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1.01
GENERAL

a.
The Secretary of Veterans Affairs is vested by law with the authority to establish health requirements for the various types of Government insurance coverage and in such instances, evidence of good health, comparative health or commercial uninsurability, all satisfactory to the Administrator, must be furnished by an applicant for insurance.

b. 
Numerical ratings are used in medical underwriting as a means of classifying or grouping applicants according to their state of health. Under the numerical rating system, the basic rating for all risks is 100-equivalent to 100 percent standard mortality. Additional mortality debits for existing impairments are added. The total of these numerically expressed debits and credits is the mortality ratio of the risk. For the purpose of meeting good health requirements, a rating of 300 or less is necessary.

1.02
CLAIMS EXAMINER’S ROLE AND RESPONSIBILITY

The Claims Examiners’ primary function involves authority to approve VA life insurance coverage based on medical underwriting (good health) standards. Therefore, the Examiner must concentrate on evaluating carefully all available medical evidence to determine the present state of each applicant's health. When the information available in VA systems is not adequate to make a final decision, additional information must be requested from the applicant. 
1.03
REVIEWING THE MEDICAL EVIDENCE

a. All application questions pertaining to the health of the applicant must be answered. Generally, there is no provision for waiver of any answer required from applicants. However, if an item(s) is left blank and the answer is apparent either by the explanation(s) elsewhere on the application or from the evidence in VA systems, further development is not necessary; i.e., applicant is unemployed, totally disabled or institutionalized, the questions relating to employment may be waived. In addition, when a guardian of an incompetent Veteran does not possess complete knowledge of the Veteran’s medical history, evaluation of the application will be made on the basis of the available evidence in VA systems. 

b.
When evidence in VA systems does not provide sufficient information upon which to base a rating for certain non-service-connected impairments, additional information will be requested from the applicant. Additional information should not be requested if there is sufficient information within VA systems upon which to base a rating as over development can be costly and time consuming. 

c.
Quite often it is necessary to rate the cause of a condition, rather than the condition itself. For example, abdominal tenderness does not call for a debit rating. However, if it is determined that the tenderness is caused by an obstruction in the intestines, rate for cause (RFC), and then apply the rating for Intestinal Obstruction.

d. 
When an incomplete medical application is received and the missing items cannot be waived under existing procedures, the application will be held pending. The answers will be obtained by calling the applicant.  If the applicant cannot be reached by phone, the information should be requested by mail.
e.
Applications received from inmates of penal institutions should be processed in the same way as applications from any other veterans. It is not necessary to develop the reason for incarceration. Any medical data required should be obtained. 
1.04
DEBIT RATINGS

For most impairments, debits are assigned when the condition is shown to be present at the time of application and, in many instances, for a period of time after recovery (history). There are some impairments, however, where it is not practical to assign a debit to a current condition.  Where an applicant is hospitalized or bedridden on the date of application because of a serious impairment, the application should be rejected. However, if the illness is minor or temporary or one of short duration, additional medical information should be obtained before final action is taken. If the evidence shows that the applicant has fully recovered and has returned to his-normal duties, the application may be accepted as of the original date of submission. 

1.05
HOW TO DETERMINE THE RATING

a. To determine a numerical rating, the basic rating should be obtained first utilizing the debit manual.  Additional debits should be applied based on the guidance in the debit manual for complicating factors or rating for cause (RFC).
b.
Impairments are listed in alphabetical order for easy reference. Under each listing there is a discussion of the impairment, a statement of medical requirements, and a list of debits.
c.
In those instances where, instead of a single debit, a range is shown such as "0-30," "0-100," or "500-R," which is called a "spread," the rating assigned will depend on the merits of the particular case. Factors influencing judgment are the severity of the symptom, duration and number of attacks, complications, residuals, age of applicant, and time elapsed since onset. When it is shown that an applicant has suffered an accident, injury, trauma, operation, or an "attack" because of an illness or disease, or is contemplating hospitalization, medical or surgical treatment, the applicant is required to show recovery, to have regained his health, to be symptom free, or free from any residuals of the illness or disease that may be determined to be of a material degree for standard insurance. The periods specified in the debit manual are the generally accepted periods of time to determine whether recovery has been affected.

d.
The action or rating required for impairments is expressed as follows:

1. "0"-represents standard with no debit. When this figure appears alone without other symbols, it means that consideration is possible without applying a debit.

