DEPARTMENT OF VETERANS AFFAIRS
Regional Office and Insurance Center
Wissahickon Avenue and Manheim Street
P.O. Box 7208
Philadelphia PA 19101
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In Reply Refer To:

Final Action on Your Government Life Insurance Application

We are unable to take final action on your application for Government life insurance.

(Insert the appropriate paragraph(s) noted on separate sheet.)

IMPORTANT

® |t isimportantthatthe additionalrequirementbe sentwithin daysfrom the dateof this
letter. Otherwise,we may be unableto approveyour applicationandthe credit, if any, will
be refunded.

® PLEASE TELL US PROMPTLY IF YOU CHANGE YOUR ADDRESS.

How to Contact VA About Government Life Insurance

® |f you have any questions, call 1-800-669-8477 toll-free from anywhere in the USA.

® VA insurancerepresentativeare available Monday through Friday from 8:30 a.m.to 6:00
p.m., EST.

® You may also visit our website at WWW.INSURANCE.VA.GOV.

Department of Veterans Affairs
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OMB Control Number: 2900-0131
Respondent Burden: 20 minutes

A M REQUEST FOR SUPPLEMENTAL INFORMATION ON MEDICAL
L) Department of Veterans Affairs AND NONMEDICAL APPLICATIONS
1. FIRST-MIDDLE-LAST NAME OF INSURED 2. INSURANCE FILE NUMBER

PRIVACY ACT INFORMATION : VA will notdiscloseinformation collectedon this form to any sourceotherthanwhathasbeenauthorizedunderthe Privacy Act
of 1974 or Title 38, Codeof FederalRegulationsl.576for routine usesidentifiedin the VA systemof records 36VAQO, Veteransand Armed ForcesPersonnel.S.
Government Life Insurance Records - VA, and published in the Federal Register. Your obligation to respond is required to obtain or retain benefits.

RESPONDENT BURDEN: We needthis informationfrom you to takethe necessaractionson your governmentife insuranceTitle 38, United StatesCode,allows
usto askfor this information. We estimatethat you will needan averageof 20 minutesto review the instructions find the information,and completethis form. VA
cannotconductor sponsora collectionof informationunlessa valid OMB controlnumberis displayed.You arenot requiredto respondo a collectionof informationif
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.htmlI#VAf desiredyou cancall 1-800-827-100Qo getinformationon whereto sendcommentsr suggestions
about this form.

PART I - CERTIFICATION OF HEALTH

1. | CERTIFY THAT to the best of my knowledge, | am now in as good health as | was on

Sincethat date,| havenot beenill or sufferedor contractedany diseasejnfirmity, or injury, nor havel beenpreventedby reason
thereoffrom attendingmy usualoccupation,nor havel consulteda physician,surgeon,or other practitionerfor medical advice or

treatmentat home, hospital,or elsewherdn regardto my health,exceptasshownbelow. (This statemenincludesany treatmentor

examinationby a VA physicianor other physicianacting on behalf of the VA, a medicalofficer in the active serviceof the Army,

Navy, Air Force,Marine Corpsor CoastGuard,or a physicianof the Public Health Service.This statementefersto all disabilities,
including any service disabilities.)

EXCEPTION: (Describeanyillness, diseasejnjury or medicaltreatmentwith dates.Also, give the namesandaddressesf any and
all doctors, other practitioners, and/or hospitals concerned.)

2. DATE 3. SIGNATURE OF APPLICANT

PART Il - HEALTH QUESTION - NONMEDICAL APPLICATION WITH ADVANCE EFFECTIVE DATE
1. ARE YOU NOW DISABLED? [ JYES []NO (If "Yes," give facts below)

2. DATE 3. SIGNATURE OF APPLICANT

PART IIl - DOCTOR’S CERTIFICATION
1. FIRST-MIDDLE-LAST NAME OF APPLICANT 2. SERVICE NO. 3. DATE EXAMINED

| CERTIFY THAT theabove-namedpplicantwasexaminedoy mein connectionwith anapplicationpertainingto Governmentife
insurance on the date specified in Part Ill, Item 3 above.
4. DATE OF SIGNATURE 5. SIGNATURE OF EXAMINER

NOTE: If the physician who made the examinationis not available to complete the certification, a complete new physical
examination report should be furnished.
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(Paragraphs to be used on Page 1 of FL 29-615, as appropriate.)

. The effective date you asked for is more than 31 days after the date of your application
. You dated you application later than the date it was mailed.

. Your payment of $ mailed on was too late for the
premium due

. We need a payment of $ . Please return this letter with your payment.

. Your life insurances in force becausdhe extendedterm insurancecontinuesfor five years
or more or through the endowmentperiod. However, we needa certificate of health to
reinstate your Total Disability Income Provision.

. PleasecompletePart(s) on the form on page2 of this letter andreturnwith the
payment, if requested.

. Thedoctorwho examinedyou did not sign and/ordateyour application.Pleasehavehim/her
complete and return Part 11l on the form on page 2 of this letter.

. You indicatedthat you had experiencedllness, diseaseor injury sincethe dateof lapsebut
you did not explain. Pleaseexplainin Partl, Item 1, "Exception”, on the form on page2 of
this letter. Date and sign in Partl, Items 2 and 3 and return the form with a payment,if
requested.

. The amountwe askedfor on the form you receivedwas quotedon the assumptionthere
would be no delayin applying for the change.The additionalamountis neededecausehe
date of change is later than we had anticipated.

Insert for:
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