
“Submit Compensation” have been added at the bottom of the corresponding
pages in the claimant portal. These buttons continue to exist at the top of pages,
and the additional placement adds visibility to these steps in the process.

e Ability to View Pension Information from Third-Parties: As explained in the
email sent to law firms on August 5, 2026, Pension data the VCF receives
directly from FDNY, NYCERS, and NYSLRS will be visible in the online claim,
similar to what has been in place for several years with SSA information. The
information will be visible in “View Documents” and the file name will
generally be the claim number followed by the claimant's last name and first
name (ClaimNumber_LastName FirstName). The information will have either
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the “Support Data” document type or the “Compensation/Benefits
Document” document type.
There will not be any other indication in the system to identify the file as pension

data. All members of your team should review the August 5, 2026, email for
additional details about the pension information.

Conditions: The “Add Injury” conditions dropdown is now alphabetized, and the
secondary Cancer dropdown is categorized by region of the body and
alphabetized by condition within each category. See screenshot excerpt below.

NOTE: This update does not include changes to the initial dropdown list of

Add Injury

Choose the name of the condition from the list below. You can find the condition in your WTC Health Program certification letter.

Name of Condition:*
Cancer v

Name of Cancer Condition:* v

When did the victim first begin experiencir’

Blood & Lymphoid Tissue - Diffuse non-Hodgkin lymphoma

Blood & Lymphoid Tissue - Follicular (nodular) non-Hodgkin lymphoma
Do Not Kno
o Not Know - Month: Blood & Lymphoid Tissue - Hodgkin's disease
Blood & Lymphoid Tissue - Leukemia of unspecified cell type

What was the victim's first date of diagnos
Blood & Lymphoid Tissue - Lymphoid leukemia

Blood & Lymphoid Tissue - Malignant immunoproliferative diseases

Do Not Know Month: Blood & Lymphoid Tissue - Monocytic leukemia

Blood & Lymphoid Tissue - Multiple myeloma and malignant plasma cell neoplasms

conditions that include Childhood Cancers, Prostate Cancer, Mesothelioma and
Rare Cancers.

4.) Text Changes: Several minor text changes were made throughout the system to
improve user experience through plain language and additional guidance. For
example, additional next steps at milestone points, a reminder about acceptable
browsers, and clarification that account creation is not registration.

Major text changes include:

3 August2026 | VCF Helpline: +1(855) 8851555 | wvcf.gov

Updated the text on the Amendment screens related to the amendment
changes listed above.

Added information for claimants who are starting their claim. This information
also links to a new resource: Before you Begin Your Claim Checklist.

Added clarifying instructions to the Upload Files page, including a link to a new
resource: Document Upload Cuide. As part of these changes, the list of
Document Types has also been updated to remove unnecessary document
types. The full list of available Document Types is included in the Document
Upload Guide.
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Authorization for Release of
Information and Medical Records

September 11th (Claim Form Exhibit A)
Victim Compensation Fund OMB No: 1105-0092

Victim’s SSN or National ID Number

Personal Injury Claimants
Authorization for Release of Information and Medical Records

This Authorization allows the September 11th Victim Compensation Fund (VCF) and the World Trade Center
(WTC) Health Program administered by the National Institute for Occupational Safety and Health (NIOSH)' to
share and exchange information for purposes of your VCF claim.

To help with your VCF claim, the VCF will send your completed Authorization to the WTC Health Program.
The WTC Health Program will securely send the VCF information related to your claim, including confirmation
of your eligible certified condition. You do not need to do anything more for the WTC Health Program to share
this information with the VCF.

The VCF does not receive your medical records directly from the WTC Health Program, your physicians,
or other healthcare providers. If medical records are needed for your claim, you mustysubmit them to the
VCF. Section 1.4.d of the VCF Policies and Procedures includes information on when to submit medical regords
and what to include if you submit them.

If you are approved for the VCF Private Physician Process, your Authorization also allows the VCF and the
WTC Health Program to discuss and exchange health information related{o,your claim. It also allows the WTC
Health Program and VCF to discuss and exchange information with physicians, providers, or othebentities named
in medical records or other documents you submit to the VVGFmas, part ofithe Private #Physician Process
(https://www.vcf.gov/private-physician-process).