2. "0-40"-represents standard but may have a debit. Where the factors show absence of symptoms, that the duration of attacks was not prolonged, no complications or residuals, and the lapse of time of recovery is reasonable, the zero rating will be applied. 

3. "0-100"-represents standard to outright rejection of a standard risk. 

4. "40-100"-represents a debit which may or may not bar acceptance of a standard risk, depending on other items in the physical examination report. 

5. "300+means substandard, and rejection for standard insurance is in order.
e.    Medical underwriting debit calculations will be prepared on all applications, approval or denials, with the exception of applications denied for non-medical reasons.  All non-service-connected conditions should be appropriately debited and signed off on by the Claims Examiner.
f.
Service-connected impairments waived in RH insurance applications will be noted "SCE" (service-connection established) adjacent to the disability named.
1.06
EXAMPLES OF THE USE OF THE DEBIT SYSTEM

Any debits necessary because of impairments will be added together to obtain the overall number of debits.  An example is shown below:

Application indicates both Chronic Obstructive Pulmonary Disease (COPD) and Atrial Fibrillation (AFib).  The application and VA systems indicate that COPD is moderate as the applicant in on regular medication (inhaler/nebulizer) but can still perform exercise.  Debits indicated equal 150.   The application and VA systems also show Paroxysmal AFib with mitral stenosis.   Debits indicated equal 300.   Combined debits equal 300+150, or 450, a medical reject.
1.07
UNDERWRITING RH INSURANCE

a. 
When an application for RH insurance is received, the Claims Examiner will review the application and VA systems to determine all service-connected and non-service-conditions.   All non-service-connected must be disposed of in accordance with the debit manual and Standard Operating Procedures.

1. If the narrative rating decision does not dispose of all the impairments shown on the application, additional development using VA systems or contact with the applicant is required.  If additional information is required to underwrite an application, not available in VA systems, the applicant should be contacted by phone and only if unavailable should the information be requested by mail.    Requests for information by mail should have a 30-day follow-up diary.
b.
Eligibility for RH insurance requires the applicant be in good health excluding service-connected disability(ies). Accordingly, when it has been determined that an applicant meets the timeliness requirements as to service- connected disability rating, the application and the related evidence will be evaluated under debit manual.

1. Applications will be acceptable if the non-service-connected disability does not exceed 300 debits. Non-service-connected disabilities that regardless of the severity of the disability will never exceed 0 debits, should not be developed. Special examination or development of nonservice-connected disabilities will not be made when it is obvious that the service-connected disability can be classified as terminal.

2. In reviewing applications for non-service-connected conditions, Claims Examiners must follow the debit manual within the latitude already provided through the debit ranges for various conditions. Claims Examiners may not associate non-service-connected conditions with service-connected conditions where the rating decision clearly indicates the non-service-connected conditions are not related to military service.   
c.
Debits for family history are not applicable in evaluating an application for RH insurance.

d. If the non-service-connected disability is classified in the underwriting manual as a medical reject or if the applicant is totally disabled from his non-service- connected disability, the application will be rejected.

