DISEASE COMPENSATION REVIEW SUMMARY
SSN: ______ ____ ______
NAME: ___________________ _________________






   (Last)


(First)

1.  D.O.B. ________ 1st IMPLANT: _____________ AGE: ___ D.O.D. _______
2.  ATTORNEY:  _______________________________________________________
	SOURCE
	DISEASE/CONDITION
	SEVERITY/
DISABILITY
	ONSET

AGE

	CLAIM FORM
(Enter from Disease Compensation Program Claim Form)


	3.  INDICATE ALL CLAIMED:

ٱ Sclerosis/Scleroderma (SS)

ٱ Lupus (SLE)

ٱ Atypical Neurologic Disease

   Syndrome (ANDS)

ٱ Mixed Connective Tissue Disease
   / Overlap Syndrome (MCTD)

ٱ Polymyositis

ٱ Dermatomyositis

ٱ Primary Sjogren’s Syndrome

ٱ Atypical Connective Tissue 

   Disease (ACTD)

ٱ Atypical Rheumatic Syndrome (ARS)
ٱ Nonspecific Autoimmune Condition (NAC)
	4.
   A – ٱ

   B – ٱ
   C – ٱ
   D – ٱ
	5.


	6. QMD (See I.)
Name

Specialty

ABMS Page No.
___________________
Date of QMD Letter

Date of QMD Exam
	7.
LIST EVEN IF NOT COMPENSABLE PER DISEASE SCHEDULE
	8. QMD
A ٱ B ٱ C ٱ
 Dٱ  NONE ٱ
TREATING PHYSICIAN
A ٱ B ٱ C ٱ

 Dٱ  NONE ٱ


	9.

	CLAIMS OFFICE
	10.


	11.
	12.

	PRE-EXISTING
	13.


	14.
	 N/A


1st CLAIMS OFFICER: ____________________________ DATE:  ________ TIME TO REVIEW:  ________
2nd CLAIMS OFFICER: ___________________________ DATE: ________ TIME TO REVIEW: _________
CLAIMS OFFICER’S REVIEW WORKSHEET
IMPORTANT NOTE:  If you have a question about how to answer any of these questions when reviewing a particular file, put the question in writing and give it to your team leader.  Do not continue your review based upon an oral answer.  Hold the file until you receive a written answer from your team leader, the Claims Manager, or the Claims Administrator.  Copies of all written questions and answers will be given to all Claims Officers to add to their manuals.
Before beginning review of this claim, check the registration and claim forms to make sure:

____  This claimant has actually received at least one breast implant.

____  The last implant was received after 1961.

____  The first implant was received before June 1993.

____  At least one of the implants was made by a company other than 


 Koken or Porex.

____  If a foreign country is named in the “Citizenship” box of the registration form, there is an “OK” with initials to the right of that box, or a red “F” in the upper left-hand corner of the registration form.

If this file does not pass one or more of these checks, give the file to your team leader, with a note of the problem.  Do not continue review.

Using the registration and disease compensation claim forms, enter the claimant’s name and SS#, and fill in blanks for items #1 – 5 on the Review Summary sheet.

Proceed with review of the claim using this Review Worksheet.  Follow all directions carefully.

Do not review any medical documents stamped “Postmarked after October 17.”  Keep them segregated from all other documents, so that they are not inadvertently included in your review.

Be sure any notes on the Deficiency Form are sufficiently detailed to enable any reader to know what additional information is necessary to satisfy the criteria in the Disease Schedule and to qualify for benefits.
DISEASE EVALUATION FORM
SECTION 1:  STATEMENT OR DIAGNOSIS FROM QMD
NOTE:  Review the medical documentation in the file to answer the following question only if the claimant has indicated at #6 on the claim form that this claim is supported by a QMD’s statement.  If the form indicates submission by medical records only, answer “no” to A, and go to Section II.
A. Is there a “statement or diagnosis” from the QMD?


Yes ____

No ____

If no, go to Section II and continue.

