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In Reply Refer To:

File Number:

If you have any questions about your insurance, call us toll-free at 1-800-669-8477.
Novanos  29-389-1 NOTICE OF PAST DUE PAYMENT (OVER)




OMB Control No. 2900-0128
Respondent Burden: 10 minutes

Y Department of Veterans Aftairs APPLICATION FOR REINSTATEMENT

Privacy Act Notice: VA will not disclose information collected on this form to any source other than what has been authorized under the Privacy Act of 1974 or Title 38, Code of F¢deral
Regulations 1.576 for routine uses (i.e., to reinstate lapsed government life insurance) as identified in the VA system of records, 36VA0O, Veterans and Armed Forces Personnel U.S.
Government Life Insurance Records-VA, and published in the Federal Register. Your obligation to respond is required to obtain or retain benefits. Giving us your SSN account irfformation
voluntary. Refusal to provide your SSN by itself will not result in the denial of benefits. VA will not deny an individual benefits for refusing to provide his or her SSN unless the disflosure of
the SSN is required by a Federal Statute of law in effect prior to January 1, 1975, and still in effect. The responses you submit are considered confidential (38 U.S.C. 5701).

Respondent Burden: We need this information to determine your eligibility for reinstatement (38 U.S.C. 722). Title 38, United States Code, allows us to ask for this information. W estimat
that you will need an average of 10 minutes to review the instructions, find the information, and complete this form. VA cannot conduct or sponsor a collection of information unlegs a valid
OMB control number is displayed. You are not required to respond to a collection of information if this number is not displayed. Valid OMB control numbers can be located on the]OMB

Internet Page at www.whitehouse.gov/omb/library/OMBINV.VA.EPA.htmI#VA. If desired, you can call 1-800-827-1000 to get information on where to send comments or suggestipns about
this form.

BE SURE TO INSERT ALL INFORMATION - DATE - SIGN AND MAIL
IMMEDIATELY WITH THE TOTAL AMOUNT DUE

1A. AMOUNT OF INSURANCE TO BE 1B. AMOUNT OF TOTAL DISABILITY 2. AMOUNT SENT WITH 3. SOCIAL SECURITY NUMBER
REINSTATED PROVISION TO BE REINSTATED THIS APPLICATION (Enter only if not previously
reported to VA)

4. CERTIFICATION OF HEALTH
| am_applying for reinst tem nt of my insurance in the amo n above As ndition to the reinstatement of this insufance,
certi Qﬁg L [S ?( no Iet}/g cﬂteat ecfa d0 ? c! lfjt

est ot W I'am now in as goo I'was on t ay of th e grace perio ays after the
payment due date

%lncethatdatel ha}/enotbeenlll or sufferedor con racte ¥1d| eacfernflrmlt orrn ur norhavel been reventeoby reason
ereot Irom sut orm

tten Hg m% Llrsua ?ccuh)atlon nor sician ﬂergra titioner ical advige or
treatment at home, ﬂo a oresew Inre to m %at1 tas sh ow S state- mentJncu s an tre ment
examination aVA yS|cran or 8t er p sicl n actlng on e a dical o e active erV|ce avy,
Air Fgrce Marine Co oast Guard, or a physician of the Publlc Heath ervice. T |s statement re ersto a |sa t| S,
including any service |sa ilities.

E%_(gEPTION Descnbean%rllness dt}lseasem{ulrg/ or medic e atme ntwwh dates,Also, %rvg thenamesandaddressesf any and
octors, other practitioners and/or hospitals concerne additional space is nee attach a separate piece of paper.

| understand that:
1.1fm %pPIlcatron for rﬁrnstatement is approved, the last deS| nation of beneflua\)(/a and selection of OA)tlonal seti)e ent on the

insuranc ? tated WI contrnue in effe un ess other s crfled in writing over my signature and received e Depdrtment
8 Veterans Af alrs. S% m 29-336'to ma xt/)

. |sa tion must eacco anre or. prece e e a ment f the re red remiu s as exglalneﬁj on the reversgq .
3. I 5: remsg;\ten%entw e effective as o remlu due date |m |ate rece ate t ag Ilcatl n |s ‘mailec
8r ot er elivere ar ment of VeteransA alrs; excep that when an ac ta ea catlon |s a oro rwise

ellvere tot e e artment o rans rs on agremlum duye date, relnstatement e ctive ate. .

I nce, premiums must be paid each month as they ecome ue Whl|e tHis

order to reve ta su se(auenl apse 0 IS Insur

appqlca,tlo s celving consli
A inst |s in urancg must lBe pal or rernstated
erss e made ga et e ﬁrtme t of Veterans Affairs and mailed to, this office

7 Th DE})artmento VeteransA airs may require areporto ysrca examination in connection with this appllcatron if deened

d to advise epartment of Veterans Affairs of any change of health condition arising after the date of execution of
ﬁtls orm a 5 prior tq its 3‘e‘ﬁv IOto %ﬂ? Degartment ofA Veterans ¥ 9 9

ments made y me In thi sap? icatjon are relied upon. ece tion or faI% e statement either b%mferenge omission| or

0therwrse may cause cancellation of the insurance or refusal to ay a claim. In either case, premiums may not be returned.

NOTEI If |){1ou are recelvm VA benefits (com ensation or pension and the amount ¥Oél frecerve ea%h month e<r:1rl]JaIs or”exceeacts the

mont| surance m yoy ma elect 0 havecy Hr msuran e R]remlum deduc r?mn}/ ur check each ein
active service or [et re actlve %rvrg a/ourm nthly pre g Bald Wy #ot nt from %oy % rvjc Degyartme nt.
Premlutms may also be pa| ymont y deddction from your ¢ ec ing account. We w urnls you with furt errn tion upon

reque

5. MAILING ADDRESS FOR INSURANCE PURPOSES 6. DAYTIME TELEPHONE NUMBER
(Include Area Code)

DATE OF MAILING AND DATE OF SIGNATURE MUST BE THE SAME.
7. DATE OF SIGNATURE 8. SIGNATURE OF INSURED (Do not print. This certification must be signed and dated.)

SIGN HERE
IN INK }

PENALTY - The law provides that whoever makes any statement of a material fact knowing it to be false shall be punished by fine or imprisonment or both.
VA FORM 29-389-1, NOV 2005