1.08
COMPARATIVE HEALTH REINSTATEMENT

a. When the insurance has been lapsed less than 6 months, the applicant can apply via phone (if reinstatement monetary requirements have already been met) or using the VA Form 29-353. When establishment of comparative health is a requirement for acceptance of an application for reinstatement, it is necessary that the applicant be in the same or in a better state of health on the date of his application for reinstatement than he was on the last day of the grace period of the premium in default.  
b.
VA relies on the truth of the applicant's answers to the questions on the application. However, where there is any indication that the applicant may not be in the required state of comparative health, all necessary medical evidence must be obtained.   Generally, additional evidence will not be requested in those cases where the severity of the disability will never exceed 0 debits, equally important are the cases involving impairments which, by their very nature, would have to have existed before the end of the grace period of the premium in default. Development of these cases is not necessary.

c. If the applicant certifies via phone or by application, that to the best of their knowledge and belief, they are now in as good health as they were on the date of lapse., the insurance should be reinstated. If they answer that their health is not as good as the date of lapse, the applicant will be requested to give an explanation and/or provide additional medical evidence.

d. 
If the applicant states that they have had any illness, disease, injury or medical treatment, since the date of lapse, and the Remarks section of the application does not provide sufficient information to properly debit the condition, additional medical evidence will be requested.
e.
Evaluation of all the information referred to in the above subparagraphs, will govern acceptance or rejection of the application. In determining whether the applicant was in good health on the date of application and payment of premiums as he was on the date of lapse, the following will apply:

1. Any disease or injury existing at the end of the grace period will be ignored for the purpose of determining the applicant's health. For S-DVI only, progression of any disease, regardless of degree, will not be a bar to reinstatement. 

2. Total disability commencing after the date of lapse and before the date of application as a result of a condition or disease that did not exist at the end of the grace period will be a bar to reinstatement.

3. In any case where a disease is not diagnosed until after the date of lapse and before the application for reinstatement, the existence of such disease will not be a bar to reinstatement provided it can be determined based on the medical evidence that the disease existed before the date of lapse.

4. When health requirements cannot be met, the- application will be rejected and the applicant will be told they may reapply for reinstatement upon complete recovery from the disease or injury, taking into consideration the required timelines for reinstatement.
1.09 NON-COMPARATIVE HEALTH REINSTATEMENT
a.
When the insurance has been lapsed more than 6 months, VA Form 29-352 is used as the reinstatement application. All 29-352 applications will be medically underwritten by Live Claims Division.

b.
The application must be postmarked or otherwise delivered to VA within 31 days of the signature date of the applicant.

c.
Applications contain specific health questions. The applications should be examined to determine if additional development is required.



d.
When there is no indication on the application or in VA systems of any conditions which may preclude the applicant from meeting medical requirements, the application should be approved.

e.
If the application or information in VA systems indicates a condition(s) which would obviously preclude the applicant from meeting medical requirements, the application should be disapproved, and notification sent to the applicant.

f. As with comparative health reinstatements, we will rely on the truth of the applicant's answers to the questions on the application. When the information on the application or in VA systems is not sufficient to determine if the total debits would preclude reinstatement, further development is necessary.  This should be accomplished by attempting to contact the applicant by phone; if unavailable contact should be made via letter.
1.10
TIME ALLOWED FOR SUBMISSION OF SUPPLEMENTAL INFORMATION

The applicant will be allowed 31 days to respond to requests for additional medical evidence in connection with an application.
1.11
REASONS FOR DISAPPROVAL OF APPLICATIONS

Applications in the following categories will be disapproved:

a. Non-medical written application is not postmarked or otherwise delivered to VA within 31 days of the signature date of the applicant.

b. Medical application is not postmarked or otherwise delivered to the VA within 31 days of the signature date of the applicant.

c. Non-medical application is submitted when a medical application is required.  

d. Reinstatement of any J series policy received after 5 years from date of lapse.

e. Conversion, reduction, exchange, or change of plan and the insurance is lapsed.

f. Antedated conversion and the reserve were not remitted.

g. Application for Special Ordinary Life policy   to replace reduction under a Modified Life at Age 65 is received on or after the applicant's 65th birthday.

h. Application for Special Ordinary Life policy to replace reduction under a Modified Life at Age 70 is received on or after the applicant's 70th birthday.

i. Modified Life at Age 65is received after applicant reached insurance age 61.