If yes, is the physician who wrote the statement or diagnosis board certified in internal medicine, rheumatology, immunology or neurology?

Verify the physician’s certification in one of these four specialties by checking the alphabetical listing at the back of Volume IV of the ABMS directory.  If the physician is not listed there, check under his or her claimed specialty in the ABMS directory.  If you cannot verify certification, but the physician claims to be board-certified in one of these four specialties, write a note to “check specialty”, clip it to the statement or diagnosis to the front of the claim file, and place the file in the “Check Specialty” bin.  (Once file is returned after this check, proceed with review.)



Yes _____

No _____

If you can verify the physician’s certification in one of the four specialties, go to “B” and continue.

If this physician is not board certified in one of these four specialties, go to Section II and proceed with review on medical records alone.

____________________________________________________________________
B. Is physician’s certification appropriate for claimed disease?  (See chart)



Yes _____

No _____

If no, note on Deficiency Form, go to Section II and proceed with review on medical records alone.

If yes, enter physician’s name, ABMS page number, specialty and date of QMD letter at #6 on Review Summary.  Then go to “C” and continue.

______________________________________________________________________
C. Is the statement or diagnosis signed by the QMD?


Yes _____

No _____

If no, note on Deficiency Form, go to “D” and continue.

If yes, go to “D” and continue.

______________________________________________________________________
D. Did the QMD personally examine the claimant?


Yes _____

No _____

If no or ?, go to “E” and continue.

If yes, enter date of QMD’s examination on #6 on Review Summary.  Was the examination performed after August 1993?



Yes _____

No _____

If yes, enter disease diagnosed at #7 on Review Summary, and proceed to individual disease worksheet for disease diagnosed.  When that step is complete, go to “F”.

If no, note date of examination on Deficiency Form, enter disease diagnosed at #7 on Review Summary, and proceed to individual disease worksheet for disease diagnosed.  When that is complete, go to “F”.

E. Is the most recent medical record relating to disease claimed dated after August 1993?


Yes _____

No _____

If yes, enter disease diagnosed at #7 on Review Summary, and proceed to individual disease worksheet for disease diagnosed.  When that step is completed, go to “F”.
If no, note date of most recent medical record on Deficiency Form, enter disease diagnosed at #7 on Review Summary, and proceed to individual disease worksheet for disease diagnosed.  When that step is complete, go to “F”.

F. Do the signs, symptoms and findings in the medical records or in the statement or diagnosis satisfy the eligibility requirements of the disease diagnosed by the QMD?


Yes _____

No _____

If yes, go to “G” and continue.

If no, explain deficiencies in detail on Deficiency Form, go to “G” and continue.

G. Are all the records upon which the diagnosis is based in the claim file?


Yes _____

No _____

If yes, go to “F” and “G”, enter disease at #10 on Review Summary, go to “H” and continue.

If no, describe missing records on Deficiency Form, go to “H” and continue.

H. Is the claimed compensation level measured by functional disability or by severity of the disease?


Functional disability _____



Severity of disease ______



If functional disability, go to “J”.



If severity level, go to “L”.

J1.  Has the QMD made a determination of disability?


Yes _____

No _____

If yes, enter disability level at #8 on Review Summary and go to “J2”.

(If you have any concerns about the physician’s ability to determine the claimant’s disability level, please note on a PROBLEMS AND CONCERNS form.)

If no go to “K”.

J2.
Has the QMD stated that (s)he has sufficient information to form a professional opinion about disability, what the information was, and the source of that information?


Yes _____

No _____

If yes, continue to “J3”.

If no, explain on Deficiency Form, go to “J3” and continue.

J3.
Are the medical records upon which that determination was based in the file?


Yes _____

No _____

If no, explain deficiencies in detail on a Deficiency Form, go to “J4” and continue.

J4.
Is the QMD’s determination of disability consistent with the criteria for this disability level?


Yes _____

No _____

If no, explain difference on Deficiency Form, go to Section IV and continue.