How to complete this form:

The form is pre-populated with information from the VCE online claimsisystem. You should review the form
carefully to confirm all the information is correct. If the‘infermation on the form is not accurate, it means the
information in your online claim is not correct. {ficorrectionsiaresieeded in the claims system, contact your
attorney (if you are working with one) or call the VCF,Helpline. You or your attorney can then download a new
form with the corrected information. Do not sign this form unless albthe information is correct and matches
the information in your online claim.

1. Read the information in this Authorization.

2. Atthe top of page 3, write yout initials in the box labeled #Initial Here.” DO NOT type your initials.
Your initials must be handwritten.

3. In Section 1, confirm that the aute-populatedMCF Claim Number; Social Security Number or National
ID Number; First, Middle, and Last Names; and Date of Birth are correct. If corrections are needed,
contact your atterney (if you are working with one) or call the VCF Helpline.

4. Complete the remainingifields in Section\d electronically or by hand.

Print the form. A printed copy ofithe completed form must be signed by hand.

6. In Section 2, print your name, sign‘in‘pen and ink, and enter the date you signed. You must sign the
formsby hand. The VCE(cannot accept electronic signatures.

7. Scan the entire document, including pages 1 and 2, or take clear photographs of each page. If using
photographs combine them into one file.

8L |Save the file'with,a name that only uses letters and numbers. The claims system will not allow you to
uploaddfiles with‘names'that include special characters or blank spaces.

9. Upload the saved document to your online claim. When uploading, select the document type “Exhibit
A: Authorization for Release of Information and Medical Records.” Uploading the document is
recommended 10 help avoid delays or incomplete submissions.

10. If you cannot upload the file to your online claim, you may mail it to:

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

o

' 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.

Updated: August 2026 VCF Helpline: 1-855-885-1555 A-1
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Authorization for Release of
Information and Medical Records

September 11th (Claim Form Exhibit A)
Victim Compensation Fund OMB No: 1105-0092

Victim’s SSN or National ID Number

By signing this document, you give permission to the VCF and the United States Department of Justice (DOJ) to
share your health information with the WTC Health Program administered by NIOSH. You also authorize the
WTC Health Program to share your health information with the VCF to evaluate your claim for compensation
under the VCF.

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 glaims or other
information pertaining to chronic diseases; behavioral health conditions, including alcohol'er stibstance abuse;
communicable diseases, including HIV/AIDS; and/or genetic marker information, this information will be incladded
in the information made available to the VCF.

Your doctors and medical providers may not condition treatment, payment, enroliment, or eligibility for benefits
on whether you sign this Authorization. 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.” However, the
VCF may not be able to evaluate your VCF claim if you do not adthorize the release of yourhealth information.

Your providers and certain other entities, including the AWTC Health\Program, aredrequired by the Health
Insurance Portability and Accountability Act (HIPAA) Privacy Rule to protect your health information. Because
the VCF is not a covered entity under HIPAA, the VCF is notirequired to and will not protect the information under
the same HIPAA Privacy Rule. However, the VCF and DOJ\will confinue to protect the confidentiality of your
health information and any medical records you submit to the extentthey are required to do so under the Privacy
Act of 1974 (5 U.S.C. § 552a) and any other applicable laws..> The VCF will not disclose your individually identifiable
health information received under this Authorization witheut your written consent except as otherwise permitted
or required by law.

You may revoke this Authorization at any time, except to the extent that the VCF, WTC Health Program,
or other relevant entities identified'imyour claim submission (if applicable) have already acted based on
this Authorization. To revoke this‘Authorization;,you must write to any providers or entities identified in
your claim (and Private Physician Packet, if applicable) and to the VCF at the address on page 1 of this
form.® This Authorization expires upontermination of the WTC Health Program as authorized under Title
XXXIIl of the Public Health Service Act; or at such time as you exercise your right to revoke this
Authorization, whicheveroccurs first.

You understand that this Authorizationlisyvoluntary. If you refuse to sign this Authorization, the VCF will not
be able to process your claim for gompensation.