j. Modified Life at Age 70 is received after applicant reached insurance age 69.

k. Application is timely submitted, but monetary requirements are not met,

l. Application for conversion requests an effective date more than 120 days in advance of receipt of application.

m. Application for S-DVI is submitted after 2 years from the date of notification of a new service-connected rating.    Veterans with ratings dated prior to September 1, 1991 had one year, rather than the current two years, from the date of the rating notification to apply.  
n. Has no service-connected disability (RH).

o. Is totally disabled upon application for change of plan 

p. Is totally disabled upon application for an endowment policy, under RH insurance.

q. Is totally disabled upon application for conversion to an endowment policy 

r. Has $10,000 of basic government life insurance
s. Remittance untimely or insufficient.

t. Application signed by a person other the Veteran or duly authorized agent/representative. 
u. Application has an obviously altered date.

v. Application for change of plan is received after maturity date of an endowment policy.

w. Application for insurance under a policy under a closed program. 
x. Application requiring medical underwriting exceeds 300 debits
1.12
FRAUD

See M29-1, Part 1, Chapter 28 and 31 and M29-1, Part 3, Chapter 9.
1.13
AUTHORITY FOR ACCEPTANCE OR REJECTION

The authority for acceptance or rejection of a National Service Life Insurance application is as follows:

a. 
Application for Insurance

1. Insurance under 38 U.S.C. 1909
2. Insurance under 38 U.S.C. 1922, 38 CFR 8.1
b. Application for Reinstatement
1. Comparative Health, 38 CFR 8.7 through 8.9
2. Good Health, 38 CFR 8.7 through 8.9
c. Contract Changes, 38 U.S.C. 1906
1. Conversion to Endowment, 38 U.S.C. 1904

2. Conversion to Endowment (antedated), 38 U.S.C. 1904 
3. Change to a Higher Reserve Value, 38 U.S.C. 1904
4. Change to a Lower Reserve Value, 38 U.S.C. 1904
d. 
Change of Optional Settlement by Beneficiary, 38 U.S.C. 1917 
1.14
CONVERSION TO AN ENDOWMENT PLAN OR CHANGE OF PLAN (NSLI)-  

        QUESTION OF TOTAL DISABILITY

a. Where the question "Are you now disabled?" is answered yes without a complete and medically acceptable explanation, Policyholder Services should review VA systems for additional information.  If this information is not sufficient to resolve all questions, the applicant will be requested to specify the nature and extent of the disability or submit additional medical information. 

b. Where the developed evidence reflects disability, possibly total in degree, action as prescribed in paragraph 1.19 will be taken.

c. In all medical reject cases involving conversion to an endowment plan or change of plan when question of total disability is involved, the VCE must document within the Insurance System the appropriate debits for all non-service-connected conditions.  
1.15
DETERMINATION OF TOTAL DISABILITY BY INSURANCE CLAIMS
a. Where an application for insurance under 38 U.S.C. 1922(a) is submitted with a VA Form 29-357, Claim for Disability Insurance Benefits, the eligibility and insurability of the applicant will be determined by Live Claims. 

b. Where applications are submitted involving the question of total disability in connection with comparative health reinstatements, conversion to endowments, changes of plan, and applications for insurance under 38 U.S.C. 1922(a) with an endowment plan selected, all the necessary medical evidence will be obtained and developed to accurately evaluate and determine the applicant's general state of health as an insurable risk. If the developed evidence reflects disability possibly total in degree, the applications, with the exception of those listed below in subparagraph 1, will be referred to Live Claims for determination as to the existence of total disability:

