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reflecting values equal to or less than 
the values set forth in the tables to ap-
pendix B of this part; or 

(B) A written diagnosis by a physi-
cian in accordance with § 79.51(s); and 

(ii) One of the following: 
(A) A chest x-ray administered in ac-

cordance with standard techniques ac-
companied by interpretive reports of 
the x-ray by a maximum of two NIOSH 
certified ‘‘B’’ readers, classifying the 
existence of disease of category 1/0 or 
higher according to a 1989 report of the 
International Labor Office (known as 
the ‘‘ILO’’) or subsequent revisions; 

(B) High-resolution computed tomog-
raphy scans (commonly known as 
‘‘HRCT scans’’), including computer-as-
sisted tomography scans (commonly 
known as ‘‘CAT scans’’), magnetic res-
onance imaging scans (commonly 
known as ‘‘MRI scans’’), and positron 
emission tomography scans (commonly 
known as ‘‘PET scans’’), and interpre-
tive reports of such scans; 

(C) Pathology reports of tissue biop-
sies; or 

(D) Pulmonary function tests indi-
cating restrictive lung function and 
consisting of three reproducible time/ 
volume tracings recording the results 
of the forced expiratory volume in one 
second (FEV1) and the forced vital ca-
pacity (FVC) administered and re-
ported in accordance with the Stand-
ardization of Spirometry—1994 Update 
by the American Thoracic Society, and 
reflecting values for FEV1 or FVC that 
are less than or equal to the lower 
limit of normal for an individual of the 
claimant’s age, sex, height, and eth-
nicity as set forth in the tables in ap-
pendix A to this part. 

(e) The Assistant Director shall treat 
any documentation described in para-
graph (d)(3)(i)(B) or paragraph 
(d)(3)(ii)(A) of this section as conclu-
sive evidence of the claimant’s non-
malignant respiratory disease; pro-
vided, however, that the Program may 
subject such documentation to a fair 
and random audit to guarantee its au-
thenticity and reliability for purposes 
of treating it as conclusive evidence; 
and provided further that, in order to 
be treated as conclusive evidence, a 
written diagnosis described in para-
graph (d)(3)(i)(B) must be by a physi-
cian who is employed by the Indian 

Health Service or the Department of 
Veterans Affairs or who is board cer-
tified (as described in § 79.51(s)), and 
who must have a documented, ongoing 
physician-patient relationship with the 
claimant. Notwithstanding the conclu-
sive effect given to certain evidence, 
nothing in this paragraph shall be con-
strued as relieving a living claimant of 
the obligation to provide the Program 
with the forms of documentation re-
quired under paragraph (d)(3). 

§ 79.56 Proof of primary renal cancer. 
(a) In determining whether a claim-

ant developed primary renal cancer fol-
lowing pertinent employment as a mil-
ler, the Assistant Director shall resolve 
all reasonable doubt in favor of the 
claimant. A conclusion that a claimant 
developed primary renal cancer must 
be supported by medical documenta-
tion. In all cases, the Program will re-
view submitted medical documenta-
tion, and will, in addition and where 
appropriate, review any pertinent 
records discovered within the sources 
referred to in paragraphs (b) and (c) of 
this section. 

(b) Where appropriate, the Radiation 
Exposure Compensation Program will 
search the records of the PHS (includ-
ing NIOSH), created or gathered during 
the course of any health study of ura-
nium workers conducted or being con-
ducted by these agencies, to determine 
whether those records contain proof of 
the claimant’s medical condition. (In 
cases where the claimant is deceased, 
the Program will accept as proof of 
medical condition the verification of 
the PHS or NIOSH that it possesses 
medical records or abstracts of medical 
records of the claimant that contain a 
verified diagnosis of primary renal can-
cer.) 

(c) If a claimant was diagnosed as 
having primary renal cancer in the 
State of Arizona, Colorado, Nevada, 
New Mexico, Utah, or Wyoming, and 
the claimant or eligible surviving bene-
ficiary submits with the claim an Au-
thorization To Release Medical or 
Other Information, valid in the state of 
diagnosis, that authorizes the Radi-
ation Exposure Compensation Program 
to contact the appropriate state cancer 
or tumor registry, the Program will, 
where appropriate, request the relevant 
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information from that registry and will 
review records that it obtains from the 
registry. (In cases where the claimant 
is deceased, the Program will accept as 
proof of medical condition verification 
from the state cancer or tumor reg-
istry that it possesses medical records 
or abstracts of medical records of the 
claimant that contain a verified diag-
nosis of primary renal cancer.) 

(d) If medical records regarding the 
claimant were gathered during the 
course of any federally supported, 
health-related study of uranium work-
ers, and the claimant or eligible sur-
viving beneficiary submits with the 
claim an Authorization To Release 
Medical or Other Information that au-
thorizes the Program to contact the 
custodian of the records of the study to 
determine if proof of the claimant’s 
medical condition is contained in the 
records of the study, the Program will, 
where appropriate, request such 
records from that custodian and will 
review records that it obtains from the 
custodian. (In cases where the claimant 
is deceased, the Program will accept as 
proof of the claimant’s medical condi-
tion such medical records or abstracts 
of medical records containing a 
verified diagnosis of primary renal can-
cer.) 

(e) A claimant or beneficiary may 
submit any of the following forms of 
medical documentation in support of a 
claim that the claimant contracted 
primary renal cancer. Such documenta-
tion will be most useful where it con-
tains an explicit statement of diagnosis 
or such other information or data from 
which the appropriate authorities at 
the National Cancer Institute can 
make a diagnosis to a reasonable de-
gree of medical certainty: 

(1) Pathology report of tissue biopsy 
or resection; 

(2) Autopsy report; 
(3) One of the following summary 

medical reports: 
(i) Physician summary report; 
(ii) Hospital discharge summary re-

port; 
(iii) Operative report; 
(iv) Radiotherapy summary report; 

or 
(v) Medical oncology summary or 

consultation report; 

(4) Report of one of the following ra-
diology examinations: 

(i) Computerized tomography (CT) 
scan; or 

(ii) Magnetic resonance imaging 
(MRI); or 

(5) Death certificate, provided that it 
is signed by a physician at the time of 
death. 

§ 79.57 Proof of chronic renal disease. 

(a) In determining whether a claim-
ant developed chronic renal disease fol-
lowing pertinent employment as a mil-
ler, the Assistant Director shall resolve 
all reasonable doubt in favor of the 
claimant. A conclusion that a claimant 
developed chronic renal disease must 
be supported by medical documenta-
tion. 

(b) A claimant or beneficiary may 
submit any of the following forms of 
medical documentation in support of a 
claim that the claimant contracted 
chronic renal disease. 

(1) Pathology report of tissue biopsy; 
(2) If laboratory or radiographic tests 

exist: 
(i) Abnormal plasma creatinine val-

ues; and 
(ii) Abnormal glomerular filtration 

rate (by either measured creatinine or 
iothalamate clearance or calculated by 
MDRD equation); and 

(iii) Renal tubular dysfunction as evi-
denced by: 

(A) Glycosuria in the absence of dia-
betes mellitus; 

(B) Proteinuria less than one gram 
daily without other known etiology; or 

(C) Hyperphosphaturia, 
aminoaciduria, B–2 microglobinuria or 
alkaline phosphaturia or other marker 
of proximal tubular injury; or 

(iv) Radiographic evidence of chronic 
renal disease; 

(3) Autopsy report; 
(4) Physician summary report; 
(5) Hospital discharge summary re-

port; 
(6) Hospital admitting report; or 
(7) Death certificate, provided that it 

is signed by a physician at the time of 
death. 
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