NOTE forfall VCF claimants{ including those who are approved for the Private Physician Process: By
signingfthis document, you also give permission to your doctors, health care providers, and other entities (e.g.,
insurance companies, workers' compensation programs, or pension programs) identified in your claim
submission andgif applicable,\your Private Physician Packet, to discuss and exchange your health information
with the VEF, DOJ, and the WTC Health Program for purposes of evaluating your VCF claim. If you submit a
Private Physician Packet, information that may be disclosed to the VCF by providers or entities listed in your
submission includes, budtis not limited to, information related to the contents of the medical or other health records
or documents you.slibmit as part of your Private Physician Packet that the VCF needs in order to evaluate your
claimed conditions. The VCF may also disclose this information to the WTC Health Program for the purpose of
evaluating your VCF compensation claim.

2 The WTC Health Program will protect your health information pursuant to HIPAA and/or any other relevant laws, including the
Privacy Act, and regulations.

3 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

Updated: August 2026 VCF Helpline: 1-855-885-1555 A-2







Authorization for Release of
Information and Medical Records

September 11th (Claim Form Exhibit A)
Victim Compensation Fund OMB No: 1105-0092

Victim’s SSN or National ID Number

By initialing, | acknowledge that the information described on the first two pages of this form may include
mental health information and | authorize the release of such information. DO NOT type your initials. Your
initials must be handwritten.

Initial Here:

Section 1 - Claimant Information.

This section of the form includes some information auto-populated from the online claims system, and some
information you need to complete. All fields in this section must be complete.

Enter information in the blank fields and then review all the information in this section to’ confirm each
field matches the information in the “Claim Details” section of your online VCF'¢laim. If any of the
information does not match the claims system, contact your attorney (if you are working'with onejtor call
the VCF Helpline.

Do not sign this form if any of the information is incorrect or does'noet match the information in your
online claim.

VCF Claim Number WTC HealthfProgram Member ID Numben{(if applicable)
h 4

VCF 911 ( l

Date of Birth (mm/dd/yyyy) SSN or National D Number

Last Name First Name Middle Name

Mailing Address Apartment/Suite Number

o, \ ¥
o N\

Mailing Address continued

‘\_P

City State/Province Zip/Postal Code
Best Daytime Telephone Number Type of Telephone Number

/ Mobile Home Work

Form continues on next Page.

Updated: August 2026 VCF Helpline: 1-855-885-1555 A-3








Authorization for Release of
Information and Medical Records

September 11th (Claim Form Exhibit A)
Victim Compensation Fund OMB No: 1105-0092

Victim’s SSN or National ID Number

Section 2 - Claimant Signature.

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

Your signature must be handwritten. The VCF cannot accept electronic signatures:.

. N/

Signature of Claimant or Authorized Representative Date Signed, (mm/dd/yyyy)

~ \/

Relationship to Claimant or “Self” if you are
the Claimant

Print Full Legal Name

If you upload the completed form to your online claim, you,or your attorney (if applicable) must keep
the original document in your files in case the VEF or WTC Health Program requests it in the future.
You (or your attorney) must keep the document for a minimum of six (6) years from the date you
sign it. If you mail the original document to the VICF, yousshould keep a copy for your personal records.

Updated: August 2026 VCF Helpline: 1-855-885-1555








			Personal Injury Claimants


			Authorization for Release of Information and Medical Records


			By signing this document, you give permission to the VCF and the United States Department of Justice (DOJ) to share your health information with the WTC Health Program administered by NIOSH. You also authorize the WTC Health Program to share your heal...


			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...


			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 ...








			Victim's SSN or National ID Number: 


			VCF Claim Number: 


			Date of Birth (mm/dd/yyyy): 


			WTC Health Program Member ID Number (if applicable): 


			SSN or National ID Number: 


			Best Daytime Telephone Number: 


			Type of Telephone Number: Off


			Print Full Legal Name: 


			Relationship to Claimant or "Self" if you are the Claimant: 


			Exh A PI_Last Name: 


			Exh A PI_First Name: 


			Exh A PI_Middle Name: 


			Exh A PI_Mailing Address: 


			Exh A PI_Apartment/Suite Number: 


			Exh A PI_Mailing Address continued: 


			Exh A PI_City: 


			Exh A PI_State/Province: 


			Exh A PI_Zip/Postal Code: 










Deceased Victim’s SSN or National ID Number

Authorization for Release of

Information and Medical Records Personal Representative’s SSN or
September 11th (Claim Form Exhibit A) National ID Number
Victim Compensation Fund OMB No: 1105-0092

Claims for Deceased Victims
Authorization for Release of Information and Medical Records

This Authorization allows the September 11th Victim Compensation Fund (VCF) and the World Trade Center (WTC)
Health Program administered by the National Institute for Occupational Safety and Health (NIOSH)' to share and
exchange information for purposes of your VCF claim.