If yes to J1, J2, J3 and J4, enter QMD’s disability determination at #11 on Review Summary and go to Section III.

If any of your answers to J2, J3 and/or J4 are “no”, go to Section IV and continue.

K1.
Has the claimant’s treating physician made a determination of disability caused by this disease/condition?
(A treating physician is one who has seen the patient at least twice for medical purposes – other than evaluation for purposes of making this claim.)



Yes _____

No _____

If no, explain deficiencies (both J1 and K1) on Deficiency Form, go to Section IV and continue.

If yes, enter disability level at #8 on Review Summary and go to “K2”.

K2.
Does the treating physician’s determination of disability satisfy the criteria for this disability level?


Yes _____

No _____

If yes, enter disability level at #11 on Review Summary, go to Section III and continue.

If no, explain on Deficiency Form, go to Section IV and continue.

L1.
Has the QMD made a determination of the severity level of this disease?


Yes _____

No _____

If yes, enter severity level at #8 on Review Summary, go to “L2” and continue.

If no, go to “L4” and continue.

L2.
Do the signs, symptoms, and findings in the medical records or in the statement or diagnosis satisfy the requirements of the disease schedule for this severity level?


Yes _____

No _____

If yes, go to “L3” and continue.

If no, explain deficiencies on Deficiency Form, go to “L3” and continue.

L3.
Are the records upon which the QMD’s determination is based in the claim file?


Yes _____

No _____

If yes, enter severity level at #11 on Review Summary, go to Section III and continue.

If no, explain deficiencies on Deficiency Form, go to Section IV and continue.

L4.
Can a severity level for this disease be determined either from the medical records (e.g., a severity level involving organ involvement) or by default (e.g., an “other” category)?


Yes _____

No _____

If yes, enter severity level at #11 on Review Summary, go to Section III and continue.

If no, explain deficiencies on Deficiency Form, go to Section IV and continue.
If you have any concerns that the medical documentation conflicts with or negates the QMD’s determination of disability or severity, please note on a PROBLEMS AND CONCERNS Form.

SECTION 2:  NO “STATEMENT OR DIAGNOSIS” FROM QMD, MEDICAL RECORDS ONLY
NOTE:  If there is a “statement or diagnosis” written solely for purposes of this settlement by a physician who is not a QMD, you cannot consider that statement in your review of this claim.  Set it aside, and do not read or consider it as you complete this review.  You can consider any regular medical records submitted by that physician, as well as any diagnosis or statement about the claimant’s condition that was not written solely for purposes of this settlement.

A. Are the most recent medical records dated after August 1993?


Yes _____

No _____

If yes, proceed to Symptomology Grid and individual disease worksheets.

If no, note on Deficiency Form.  Proceed to Symptomology Grid and individual disease worksheets.

B. Do the signs, symptoms, and findings in the medical records satisfy the eligibility requirements for the disease(s) claimed?


Yes _____

No _____

If yes, enter disease/condition at #10 on Review Summary, go to “C” and continue.

If no, does the medical documentation support a finding of another disease/condition listed on the disease compensation schedule?



Yes _____

No _____

If yes, enter that disease/condition at #10 on the Review Summary, go to “C” and continue.

If no, explain the deficiencies on Deficiency Form, go to “C” and continue.

C1.
Is there a treating physician’s determination of functional disability that satisfies a disability level for the disease entered on #10 on the Review Sheet?
(A treating physician is one who has seen the patient at least twice for medical purposes – other than evaluation for purposes of making this claim.)


Yes _____

No _____

If yes, enter disability at #8 on the Review Summary, go to “C2” and continue.

If no, go to “D” and continue.

C2.
Does the treating physician’s determination of disability satisfy the criteria for this disability level?


Yes _____

No _____

If yes, enter disability level at #11 on the Review Summary, go to Section III and continue.

If no, go to “D” and continue.

C. Can a severity level for this disease be determined either from the medical records (e.g., a severity level requiring organ involvement) or by default (e.g., an “other” category)?