1. Where the evidence clearly discloses that the applicant is hospitalized for purposes of prolonged treatment, any applications for reinstatement, change of plan, or conversion to an endowment plan will be rejected without further development or referral to Live Claims. If the evidence discloses that the applicant may have been totally disabled prior to lapse of his insurance, the case will be referred to Live Claims for a decision as to possible entitlement to waiver of premiums. (Hospitalization for purposes of observation, quarantine, or rest and period of trial visits from a hospital are not included in these instructions.)
c. If there is evidence that waiver of premiums has been terminated for failure to cooperate, the insurance records should be referred to Live Claims for a decision as to total disability. Termination of waiver of premiums for this reason does not necessarily mean that total disability no longer exists.

d. Where it is determined by Insurance Claims Section that the applicant is totally disabled and that there is an indication of probable entitlement to disability insurance benefits, the rejection letter will include language that "Reinstatement of your insurance cannot be granted because you failed to meet the health requirements. Your attention is invited to the fact that the policy provides for waiver of premiums in the event of 6 or more consecutive months of total disability commencing after the date of your application for insurance, while the insurance was in force under premium-paying conditions and prior to your 65th birthday. If you feel you meet these requirements, a claim for disability waiver of premiums may be filed." A VA Form 29-357 will be enclosed.
1.16
DEATH CASES

a. When medical action has not been completed prior to the applicant's death, the application will be processed in the regular manner, with the following additions and exceptions:

1. Where the cause of death was due to a non-service-connected condition the case will be fully developed. 

2. The impairment or disorder on which a potential rejection of coverage is based must have existed on or prior to the date of application.

b. When an application is submitted, (formal or informal), health will be determined as of the date the application and premiums were submitted to VA. 

1.17
CASES REFERRED TO THE ASSISTANT DIRECTOR FOR INSURANCE    

        PROGRAM MANAGEMENT
As a general rule the following cases should be referred to Insurance Program Management for a review decision:
a. When unusual circumstances exist in which no case precedent has been established.

b. When a disease or illness is indicated which is not covered in the underwriting manual and the Assistant Director Insurance Operations considers that an opinion by the Assistant Director for Insurance Program Management is required.
1.18
APPLICATION MEDICALLY REJECTED

Applications for insurance coverage will be medically rejected if the applicant fails to meet the health requirements. 

a. Applications will be medically rejected when:

1. Medical evidence has been submitted but the applicant is not in the required state of health.

2. The applicant is under prolonged treatment in a hospital.

3. Conversion of NSLI (National Service Life Insurance) to an endowment or change of plan of NSLI has been requested by an applicant who is considered to be totally disabled.

4. An endowment plan has been requested by an applicant who is found to be totally disabled.

5. A non-service-connected disability prevents the applicant from meeting the good health requirements, even though there is a service-connected disability established.

b. When preparing the letter of rejection to the applicant, the reason for rejection should be stated in lay terms when possible. The source of the information on which the rejection is based will be disclosed to the applicant or their agent. (See M29-1, Part 4, Chapter 7) The medical standards on which the rejection was based such as the standards for hearing, vision, blood pressure, urinalysis, etc., will not be furnished the applicant.
1. If the application is rejected because of hospitalization on the date of application, the applicant should be advised that VA does not permit acceptance of an application while the applicant is hospitalized for prolonged treatment of illness or injury and that he may reapply when he is no longer hospitalized and can meet the health requirements.

1.19
APPLICATION DISAPPROVED

a. Generally, applicants who do not respond within the prescribed period to a request(s) for additional evidence are considered to have failed to complete medical requirements and their applications are disapproved. However, if an applicant submits a complete application, accompanied by the required remittance, but does not respond to our first request for additional evidence, another attempt will be made to secure the information. Every effort should be made to obtain the necessary data in those cases where it is evident that the applicant is desirous of acquiring insurance protection.

b. The applicant may cancel or withdraw their application at any time prior to its effective date. If the application is incomplete and/or additional medical evidence has been requested, the applicant can cancel or withdraw their application in lieu of completing the additional requirements, even though the request for cancellation may be subsequent to the effective date.

c. An application for RH insurance will be disapproved where the evidence fails to establish the existence of a service-connected disability or where the applicant failed to submit his application within the prescribed period.