To help with your VCF claim, the VCF will send your completed Authorization to the WTC Health Program. The
WTC Health Program will securely send the VCF information related to your claim, including¢€onfirmation of the
deceased victim’s eligible certified condition. You do not need to do anything more for the WTC Health Program
to share this information with the VCF.

The VCF does not receive medical records directly from the WTC Health Program,)physicians, or other
healthcare providers. If the deceased victim’s medical records are needed for the claim, you must submit them(to
the VCF. Section 1.4.d of the VCF Policies and Procedures includes information on when to submit medical re€ords
and what to include if you submit them.

If this claim is approved for the VCF Private Physician Process, your Authorization also allows the VCF and the
WTC Health Program to discuss and exchange health information related to the deceased victim and the Claim. It also
allows the WTC Health Program and VCF to discuss and exchange information withythe deceased viétim’s physicians,
providers, or other entities named in medical records or other documentspou submit te the VCF a§ part of the Private
Physician Process (https://www.vcf.gov/private-physician-process).

How to complete this form:

The form is pre-populated with information from the VCF onlineclaims system. You should review the form carefully
to confirm all the information is correct. If the information“emythe formds not accurate, it means the information in
your online claim is not correct. If corrections are needed in the claims system, contact your attorney (if you are working
with one) or call the VCF Helpline. You or your attorney'ean then download a new form with the corrected information.
Do not sign this form unless all the information is\correct and matches the information in your online claim.

1. Read the information in this Authorization.

2. At the top of page 3, write your initials in the box'labeled “Initial Here.” DO NOT type your initials. Your
initials must be handwritten.

3. In Section 1, confirm the auto-populated,deceased victim’'s Social Security Number or National ID Number;
First, Middle, and Last Names; andyDate of Birthrare correct. Complete the remaining fields in Section 1
electronically or by hand.

4. In Section 2, confirm the auto-populatedyVCF Claim Number; Personal Representative’s Social Security or
National ID Number; First, Middle, and LastNames; and Date of Birth are correct. Complete the remaining
fields in Section 2 electronically.or by hand:

5. Print the form. A printed copy of the'completed form must be signed by hand.

6. In Section 3, print your nameé, sign in pen and ink, and enter the date you signed. You must sign the form
by hand. The VCF cannot accept electronic signatures.

7. S€an the entire document, including pages 1 and 2, or take clear photographs of each page. If using
photographs combine them into one file.

8. Save the fileswith @aname that only uses letters and numbers. The claims system will not allow you to upload
files with'names thatiinclude special characters or blank spaces.

9. Upload the saved document to your online claim. When uploading, select the document type “Exhibit A:
Authorization for Release of Information and Medical Records.” Uploading the document is
recommendedd0 help avoid delays or incomplete submissions.

10. If you cannot upload the file to your online claim, you may mail it to:

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

' 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.
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Deceased Victim’s SSN or National ID Number

Authorization for Release of

Information and Medical Records Personal Representative’s SSN or
September 11th (Claim Form Exhibit A) National ID Number
Victim Compensation Fund OMB No: 1105-0092

By signing this document, you give permission to the VCF and the United States Department of Justice (DOJ) to
share the deceased victim’s health information with the WTC Health Program administered by NIOSH. You also
authorize the WTC Health Program to share the deceased victim’s health information with the VCF to evaluate
your claim for compensation under the VCF.

This information includes, but is not limited to, whether the deceased victim was a member of the WTC
Health Program, and if so, where the deceased victim received their WTC Health Program health care
benefits; whether the deceased victim had been certified for treatment under the WTC Health Program;
the number of and specific conditions certified for treatment under the WTC4Health Program; and
information relating to payment of claims for treatment and pharmaceuticals feceived under the WTC
Health Program.