Yes _____

No _____

If yes, enter at #11 on the Review Summary, go to Section III and continue.

If no to “C” and “D”, note deficiency on Deficiency Form, go to Section IV and continue.

SECTION 3:  AGE OF ONSET
NOTE:  Answer the following questions only if you have established both a disease/condition (at #10 on the Review Summary) and a severity/disability level (#11 on the Review Summary).  Otherwise, go to Section IV and continue.

“Age of onset” means the time when the claimant had all of the required symptoms to qualify for this disease and the current severity/disability level.

A. Has the QMD who wrote the “statement or diagnosis” (if any) stated the claimant’s “age of onset”?


Yes _____

No _____

If yes, enter age of onset at #9 on Review Summary and go to “B” and continue.

If no or N/A, go to “B” and continue.
B. Does the medical documentation establish an age of onset?
“Medical documentation” means all of the documents you reviewed to determine the disease/condition and the severity/disability level.



Yes _____

No _____

If yes, enter claimant’s age of onset at #12 on the Review Summary, go to Section IV and continue.

If no, enter claimant’s current age at #12 on the Review Summary, go to Section IV and continue.

[If you have entered a different age at #12 from the age (if any) entered at #9, explain reasons for difference on Deficiency Form.]

SECTION 4:  PRE-EXISTING DISEASE/CONDITION
A. Does the claimant’s medical documentation indicate that she suffered from the disease entered at #10 on the Review Summary (or at #3 or #7 if no disease is entered at #10) before the date of initial implant?


Yes _____

No _____

If no, enter “none” at #13 on the Review Summary, go to Section V and continue.

If yes, enter prior disease at #13 on the Review Summary, got to “B” and continue.

B. Does the medical documentation establish that the claimant has developed a more serious level of this pre-existing disease since she first received breast implants?


Yes _____

No _____

If yes, enter the level of severity/disability this claimant had before her first implant at #14 on the Review Summary, go to Section V and continue.

If no, note on Deficiency Form, go to Section V and continue.

SECTION V:  MISCELLANEOUS
A. Have you found in the medical records confirmation that the claimant has (or had) breast implants?


Yes _____

No _____

If yes, go to “B” and continue.

If no, note on a PROBLEMS AND CONCERNS Form, go to “B” and continue.

B. If there is no statement or diagnosis from a QMD (#7 blank) and if you have entered a disease at #10 and a severity/disability level at #11 on the Review Summary, is this the highest compensation level on the grid for which this claimant qualifies?


Yes _____

No _____

If no, explain in detail on the Deficiency Form why you have not entered the higher compensation level on the Review Summary.  Go to “C” and continue.

If yes or N/A, go to “C” and continue.

C. Does the medical documentation indicate that the claimant does not presently suffer from the disease/condition and/or from the claimed disability level?

Disease/Condition:
Yes _____

No _____


Disability level:
Yes _____

No _____

If yes for Disease/Condition write “not current?” under disease at #10 on the Review Summary and explain on the Deficiency Form.

If yes for Disability level, write “not current?” under severity/disability level at #11 on the Review Summary and explain on the Deficiency Form.

Sign and date the first page of this form.  Note the “time to review” on the summary sheet.  Be sure any additional forms used for this review are completely filled out.

Put all forms in the claim file.  Make an entry on your weekly log for this review.

Place the file in the “Initial Review Completed” bin.  Review is complete.

ATYPICAL CONNECTIVE TISSUE DISEASE (ACTD)

ATYPICAL RHEUMATIC SYNDROME (ARS)

NONSPECIFIC AUTOIMMUNE CONDITIONS (NAC)
SSN: ______ ____ ______
NAME: ___________________ _________________






   (Last)


(First)
REVIEWER:  ________________________ DATE:  ___________________________

	DO NOT CHECK A SYMPTOM IF IT EXISTED BEFORE THIS CLAIMANT RECEIVED HER FIRST BREAST IMPLANT.
DO NOT EXCLUDE A SYMPTOM BECAUSE IT MIGHT HAVE BEEN CAUSED BY ANOTHER SOURCE UNLESS THE CLAIMANT’S DOCTOR HAS DETERMINED THAT IT WAS CLEARLY AND SPECIFICALLY CAUSED BY THAT OTHER SOURCE.

