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In Reply Refer To:

We are considering a claim for disability insurance benefits for the insured veteran named above. The
veteran appears to have been treated at your facility during the following periods:

OMB Approved No. 2900-0119
Respondent Burden: 12 minutes

ADMISSIONS OUTPATIENT TREATMENT
FROM TO FROM TO

To help us make a decision on this claim, we need copies of the discharge summaries and outpatient
treatment records for the periods shown above. The insured veteran’s claim authorizes us to request this
information from you.

Please return the copy of this letter with your reply.
Thank you for helping us assist this veteran.
Department of Veterans Affairs

Enclosures

PRIVACY ACT INFORMATION: The VA will not discloseinformation collectedon this form to any sourceother than what has been
authorizedunderthe PrivacyAct of 1974 or Title 5, Codeof FederalRegulationsl.526for routineusesidentifiedin the VA systemof records,
36VAQ00, Veteransand Armed ForcesPersonnelU.S. GovernmentLife InsuranceRecords- VA, publishedin the FederalRegister.Your
obligation to respond is voluntary, but your failure to provide us the information could impede processing.

RESPONDENTBURDEN: We needthis informationto determineyour eligibility for VA Insurancebenefits(38 U.S.C.5902).Title 38, United
StatesCode, allows us to askfor this information. We estimatethat you will needan averagel2 minutesto review the instructions find the
information,andcompletethis form. VA cannotconductor sponsora collectionof informationunlessavalid OMB controlnumberis displayed.
You arenot requiredto respondo a collectionof informationif this numberis not displayed.Valid OMB controlnumberscanbe locatedon the
OMB Internet page at www.whitehouse.gov/omb/library/OMBINV.VA.EPA.htmI#VAIf desired, you can call 1-800-827-1000to get
information on where to send comments or suggestions about this form.
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