Disclosure requested will include otherwise confidential information. If records include claims orother
information pertaining to chronic diseases; behavioral health conditions, including alcohol or'substancefabuse;
communicable diseases, including HIV/AIDS; and/or genetic marker information, this information*will,bé included
in the information made available to the VCF.

The deceased victim’s providers and certain other entities, including the WTG Health Program§ are required by
the Health Insurance Portability and Accountability Act (HIPAAJ#Privaey Rule to protect the deceased victim's
health information. Because the VCF is not a covered entity under HIPAA)the VCFisinotaequired to and will not
protect the information under the same HIPAA Privacy Rulé. However, the VCF and DOJwill continue to protect
the confidentiality of the deceased victim’s health information and any medical records you submit to the extent
they are required to do so under the Privacy Act of 1974 (50:S.C. § 5524) and any other applicable laws.? The VCF
will not disclose the deceased victim’s individually identifiable health information received under this Authorization
without your written consent except as otherwise permitted or requifed by law.

You may revoke this Authorization at any time, except to the extent that the VCF, WTC Health Program,
or other relevant entities identified in your claim submission (if applicable) have already acted based on
this Authorization. To revoke this Authorization,\you must,write to any providers or entities identified in
your claim (and Private Physician Packet, if applicable) andito the VCF at the address on page 1 of this
form.® This Authorization expires‘uponitermination of the WTC Health Program as authorized under Title
XXXIll of the Public Health Service ‘Act, or-atisuch time as you exercise your right to revoke this
Authorization, whichever occurs first.

You understand that this,Authorization is voluntary. If you refuse to sign this Authorization, the VCF will not
be able to process your'claimfoneompensation:

NOTE for all VCF claimants, including claims for deceased victims approved for the Private Physician
Process: By signing this\documeft, you also give permission to the deceased victim’'s doctors, health care
providers, and other entities (e.gf, insurance companies, workers' compensation programs, or pension programs)
identifieddin"your claim submission and, if applicable, the Private Physician Packet, to discuss and exchange the
deceased victim’s health information with the VCF, DOJ, and the WTC Health Program for purposes of evaluating
your VVCF claim. Ifggeunsubmit\a Private Physician Packet, information that may be disclosed to the VCF by
providers,or entities listed in your submission includes, but is not limited to, information related to the contents of
the medical'orother health records or documents you submit as part of the Private Physician Packet that the VCF
needs in order to evaluaté the deceased victim’s claimed conditions. The VCF may also disclose this information
to the WTC Health Pregram for the purpose of evaluating your VCF compensation claim.

2 The WTC Health Program will protect the deceased victim’s health information pursuant to HIPAA and/or any other relevant laws,
including the Privacy Act, and regulations.

3 If you wish to revoke this Authorization because you do not want the VCF and WTC Health Program to exchange the deceased
victim’s health information for purposes of evaluating your claim for compensation under the VCF, then you only need to write to
the VCF.

Updated: August 2026 VCF Helpline: 1-855-885-1555








Deceased Victim’s SSN or National ID Number

Authorization for Release of

Information and Medical Records Personal Representative’s SSN or
September 11th (Claim Form Exhibit A) National ID Number
Victim Compensation Fund OMB No: 1105-0092

By initialing, | acknowledge that the information described on the first two pages of this form may include mental
health information and | authorize the release of such information. DO NOT type your initials. Your initials must
be handwritten.

Initial Here:

Section 1 — Deceased Victim’s Information.

This section of the form includes some information auto-populated from the online claims systemgand some
information you need to complete. All fields in this section must be complete.

Enter information in the blank fields and then review all the information in this section, 40 confirm each
field matches the information in the “Victim Information” section of your online VCF claim. Any_ofthe
information does not match the claims system, contact your attorney (if you are working with one)er callt¢he VCF
Helpline.

Do not sign this form if any of the information is incorrect or does not match the information in your online
claim.