DO NOT EXCLUDE A SYMPTOM THAT WAS CAUSED IN PART BY A SOURCE OTHER THAN BREAST IMPLANTS.


Does the claimant have any of the following signs, symptoms or findings?
GROUP I SIGNS AND SYMPTOMS:
______
1.  
Raynaud’s phenomenon evidenced by the patient giving a



 
history of two color changes, or visual evidence of 




vasospasm, or evidence of digital ulceration.

______
2.
Polyarthritis, defined as synovial swelling and 




tenderness in three or more joints lasting greater than 




six weeks and observed by a physician.

______
3.
Keratoconjunctivitis Sicca:  subjective complaints of 




dry eyes and/or dry mouth, accompanied by any one of 




the following:

a. lacrimal or salivary enlargement

b. parotid enlargement

c. abnormal Schirmer test

d. abnormal Rose-Bengal staining

e. filamentous keratitis

f. abnormal parotid scan or ultrasound

g. abnormal CT or MRI of parotid

h. abnormal labial salivary biopsy

	TOTAL NUMBER OF GROUP I SIGNS AND SYMPTOMS:  _____


GROUP II SIGNS AND SYMPTOMS:
_____
1.
Myalgias determined by tenderness on examination

_____
2.
Immune mediated skin changes or rash, as follows:

a. changes in texture or rashes that may or may not be characteristic of SLE, Systemic Sclerosis (scleroderma), or dermatomyositis

b. diffuse petechiae, telangiectasis, or livedo reticularis

_____
3.
Pulmonary symptoms or abnormalities, which may or may




 not be characteristic of SLE, Systemic Sclerosis 




(scleroderma), or Sjogren’s Syndrome, as follows:
a. Pleural and/or interstitial lung disease

b. Restrictive lung disease

c. Obstructive lung disease as evidenced by characteristic clinical findings and either:

aa. Characteristic chest x-ray changes




OR

ab. Characteristic pulmonary function test abnormalities in a non-smoker (e.g. decrease DLCO or abnormal arterial blood gases)

_____
4.
Pericarditis defined by consistent clinical findings 




and either EKG or echo-cardiogram

_____
5.
Neuropsychiatric symptoms: cognitive dysfunction



(memory loss and/or difficulty concentrating) which may 



be characteristic of SLE or MCTD as determined by a 



SPECT scan or PET scan or MRI or EEG or 



neuropsychological testing

_____
6.
Peripheral neuropathy diagnosed by physical 




examination, showing one or more of the following:
a. loss of sensation to pinprick, vibration, touch or position

b. tingling, paresthesia, or burning pain in the extremities

c. loss of tendon reflex

d. proximal or distal muscle weakness (loss of muscle strength in extremities or weakness of ankles, hands, or foot drop)

e. signs of dysesthesia

f. entrapment neuropathies

_____
7.
Myositis or myopathy diagnosed by:

a. weakness on physical examination or by muscle strength

b. abnormal CPK or aldolase

c. abnormal cybex testing

d. abnormal EMG

e. abnormal muscle biopsy

_____
8.
Serologic abnormalities – any one of the following:

a. ANA > or equal to 1:40 (using Hep2)
b. Positive ANA profile such as Anti -: DNA, SSA, SSB, RNP, SM, Scl-70, centromere, Jo-1, PM-Scl or dsDNA (preferable to use ELISA with standard cutoffs)

c. Other autoantibodies, including thyroid antibodies, anti-microsomal, or anti-cardiolipin, or RF (by nephelometry with 40 IU cutoff)

d. Elevation of immunoglobulin (IgG, IgA, IgM)

e. Serologic evidence of inflammation such as elevated ESR, CRP

_____
9.
Lymphadenopathy (as defined by at least 1 lymph node 




greater than or equal to 1 x 1 cm) documented by a 




physician

_____
10.
Dysphagia with positive cine-esophagram, manometry or 




equivalent imaging

	TOTAL NUMBER OF GROUP II SIGNS AND SYMPTOMS:  _____



GROUP III SIGNS AND SYMPTOMS:
Be sure these symptoms are documented, if required.
_____
1.
Documented arthralgia