Deceased Victim’'s WTC Health Program e . Victim’s Date of Birth

Member ID Number (if applicable) Victim’s SSF National D ggmber (mm/dd/yyyy)
a

Victim’s Last Name First Name Middle Name

Last Known Mailing Address Apartment/Suite Number

N
»

City State/Province Zip/Postal Code

7z

Section\2 — Personal Representative’s Information.

Mailing Address continued

Complete the blank fields/on the following page for the Personal Representative. Make sure the information in
each field matches thé information in the “Claimant Information” section of your online VCF claim. If
corrections are needédto the information in the claims system, contact your attorney (if you are working with one)
or call the VCF Helpline.

Do not sign this form if any of the information is incorrect or does not match the information in your online
claim.

Form continues on next Page.

Updated: August 2026 VCF Helpline: 1-855-885-1555








September 11th
Victim Compensation Fund

Authorization for Release of
Information and Medical Records Personal Representative’s SSN or
(Claim Form Exhibit A) National ID Number

OMB No: 1105-0092

Deceased Victim’s SSN or National ID Number

VCF Claim Number Personal Representative’s SSN or National ID Number | Date of Birth (mm/dd/yyyy
VCF
Last Name First Name Middle Name

v 4

Mailing Address

Apartment/Sdite Number

N

Mailing Address continued

City

State/Province

Zip/Postal Code

N

Best Daytime Telephone Number

. v Mobile Home Work

Type of Telephone Number

Section 3 — Personal Representative’s Signature.

I Certify that | am the person named below (Personal Representative making a claim to the Victim Compensation
Fund on behalf of the deceased victim) and | can legally authorize the release of information listed in this form,
including disclosure of informationby’the \WWTC Health\Program‘to the VCF, and disclosure to the WTC Health
Program of any medical records | ‘provide“tonthe, VCF, for the purposes of evaluating my VCF claim for
compensation. | understand that the knewing and willful request for, or acquisition of, a record pertaining to an
individual under false pretenses is a criminal effense subject to a $5,000 fine.

Your signature must be handwritten. The VCFicannot accept electronic signatures.

Pergsonal Representative Signature

Date Signed (mm/dd/yyyy)

v

Print Full LegaldName

If you upload the completed form to your online claim, you or your attorney (if applicable) must keep the
original document in your files in case the VCF or WTC Health Program requests it in the future. You (or
your attorney) must keep the document for a minimum of six (6) years from the date you sign it. If you mail
the original to the VCF, you should keep a copy for your personal records.

Updated: August 2026

VCF Helpline: 1-855-885-1555 A-4








			Claims for Deceased Victims


			Authorization for Release of Information and Medical Records


			By signing this document, you give permission to the VCF and the United States Department of Justice (DOJ) to share the deceased victim’s health information with the WTC Health Program administered by NIOSH. You also authorize the WTC Health Program t...


			This information includes, but is not limited to, whether the deceased victim was a member of the WTC Health Program, and if so, where the deceased victim received their WTC Health Program health care benefits; whether the deceased victim had been cer...


			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 ...








			Deceased Victim's SSN or National ID Number: 


			Personal Representative's SSN or National ID Number: 


			Deceased Victim's WTC Health Program Member ID Number (if applicable): 


			Personal Rep's SSN or National ID Number: 


			Personal Rep's Date of Birth (mm/dd/yyyy): 


			Personal Rep's Last Name: 


			Personal Rep's First Name: 


			Personal Rep's Middle Name: 


			Personal Rep's Mailing Address: 


			Personal Rep's Apartment/Suite Number: 


			Personal Rep's Mailing Address continued: 


			Personal Rep's City: 


			Personal Rep's State/Province: 


			Personal Rep's Zip/Postal Code: 


			Exh A Deceased_Victim's Last Name: 


			Exh A Deceased_Victim's First Name: 


			Exh A Deceased_Victim's Middle Name: 


			Exh A Deceased_Victim's Date of Birth (mm/dd/yyyy): 


			Exh A Deceased_Victim's SSN or National ID Number: 


			Exh A Deceased_Last Known Mailing Address: 


			Exh A Deceased_Apartment/Suite Number: 


			Exh A Deceased_Mailing Address continued: 


			Exh A Deceased_City: 


			Exh A Deceased_State/Province: 


			Exh A Deceased_Zip/Postal Code: 


			PR_VCF Claim Number: 


			PR_Best Daytime Telephone Number: 


			PR_Type of Telephone Number: Off


			PR_Print Full Legal Name: 










Victim’'s SSN or National ID Number

9/MMVCF Signature Page

VICTIM COMPENSATION FUND OMB No: 1105-0092

Instructions: Confirm the victim’s Social Security Number or National ID Number at the top of the form
is correct. If the information is not accurate, it means the information in your online claim is not correct.
If corrections are needed, contact your attorney (if you are working with one) or call the VCF Helpline.