_____
2.
Documented myalgias

_____
3.
Chronic fatigue (> 6 months)

_____
4.
Documented Lymphadenopathy

_____
5.
Documented Neurological symptoms including cognitive



dysfunction or paresthesia

_____
6.
Photosensitivity

_____
7.
Documented sicca symptoms

_____
8.
Documented dysphagia

_____
9.
Documented alopecia

_____
10.
Documented sustained balance disturbances

_____
11.
Documented sleep disturbances

_____
12.
Documented easy bruisability or bleeding disorder

_____
13.
Documented chronic cystitis or bladder irritability

_____
14.
Documented colitis or bowel irritability

_____
15.
Persistent low grade fever or night sweats

_____
16.
Mucosal ulcers confirmed by physician

_____
17.
Burning pain in the chest, breast, arms or axilla, or



substantial loss of function in breast due to 



disfigurement or other complications from implants or 



explantation

_____
18.
Pathological findings:  granulomas or siliconomas or 



chronic inflammatory response, or breast infections

	TOTAL NUMBER OF GROUP III SIGNS AND SYMPTOMS:  _____


	1.   Are any two of the signs and symptoms from GROUP I present? 

     YES: _____          NO: _____

     IF YES:  ACTD / ARS / NAC confirmed.

     IF NO:   GO TO 2

2.   Are any three of the signs and symptoms from GROUP II present? 

     YES: _____          NO: _____
     IF YES:  ACTD / ARS / NAC confirmed.

     IF NO:  Is any one of the signs and symptoms from GROUP I plus
     any one of the signs and symptoms from GROUP II present?
     YES: _____          NO: _____
     IF YES: ACTD / ARS / NAC confirmed.

     IF NO: GO TO 3

3.   Does the claimant have any two of the signs and symptoms from 

     GROUP I plus any one non-duplicative sign or symptom from GROUP 
     III? 
     YES: _____         NO: _____
     IF YES: ACTD / ARS / NAC confirmed.

     IF NO: Does the claimant have five or more non-duplicative signs

     and symptoms listed in GROUP I, GROUP II or GROUP III?

     YES: _____          NO: _____

     IF YES: ACTD / ARS / NAC confirmed.

     IF NO:  ACTD / ARS / NAC not confirmed.



DISABILITY LEVELS

(ALL ARE FUNCTIONAL DISABILITIES)
A
_____
Death resulting from the compensable condition.




Or



Total disability resulting from the compensable



condition.  An individual will be considered totally 



disabled if she demonstrates a functional capacity 



adequate to consistently perform none or only a few of 



the usual duties or activities of vocation or self-



care.

B
_____
35% disabled due to the compensable condition. An



individual shall be considered 35% disabled if she 



demonstrates a loss of functional capacity which 



renders her unable to perform some of her usual 



activities of vocation, avocation and self-care, or she 



can perform them only with regular or recurring severe 



pain.
C
_____
20% disabled due to the compensable condition.  An 



individual shall be considered 20% disabled if she can 



perform some of her usual activities of vocation, 



avocation and self-care only with regular or recurring 



moderate pain.

	“VOCATIONAL” means activities associated with work, school and homemaking.
“AVOCATIONAL” means activities associated with recreation and leisure.

“USUAL SELF-CARE” means activities associated with dressing, feeding, bathing, grooming and toileting.  

                                [SETTLEMENT AGREEMENT – Exhibit D]


PROBLEMS AND CONCERNS
SSN: ______ ____ ______
NAME: ___________________ __________________






   (Last)


(First)
ATTORNEY:  ________________________ QMD: ______________________________

REVIEWER:  ________________________ DATE:  ____________________________

Note specifically and in detail any problems and concerns you have about this file:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

CONTINUED ON REVERSE  ٱ  

SSN:  _______________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DEFICIENCY REPORT
SSN: ______ ____ ______
NAME: ___________________ _________________






   (Last)


(First)
ATTORNEY: _________________________ QMD: _____________________________

REVIEWER:  ________________________ DATE:  ___________________________
I.A.  Physician not board certified in one of the four specialties:_________________
I.A.  Unable to determine if board certified.  Check specialty:_____________________

I.B.  Physician certification inappropriate for disease claimed: ___________________

I.C.  Statement of diagnosis not signed by QMD: ____________________________________

I.D.  Date of QMD exam if prior to August 31, 1993: ________________________________

I.E. or II.A. Date of most recent medical record if prior to August 31, 1993:______

	PLEASE ENSURE THAT YOUR ANSWERS TO ANY OF THE FOLLOWING QUESTIONS ARE

SUFFICIENTLY DETAILED TO DESCRIBE TO THE CLAIMANT EXACTLY WHAT IS NEEDED TO COMPLETE HER CLAIM


I.F.  Failure of signs, symptoms or findings to satisfy eligibility requirements of disease diagnosed:

> Signs, symptoms and findings recited by QMD are insufficient to qualify claimant and why: ___________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________> Signs, symptoms and/or findings noted by QMD which were not counted by reviewer and why: ___________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
> Other:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I.G.  Records upon which QMD relied in making diagnosis are missing:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I.J.2.  QMD’s failure to make required affirmations regarding disability diagnosis:
> (1) Failure to state that (s)he has sufficient information to form a professional opinion about disability (or actual disclaimer of ability to diagnose disability): ________________________________________________________________________________________________________________________________________________________________________
> (2) Failure to state information on which (s)he based opinion: ___________________
________________________________________________________________________________________________________________________________________________________________________

> (3) Failure to state source of information on which (s)he based opinion: _________

________________________________________________________________________________________________________________________________________________________________________

I.J.3. Records upon which QMD relied in making disability determination are missing:
________________________________________________________________________________________________________________________________________________________________________

I.J.1., I.K.1. or II.C.1.  No disability determination by QMD or treating physician:  ____________________________________________________________________________________
I.J.4., I.K.2. or II.C.2.  Failure of QMD’s or treating physician’s disability determination to satisfy criteria for disability level:  

> (1) Information about claimant’s condition shows that disability determination is inconsistent with settlement criteria:  ____________________________________________

____________________________________________________________________________________

____________________________________________________________________________________
> (2) Insufficient information about claimant’s condition to know whether disability determination is consistent with settlement criteria: ______________________________

________________________________________________________________________________________________________________________________________________________________________

I.L.1., I.L.4. or II.D.  No severity level determination by QMD, records or default: ____________________________________________________________________________________

I.L.2.  Failure of signs, symptoms and findings to satisfy requirements of severity level determined by QMD: ___________________________________________________________

________________________________________________________________________________________________________________________________________________________________________

I.L.3.  Records upon which QMD relied in determining severity level are missing: 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

II.B. Failure of signs, symptoms and findings to satisfy eligibility requirements of any covered disease: _______________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

III.B.  Reasons for assigning different age of onset than that assigned by QMD or treating physician:  _______________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

IV.B.  Claimant with pre-existing disease whose disability/severity level has not been increased post-implant:  ______________________________________________________

________________________________________________________________________________________________________________________________________________________________________

V.B.  Reason for not assigning highest compensation level for which claimant qualifies: _________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

V.C.  Documentation that claimant does not presently suffer from disease/condition or disability level assigned:  _____________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

OTHER:  (Be very specific) (Note here deficiencies in symptoms not needed to qualify claimant.)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