Review each statement. Write your initials by hand where indicated. Sign and upload the completed
form. All claimants must initial by hand to acknowledge the following:

I Understand the submission of this claim authorizes the Department of Justice,to collect this
information under the Privacy Act and | have read and understand the Privacy ActdNetice provided.
Consistent with that Notice, | Consent to the disclosure of any records or information relating to my
Initials Victim Compensation Fund claim for the routine uses described in that Notice, and | Further
Authorize such disclosures for the purpose of determining qualification andfor compensation of my
claim to: agency contractors assisting in the administration of the Victim Compensationdfund; other
federal, state, or local agencies, including the U.S. Department of Treasury and NIOSH; and other.
individuals or entities having information related to the claim, such as physiciansfmedical service
providers, insurers, and employers.

I Certify that the information provided in this application and any documents provided ih.support of
this claim are true and accurate to the best of my knowledgejahnd | declare under penalty of perjury
that the foregoing is true and correct. I Understand that false, statements or claims made in
connection with the application may result in fines, imprisonmentand/or any other refedy available
by law to the Federal Government, including as providedsimii8,U.S.C. § 1001, and that glaims that appear
to be potentially fraudulent or to contain false inforgaation will be forwarded to federal, state, and local
law enforcement authorities for possible investigation and prosecution.

Initials

I Authorize the U.S. Department of Justice téd0ktain any inforpnation relating to my claim under the
September 11th Victim Compensation Fund of 2001 (Victipe Compensation Fund or VCF) for the
purpose of evaluating my claim for compensation to,the VCF from individuals; employers; hospitals;
medical service providers; other federal, state, or local agencies; or other sources having information
relating to my claim. This information mayinclude, but is not limited to, medical, government, and
financial information (including pension records, pension files, or pension information) about me or
the individual whom | represent. | Further Autherize individuals, entities, and federal, state and local
agencies including NIOSH and the WTCHP, havinglinformation pertinent to my claim, to release such
information to a duly accredited representative ofithe U.S. Department of Justice during the review
of my claim to the Victitn Compensation Fund, regardless of any previous agreement to the contrary.
Copies of this authorizationithat'showsmy signature are as valid as the original release signed by me.
I acknowledge that | have thexight to revekeithis Authorization at any time, except to the extent that
VCF and the entities listed abeve have already acted based on this Authorization. | understand that
the knowing,and willful requestfom,or acquisition of, a record pertaining to an individual under false
pretenses i$ acfiminal offense subject to a $5,000 fine.

Initials

Claimants with an attorney, authorized representative, or alternative contact must initial by hand to
acknowledge the following:

lLAuthorize the Special Master, the Special Master's designees, the United States Department of
Justice or agengyontractors assisting in the administration of the Victim Compensation Fund to
Initialé contact my attofney or other persons authorized to act on my behalf.

Claimants filing caglééhalf of\la'deceased individual must initial by hand to acknowledge the following:

Ig€Certify that | \have provided the required Notice of Filing of Claim to all of the decedent’s living
relatives and potentially interested parties by either personal delivery or certified mail, return receipt
requested, @nd that | am not aware of anyone else to whom such notice should be provided. I also
Authorize'the U.S. Department of Justice to publish my name as well as the name of the deceased
individual on whose behalf | am seeking compensation.

All claimants: Sign by hand, write the date that you signed, and print your name. The VCF cannot
accept electronic signatures. Scan or photograph your completed form and upload it to your online
claim. When uploading, select the document type “Claim Form Signature Page.”

Initials

Signature of Claimant or Authorized Representative Date of Signature (mm/dd/yyyy)

Print Full Legal Name








			Victim's SSN or National ID Number: 










